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Fascitis nodular en el territorio maxilofacial.
Presentacion de dos casos y revision de la

literatura

Nodular fascitis of the maxillofacial region.
Two case reports and a review of the literature
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Resumen: La fascitis nodular es una entidad clinica relativamente poco fre-
cuente caracterizada por una tumoracién de crecimiento rapido, aunque
de comportamiento clinico benigno y de caracteristicas histolégicas pseu-
dosarcomatosas. Su aparicién en el territorio maxilofacial es poco comiin,
por lo que presentamos dos casos que acudieron por nédulos de consis-
tencia dura, indoloros, en las regiones cigomatica y paramandibular, que
fueron diagnosticados de fascitis nodular. Destacamos estos casos por tra-
tarse de fascitis nodular de localizacién atipica y revisamos su histopato-
logia.
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Abstract: Nodular fasciitis is a relatively rare clinical entity that is
characterized by a rapidly growing tumor-like mass, although it has
a benign clinical behavior and pseudosarcomatous histological cha-
racteristics. Its appearance in the maxillofacial area is unusual, and
two cases are presented of patients that attended as a result of
nodules that were hard in consistency, non-tender, in the zygomatic
region beside the mandible, and that were diagnosed as nodular
fasciitis. The cases are highlighted because of the atypical loca-
tion of the nodular fasciitis and the histopathology is revised.
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Introduccion

La fascitis nodular, descrita origi-
nalmente por Konwaler y cols., en 1955
bajo el término de fibromatosis (fasci-
tis) pseudosarcomatosa subcutéanea,’
es una entidad clinica no muy frecuente
que, a pesar de sus caracteristicas his-
tolégicas pseudosarcomatosas, tiene un
comportamiento clinico benigno. En
1966 Mehrengan y cols., describieron
17 casos con sus caracteristicas epide-
miolégicas, clinicas e histopatoldgicas
proponiendo el término de fascitis
nodular por ser mas breve y descripti-
vo.2 Aunque es una lesién mesenqui-
mal frecuente en las partes blandas de
otras localizaciones, especialmente la
extremidad superior y el tronco, su apa-
ricion en cabeza y cuello no es tan
comun,3 por lo que puede ser poco
maxilofaciales. regién malar derecha.

Presentamos dos casos de fascitis
nodular vistos en el Servicio de Cirugia
Oral y Maxilofacial del Hospital Ramén
y Cajal (Madrid) que asientan en el teji-
do subcutaneo de la regién cigomatica y paramandibular.

Casos clinicos

Caso 1

Se trata de una mujer de 39 anos, no fumadora, sin alergias
medicamentosas conocidas ni antecedentes médico-quirdrgicos
de interés, que acudié a Consultas Externas por presentar una
tumoracién de crecimiento progresivo en regién cigomatica dere-
cha de dos meses de evolucién, indolora. A la exploracién clini-
ca se palpaba un nédulo de aproximadamente 1,5 cm de dia-
metro mayor, de consistencia dura, indoloro, que afectaba al teji-
do celular subcutaneo, no adherido al hueso malar. No se palpa-
ban adenopatias cervicales. Se realiz6 RM facial que fue informa-
da como pequefio nédulo sélido isointenso en secuencias pT1 y
pT2 con realce tras el contraste, de localizacién superficial en la
regiéon malar derecha (Fig. 1). En la secuencia en supresién grasa
se excluy6 lipoma. Fue informado como tumor de partes blandas
(fibroma, leiomioma, sarcoma, etc.) de unos 13 mm de diametro,
por lo que se decidié realizar PAAF con el resultado de lesién pro-
liferativa mesenquimal, sugestiva de fascitis nodular.

Se realizé la extirpacion quirdrgica del nédulo por via intrao-
ral. El estudio histolégico del nédulo extirpado demostré una pro-
liferacion moderadamente densa de células fusiformes, distribui-
das en haces desordenados o en forma “de pluma”, con ndcleos
vesiculosos, grandes y moderada actividad mitética. Entre las célu-
las se observaba una matriz colagena laxa o mixoide, algunas célu-

. - P Figura 1. RM facial. N6dulo sélido isointenso en secuencias pT1 y !
conocida por los cirujanos orales y pT2 con realce tras el contraste, de localizacién superficial en la mesenchymal lesion com-

Figure 1. Facial MRI Solid nodule, isointense on T1 and T2 weigh-
ted images with enhancement after contrast administration. A super-
ficial location is shown in the region of the right malar.
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Introduction

Nodular  fasciitis ~ was
described originally by Kon-
waler and cols in 1955 under
term subcutaneous pseu-
dosarcomatous fibromatosis
(fasciitis).” It is a clinical enti-
ty that is not very common,
in spite of its pseudosarco-
matous histological charac-
teristics, with behavior that
is clinically benign. In 1966
Mehrengan  and  cols
described 17 cases with epi-
demiological, clinical and
histopathological character-
istics, and they proposed the
term nodular fasciitis because
it was briefer and more
descriptive.? Although it is a

monly found in soft tissue in
other locations, especially in
the upper limbs and trunk,
its appearance in the head
and neck is not very com-
mon,? and the oral and maxillofacial surgeon may not be
very familiar with it.

