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Abstract
Desmoid tumors, also known as aggressive fibromatosis, are fibromuscular neoplasms that arise
from mesenchymal cell lines. They may occur in almost all soft tissue compartments. Primary
desmoids of the small bowel are rare but potentially serious tumors presenting unique
challenges to the general surgeon. We present one case of a 59-year-old man presenting with
three months of abdominal distension secondary to a small bowel desmoid.
Computed tomography of the abdomen showed an 18-cm mass in the mid-abdomen without
obvious vital structure encasement. Percutaneous biopsy of the mass indicated a desmoid
tumor. The patient underwent a successful elective exploratory laparotomy with resection and
primary enteric anastomosis. Final pathology revealed the mass to be a primary desmoid of the
small bowel. His post-operative course was uneventful. At two years after surgery, he is
symptom free, and there is no evidence of disease recurrence. Due to the rare nature of primary
small bowel desmoids, there are few specific care pathways outlined. This is a challenging
pathology to treat that often requires a multidisciplinary team of surgical and medical
oncologists.
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Introduction
Desmoid tumors, also known as aggressive fibromatosis, are fibromuscular neoplasms that arise
from mesenchymal cell lines. Considered benign and generally not known to metastasize,
desmoid tumors may be locally aggressive and cause organ compromise by mass effect.
Desmoid tumors can be extra-abdominal, abdominal, or intra-abdominal [1]. In the case of
intra-abdominal desmoids, the most common sites of origin are the mesentery,
retroperitoneum, and small bowel. Desmoids are the most common primary tumor of the
mesentery and may have a different clinical course compared to small bowel desmoids. Indeed,
small bowel desmoids are exceedingly rare and offer unique management challenges to
physicians. Here, we present an unusual case of one patient who underwent a successful
elective small bowel desmoid resection and a review of the relevant literature.

Case Presentation
In 2013, a 59-year-old man presented to the general surgery clinic with a three-month history
of gradually increasing abdominal distension associated with urinary urgency and right lower
quadrant pain. He denied any weight loss, nausea, vomiting, or changes in bowel movements.
Past medical history was significant for arthritis, hypertension, hypercholesterolemia, an
appendectomy and colonoscopy with polypectomy in 2009. He reported no personal or family

1 1 1 2 1

 
Open Access Case
Report  DOI: 10.7759/cureus.4915

How to cite this article
Ebeling P A, Fun T, Beale K, et al. (June 17, 2019) Primary Desmoid Tumor of the Small Bowel: A Case
Report and Literature Review. Cureus 11(6): e4915. DOI 10.7759/cureus.4915

https://www.cureus.com/users/116947-peter-a-ebeling
https://www.cureus.com/users/117228-tristan-fun
https://www.cureus.com/users/117229-katherine-beale
https://www.cureus.com/users/117230-robert-cromer
https://www.cureus.com/users/117231-jason-w-kempenich


history of cancer or inflammatory bowel disease. His social history was unremarkable.

On physical exam, his abdomen was distended with a firm, non-tender and palpable midline
mass. Computed tomography (CT) of the abdomen and pelvis with intravenous contrast
revealed an 18-cm solid mass in the mid abdomen (Figure 1). The mass surrounded a loop of
small bowel, but there was no radiographic evidence of bowel obstruction, bowel wall
thickening, or inflammatory changes. Peripheral vascularity was present, which could represent
displaced mesenteric vessels, but no communication with major vessels was noted. The mass
displaced the bowel but did not appear to invade adjacent structures. Percutaneous biopsy was
performed, and initial pathology indicated the mass was a desmoid tumor.

FIGURE 1: CT imaging with intravenous contrast of the
abdomen and pelvis.
Axial (A) and sagittal (B) CT imaging planes showing a large intra-abdominal mass (white arrows).

The patient consented to an exploratory laparotomy and mass resection. The operation was
carried out through a standard midline laparotomy. The mass appeared to originate from the
bowel in the mid-jejunum (Figure 2). A segmental enterectomy with primary stapled
anastomosis was performed.

FIGURE 2: Gross pictures of the small bowel desmoid.
The small bowel desmoid is plainly visible in the surgical field (A) and after resection (B).

Final pathology revealed a desmoid tumor originating from the small bowel with negative
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margins. Histopathology slides of the desmoid tumor are shown in Figure 3. The patient’s post-
operative course was uncomplicated. He returned to clinic every six months for follow-up and
repeat CT imaging. Two years after surgery, there was no evidence of disease recurrence.

FIGURE 3: Histopathologic examination of the small bowel
desmoid.
Histopathology slides (A, B) stained with hematoxylin and eosin showing dense stroma with
scattered cells.

