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A DESMOID TUMOR IN PREGNANCY MIMICKING
SUBCUTANEOUS ENDOMETRIOSIS; A CASE REPORT

GEBELIKTE NADIR GORULEN VE ENDOMETRIOMA ILE KARISABILEN DESMOID

TUMOR OLGU SUNUMU
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ABSTRACT

Desmoid tumors are benign non-metastasizing tumors. Howev-
er, they may proliferate and infiltrate into adjacent tissues with
high recurrence rates. Even though its etiology is unclear, a pre-
vious histories of trauma, surgery, pregnancy, use of medication
containing estrogen, and having conditions such as familial ade-
nomatous polyposis and Gardner syndrome can be regarded as
contributing or risk factors.

Keywords: Pregnancy, desmoid tumor, abdominal subcutane-
ous endometriosis

OZET

Desmoid timérler metastaz yapmayan benign timérlerdir fakat
etraf dokulara derin infiltrasyon yapabilir ve proliferasyon goste-
rebilirler, reklrens oranlari yuksektir. Etyolojileri net olamamakla
birlikte travma, gecirilmis operasyonlar, gebelik, eksojen &stro-
jen kullanimi, ailesel adenomatéz polipozis ve Gartner sendro-
mu etken olabilmektedir.

Anahtar Kelimeler: Gebelik, desmoid timor, karin duvari ciltalti
endometriozis

INTRODUCTION

Desmoid tumors (DTs) are rare, benign tumors. They do
not metastasize, however, they may cause serious mor-
bidity and even mortality by infiltrating into adjacent
tissues and organs with high recurrence rates. DTs con-
stitute 0.1% of all tumors, and 3.5% of fibrous tissue tu-
mors (1). Even though its etiology is unclear, a previous
history of trauma, surgery, pregnancy, use of medication
containing estrogen, having conditions such as familial
adenomatous polyposis and Gardner syndrome can be
regarded as contributing or risk factors (2). Subcutane-
ous and abdominal masses encountered during cesar-
ean sections must be carefully evaluated and consulted

about with a general surgeon and pathologist to avoid
a possible need for adjuvant therapy and medicolegal
problems.

CASE REPORT

A 32 year old pregnant woman presented with a right
periumblical subcutaneous mass. The probable diagno-
sis was subcutaneous endometriosis because of a history
of having previously had a cesarean section. In the first
trimester ultrasound scan and thereafter, both ovaries
were reported as normal. The patient had felt the mass
for the first time at around the 26" week of her pregnancy.
At that time, an ultrasound exam revealed a heteroge-

Corresponding author/iletisim kurulacak yazar: aaertekin@gmail.com

Submitted/Basvuru: 04.01.2021 e Revision Requested/Revizyon Talebi: 17.02.2021
Last Revision Received/Son Revizyon: 27.02.2021 ¢ Accepted/Kabul: 30.03.2021  Published Online/Online Yayin: 19.11.2021

@. BY _NC Content of this journal is licensed under a Creative Commons Attribution-NonCommercial 4.0 International License.

136



https://orcid.org/0000-0003-2401-6616
https://orcid.org/0000-0001-7062-3076
https://orcid.org/0000-0001-9257-8229
https://orcid.org/0000-0001-6147-4240
https://orcid.org/0000-0002-7571-4505
https://orcid.org/0000-0002-8517-0556

) Desmoid tumor in pregnancy
Istanbul Tip Fakiiltesi Dergisi ® J Ist Faculty Med 2022;85(1):136-8

neous echogenic subcutaneous mass with smooth con-
tours, resembling a subfascial intramuscular endometrio-
sis. A planned cesarean section and concurrent excision
of the mass was performed at the 39" week of pregnancy.
After closure of the uterine incision, the mass was com-
pletely excised to thesurgical tumor-free margin and the
primary closure of the defect was achieved. Yellow and
brown tissue discoloration was noticed on macroscopic
evaluation of the cross-sectioned specimen. The histo-
pathology revealed a benign proliferative, yet infiltrative
tumor located in the striated muscle. The tumor was
composed of fibroblast fibers with positive margin (Fig-
ure 1, 2, 3). No complication was observed postopera-
tively. Even though the patient was informed about the
riskof recurrence, she did not accept adjuvant therapy.
No recurrence developed during the 10 years follow-up
period. Written permission was taken from the patient for
this case presentation.

