
Learning Point of the Article:
Desmoid fibromatosis should be included as differentials while evaluating lesions of the neck even in elderly males and a radiological diagnosis 
of neurocysticercosis in such lesions always warrants further evaluation with histopathology.

Case report: Trapezius Fibromatosis in the Elderly – 
An Extremely Rare Tumor
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Introduction: Musculoskeletal fibromatoses represent a wide spectrum of fibroblastic and myofibroblastic neoplasms with similar pathologic 
appearances and variable clinical behavior. These lesions are categorized by location (superficial or deep). Deep fibromatosis in adults is divided 
into desmoid and abdominal wall type. Desmoid-type fibromatosis typically manifests as a deeply seated but poorly circumscribed soft-tissue 
mass. Slow insidious growth is common, and lesions are usually painless. It occurs most frequently in patients in the 2nd–4th decades of life, with 
a peak incidence between the ages of 25 and 35 years. Overall, the disease has a female predilection. 
Case Report: Herein, we present the case of a 78-year-old man who developed a gradually progressive painless swelling over the right side of the 
neck over a period of 6 months. The patient was planned for a magnetic resonance imaging scan which showed ill-defined lobulated mass in the 
right trapezius of size 4 × 7 × 5.4 cm, which was heterogeneous in T2, isointense in T1, multiple ovoid calcifications, and was suspected with 
cysticercosis or fibroma. Open biopsy was done a week later which was suggestive of fibromatosis. The patient underwent definitive resection of 
the tumor 1 week later and the tumor was found to be restricted to the muscular plane. Histology was consistent with fibromatosis, the specimen 
being positive for vimentin, beta-catenin, and smooth muscle actin. The patient was on serial follow-ups and the last follow-up, 3 year later did not 
show any signs of recurrence of the tumor.
Conclusion: This case report is being presented to highlight the radiological differential of cysticercosis in a patient with muscular fibroma, 
extremely rare presentation of fibromatosis of the trapezius in the 7th decade.
Keywords: Trapezius fibromatosis, cysticercosis, elderly.

Abstract

Case Report

Musculoskeletal fibromatoses represent a wide spectrum of 
fibroblastic and myofibroblastic neoplasms with similar 
pathologic appearances and variable clinical behavior. These 
lesions are categorized by location (superficial or deep). Deep 
fibromatosis in adults is divided into desmoid and abdominal 
wall type. Desmoid-type fibromatosis typically manifests as a 
deeply seated but poorly circumscribed soft-tissue mass. Slow 
insidious growth is common, and lesions are usually painless. It 
occurs most frequently in patients in the 2nd–4th decades of 
life, with a peak incidence between the ages of 25 and 35 years 

[1, 2]. Overall, the disease has a female predilection. The most 
commonly encountered locat ions of  desmoid-t y pe 
fibromatosis are shoulder or upper arm (28% of cases), chest 
wall or paraspinal region (17%), thigh (12%), neck (8%), knee 
(7%), pelvis or buttock (6%), lower leg (5%), forearm or hand 
(5%), and head (2%) [1, 2]. Shoulder and neck lesions are most 
frequent about the scapula, deltoid, axilla, and supraclavicular 
regions. Lesions affecting younger patients (<30 years old) and 
involving the head and neck have more aggressive behavior than 
those found in other sites and age groups. Such lesions have 
increased local recurrence rates [3]. 

Introduction
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There are no specific symptoms re¬lated to the tumor and it is 
mostly painless and shows swelling at the early stage. As the 
tumor progresses, variable symptoms such as pain, bowel 
obstruction, urinary obstruction, and limitation of range of 
joint movement develop depending on the location of the 
tumor [4]. In this case report, we present a rare case of a 
desmoidtumor developing in the trapezius in the elderly age 
group.

X-rays of the neck were suggestive of a soft-tissue mass in the 
inferior aspect of the neck with multiple ovoid calcifications 
(Fig. 1 and 2). Fine-needle aspiration cytology was done, which 
was inconclusive. The patient was further planned for magnetic 
resonance imaging (MRI) of the neck, which showed an ill-
defined, lobulated lesion measuring 4.0 x 7.0 x 5.4 cm, in the 
right trapezius muscle at C6-T2 level (Fig. 3). The lesion was 
isointense in T1 images with mild diffusion restriction, showing 
multiple ovoid lesions (Fig. 4) and heterogeneous in T2 images 
(Fig. 5), short tau inversion recovery images (Fig. 6, 7 and 8). 
The lesion was also hypovascular on screening Doppler. There 
were no hemorrhagic spots and calcifications noted in the 