Discussion
Desmoid tumors are uncommon. With an incidence of two to four per million per year in the
general population, they represent 0.03% of all tumors [1,2]. The histologic hallmark is spindle
cells and fibroblasts in the background of a collagen stroma [2]. There are well known
associations with familial adenomatous polyposis (FAP), Gardner syndrome, mutations in the
adenomatous polyposis coli (APC) gene, and mutations in beta-catenin genes. It is thought
that loss of function mutations in the APC gene leads to a proliferation of beta-catenin, which
creates favorable environments for musculoaponeurotic growth. Other risk factors include
abdominal trauma and high estrogen states. Prior abdominal surgery is also a risk factor and
appeared to be our patient’s only risk factor for this pathology. While desmoids are the most
common primary tumor of the mesentery, primary small bowel desmoids are exceedingly rare.
There are also scattered reports of desmoids arising from the pancreas, diaphragm and gastro-
esophageal junction [3-5].

There is a limited number of reports on desmoid tumors originating from the small bowel or
fistulizing to the bowel [6-9]. Singh et al. report a case of a 44-year-old man presenting with a
similar history and physical as our patient who underwent a segmental enterectomy for a large
desmoid arising from the ileum [10]. Follow-up information is not provided. Intestinal
desmoids can precipitate surgical emergencies if bowel obstruction or perforation occurs.
Chang et al. describe a 50-year-old man who presented with acute peritonitis and
hemodynamic instability ultimately found to have a large mass arising from the anti-mesenteric
border of the ileum [7]. He did well following surgery and was disease-free at two years.

It is unknown if inflammatory bowel disease is a risk factor for the development of small bowel
desmoids. However, there is increasing awareness that mesenteric desmoids may be associated
with Crohn’s disease. There are isolated case reports over the past 30 years of adults with
mesenteric fibromatosis who had other risk factors for desmoid development in addition to
their Crohn’s disease [11-13]. Additionally, there is one report of a man with Crohn’s disease
but no other identifiable risk factors for mesenteric desmoids [14]. The association has also
been observed in adolescents, again, where no other obvious risk factors were present [15]. It is
ultimately unclear how Crohn’s disease influences mesenteric desmoid pathogenesis. One
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thought is higher circulating levels of the cytokine transforming growth factor beta (TGF-β)
within the intestinal mucosa may lead to enhanced fibrosis and neoplastic growth in
surrounding tissues.

Practitioners should distinguish between small bowel and mesenteric desmoids, the latter
being the more common intra-abdominal pathology. It is difficult to provide prognoses for
either of these entities, in large part because of their rarity. One study including 52 patients
with mesenteric fibromatosis at a large referral center does provide some data on disease
recurrence [16]. The patient population was heterogeneous, including patients with sporadic
and FAP-associated disease, as well as local and infiltrative tumors. Patients received either
surgery as their first treatment, surgery and chemotherapy, chemotherapy, or observation. Of
the 34 patients who received surgery as first treatment, 17.6% had evidence of disease
progression up to 25 months post-operatively. However, the proportion of disease recurrence
or radiographic disease instability was much lower for the entire cohort (4%) at a median
follow-up time of 31.3 months. In contrast, we are not aware of similar studies pertaining to
sporadic primary small bowel desmoids. It is notable that the patient we describe and at least
one other in the literature were disease-free up to two years after resection [7]. This would
suggest the primary small bowel desmoid may be a distinct pathologic process apart from the
more common mesenteric desmoid.

Patients with intra-abdominal desmoids would most likely benefit from multidisciplinary care
from surgeons, medical oncologists, and radiation oncologists. Standardized treatment
protocols for small bowel desmoids are not widely available. The National Comprehensive
Cancer Network (NCCN) has outlined recommendations for the management of desmoids,
although the recommendations are not specific to primary desmoid tumors of the small bowel
[17]. The recommended care pathway is shown in Figure 4. In an elective setting, a biopsy
should be obtained to confirm pathology. Next, the surgeon should discern between resectable
and unresectable cases, or cases where surgery would be unacceptably morbid. In surgical
candidates, the goal should be to achieve an R0 resection. The patient should return to clinic
every three to six months post-operatively with either CT or magnetic resonance imaging (MRI)
results for the first two to three years, and then follow up every six to 12 months with imaging
of the relevant anatomy thereafter.

FIGURE 4: NCCN flow chart for treating patients with
resectable desmoid tumors.
Reproduced with permission from [17] © 2019 National Comprehensive Cancer Network, Inc. All
rights reserved. The NCCN Guidelines® and illustrations herein may not be reproduced in any form
for any purpose without the express written permission of NCCN.

NCCN: National Comprehensive Cancer Network; R0: Microscopically negative resection margins;
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R1: Microscopically positive resection margins; R2: Grossly positive resection margins; RT:
Radiation therapy; OT: Occupational therapy; PT: Physical therapy; H&P: History and physical; mo:
Months; y: Years.

