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Introduction:Body musculoaponeurotic structures are the source of fibrous neoplasms known as desmoid 6 

tumors. Desmoid tumors of the abdominal wall are uncommon, although they have a high chance of 7 

recurrence and can be aggressive locally. In young, fertile women, these tumors are more prevalent. In many 8 

cases, they happen during or after pregnancy. Body musculoaponeurotic structures are the source of fibrous 9 

neoplasms known as desmoid tumors. Desmoid tumors of the abdominal wall are uncommon, although they 10 

have a high chance of recurrence and can be aggressive locally. In young, fertile women, these tumors are 11 

more prevalent. In many cases, they happen during or after pregnancy.  12 

Aims & Objectives: The study's goals were to investigate the uncommon co-occurrence of pathology or 13 

illness.  14 

Materials & Methods: We report the case of a postmenopausal woman, age 63, who had an anterior 15 

abdominal wall desmoid tumor. Her family background was unrelated. After being removed and biopsied 16 

during abdominoplasty, an accidental growth was found to be a desmoid tumor with free margins. The patient 17 

complained of vague stomach pain and a heaviness one year later. The scar from the previous abdominoplasty 18 

was cut to preserve the attractive result. A recurring desmoid tumor was identified after a big mass that 19 

originated from the abdominal wall and extended intra-abdominally was removed.  20 

Conclusion:Postmenopausal women seldom have recurrent anterior abdominal wall desmoid tumors, which 21 

are locally aggressive and have a high chance of returning. In abdominoplasty, desmoid tumor filaments may 22 

seed deeply intra-abdominally during abdominal wall restoration. Therefore, prior to abdominal wall 23 

restoration, sufficient safe margins must be taken. Following surgery, surgeons should maintain a high level 24 

of suspicion regarding tumor recurrence.  25 

 26 

BACKGROUND 

Musculoaponeurotic structures in the body are the source of fibrous neoplasms known as desmoid tumors. The 

name "desmoid," which comes from the Greek word "Desmos," meaning tendon-like, was first used by Muller 

in 1838 [1]. They account for around 0.03% of all neoplasms and 3% of all soft tissue tumors [2]. Even if they 

have a strong local invasion, these tumors don't have the ability to spread to other places [3]. They are 

particularly prevalent in women who are fertile and are usually found in the 25–40 age range. The anterior 
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abdominal wall is most frequently linked to these malignancies, with an estimated 50% incidence rate. [4]  

MATERIALS AND METHODS: 

In order to address her abdominal laxity, a 63-year-old postmenopausal woman with para-8 presented to our 

cosmetic surgery facility for a body-contouring procedure. In order to remove and re-drape the extra abdominal 

skin, abdominal folds, and to correct recti divarication, an abdominoplasty procedure was scheduled. There was 

no palpable abdominal mass seen during examination, and the patient had not had any radiological testing done 

before surgery.  

A solid lump in the abdominal wall was discovered by accident during abdominoplasty. In the para-umbilical 

region, it was a well-organized, firm structure that measured 3 by 2 cm and emerged from the midline of the 

rectus sheath, both superior and inferior to the umbilicus. It was completely removed without any noticeable 

margin involvement.  

The tumor was removed along with the umbilicus, and neoumbilical repair was performed. Rectus sheath 

plication was done, and the abdominal wall defect was mainly closed. An examination of the histology revealed a 

desmoid tumor with free margins. According to the patient's medical history, there was no family history of 

Gardener syndrome, familial adenomatous polyposis syndrome (FAP), or desmoid tumors. The patient was 

routinely monitored at the clinic following discharge. She was pleased with the outcome and thought it looked 

good.  

However, the patient's complaints were ambiguous one year after the abdominoplasty; she felt as though her 

abdomen was heavy and uncomfortable. An abdominal checkup revealed nothing unusual. After a CT scan, a 

huge abdominal tumor (8×9×4 cm) that extended intra-abdominally and emerged from the abdominal wall was 

discovered (Figure 1).  A team of general surgeons collaborated to design a second procedure. To improve the 

aesthetic result, the scar from the prior abdominoplasty was re-incised. A solid mass with an intra-abdominal 

extension that was adhered to the small bowel but readily separated from the tumor was discovered growing from 

the repaired abdominal wall (Figures 2, 3).   
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Figure 1.  CT scan shows intra-abdominal extension of the desmoid tumor, which is adherent to the abdominal 

bowel. 