A 78-year-old gentleman, who was a farmer by occupation, 
currently retired, hailing from Tamil Nadu, presented with a 6-
month history of a swelling over the right side of the neck. The 
swelling was gradual in onset, progressive in its size over the 
course of 6 months. The patient also developed dull aching pain 
over the swelling for the past 2 months. There were no radiation 

of the pain, associated weakness of the extremities, or any 
sensory deficits. There was no history of trauma in the recent 
past or any other constitutional symptoms. The patient is not a 
diabetic. He is a K/c/o hypertension, COPD, and BPH for 
which he has been on treatment. On examination, there was a 
globular swelling of size 10 × 8 cm which was palpable over the 
right shoulder. The mass was seen extending superiorly, 8 cm 
below the mastoid tip to until the spine of scapula, 
mediolaterally from the midline, up to the medial border of 
scapula. On palpation, there was no local warmth or tenderness, 
globular swelling was felt which was firm in consistency with 
well-defined margins. The skin over the swelling was pinchable. 
The swelling was mobile in the coronal plane. There was no 
associated weakness or sensory deficits in the right upper limb. 
Movements of the shoulder were also unaffected.

Case Report

Investigations
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Figure 2: X-ray of the neck lateral view showing 
a soft-tissue mass over lying the C6–T2 vertebra 
(blue circle).

Figure 1: X-ray of the neck anteroposterior 
view, showing a soft-tissue mass in the right 
trapezius region (blue circle) with specks of  
calcif ication within the mass (purple 
rectangle).

Figure 3: Magnetic resonance imaging neck 
sagittal image T1 showing a nill-defined, 
lobulated lesion in the right trapezius muscle,C6-
T2level.

Figure 4: Magnetic resonance imaging neck 
sagittal image–T1. The lesion is isointense 
with mild diffusion restriction. Multiple ovoid 
figures suggestive of neurocysticercosis.

Figure 5: Magnetic resonance imaging neck sagittal image–T2 showing ill-defined, lobulated 
lesion in the right trapezius muscle. The lesion appears heterogeneous. No hemorrhageor 
calcifications noted.

Figure 6: Magnetic resonance imaging neck 
sagittal short tau inversion recovery image 
showing heterogeneous lobulated lesion 
involving the right trapezius.

Figure 7: Magnetic resonance imaging neck, 
axial short tau inversion recovery image 
showing heterogeneous mass involving the 
right trapezius.

Figure 8: Magnetic resonance imaging 
neck, coronal short tau inversion recovery 
image showing heterogeneous lobulated 
lesion in the right trapezius.

Figure 9: Histopathological image showing 
spindle cellneoplasm, infiltrating into adjacent 
skeletal bundle with tissue reaction, mitotic figures.



Imaging is of utmost importance in diagnosis. X-rays are usually 

Neurocysticercosis.

collection (Fig. 5). MRI again was reported with a differential of 
neurocysticercosis or fibromatosis. 

Diagnosis of the tumor is usually late since the clinical features 
are usually the result of pressure effects on surrounding 
structures. In cases involving the shoulder region, the most 
common clinical features, include tingling, numbness, 
paresthesia, and weakness of muscles of the hand “Shooting” 
pains radiating from shoulder to hand, have also been reported 
[8]. Since the lesion was well within the muscle bulk, no such 
symptoms or signs were elicitable in our case. Malignant 
transformation is quite rare. Metastasis has not been known to 
occur [9].

Treatment

Differential diagnosis

A desmoid tumor was first described in 1832 by John 
MacFarlane as arising from the anterior abdominal wall and it is 
a rare disease, with a reported prevalence of 2–4 in 
1,000,000/year [5]. The tumor may be located in the 
abdominal wall, extremities, and abdominal mesenteric. About 
50% of the tumors are found in the abdominal wall and trunk 
muscle layers, 40% develop in the extremities, and 10% are 
located in the abdominal mesenteric. The most common 
locations apart from the abdomen are the shoulder and pelvis 
[5]. Our patient has a similar presentation with a lesion 
spanning over the right shoulder to the neck. Fibromatosis seen 
in the head-and-neck region is variants which tend to be locally 
aggressive, invading and eroding bone and soft tissue, thus 
compromising vital structures [6]. Incidences of trauma have 
been reported to precede the development of fibromatosis in 
19–49% of cases. The postulated hypothesis for the same being 
abnormal response to healing with persistent immature 
fibroblast formation. Steroid sex hormones are also believed to 
play a role in the pathogenesis of the tumor [7]. There was, 
however, no preceding history of trauma or signs of erosion of 
the surrounding neurovascular structures in our patient, 
indicating a less aggressive form of the tumor.

Fibromatosis.

Histopathology

Discussion

Open biopsy was done which showed benign spindle cell lesion 
infiltrating skeletal muscles, focal reactive skeletal bundle, with 
no necrosis, and no increase in mitosis. The tumor cells were 
positive for vimentin, focally positive for beta-catenin, and 
smooth muscle actin (SMA) (Fig. 9 and 10). The cells were 
negative for S100. Hence, the lesion was suggestive of 
fibromatosis.

