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Mesenteric fibromatosis: a rare entity
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Dear Editor,

We present the case of a 72-year-old woman who visits the
emergency service with a 2-week history of pain in right upper
abdominal quadrant, vomits and feverishness. The patient does
not report alterations in the intestinal habit. The examination
does not show peritoneal irritation or mucocutaneous jaundice.
In the personal history of the patient we find mastectomy due to
breast cancer 31 years before.
Laboratory analyses reveal leukocytosis of up to

16,000/mm3 and neutrophils were 84.6%. An abdominal echog-
raphy is suggestive of acute cholecistitis.
We initiate antibiotic therapy and the patient is admitted in

order to study the evolution. After 4 days, the patient shows
significant worsening of clinical symptoms and she undergoes
emergency surgery. We perform laparotomic cholecystectomy.
The anatomopathologic study of the resected piece reveals se-
vere acute cholecistitis. Four days after surgery vomits and
fever reappear. A new echography discards intraabdominal flu-
id collections or any other significant findings.
During the following days, vomits persist and a new symptom

appears, constipation. Abdominal x-rays do not show dilation of
intestinal loops. We administer hydrosoluble contrast which in the
contrast plate is found in the rectal ampulla. Abdominal CT scan
reveals a lesion of 8 cm in the left epigastrium which affects the
loops and could be the cause of the clinical symptoms.
In view of the results obtained in the CT scan and the condi-

tion of the patient, we perform surgical resection of a tumor of
15 cm which seems to depend on the proximal jejunum and is
located in Treitz’s angle (Fig. 1). Intraoperative biopsy discards

the malignancy of the lesion and the subsequent analysis of the
resected sample establishes the diagnosis of aggressive mesen-
teric fibromatosis not affecting the ganglia.
The evolution of the patient after surgery was favourable

and she was discharged 10 days later without symptoms.

Fig. 1. Mass located at Treitz´s angle.
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Discussion

Mesenteric fibromatosis is a rare variety of desmoid tumor
(0.03-1%) although it is considered the most common primary
tumor involving the mesentery. It evolves from fibrous prolif-
erations and is usually benign, but its capacity of local invasion
turns it into an entity of intermediate malignancy. It has a high-
er incidence in women with a ratio of 2:1 and mean age of pa-
tients is 35.
It can be located inside or outside the abdomen. In half of

the cases it appears in the anterior abdominal wall, in 41% of
patients in the mesentery and in 9% in the retroperitoneum.
When it is located inside the abdominal cavity it usually ap-
pears in the small intestine, other locations being uncommon.
The etiology of these lesions is not clear although they are

somewhat associated to prior trauma or abdominal surgery (10-
12%) and although hormonal influence is not well established,
some authors report a higher incidence during hyperstrogenism
states (pregnancy, hormonal contraception) and up to 25% of
patients have shown APC gene mutation, which also occurs in
Gardner´s syndrome.
The symptoms are unspecific and include abdominal pain,

postpandrial fullness, hydronephrosis, bleeding and even acute
abdomen as a result of perforation of hollow viscera. Fibro-
matosis can be palpated due to the great mobility of the mesen-
tery which allows it to grow without clinical consequences. Oc-
casionally, these lesions are accidentally diagnosed during
study of abdominal tumors. The diagnostic test of choice is to-
mography which reveals a heterogeneous mass in comparison
to the mesentery and possibly affecting adjacent structures.
Surgery is the treatment of choice but due to the complexity

of total resection recidives are common (45%). As a result, oth-
er therapies complementary to surgery are proposed. Whereas
imatinib mesilate does not yield favourable results, treatment
with doxorubin and dacarbacine have achieved total remission
in some patients.

Other therapeutic alternatives include radiotherapy in com-
bination with surgery, antiestrogens (tamoxifen) and NSAIDs,
the last two without definite results.
After diagnosis and therapy, a colonoscopy and/or opaque

enema must be performed in order to discard the presence of
adenomatous polyps in the colon, typical of Gardner’s disease
and which worsen the prognosis of such syndrome and deter-
mine the treatment. It seems that fibromatosis is more common
after surgical treatment of Gardner’s syndrome. In this case, it
would be advisable to delay cholectomy until the adult age.
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