
GE – Portuguese
Journal of
Gastroenterology

Clinical Case Study

GE Port J Gastroenterol 2024;31:283–287
DOI: 10.1159/000533959

Received: May 10, 2023
Accepted: August 19, 2023
Published online: September 27, 2023

Desmoid Tumor after Sleeve
Gastrectomy: Case Report and
Literature Review

Renato Medasa, b Rosa Coelhoa, b Renato Bessa-Meloc Pedro Pereiraa, b

Guilherme Macedoa, b

aGastroenterology Department, Centro Hospitalar Universitário São João, Porto, Portugal; bFaculty of Medicine
of the University of Porto, Porto, Portugal; cGeneral Surgery Department, Centro Hospitalar Universitário São João,
Porto, Portugal

Keywords
Desmoid tumor · Mesenteric tumor · Sleeve gastrectomy ·
Bariatric surgery

Abstract
Desmoid tumor is a rare mesenchymal neoplasm of un-
known etiology. Despite rare, the diagnosis of desmoid
tumors after bariatric surgery is increased over the last few
years. We report a case of a 26-year-old male with complains
of abdominal pain and postprandial fullness, diagnosed with
a locally advanced large intra-abdominal mass (40 × 21 ×
11.7 cm) centered in the mesentery, developed 3 years after
sleeve gastrectomy. Percutaneous biopsy was suggestive of
a mesenquimatous tumor and the patient underwent sur-
gery. R0 surgical resection was achieved, despite intimal
contact and common vascularization with a jejunal
loop. Histopathology examination of the surgical specimen
revealed fusiform to stellate cells with mild atypia, thin-
walled vessels, and diffuse beta-catenin expression (nega-
tive for DOG-1, CD117, CD34, S100, desmin, and alpha-actin).
The diagnosis of a desmoid tumor was made. The patient
remained asymptomatic, and no recurrence occurred over a
4-year follow-up. With the increasing number of bariatric
surgeries, owing to the alarming growing incidence of

obesity and related conditions, it is expected that desmoid
tumors reports will gradually increase over the next few
years. Thus, both gastroenterologists and surgeons should
be aware of the potential for desmoid tumor development
shortly after surgery, to offer a prompt diagnosis and
treatment. © 2023 The Author(s).

Published by S. Karger AG, Basel

Tumor desmóide após gastrectomia vertical: caso
clínico e revisão da literatura

Palavras Chave
Tumor desmóide · Tumor mesentérico · Gastrectomia
vertical · Cirurgia bariátrica

Resumo
O tumor desmóide é uma neoplasia mesenquimatosa
rara de etiologia desconhecida. Apesar de raros, te-
mos assistido a um aumento do número de diag-
nósticos, ao longo dos últimos anos, de tumores
desmóides que se desenvolvem após cirurgia bar-
iátrica. Descrevemos o caso de um homem de 26 anos
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com queixas de dor abdominal e enfartamento pós-
prandial, diagnosticado com uma massa intra-
abdominal centrada no mesentério (40 × 21 × 11.7
cm), localmente avançada, 3 anos após ter realizado
gastrectomia vertical. Foi efetuada biópsia percutâ-
nea, cujo resultado foi sugestivo de tumor mesen-
quimatoso e o paciente foi referenciado para cirurgia.
O doente foi submetido a cirurgia e o tumor foi
passível de ressecção cirúrgica R0, apesar de contacto
íntimo e vascularização comum com uma ansa jeju-
nal. O exame anatomopatológico revelou células
fusiformes a estreladas com atipia ligeira e vasos de
parede fina, bem como expressão difusa de beta-
catenina (na ausência de expressão de DOG-1, CD117,
CD34, S100, desmina e alfa-actina), sendo compatível
com o diagnóstico de um tumor desmóide. O doente
permanece assintomático e sem evidência de recidiva
ao longo de 4 anos de vigilância. Com o aumento do
número de cirurgias bariátricas devido ao aumento
alarmante da incidência de obesidade e condições
relacionadas, espera-se que os diagnósticos de tu-
mores desmóides aumentem nos próximos anos.
Assim, tanto gastroenterologistas quanto cirurgiões
devem estar alerta para o desenvolvimento desta
entidade, de forma a oferecer um diagnóstico e
tratamento adequado e atempado.

© 2023 The Author(s).