The patient was planned for wide local excision. A horizontal 
incision was made over the tumor and the overlying muscles 
were separated. The entire tumor was removed in toto (Fig. 11 
and 12) which measured 9.0 x 8.5 x 6.0 cm. The cut surface 
showed an ill-defined gray-white lesion which was hard in 
consistency and the margins were reported to be free off the 
tumor. The post-operative period was uneventful and recovered 
completely. Power of the right upper limb and, movements of 
the shoulder are unaffected. The patient was started 

postoperatively on nonsteroidal anti-inflammatory drugs 
(NSAIDs) for a period of 1 month. The patient was not willing 
for radiotherapy and hence was deferred. He has been on 
regular follow-up for the past 2 years. There is no evidence of 
residual disease or recurrence of the tumor (Fig. 13 and 14). 
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Figure 10: Histopathological image showing the specimen 
positive for vimentin.

Figure 11: Intraoperative visualization of tumor with the 
patient in prone position showing the tumor extending 
from level of C6 vertebra to spine of scapula.

Figure 12: Globular mass which was excised, involving the biopsy site which 
measured to be 7.5cm×3.5cm×4cm.

Figure 14: X-ray of the neck lateral view, 2 
years post-operative showing no evidence of 
recurrence of the tumor.

Figure 13: X-ray of the neck anteroposterior 
v iew,2 years post-operative,showing no 
evidence of recurrence.
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inconclusive and may reveal calcifications if present, as seen in 
our case. Computed tomography scan reveals a soft-tissue mass 
of variable attenuation [10] but is not ideal. MRI is the optimal 
modality for evaluating the lesion. MRI showed a hypovascular 
multilobulated lesion of heterogeneous signal intensity with no 
hemorrhagic spots. However, neurocysticercosis as a 
differential cannot be ruled out after radiological evaluation. 
Biopsy is the only modality for definitive diagnosis.

Chemotherapy may have a significant role, considering the 
possible hormonal etiopathogenesis of the condition. One of 
the most commonly tried chemotherapeutic drugs is the 
antiestrogenic drug tamoxifen. Other drugs which have been 
tried include toremifene, progesterone, prednisolone, 
testosterone, and goserelin [13, 14]. Other NSAIDs such as 
indomethacin, sulindac, and colchicine have been tried with 

variable results [15, 16]. Our patient was started only on 
indomethacin (NSAIDs), 25 mg twice daily for a period of 1 
month. 

Conclusion
Desmoid fibromatosis is predominately seen in younger 
individuals and has female preponderance. In this case report, 
we present an extremely rare case of a desmoid fibromatosis 
involving the trapezius of an elderly male patient. This case 
report also highlights the tumor radiologically mimicking 
neurocysticercosis of the trapezius.

On gross examination, the lesion was hard to rubbery in 
consistency with light pink surface. On histological 
examination, the tumor was composed of uniform benign 
spindle-shaped cells infiltrating the skeletal muscles and poorly 
defined fascicles within a collagenous stroma, which were 
positive for vimentin, focally positive for beta-catenin, SMA, 
and negative for S100. There was moderate degree of cellularity. 
The lesions have prominent, mildly dilated, thick-walled 
intratumoral capillaries. Areas of myxoid degeneration and 
hemorrhage were seen. Nuclear pleomorphism is not usually 
seen, mitotic activity is low [1, 2, 3]. Low-grade fibrosarcoma, 
inflammatory pseudotumor, and scar hypertrophy should be 
considered as a differential diagnosis [11]. 
Complete surgical excision is considered the only effective 
treatment. However, there is a high chance of recurrence of 
head-and-neck f ibromatosis (40–70%). Majority of 
recurrences occur within 18 months of excision [12]. There was 
no incidence of recurrence in our case at 24 months of follow-
up. In case of recurrences, re-operation is mandatory, drug 
therapy or radiotherapy is further recommended if radical 
excision is not possible.

In cases which fail to respond to treatment with antiestrogens, 
NSAIDs, cytotoxic drugs such as doxorubicin-dacarbazine 
combination, doxorubicin-cyclophosphamide-vincristine, or 
vincristine, actinomycin-D, and cyclophosphamide regimen 
may be used [17]. Recent advances advocate the use of 
interferon alpha and imatinib, monoclonal antibodies against 
tyrosine kinase c-kit receptors, platelet-derived growth factor 
receptor alpha [18]. Recurrences are reported to appear as late 
as 12 years after resection, hence annual follow-up mandatory 
lifelong.
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Clinical Message

Desmoid fibromatosis should be included in the differentials 
while evaluating swellings and lesions of the neck even in 
elderly males. A radiological diagnosis of neurocysticercosis 
of the neck always warrants a histopathological examination. 
The tumor is benign and slow growing, proper surgical 
excision with chemotherapy in the form of NSAIDs seems to 
be adequate. However, patients are to be counseled regarding 
the importance of periodic follow-up, given the high rate of 
recurrences at later periods. 
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