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A first report of endoscopic ultrasound-guided
biopsy in the diagnosis of desmoid-type fibro-
matosis

Fig. 1 Serial re-staging abdominal computed tomography (CT) scans showing the gradually increasing size of the splenic hilar soft-tissue mass (circled), which
was well-circumscribed and appeared avascular. Also seen is a simple cyst in the liver, which remained stable on these serial scans.
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Fig.2 Esophagogastroduodenoscopy image
revealing an approximately 3-cm subepithelial
compression in the gastric fundus.

A 65-year-old woman presented with re-
current sporadic mesenteric desmoid-
type fibromatosis following a primary
margin-positive surgical resection. The
disease relapsed with new mesenteric
nodules and a splenic hilar mass. Serial
computed-tomography (CT) scans in the
4 months after initiation of tamoxifen re-
vealed that the splenic hilar mass was
gradually increasing in size (© Fig. 1).

A tissue diagnosis was necessary because
radiological interpretation was not entire-
ly consistent with desmoid-type fibroma-
tosis. In the absence of safe access for a CT-
guided biopsy, the patient was referred
for an endoscopic ultrasound (EUS)-guid-
ed fine needle aspiration (FNA). Esopha-
gogastroduodenoscopy revealed a fundic
subepithelial compression (© Fig. 2).

EUS revealed a 3.5 x 2.36-cm, hypoechoic,
heterogeneous splenic hilar mass with
scattered hyperechoic foci (© Fig. 3).
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Initially attempts were made at FNA with
three passes of a 25-gauge needle (Echo-
Tip; Cook Medical Inc., Bloomington, Indi-
ana, USA), all of which were nondiagnos-
tic. Subsequently, an attempt was made
at EUS-guided fine needle core biopsy

Fig.3 Endoscopic
ultrasound image
demonstrating a

3.5 x2.36-cm, oval-
shaped, hypoechoic,
heterogeneous splenic
hilar mass with well-de-
fined borders and scat-
tered hyperechoic foci.

Fig.4 Cytopathologic
appearance using a
Papanicolaou stain
(magnification x 100) of
the biopsy specimen tak-
en by endoscopic ultra-
sound (EUS)-quided fine
needle core biopsy
(FNCB) showing dense
collagenous tissue with
a slight increase in the
number of bland spindle
cells, a morphological
appearance that in this
patient was compatible
with desmoid fibromato-
sis. Figure courtesy of
John Stewart, MD.

(FNCB) with two passes of a 22-gauge
needle (EchoTip ProCore; Cook Medical).
Cytopathology revealed fragments of
dense collagenous tissue with bland spin-
dle cells, compatible with desmoid-type
fibromatosis (© Fig. 4).
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The patient was considered unresponsive
to tamoxifen, therefore imatinib mono-
therapy was initiated.

Desmoid-type fibromatosis is a rare fibro-
blastic proliferative disease, which is
usually sporadic and very occasionally
associated with Gardner’s syndrome [1].
Primary surgical resection is the standard
treatment, but if resection margins are
positive, local recurrence rates are ap-
proximately 80%. Treatment options for
recurrence include repeat surgery, radio-
therapy, tamoxifen, doxorubicin-based
regimens, and more recently therapy with
imatinib [2,3]. These tumors have a dense
fibrous stroma, therefore FNA may not
yield diagnostic material [4]. EUS-FNCB
with a 19-gauge Quick-Core needle (Cook
Medical) can be technically challenging.
The new 22-gauge EchoTip ProCore needle
features a core-trap and a reverse-bevel for
tissue-core procurement [5]. We per-
formed FNCB with the aim of providing
better cytology than had been obtained
on the FNA specimens. Tissue procure-
ment for histopathology can also be ac-
complished. To our knowledge, this is the

first report of the use of EUS in the imaging
and diagnosis of sporadic desmoid-type
fibromatosis. Given this experience, we
recommend EUS-guided FNCB instead of
FNA when sampling suspected lesions
with dense fibrous stroma such as des-
moid tumors.
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