Figure 2: Microscopic closer view

Figure 3: Microscopic view

Figure 1: Macroscopic view

DISCUSSION

In the case presented here, the previous cesarean section
may be counted as a risk factor and high levels of estro-
gen owing to pregnancy may be a contributing factor. In
Lahat's case series of 16 patients, five of the DTs were
diagnosed during or after delivery and two of them had
infertility treatments (3). DTs are frequently located in the
abdominal wall and abdominal cavity with an incidence
of 37-50% and generally develop during pregnancy or
postpartum period (1,2,4). In patients with a history of
having previously had a cesarean, abdominal wall en-
dometriosis comes first in differential diagnosis (3). The
incidence is higher in the reproductive years and tumors
generally develop 2 to 5 years following a cesarean oper-
ation. Direct inoculation of endometrial cells onto the ab-
dominal fascia and into subcutaneous tissues is believed
to be in the etiology of abdominal wall endometriosis.
Unlike abdominal wall endometrioses which are located
at the superficial parts of the muscle and fascia, DTs are
generally located adjacent to musculoaponeurotic tis-
sues. Computerized tomography or magnetic resonance
imaging (MRI) maybe helpful in differentiating between
DTs andendometriosis.

A universally accepted management protocol for DTs
does not exist but complete surgical resection with neg-
ative microscopic margins is generally accepted as the
gold standard approach. Adjuvant therapies, such as ra-
diotherapy, chemotherapy and antiestrogens (i.e. tamox-
iphene) can be administered for the prevention of local
recurrence in selected cases (1). Fiore et al. investigated
the relationship between DTs in pregnancies and local
recurrences. They found that pregnancy related DTs had
a better prognosis than the sporadic DT cases and the lo-
cal recurrence rate decreased after surgical resection (2).
In their study on 426 cases with sporadic DTs, Salas et al.
found that the microscopic examination of surgical mar-
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gins had no effect on prognosis, but age, tumor size and
tumor location had significant effects on progression-free
survival (5). They also found that an age younger than 37
years, a tumor size smaller than 7 cm and abdominal
wall/abdominal cavity locations were good prognostic
factors with low postoperative recurrence rates. Conser-
vative management is generally recommended as initial
approach only in selected cases with DTs due to high
recurrence rates and the local aggressive behavior (5).
Similarly, Kumar et al. and Le Roc'h et al. suggested con-
servative management of DTs in pregnancy, and leaving
the surgical excision to the postpartum period (6,7). Re-
moval of assumed subcutaneous endometriosis during a
cesarean section is recommended for pathologic confir-
mation or, as in our case, for finding out the true nature
of solid masses. Pathologic diagnosis may also help in
deciding the need for possible future adjuvant therapies
in selected cases and may provide coverage for medico-
legal loopholes.

In summary, DTs in pregnancy are usually located on the
abdominal wall or in the abdominal cavity and expect-
ant management strategy during pregnancy is a rational
option. In cases with initial tumor size larger than 7 cm
or progressive growth verified by appropriate imaging
modality, surgical resection is a favorable as primary ap-
proach. DTs should be kept in mind among other differ-
ential diagnoses when abdominal masses are encoun-
tered during or right after pregnancy. Long term followup
must be recommended due to high recurrence rates. In
cases with smaller tumors (<7 cm), whichare located on
the abdominal wall or in the cavity, close followup may
be an appropriate option for the management even with
positive margins. In the cases of extragenital endome-
triosis encountered during an operation, carefull evalua-
tion of the abdominal cavity, especially the ovaries, have
to be kept in mind. The decision to remove an ovarian
endometrioma during surgery mainly depends on the
symptomatic severity, stage and the fertility expectancy
of the patient.
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