 

Figure 2.  Excision of the desmoid tumor after secondary resection with intra-abdominal dissection. 

 

Figure 3. The dimensions of the tumor after excision. 

A non-absorbable polypropylene surgical mesh was used to rebuild the abdominal wall defect after a frozen 

section verified a broad local excision with a 3-cm free margin of healthy tissue (Surgipro, Covidien, Mansfield, 

MA, USA).  The patient's recovery after surgery went smoothly. She was released from the hospital after a seven-
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day stay. The diagnosis of a desmoid tumor with free margins was validated by the histology report. Clinic 

follow-ups were planned on a regular basis.  

The oncology team advised against adjuvant chemotherapy because the material showed free margins. Six months 

after surgery, an MRI was conducted, but it revealed no recurring or persistent tumor. For two years, the patient 

was monitored at the outpatient clinic, and she fully recovered throughout that time. Neither an abdominal hernia 

nor a functional impairment were present.  

DISSCUSSION: 

Myofibroblastic neoplasms that are benign are called desmoid tumors. They behave in a way that is in between 

that of fibrosarcomas and benign fibrous lesions [1]. Known as deep fibromatoses, they are derived from the 

muscle aponeurosis [2,4].  

During or after pregnancy, these tumors are frequently linked to fertile women. It has been demonstrated that 

estrogen affects fibroblast proliferation. Regression has been observed in several patients during menopause [4]. 

Desmoid tumors are also known to be associated with abdominal and pelvic surgery, as well as with trauma, 

estrogen medication, FAP, and Gardner syndrome [5–10].  

Extra-abdominal, intra-abdominal, multiple, multiple familial, and Gardner's syndrome are the five subgroups of 

desmoid tumors. Desmoid tumors of the abdominal wall develop from musculoaponeurotic structures. Most often, 

the fascial coverings of the internal oblique and rectus muscles are damaged. Less frequently, though, are 

malignancies that arise from the transversalis muscle or fascia and the external oblique muscle [11].  

Radical resection with free margins should be the goal of surgical care of desmoid tumors; nevertheless, as in our 

instance, this may leave soft tissue abnormalities. However, the best course of action to lower the likelihood of 

local recurrence is total surgical excision. adjunctive therapy,  

For the excision of extensive instances, treatments such as chemotherapy and repeat surgery can be necessary 

[12,13]. For such tumors, open surgical resection has been the accepted treatment. According to recent reports, 

laparoscopic procedures could gain traction in the future if they show encouraging outcomes and no rise in 

recurrence [14]. In the second surgery, however, we decided on a more traditional strategy because the tumor was 

recurrent and originated in the abdominal wall following abdominoplasty.  

It has been reported that the recurrence rate of desmoid tumors might reach 70 percent. One of the main risk 

factors for recurrence is a positive surgical margin [15,16]. Surgeons should therefore maintain a high level of 

suspicion regarding the potential recurrence of tumors. Although they might be aggressive locally, they are known 

to be benign tumors [17]. They could result in fistulization or intestinal blockage. Because of these factors, in the 
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past, severe treatment methods were used to eradicate the illness entirely. The presence of abdominal desmoids in 

the retro-peritoneum, mesentery, or abdominal wall is more common in people with Gardner syndrome [4,18].  

A radical resection with intra-operative margin assessment by frozen section, followed by prompt mesh 

rebuilding, may be a safe and successful treatment for recurring abdominal desmoid tumors [19]. MRI follow-up 

is advised for early recurrence detection. The optimal MRI time during follow-up and the necessary frequency, 

however, are not universally agreed upon in the literature.  

CONCLUSION: 

In postmenopausal women, recurrent anterior abdominal wall desmoid tumors are uncommon, locally aggressive, 

and very likely to recur. Deep intra-abdominal seeding of desmoid tumor filaments may occur after abdominal 

wall restoration in abdominoplasty. Therefore, before repairing the abdominal wall, adequate safe margins must 

be taken. Surgeons should maintain a high index of suspicion for tumor recurrence after surgery.  
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