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W Fig. 1. A 72-year-old woman with huge intrathoracic desmoid
| tumor invading adjacent left paraspinal muscle.
| A. Axial T2-weighted fast spin echo MR image [4200/144 (repeti-
tion time msec/echo time msec)] shows a large tumor of hetero-
geneous high signal intensity in left thoracic cavity. Signal inten-
sity of central portion of tumor is high signal intensity (arrows)
than peripheral portion of tumor (arrowhead). A focal and mod-
| erate high signal intensity of desmoid tumor invading
.| paraspinal muscle is noted (dotted arrow).
B. Axial contrast-enhanced CT scan shows similar enhancement
pattern with MR, stronger enhancement of the central portion
of the mass (black arrows) than periphery (arrowheads). Also,
. focal enhancement of desmoid tumor invading paraspinal mus-
cle is noted (white arrows).
C. Integrated 18F-PET/CT shows irregular area of moderate
FDG uptake in the central portion of the desmoid tumor (ar-
rows, peak SUV =4.7) and low FDG uptake in the periphery of
the desmoid tumor (arrowheads). Focal FDG uptake in the area of paraspinal muscle involvement is noted (black arrow).
D. Central portion of desmoid tumor depicts an area of moderate cellularity containing intersecting fascicles of bland spindle cells
in loose mucoid matrix (Hematoxylin-eosin, x 200).
E. Peripheral portion of desmoid tumor shows an area of denser collagen formation with spindle cell of small cytoplasm
(Hematoxylin-eosin, X 200).
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Desmoid tumors are rare soft tissue tumors arising from the fascia or from musculoaponeurotic structures.
They are commonly seen in the extremities, but are rarely found in the thorax. Thoracic desmoid tumors com-
monly arise from the chest wall and rarely in the thoracic cavity. Imaging diagnosis of an intrathoracic
desmoid tumor is difficult because there are no specific imaging findings for a desmoid tumor that can be dif-
ferentiated from the various tumors of the chest wall, including a solitary fibrous tumor of the pleura. All
desmoid tumor cells show negative immunohistochemical staining for CD34 in pathological specimen, a fea-
ture that makes it possible to differentiate a desmoid tumor from a solitary fibrous tumor of the pleura.
Desmoid tumors are locally aggressive and the rate of local recurrence is very high. Consequently, wide radi-
cal resection is required and a preoperative accurate diagnosis of desmoid tumors is warranted. We describe
the radiological findings of various imaging studies for an intrathoracic desmoid tumor. Our findings should
facilitate a proper diagnosis of desmoid tumors.
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