Published by S. Karger AG, Basel

Introduction

Desmoid tumor (DT) is a rare mesenchymal neoplasm
of unknown etiology. Most cases are sporadic (85–90%)
and related to somatic mutations in CTNNB1 gene, while
5–10% arises from a germline mutation in APC gene, in
the context of familial adenomatous polyposis (FAP) [1].
Previous trauma, abdominal surgery, pregnancy, and
hormonal therapy are known risk factors for DT de-
velopment in sporadic cases [2]. Typically, DT is char-
acterized by slow growth and no potential of metastasis
but is known to be locally aggressive, leading to significant
morbidity and mortality. Despite margin-free surgical
resection, DTs have a high recurrence rate, ranging be-
tween 5 and 67% [3]. A recent meta-analysis reported a
recurrence rate of 17.7% [4].

Over the last years, an increased number of DT de-
velopment after bariatric surgery have been reported
[5–9]. The increasing number of bariatric surgery pro-
cedures performed worldwide, owing to the alarming

growing incidence of obesity and related conditions [10],
may explain the raise in DT diagnosis related to bariatric
procedures. Herein, we report a case of an intra-
abdominal DT developed 3 years after sleeve gastrectomy.

Case Report

A 26-year-old male with a past medical history of vertical
sleeve gastrectomy 3 years before, presented to the Gastroen-
terology consultation with abdominal pain and postprandial
fullness of progressive worsening during the last 2 months. He
denied associated symptoms such as nausea, vomits, fever, or
weight loss. He also denied other medical conditions or a family
history of FAP.

Abdominal ultrasound revealed a bulky intra-abdominal
mass that prompted further investigation. Abdominal com-
puted tomography confirmed the presence of an intra-
abdominal homogeneous mass (40 × 21 × 11.7 cm), centered
in the mesentery, causing compression of the adjacent organs
but without radiological signs of local invasion. No signs of
bowel distension/obstruction or suspicious adenopathy were
observed (Fig. 1).

Percutaneous biopsy with an 18-gauge tru-cut needle was per-
formed. Histopathological examination revealed fusiform cells ar-
ranged in bundles with beta-catenin expression (negative for desmin,
DOG-1, CD117, and CD34), suggestive of a mesenquimatous tumor.

Considering the tumor dimension and the symptomatic course
of the disease, after discussion of the treatment options with the
patient, elective surgery was decided. Laparotomy revealed a large
mass arising from the mesentery root in intimal contact with a
jejunal loop. After ligation of the vessels responsible for the tumor
supply, segmental ischemia of the adjacent jejunal loop occurred.
Thus, a 10 cm segmental enterectomy was also performed. The
postoperative course was uneventful, and the patient was dis-
charged 5 days later.

The resected specimen measured 40 × 22.5 × 14.5 cm and
weighed 5,550 g. Macroscopic evaluation revealed a smooth
and brownish-white capsule with a homogeneous and whitish
gelatinous core, with focal hemorrhagic areas. Histopatho-
logical examination showed fusiform to stellate cells with mild
atypia and thin-walled vessels (Fig. 2). Immunohistochemical
staining demonstrated diffuse beta-catenin expression, in the
absence of expression for DOG-1, CD117, CD34, S100, desmin,
and alpha-actin, consistent with desmoid-type fibromatosis
(Fig. 3). Invasion of adipose tissue and small intestine wall
(muscularis propria and submucosa) was present. Resection
margins were negative. After 4-year follow-up, the patient
remains asymptomatic without evidence of local recurrence.

Discussion

DTs are a rare neoplasm derived from mesenchymal
origin, with an estimated incidence of 2–4 per million,
accounting for 0.03% of all neoplasms [11]. The peak of
incidence occurs between 30 and 40 years and is more
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common among women [12]. DTs etiology is not fully
understood, but Wnt pathway plays a key role in DT
pathogenesis [13]. Both sporadic DT and FAP-
associated DT are linked to constitutive activation of
the Wnt signaling pathway, resulting in cytoplasmic
accumulation of β-catenin, followed by its transloca-
tion into the nucleus. Ultimately this results in the
overexpression of genes involved in proliferation, fi-
brosis, and angiogenesis [14]. Since Wnt pathway has
an active role in wounding repair [15], emerging data
suggest that there is a dysregulated healing pro-

cess after trauma (surgical or not) that favors DT
development [14].

