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ABSTRACT

Abdominal wall desmoid tumours (DT) are rare, slow-growing benign muscular-aponeurotic fibrous tumours with the tendency to locally
invade and recur. They constitute 0.03% of all neoplasms and high infiltration and recurrence rate, but there is no metastatic potential.
Although surgery is the primary treatment modality, the optimal treatment remains unclear. Abdominal wall endometriosis is also an
unusual disease, and preoperative clinical diagnosis is not always easy. The preoperative radiologic imaging modalities may not aid all
the time. Herein, we report an abdominal mass presenting as cyclic pain. Forty-two years old woman who gave birth by cesarean section
admitted the complaints of painful abdominal mass (78x45 mm in size) under her cesarean incision scar. She had severe pain, particularly
during menstruation. The clinical and radiological imaging findings mimicking endometrioma. We performed wide surgical excision of
mass with a 1 cm tumor-free margin with the diagnosis of a benign mesenchymal tumor in the frozen section. The postoperative
course was uneventful and recovered without any complication and recurrence three years after surgery. This report presents a case of
abdominal wall desmoid tumor mimicking endometrioma. In this paper, shortcomings in diagnosis, abdominal wall endometriomas, and

DTs were discussed in the view of literature.
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CASE REPORT

A 42-year-old woman who gave birth by cesarean section
admitted to our clinic with the complaints of gradually increasing
painful abdominal mass under her cesarean incision scar. She
had a cesarean section operation ten years ago without known
postoperative complication. She had severe pain, particularly during
menstruation. A7 cm (~) (in diameter), solid, painful and semi-mobile
mass on the left side of cesarean section incision was detected
by abdominal physical examination. Ultrasonographic examination
revealed 78.2x45 mm in diameter slightly lobulated, hypoechoic
solid mass with heterogeneous internal echo [Table/Fig-1]. Colour
Doppler ultrasonography showed vascular flow within the mass.
Dynamic contrast-enhanced abdominal computerized tomography
scan showed a 7 cm in diameter, homogenous abdominal wall
mass at the level of the pelvis.

We performed wide surgical excision of 9 x 5 cm in diameter solid
mass with a 1 cm tumour-free margin. Fascial defect was closed
with no:1 prolene suture without mesh needs. The tumour was a
dense, bright beige-yellow in Colour and located in the left rectus
sheath [Table/Fig-2]. The intraoperative frozen section showed a
benign mesenchymal tumour.

Macroscopically, excised material measured 9x5x5 cm and weighed
107 g. When sectioned it was beige, homogeneous and firm in
consistency. On microscopic examination, interlacing bundles of
collagenous tissue were noted [Table/Fig-3]. The lesion was not
highly cellular. The cells were monotonous, bipolar and spindle
shaped. The nuclei were sharp-edged, and chromatin was fine.
There were no nuclear hyperchromasia and cellular pleomorphism.
Mitotic activity was little (1/ 10 high power field). In the periphery,
infiltration into the striated muscle and adipose tissue was noted
[Table/Fig-4]. The lesion was 1 mm close to the surgical margin.
Immunohistochemistry for the hormonal receptors ER/PR were
negative. Endothelial marker CD34 was confined to vascular
structures. Ki-67 proliferation index was 1%. The pathologic
diagnosis was desmoid type fibromatosis.

The postoperative course was uneventful and recovered without
any complications or functional defects. It has been three years
after surgery without tumour recurrence.

DISCUSSION

Desmoid tumours (DT) are rare slow growing stromal, benign
muscular-aponeurotic fibrous tumours with a strong tendency to
invade locally and to recur [1]. They usually arise in the mesentery,
omentum or retroperitoneum, while the abdominal wall is very
rare [2]. Although the majority of the cases are sporadic tumours,
some occur in the setting of Gardner syndrome (familial colorectal
polyposis that is characterized by multiple polyps in the colon
together with tumours outside the colon such as osteomas, thyroid
cancer, epidermoid cysts, filoromas). These tumours usually tend to
occur in women in their 30's but can occur in anyone at any age,
and there is no significant racial or ethnic distribution. They constitute
3% of all soft tissue tumours and 0.03% of all neoplasms [1].

Abdominal wall endometriomas (AWE) may develop in prior surgical
scars. The majority of the cases have been reported after obstetric

[Table/Fig-1]: Ultrasonographic view of abdominal wall mass under cesarean
incision
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[Table/Fig-2]: The view of a dense, bright beige-yellow (desmoid) tumour in the left
rectus sheath
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[Table/Fig-3]: Interlacing fascicles of collagenous tissue with bland spindle cells
(H&E x100)

and gynaecologic surgeries such as cesarean delivery, hysterotomy,
hysterectomy, episiotomy, and tubal ligations. The prevalence of
scar endometriosis after the hysterotomy and cesarean section is
1.08-2% and 0.03-0.4% respectively. However, the literature shows
few reports after appendectomy procedure and in the laparoscopic
trocar or amniocentesis needle tract [3]. Moreover, the spontaneous
occurrence has been reported [4].

