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Desmoid tumours are uncommon fibrous neo-
plasms usually originating from fascia of the
anterior rectus muscle in multiparous women.
Extra-abdominal desmoids are rare and present
certain problems in their diagnosis and operative
management. We should like to describe a patient
with a desmoid tumour of the chest wall recently
treated at the University of Kansas Medical
Center.

CASE HISTORY
B. H., a 21-year-old housewife, was first seen on

February 27, 1956, complaining of a gradually en-
larging painless nodule in the left chest wall of six
months' duration. No history of trauma, inflamma-
tion, or rapid growth could be elicited. The patient
had experienced a normal pregnancy and delivery
two years previously. When first seen she had had
amenorrhoea and morning nausea for two months.
Otherwise the history contributed nothing.

Physical examination revealed a healthy adult
woman with evidence of early intra-uterine pregnancy.
Abnormal findings were confined to the chest.
Immediately adjacent to the left sternal border was
a body-hard, immovable mass about 3 x 4 cm. in
diameter and protruding 1.5 cm. above the surround-
ing tissues. It extended from the third to the fourth
intercostal spaces and obscured the fourth costal
cartilage. The skin was not involved.

Because of the consistency of the mass and its
relation to the costal cartilage, a pre-operative
diagnosis of chondroma, chondrosarcoma, or fibro-
sarcoma seemed most likely.
Routine laboratory studies as well as serum alka-

line phosphatase were normal. Radiographs of the
chest with particular views for rib detail revealed no
abnormality. Surgical excision was advised.
On March 10, 1956, the mass was approached

through a left inframammary incision extending across
the sternum at the level of the third interspace. The
tumour mass occupied the third and fourth inter-
spaces in the region of the costal cartilages, but did
not involve the subcutaneous tissue.
An incision was made through the fourth interspace

for intrapleural palpation. No evidence of pleural
invasion was found. The mass and contiguous chest

wall was excised en bloc. This included the third and
fourth costal cartilages, the soft tissues from the
second to the fourth interspaces, the overlying
pectoral muscle, and a portion of the sternum (Fig. 1).
Stability of the chest in the area of resection was
established by suturing fibreglass mesh to the edges of
the defect. Coverage was easily accomplished with
the left breast after instituting intrapleural drainage.

Post-operatively the patient's course was uneventful
and she was discharged on the ninth post-operative
day. When last seen in January, 1958, approximately
22 months post-operatively, there was no evidence by
either physical or radiological examination of
recurrence.

PATHOLOGICAL DESCRIPTION.- Gross inspection
showed a firm elastic, 5 x 4 x 2 cm. unencapsulated
mass which replaced intercostal tissue, although it
had not invaded the cartilage, sternum, or pleura.
The tissue was pinkish-white and appeared macro-
scopically to consist of bundles of fibrous tissue with
a whorled pattern (Fig. 2). Histological examination
revealed masses and strands of well-differentiated,
moderately cellular, fibrous tissue invading and
replacing adjacent striated muscle (Figs. 3 and 4).
Occasional mitoses were noted. No tissue other than
muscle was invaded and excision was believed to be
complete. The diagnosis was desmoid tumour of the
anterior chest wall.

DISCUSSION
First recognized grossly by MacFarlane in 1832

and described microscopically by Bennett in 1850,
the term " desmoid " was introduced by Muller in
1838 to designate a fibrous, benign tumour of ten-
dinous consistency. Its predominance in multi-
parous women and its aetiological relation to the
trauma of pregnancy, previous operations, and
local injury have been generally emphasized. A
few instances of congenital desmoid tumours have
been reported (Greig, 1915).

Initially the term desmoid was restricted to a
tumour arising from the aponeurosis of the abdo-
minal wall musculature (Stewart and Mouat,
1924). Subsequently extra-abdominal tumours
histologically resembling desmoids have been de-
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FIG. 1.- Sketch of operative excision.

scribed (Nichols, 1923; Mason, 1930; Waugh,
1940; Pearman and Mayo, 1942). The definition
has been modified to include any fibroplastic
tumour of benign nature that is unencapsulated
and invades adjacent striated muscle.
Desmoid tumours occur infrequently. Mus-

grove and McDonald (1948) reported 130 cases
seen at the Mayo Clinic over a 40-year period.
Pack and Ehrlich (1944) described 17 abdominal
desmoids seen at Memorial Hospital from 1917
to 1943 among 50,340 cases of neoplasm. In
82,532 admissions to the University of Kansas
Medical Center from 1952 to the end of 1957,
there have been four patients with desmoid

tumours, three abdominal and one extra-
abdominal, the last being the present case.
Desmoids originating within the chest wall are

rare. Gatchell, Clagett, and McDonald (1957)
presented an intercostal desmoid and cited it as
the first published case. However, Musgrove and
McDonald (1948) had described a desmoid of the
intercostal muscles following radical mastectomy.
These authors had also compiled from the litera-
ture eight other cases of desmoid tumour in the
thorax although they did not specify the exact site
or details of these. Wiper and Miller (1946) and
Carty (1954) have recorded other instances of
desmoid tumours originating in the chest wall.
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FIG. 2.-Gross specimen showing the tumour between the third and fourth rib cartilages, and adjacent chest wall structures.
Note the lack of tumour encapsulation and diffuse invasion into contiguous muscles.
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FIG. 3.-Illustrating the moderately cellular nature of this fibrous
tumour, the microphotograph also shows invasion and infiltra-
tion of adjacent striated muscle.
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FIGs. 4.-Lack of encapsulation and infiltration of muscle groups by
the desmoid tumour is demonstrated by this photomicrograph.
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Baxter and Munro (1950) reviewed the published
cases of fibroma of the chest wall.
Desmoid tumours must be distinguished histo-

logically from fibrosarcomas, and because of their
lack of encapsulation this may present difficulties
on macroscopic examination.

Because these tumours and fibrosarcomas both
infiltrate adjacent muscle, initial wide resection
with a generous margin of normal tissue is
mandatory. Local recurrences have been fre-
quent when excision was inadequate. Incisional
biopsy is contraindicated because of the possi-
bility of disseminating malignant lesions that must
be considered in the differential diagnosis of a
desmoid.

There is little evidence in support that these
tumours are radiosensitive, and accordingly the
chief therapy must be surgical (Pack and Ehrlich,
1944). Although some authors have mentioned
the endocrine relation of desmoids as shown by
the high gonadotrophic assay of this tissue
(Geschickter and Lewis, 1935), the use of anti-
fibromatogenic hormones has not been adequately
studied. Castration has appeared to benefit non-
resectable tumours in isolated cases (Pack and
Ehrlich, 1944). The occurrence of other fibro-
matous lesions in patients with desmoid tumours
suggests the possibility of a systemic fibromato-
genic principle. One of our patients with a des-
moid in the anterior abdominal wall also had a

fibromatous mass histologically resembling des-
moid tissue in the mesentery at the site of a pre-
vious colectomy.

SUMMARY
A 21-year-old parous woman who had a firm

tumour of the anterior chest wall presented herself
for diagnosis and treatment. The chest wall in
continuity with the tumour was widely excised.
Histological examination of the specimen showed
a desmoid tumour. No recurrence has been noted
for 22 months post-operatively.
The literature regarding desmo ds of the chest

is briefly reviewed. Wide excision without inci-
sional biopsy is advised for fibrous tumours of
the thorax.
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