Radiation and systemic therapy are options for patients with unresectable disease, or in the
setting of disease recurrence or progression. A review of 22 articles addressing intra- and extra-
abdominal desmoids by Nuyttens et al. showed that surgery followed by radiation therapy or
radiation therapy alone resulted in better local control than surgery alone [18]. However, the
report excluded articles where patients were treated with chemotherapy. Radiation therapy is
usually indicated for large, unresectable tumors and positive margins but is primarily used less
for intra-abdominal desmoids due to toxicity to surrounding structures. While there are many
options for systemic therapy, including nonsteroidal anti-inflammatory drugs, anti-hormonal
therapy, tyrosine kinase inhibitors, and chemotherapy, the response rates are generally low
[19]. Systemic therapy is an option in patients who cannot be managed by other treatments.

Conclusions
Primary desmoid tumors of the small bowel may pose significant challenges to the general
surgeon. Long-term recurrence for primary small bowel desmoids remains unclear. Elective
surgery as patient condition allows is preferred, and the goal should be to achieve an R0
resection. These patients would likely benefit from having a multidisciplinary care team for
treatment and monitoring. This case highlights a rare, treatable disease and the complexities of
caring for patients with small bowel desmoids.

Additional Information
Disclosures
Human subjects: Consent was obtained by all participants in this study. Conflicts of interest:
In compliance with the ICMJE uniform disclosure form, all authors declare the following:
Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared
that they have no financial relationships at present or within the previous three years with any
organizations that might have an interest in the submitted work. Other relationships: All
authors have declared that there are no other relationships or activities that could appear to
have influenced the submitted work.

References
1. Wong SL: Diagnosis and management of desmoid tumors and fibrosarcoma . J Surg Oncol.

2008, 97:554-558. 10.1002/jso.20981
2. Shinagare AB, Ramaiya NH, Jagannathan JP, Krajewski KM, Giardino AA, Butrynski JE, Raut

CP: A to z of desmoid tumors . Am J Roentgenol. 2011, 197:1008-1014. 10.2214/AJR.11.6657
3. Torres JC, Xin C: An unusual finding in a desmoid-type fibromatosis of the pancreas: a case

report and review of the literature. J Med Case Rep. 2018, 12:123. 10.1186/s13256-018-1635-x
4. Gupta S, Ray U, Chatterjee S, Kumar S, Satapathy A, Chatterjee S, Choudhury TK: Sporadic

intra-abdominal desmoid: a rare presentation as a hepatic mass. Case Rep Pathol. 2012,
2012:1-5. 10.1155/2012/245671

5. Köylüoǧlu G, Yildiz E, Koyuncu A, Atalar M: Management of an esophagogastric fibromatosis
in a child: a case report. J Pediatr Surg. 2004, 39:640-642. 10.1016/j.jpedsurg.2003.12.025

6. Faria SC, Iyer RB, Rashid A, Ellis L, Whitman GJ: Desmoid tumor of the small bowel and the
mesentery. Am J Roentgenol. 2004, 183:118. 10.2214/ajr.183.1.1830118

7. Chang CW, Wang TE, Chang WH, Yang TL, Chen CK, Hung YC, Shih SC: Unusual presentation
of desmoid tumor in the small intestine: a case report. Med Oncol. 2011, 28:159-162.

2019 Ebeling et al. Cureus 11(6): e4915. DOI 10.7759/cureus.4915 5 of 6

https://dx.doi.org/10.1002/jso.20981
https://dx.doi.org/10.1002/jso.20981
https://dx.doi.org/10.2214/AJR.11.6657
https://dx.doi.org/10.2214/AJR.11.6657
https://dx.doi.org/10.1186/s13256-018-1635-x
https://dx.doi.org/10.1186/s13256-018-1635-x
https://dx.doi.org/10.1155/2012/245671
https://dx.doi.org/10.1155/2012/245671
https://dx.doi.org/10.1016/j.jpedsurg.2003.12.025
https://dx.doi.org/10.1016/j.jpedsurg.2003.12.025
https://dx.doi.org/10.2214/ajr.183.1.1830118
https://dx.doi.org/10.2214/ajr.183.1.1830118
https://dx.doi.org/10.1007/s12032-010-9429-z


10.1007/s12032-010-9429-z
8. Kobayashi H, Sugihara K: Intra-abdominal desmoid tumor after resection for gastrointestinal

stromal tumor of the small intestine: case report. Jpn J Clin Oncol. 2014, 44:982-985.
10.1093/jjco/hyu120

9. Jones L, Pares D, Tzouiliadis L, Higginson A, Senapati A: Desmoid tumor fistulating to small
bowel. Tech Coloproctol. 2015, 19:325-326. 10.1007/s10151-015-1296-3

10. Singh N, Sharma R, Dorman SA, Dy VC: An unusual presentation of desmoid tumor in the
ileum. Am Surg. 2006, 72:821-824.