Endometriosis involving the abdominal wall is an unusual
phenomenon, and preoperative clinical diagnosis is not always easy.
Therefore, abdominal wall endometrioma should be noted in the
differential diagnosis of the abdominal wall masses in women [5,6].
In this case, women with cyclic lower abdominal pain and painful

[Table/Fig-4]: The fascicular tumour infiltrating into the striated muscle and fat tissue
(H&E x100)
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abdominal mass under cesarean scar tissue was considered to be
abdominal wall endometrioma, but the postoperative pathological
diagnosis was reported to be DT. Therefore, we aimed to the
discussion of differential diagnosis and reviewed the literature about
abdominal wall endometrioma and DT. DT are rare tumours with
~3.7 new cases occurring per one million individuals each year. They
usually occur in reproductive age women, familial adenomatous
polyposis and occasionally with surgical trauma. Primarily located
abdominally or intraabdominally. The increase in tumour volume
during pregnancy and rare occurrence after postmenopausal period
suggest the role of estrogen stimulation in tumour growth [7].

Abdominal wall DT is a very rare condition mimicking cesarean
section scar endometrioma. The infra-umbilical rectus sheath is
the commonest site of abdominal wall desmoids. Prior surgery,
pregnancy, and hormone replacement are the risk factors for DT [8].
In the presented case, previous cesarean section and reproductive
hormonal changes may be possible risk factors for DT. On the
other hand, painful abdominal mass (cyclic) and previous cesarean
operation might lead to difficulties in the differential diagnosis of
abdominal wall endometrioma.

Kamechian et al., evaluated their clinic's abdominal wall
endometriomas (AWE). All the patients in their study had symptoms
of abdominal mass sensation. The 80% of the women experienced
pain, among whom 46.7% experienced cyclic pain [9]. The
occurrence rate of cyclic painful mass was as 20% in the other
case reports [10]. The distribution of abdominal masses were AWE
(63.3%), abdominal wall tumour (13.3%), incisional hernia (10%),
suture granuloma (6.7%), and inguinal hernia (3.3%) and desmoid
tumour (3.3%) [9].

Accurate preoperative diagnosis may be difficult and requires a high
index of suspicion for the presence of endometrioma. The diagnosis
of AWE is a challenge for a surgeon since many diseases mimicking
the condition, such as desmoid tumour, fibrosis, suture granuloma,
fat necrosis, nodular fasciitis and primary or metastatic malignancies
lesions. The preoperative work-up include ultrasonography,
computed tomography, and magnetic resonance imaging and
fine-needle aspiration [6,9,11]. The fine needle aspiration was not
performed in our case.

Microscopic examination of the pathologist should also pay
attention to the differential diagnosis of DT is fibrosarcoma and
benign fibrous lesions. "Malignant spindle cell tumours" have long
fascicles and infiltrative borders. However, characteristic features of
malignancy namely herring bone pattern, higher cellularity, nuclear
hyperchromasia, pleomorphism and increased mitotic activity are
lacking in fibromatosis. "Reactive fibroblastic proliferations" have
cells closely resembling fibromatosis. Areas of variable growth
pattern, haemorrhage or haemosiderin deposition are distinguishing
factors for reactive processes [12].

Huang et al., performed a retrospective analysis of 151 patients who
underwent a macroscopically complete resection of DT, and local
recurrence rate in this study population was found to be 20.5%
[12]. Bertani et al., described a recurrence-free follow-up period of
55 months in 14 patients with disease-free margins of >1 cm [13].
The goal of surgery is to attempt to obtain tumour-free margins
while preserving function and cosmesis. Close follow-up is done
after surgery. If surgery can not be performed or missing or tumour
recurs, other treatment alternatives like radiation, radiofrequency,
hormonal therapy, and chemotherapy should be considered [1,8].
In this study, despite tumour was completely resected with a
1 cm tumour-free margin, DT cells were observed less than one
millimeter from the surgical margins. However, no recurrence was
noted and as an extensive mass resection, the fascial defect was
not encountered after 38 months follow-up.
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CONCLUSION

In female patients presenting a painful tumour of the lower abdominal
wall especially after previous obstetrical or gynaecological surgeries,
an endometriotic tumour as well as DT should be considered.
Although the ultrasound and other imaging methods and fine-needle
aspiration cytology are the preoperative diagnostic procedures, the
definite diagnosis relies on histopathology. The treatment of the DT
is the wide surgical excision. Moreover, apart from other abdominal
masses, DT need close follow-up due to the risk of recurrence.
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