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SUMMARY

Introduction Desmoid-type fibromatosis (DF) is a benign but locally infiltrative soft tissue tumor that
develops from fascia and musculoaponeurotic tissue with high local recurrence rate. The aim of this article
was to present a case of recurrent DF of the chest wall and chest wall reconstruction after tumor resection.
Case outline A 62-year-old man came for an examination due to a tumor localized on the right anterior
chest wall. The previous year, the patient had undergone surgical excision of DF of the abdominal wall.
Physical examination found a firm and painless 6-7 cm mass on the right side of the chest wall with
no swelling of superficial lymph nodes. A computed tomography scan revealed a homogenous mass
of soft tissue density, measuring 7.12 X 4.23 cm, arising from right anterolateral wall of thoracic cage
with adjoining ribs destruction. The patient was taken to surgery, and right thoracotomy was done with
excision of tumor along with resection of the eighth, nineth and tenth rib. The results of pathological
examination were consistent with the frozen section, and the patient was diagnosed with DF. Despite
the absence of postoperative radiotherapy, there was no evidence of local recurrence two years later.
Conclusion Surgical treatment of recurrent DF of the chest wall requires a wide resection with negative
margins. Multidisciplinary approach in case of full-thickness defect of the chest wall and combination of
pedicled muscle flap and polypropylene mesh are important to provide chest wall stability.
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INTRODUCTION

Desmoid-type fibromatosis (DF) is a benign
but locally infiltrative soft tissue tumor that
develops from fascia and musculoaponeurotic
tissue [1]. DF was first described in the abdom-
inal wall and later in the extremities and chest
wall with high incidence of local recurrence [1,
2]. Recurrent DF displayed a different biologi-
cal behavior then primary disease and excision
of recurrent DF is associated with high risk of
further recurrence [2]. Treatment of recurrent
DF with infiltration of ribs is challenging and
requires a multidisciplinary approach [3].

We present a case of full-thickness chest
wall reconstruction with a pedicled latissimus
muscle flap (LD) and polypropylene mesh after
the resection of recurrent DE

CASE REPORT

A 62-year-old man presented with a two-months
history of a right chest wall mass. The patient
had undergone surgical excision of DF of the
abdominal wall the previous year. Physical ex-
amination found a firm and painless 6-7 cm
mass on the right side of the chest wall attached
to the deep tissues with no swelling of super-
ficial lymph nodes (Figure 1a). A computed

tomography scan revealed a homogenous mass
of soft tissue density, measuring 7.12 x 4.23 cm,
arising from the right anterolateral wall of the
thoracic cage with adjoining ribs destruction
(Figure 2). The patient was taken to surgery,
and right thoracotomy was done. Wide resection
with a tumor free margin (> 3 cm) along with
the resection of adjacent muscles of chest and
abdominal wall and the eighth, nineth, and tenth
rib were performed (Figure 1b and 1c). The re-
insertion of diaphragm and reconstruction of
the abdominal wall with polypropylene mesh
were performed as well (Figure 1d and 1e). The
right LD was harvested and transposed through
subcutaneous tunnel to the full-thickness chest
wall defect (Figure 1fand 1g). Primary closure of
wounds using four Redon drains was performed
(Figure 1h). The patient was transferred to the
intensive care unit and moved to general care
after 24 hours. He was discharged from the hos-
pital after eight days. The sutures were removed
on day 14 after the surgery. The results of path-
ological examination were consistent with the
frozen section, and the patient was diagnosed
with DE. Despite the absence of postoperative
radiotherapy, there was no evidence of local re-
currence two years later (Figure 1i).

All procedures performed were in accor-
dance with the ethical standards of the institu-
tional and/or national research committee and
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Figure 1. a - Patient presenting a desmoid-type fibromatosis on the right anterolateral chest wall; b - full-thickness defect after
resection of desmoid-type fibromatosis; ¢ — surgical specimen showing the tumor with adjacent ribs segment; d — reinsertion of
diaphragm; e, f, g, and h - subsequent reconstruction of full-thickness chest wall defect and abdominal wall defect with poly-
propylene mesh and pedicled latissimus dorsi muscle flap; i — postoperative result after two years

with the Helsinki Declaration and its later amendments or
comparable ethical standards. Written consent to publish
all shown material was obtained from the patient.

DISCUSSION

Chest wall tumors have broad potential etiologies and
surgery is considered a potentially curative treatment
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[4]. Around 20% of DF are located in the chest wall. DF
has a high local recurrence rate, and the goal of surgery
is achieving negative margins without causing critical
functional defects. The positive margins after resection
are associated with high incidence of local recurrence [5,
6]. Aggressive and extensive resection are very impor-
tant in successful management of DF. In the case when
DF invade vital structures, obtaining negative margins
often represents a therapeutic challenge for thoracic and

Srp Arh Celok Lek. 2024 May-Jun;152(5-6):293-296



Full-thickness chest wall reconstruction after resection of recurrent desmoid-type fibromatosis

Figure 2. A computed tomography scan of the chest: tumor of the
right anterolateral chest wall, dense tissue tumor arising from the an-
terolateral chest wall

reconstructive surgeons [4, 7]. Other treatment options for
DF include radiation therapy, chemotherapy, antihormone
agents, and tyrosine kinase inhibitors [1, 5]. Radiotherapy
is recommended for patients with positive margins or un-
resectable tumor [8]. Treatment of recurrent DF of the
chest wall remains a challenge due to infiltration of mus-
cles and bone structure [1, 9].

