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ABSTRACT
Introduction: Mesenteric fibromatosis or intra
abdominal desmoid tumour is a rare proliferative
disease affecting the mesentery. It is a locally
aggressive tumour that lacks metastatic potential, but
the local recurrence is common. Mesenteric
fibromatosis with the intestinal involvement can be
easily confused with other primary gastrointestinal
tumours, especially with that of the mesenchymal
ongm.

malignant potential. Although GISTs and mesenteric
fibromatosis are distinct entities, they are often
confused clinically, radiologically and not
uncommonly pathologically as well. Misdiagnosis
might result in inappropriate therapeutic decisions
and worse prognosis.
The term "desmoid" was coined by Muller in 1838
and is derived from the Greek word "desmos",
1
meaning band or tendon • Mesenteric fibromatosis
accounts for approximately 0.03% of all malignant
2

Case Report: We are reporting a case of a 27-year
old female who presented with abdominal pain for 4
months duration.
Conclusion The diagnosis of mesenteric fibromatosis
should always be considered in the case of
mesenchymal tumours apparently originating from
the bowel wall that diffusely infiltrate the mesentery.
Key Words: mesenteric fibromatosis; desmoid
tumour; gastrointestinal stromal tumour; GIST;
differential diagnosis.
INTRODUCTION
Mesenteric fibromatosis (MF) or intra-abdominal
desmoid tumour is a rare proliferative disease
affecting the mesentery. MF is a locally aggressive
tumour that lacks metastatic potential, but the local
recurrence is common. It resembles gastrointestinal
stromal tumours (GIST) that are mesenchymal
neoplasms of the digestive tract and show a varied

and benign neoplasms •
The association between desmoid tumors and FAP
(Familial Adenomatous Polyposis) is particularly
3
strong in patients with Gardner's syndrome •
Intra Abdominal Fibromatosis is benign and
exclusively locally aggressive, whereas GISTs
present with a risk of aggressive clinical behavior,
depending on location, diameter and number of
mitoses; thus GISTs are potentially malignant and
may lead to distant metastases. The most common
symptoms are abdominal pain, nausea, vomiting,
abdominal mass on palpation, weight loss, and fever.

CASE REPORT
We are presenting a case of a 27 year old female
patient, who was admitted for mild-abdominal pain
for about four months. Her medical and previous
surgical history was insignificant. There were no
desmoid tumours in family.
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The physical examination was unremarkable.
Laboratory findings were normal. The level of CEA
was within normal limits. A transabdominal
ultrasound (US) showed an ovoid well-delineated
homogenously hypoechoic mass that was 10.1 x 6.0 x
7.2 cm in size. There was a hyperechoic area in the
central part of the tumour with posterior acoustic
shadowing that corresponded to intraluminal air. The
tumour was circumferentially attached to the wall of
the small bowel. An abdominal computed
tomography (CT) revealed a 8.2 x 7.2 x 7.4 cm mass
infiltrating the small bowel.
Microscopic examination reveal cytologically bland
spindle to stellate shaped cells with variable
cellularity evenly distributed in collagenous stroma.
There were keloid type collagen fibres with
prominent dilated thin walled vessels.
There was mild lymphoplasmacytic infiltrate and
nodular lymphoid aggregate at advancing edge of
tumour.
The tumour mass was infiltrating into surrounding fat
consistent with mesenteric fibromatosis.
On performing IHC (Immuno Histo Chemistry)
studies, proliferating tumour cells were positive for B
catenin, and calponin. Subsequently negative for
DOG-1 and CD 117.
DISCUSSION
Mesenteric fibromatosis is characterized by a high
propensity to invade adjacent organs, but with low
mitotic activity and no metastatic potentiaI4.
Mesenteric fibromatosis are most frequently found in
young adults with a peak incidence at 30 years. The
sex incidence varies, with Yannopoulos and Stout5
reporting an equal frequency in the males and
females. It is a type of fibroblastic proliferation
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affecting the mesentery that develops usually as a
consequence of surgical trauma, but it may occur
spontaneously. Patients with familial adenomatous
polyposis (FAP, Gardner 's syndrome) are especially
predisposed to the development of mesenteric
6
fibromatosis • Desmoids develop in approximately
10% of FAP patients and most are intra-abdominal.
Most mesenteric fibromatosis measure 5-10 cm in the
greatest dimension, although larger lesions up to 24
7
cm have been reported
• The
pathogenesis of
fibromatoses has been unclear for many years.
Currently, these tumours are regarded as a clonal
proliferation of myofibroblasts that show APC
(adenomatous polyposis coli) gene mutations. These
mutations lead to the over expression of beta
catenin6'8' •9
Desmoid tumours are firm masses. On cross section
these tumours are grayish and grossly homogenous.
In comparison, GISTs are usually soft and fleshy. In
contrast to MF, the gross appearance of GISTs is
highly dependent on their size, with large tumours
being morphologically more heterogeneous. It
follows that a large tumour that is firm and
homogenous on cross section without obvious
haemorrhagic and necrotic areas is highly suggestive
of intra-abdominal fibromatosis. Nevertheless, the
diagnosis of mesenteric fibromatosis is based on the
microscopic examination and immunostaining. It is
noteworthy that a CD117 antigen, expressed
commonly in GISTs, can be positive in up to 75%
10 12
cases of mesenteric fibromatosis - •
1 3

Lee et al.
reported a case of intraabdominal
fibromatosis that occurred after the resection of a
gastric stromal tumour. Failure to differentiate
mesenteric fibromatosis from other tumours may lead
to an inappropriate treatment and a worse prognosis.
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CONCLUSION
The diagnosis of mesenteric fibromatosis should
always be considered in mesenchymal tumours
originating from the bowel wall that diffusely
infiltrate the mesentery.

Figure 1: H & E IMAGE AT 4X: showing memesen
teric fibromatosis infiltrating fat with prominent
peripheral lymphoid follicles.

Figure 2: Hand E Section at lOx : shows bland spindle to
stellate shaped cells with prominent dilated thin walled
veins.

Figure 3: Image at 40x : Positive for Beta catenin

Figure 4: Image at 40x : Positive for Calponin
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Figure 5: Image at 40x: Negative for DOG 1

Figure 6: Image at 40x : Negative for CD 117
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