11. Israel KJ, Nissenblatt MJ: Association of inflammatory bowel disease (IBD) with indolent soft-
tissue sarcomas: report of two cases and review of literature. J Surg Oncol. 1986, 32:125-130.
10.1002/jso.2930320217

12. DiGiacomo JC, Lazenby AJ, Salloum LJ: Mesenteric fibromatosis associated with Crohn's
disease. Am J Gastroenterol. 1994, 89:1103-1105.

13. Slater G, Greenstein AJ: Mesenteric fibromatosis in Crohn's disease . J Clin Gastroenterol.
1996, 22:147-149.

14. Bungay AW, Smith AJ, Hsieh E, Saibil FG: The association between Crohn's disease and
desmoid tumors: a novel case and review of the literature. J Crohns Colitis. 2010, 4:207-210.
10.1016/j.crohns.2009.11.008

15. Babiak-Choroszczak L, Gizewska-Kacprzak K, Rajewska-Majchrzak J, Gawrych E: Coexistence
of mesenteric fibromatosis and Crohn's disease in a child-a novel case. Pomeranian J Life Sci.
2016, 62:59-62. 10.21164/pomjlifesci.153

16. Bertagnolli MM, Morgan JA, Fletcher CDM, et al.: Multimodality treatment of mesenteric
desmoid tumours. Eur J Cancer. 2008, 44:2404-2410. 10.1016/j.ejca.2008.06.038

17. NCCN clinical practice guidelines in oncology (NCCN Guidelines®) for soft tissue sarcoma
V.2.2019. (2019). Accessed: February 26, 2019:
https://www.nccn.org/professionals/physician_gls/pdf/sarcoma.pdf .

18. Nuyttens JJ, Rust PF, Thomas CR, Turrisi AT: Surgery versus radiation therapy for patients
with aggressive fibromatosis or desmoid tumors: a comparative review of 22 articles. Cancer.
2000, 88:1517-1523. 10.1002/(SICI)1097-0142(20000401)88:7<1517::AID-CNCR3>3.0.CO;2-9

19. de Camargo VP, Keohan ML, D'Adamo DR, et al.: Clinical outcomes of systemic therapy for
patients with deep fibromatosis (desmoid tumor). Cancer. 2010, 116:2258-2265.
10.1002/cncr.25089

2019 Ebeling et al. Cureus 11(6): e4915. DOI 10.7759/cureus.4915 6 of 6

https://dx.doi.org/10.1007/s12032-010-9429-z
https://dx.doi.org/10.1093/jjco/hyu120
https://dx.doi.org/10.1093/jjco/hyu120
https://dx.doi.org/10.1007/s10151-015-1296-3
https://dx.doi.org/10.1007/s10151-015-1296-3
https://www.ncbi.nlm.nih.gov/pubmed/16986393
https://dx.doi.org/10.1002/jso.2930320217
https://dx.doi.org/10.1002/jso.2930320217
https://www.ncbi.nlm.nih.gov/pubmed/8017373
https://www.ncbi.nlm.nih.gov/pubmed/8742658
https://dx.doi.org/10.1016/j.crohns.2009.11.008
https://dx.doi.org/10.1016/j.crohns.2009.11.008
https://dx.doi.org/10.21164/pomjlifesci.153
https://dx.doi.org/10.21164/pomjlifesci.153
https://dx.doi.org/10.1016/j.ejca.2008.06.038
https://dx.doi.org/10.1016/j.ejca.2008.06.038
https://www.nccn.org/professionals/physician_gls/pdf/sarcoma.pdf 
https://www.nccn.org/professionals/physician_gls/pdf/sarcoma.pdf 
https://dx.doi.org/10.1002/(SICI)1097-0142(20000401)88:7<1517::AID-CNCR3>3.0.CO;2-9
https://dx.doi.org/10.1002/(SICI)1097-0142(20000401)88:7<1517::AID-CNCR3>3.0.CO;2-9
https://dx.doi.org/10.1002/cncr.25089
https://dx.doi.org/10.1002/cncr.25089

	Primary Desmoid Tumor of the Small Bowel: A Case Report and Literature Review
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: CT imaging with intravenous contrast of the abdomen and pelvis.
	FIGURE 2: Gross pictures of the small bowel desmoid.
	FIGURE 3: Histopathologic examination of the small bowel desmoid.

	Discussion
	FIGURE 4: NCCN flow chart for treating patients with resectable desmoid tumors.

	Conclusions
	Additional Information
	Disclosures

	References