In this case, we performed full-thickness anterolat-
eral chest wall reconstruction with polypropylene mesh
and LD after radical excision of DE The DF invaded the
eighth, nineth, and 10th rib with adjacent muscles. The
full-thickness chest wall reconstruction must provide chest
wall stability and avoid paradoxical motion [5, 10].
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The chest wall defects after resection of four or less
consecutive ribs can be stabilized with Gore-Tex patch
or polypropylene mesh with providing a good soft tis-
sue cover for alloplastic materials [6, 7]. The alloplastic
materials are to be used in chest wall reconstruction, but
they carry the risk of infection. In case of infection, the
alloplastic material must be removed [3, 8]. Wide range
of the muscle or musculocutaneous flaps can be used to
cover alloplastic materials and support chest wall stability
such as LD, rectus abdominis flap, pectoralis major flap,
omentum flap, or thoracoepigastric flap [11, 12]. The LD is
a good choice for chest wall reconstruction in combination
with ribs graft or alloplastic materials [12, 13]. The LD flap
has minimal donor site morbidity without changes in the
shoulder movement. The muscle flap’s arch of rotation and
effective length may be increased by dividing its humeral
insertion. The disadvantages of harvesting the LD are vis-
ible donor scar and seroma formation [13].

The treatment of DF of the chest wall is very compli-
cated and requires a multidisciplinary approach. A wide
excision with clear resection margins of DF has lower risk
of local recurrence. Full thickness defect of the chest wall
after wide excision of tumor requires reconstruction with
polypropylene mesh and local pedicled muscle or muscu-
locutaneous flaps.
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PeKOHCTPYKLMja 3uAa rpyAHOT KoLa Noc/ie 0ACTpatbera gesmongHe dpubpomarose
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*YHuBep3uTetcka 6onHuua ,Doua’, Ofemvetbe 3a natonorujy, ®ova, Penybnvka Cpncka, bocHa n XepLierosuHa;
*MehyHapogH1 meanumHCKM LieHTap ,Mpropa’, KnuH1Ka 3a nnacTuyHy 1 peKOHCTPYKTUBHY XMpyprujy, YenuH, XpBaTcka

CAMETAK

YBop [leamonaHa dprbpomatosa (D) je 6eHUrHN anu noKanHo
VNHGUATPATVBHU TYMOP MEKOT TKIBa KOjU HacTaje of pacLiuje n
MYCKYN0arnoHeYPOTUYHOT TKIBA, Ca BVICOKOM CTOMOM JIOKaJTHOT
peuunausa.

Linmb oBora pafia 610 je ga ce npukaxe ciyyaj pekypeHtHe 1O
311Aa FPYAHOT KOLUA 1 PEKOHCTPYKLMja 3uAa FpyAHOT KoLua no-
cne oAcTparberba Tymopa.

Mpukas 6onecHnka MNprkasaH je MyLLKapaL, CTapocTy 62 rogu-
He, Koju Aonasy Ha npernes 360r TyMOPCKe NMPOMEHE JIOKani3o-
BaHe Ha ieCHOj CTpaHuW Npefrber 3vaa rpyaHor Kowa. bonecHnk
je nopBprHyT XMpypLIKoj ekcumsnju 1O npeTxoaHe roagvHe.
OusvkanHum npernepom yTBpheHa je uBpcTa v 6e3bonHa Maca
BeNNYMHe 6-7 cm ca [leCHe CTpaHe 31aa rpyaHor Kolua 6e3 yBe-
haBarba NOBPLUMHCKMX MMMPHKX YBOpOBa. KommjyTeprizoBaHa
Tomorpaduja je OTKpMIAa XOMOreHy Macy rycTiHe MeKor TKIBa,
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avmeHsnja 7,12 X 4,23 ¢cm, Koja nonasu u3 fecHor npearer
cnosballkber 3uga rpyaHor KoLa ca AeCTPYKLMjOM CyCeaHUX
pebapa. bonecHuk je onepucaH, ypaheHa je fecHa TopakoTo-
MWja ca OfCTparbyBakbeM TYMOPA U PECEKLIjOM OCMOT, JeBETOT
1 pecetor pebpa. Pe3ynTtaTv NaToXMCTONOLWKOF Npernesa cy
6vnun y cknagy ca ex tempore 6rioncumjom, a bonecHuky je auvja-
rHoctrkoBaHa 1. YnpKoc oAcycTBy paguotepanuje, Huje 6uno
NOKaNHOr peuunanea nocne Ase roguHe.

3aKrbyuak XvpypLIKo feyere peKypeHTHe [ 3upa rpyaHor
KOLLIa 3aXTeBa WNPOKY peceKLujy ca HeraTBHUM pyboBuMa.
MynTuancuunamHapHy NprucTyn y ciyyajesrma gedekata nyHe
AebrbrHe 3uaa rpygHor Kolla 1 KoMbrHaLvja neTerbKacTux
MULLAHMX peXHbeBa 1 NONNMPONUIEHCKE MPEXMLIE BaXKHU CY
3a 0be36ehuBame CTabUnHOCTY 31aa FPYAHOT KoLLa.

KmbyuHe peun: prbpomaTtosa; pecekuyja 3viaa rpyAHOr KOLLa;
Xupypruja
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