DTs can occur anywhere in the body but are more
frequent in the abdominal wall, intra-abdominal
cavity, and limbs [12]. Clinical presentation is vari-
able, depending on its location, size, and growth rate.
Intra-abdominal tumors are initially asymptomatic
until they reach large dimensions, causing abdominal
pain, palpable abdominal mass, bowel obstruction,
ischemia, and rarely perforation or bleeding [12].
Focusing on DTs after bariatric surgery, Table 1

a b

Fig. 1. a Bulky intra-abdominal mass, measuring 21.0 × 11.9 cm in axial axis, centered in mesentery. b Causing
compression in the small bowel without imaging features suggestive of intestinal occlusion.

Fig. 2. Fusiform to stellate cells withmild atypia and thin-walled vessels.
Presence of myxoid stroma, without mitosis or necrosis (×200).

Fig. 3. Diffuse beta-catenin expression on immunohistochemical
staining (×100).
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summarizes the described cases available in the liter-
ature. Abdominal pain is the most frequent symptom
(100%), followed by palpable abdominal mass (40%)
[5–9]. All previously reported cases revealed an ab-
dominal mass of at least 10 cm, confirming the po-
tential of local aggressiveness. These tumors mostly
occurred in women (80%) and the median age at di-
agnosis was 44 years (interquartile range 10). Median
time from surgery to diagnosis was 2 years
(interquartile range 0.5) [5–9].

Imaging studies are usually the initial diagnostic
method, followed by histopathological characteriza-
tion of tissue sample to confirm the diagnosis [16].
When feasible, surgical resection used to be the first-
line approach. More recently, The Desmoid Tumor
Working Group suggest active surveillance for
asymptomatic patients regardless of tumor size [1].
Surgery may be considered ad initium in symptomatic
patients or critical locations such as mesentery or head
and neck [1]. During active surveillance, an active
treatment, either surgery or medical therapy, should
only be considered in case of persistent progression
(especially if become symptomatic or is located in

critical sites) [1]. However, the choice of treatment
should be individualized according to patient and
lesion characteristics. In some cases, radiotherapy or
chemotherapy alone or combined with surgery may
also be an option [1].

All previously reported cases were approached sur-
gically, without significant morbidity or mortality [5–9].
Negative margins on surgical specimens (R0 resection)
were reported in 3 cases [5, 7, 8]. Absence of recurrence
was reported in only 1 case, but follow-up time was not
reported [8]. In our case, R0 resection was achieved, and
the patient did not develop complications related to
surgery despite a locally advanced tumor. No recurrence
was seen 4 years after DT removal.

To our knowledge, this is the first literature review
approaching the development of DTs after bariatric
surgery. With the increasing number of bariatric
procedures performed worldwide, it is expected that
DTs reports will gradually increase over the next few
years. Thus, both gastroenterologists and surgeons
should be aware of the potential for DT development
shortly after surgery, to offer a prompt diagnosis and
treatment.

Table 1. Summary of described cases of desmoid tumors after bariatric surgery in the literature

Reference Sex/age,
years

Bariatric
surgery

Surgery to
diagnosis,
years

Symptoms Tumor
location

Tumor
size

Resection
margins

Follow-
up

Recurrence

Perez et al.
[7] (2015)

Female/
47

Roux-en-Y
gastric
bypass

1.5 Abdominal
pain

Small bowel
mesentery

19.0 ×
15.3 ×
12.4 cm

R0 NA NA

Sedeyn
et al. [8]
(2015)

Female/
44

Vertical
sleeve
gastrectomy

2 Shortness of
breath

NAa 20.2 ×
12.0 ×
18.0 cm

R0 NA NA

Nausea
Abdominal
pain

Navarini
et al. [6]
(2020)

Female/
37

Roux-en-Y
gastric
bypass

1 Abdominal
pain

Small bowel
mesentery

9.3 ×
9.4 ×
10.4 cm

NA NA NA

Palpable
mass

Sierra-
Davidson
et al. [9]
(2020)

Female/
27

Roux-en-Y
gastric
bypass

2 Abdominal
pain

Small bowel
mesentery

15.0 ×
14.2 ×
2.5 cm

NA NA NA

Palpable
mass

Mahnashi
et al. [5]
(2020)

Male/48 Mini-gastric
bypass

3 Abdominal
pain

Gastrojejunal
anastomosisb

15.8 ×
14.6 ×
12.8 cm

R0 NA No

Early satiety

NA, not available. aOnly described as an intra-abdominal mass. bSupplied by a small bowel mesentery artery.
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