Two cases are presented of nodular fasciitis that were
seen by the Service of Oral and Maxillofacial Surgery of the
Hospital Ramén y Cajal (Madrid) that arose in the subcu-
taneous tissue in the zygomatic region beside the mandible.

Case reports

Case 1

The patient was a 39-year-old female, non-smoker, with
no known medical allergies and with no medical-surgical his-
tory of interest. She attended the outpatient unit because of
a non-tender, tumor-like mass that had been growing rapid-
ly in the right zygomatic area over the previous two months.
The clinical examination showed a nodule that measured
approximately 1.5 cm in greatest diameter, that was hard
in consistency, non-tender and that affected the subcuta-
neous cell tissue. It was not adhered to the malar bone.
No adenopathy in the neck was noted. MRI of the face was
carried out, and a small solid nodule was reported that was
isointense on T1 and T2 after contrast enhancement. It had
a superficial location in the region of the right malar (Fig.
1). Following the fat suppression sequence, lipoma was exclud-
ed. The report was of a soft tissue tumor (fibroma, leiomy-
oma, sarcoma, etc.) with a 13 mm diameter, and FNA was
carried out, which gave the result of mesenchymal prolifer-
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las inflamatorias y hematies extravasa-
dos (Fig. 2). Los bordes de la lesion eran
marcadamente irregulares. El diagnés-
tico anatomopatoldgico fue de fascitis
nodular. La paciente se encuentra asin-
tomatica en la actualidad tras un segui-
miento de 24 meses.

Caso 2

Mujer de 21 afos, no fumadora, sin
antecedentes médico-quirldrgicos de
interés ni alergias medicamentosas
conocidas, que presentaba una tumo-
racién subcutanea, adherida a piel, en
margen derecho facial en proximidad
a pliegue mentogeniano con invagina-
cién cutanea central de tres meses de
evolucién, de crecimiento progresivo
(Fig. 3). No referia antecedentes trau-
maticos en la zona descrita. A la explo-
racién se palpaba nédulo de aproxi-
madamente 2 cm de diametro mayor,
de consistencia dura, ligeramente dolo-
roso, adherido a piel, que afectaba al
tejido celular subcutaneo, sin involucrar
al hueso mandibular. La TC evidencia-
ba lesién nodular localizada en el teji-
do celular subcuténeo de la regién man-
dibular derecha, de 2 cm de diametro,
sin erosién 6sea ni extension a planos
adyacentes. Se realizé PAAF del nédu-
lo con el resultado de lesién proliferati-
va mesenquimal, sugestiva de proce-
so reactivo tipo fascitis nodular.

Con el diagnéstico de presunciéon
de fascitis nodular se realiz6 la extir-
pacién quirdrgica del nédulo por via
extraoral. El estudio histol6gico de la
lesién extirpada demostré una prolife-
racion fusocelular de aspecto reactivo,
muy similar a la observada en el caso 1.
La lesion se diagnosticé igualmente
como fascitis nodular. La paciente se
encuentra asintomatica en la actualidad
tras un seguimiento de 14 meses.

Discusion

Las proliferaciones fibroblasticas
benignas constituyen un grupo hete-
rogéneo de entidades bien definidas
que son reactivas mas que verdaderas

neoplasias. Entre estas entidades se encuentran la fascitis nodular,
la fascitis proliferativa y la miositis proliferativa, todas ellas de cre-
cimiento rapido y de gran celularidad.*
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Figura 2. Aspecto histoldgico de la lesion. Fibroblastos dispuestos
en forma “de pluma” con abundante matriz mixoide alrededor. Los
nucleos celulares son grandes y vesiculosos. Se observan hematies
extravasados.

Figure 2. Histological appearance of the lesion. Fibroblasts are shown
arranged in a feather shape surrounded by abundant myxoid matrix.
The nuclei of the cells are large and vesicular. Extravasated red blood
cells can be observed.

Figura 3. Aspecto clinico. Presenta tumoracién subcutanea, adhe-
rida a piel, en margen derecho facial en proximidad a pliegue men-
togeniano con invaginacién cutanea central.

Figure 3. Clinical appearance. Subcutaneous tumor-like mass is shown
that is adhered to the skin, on the right edge of her face by the men-
tal crease with central cutaneous invagination.

ative lesion, that was sug-
gestive of nodular fasciitis.

Surgical excision of the nod-
ule was carried out intrao-
rally. The histological study
of the extracted nodule
revealed a proliferation of
spindle-shaped cells that was
moderately dense, and dis-
tributed in haphazardly
arranged bundles in a
“feather shape”. There were
large vesicular nuclei and
moderate mitotic activity.
Between the cells a loose or
myxoid collagenous matrix
could be observed with some
inflammatory cells and
extravasated red blood cells
(Fig. 2). The borders of the
lesion were distinctly irrequ-
lar. The anatomopatholog-
ical diagnosis was of nodu-
lar fasciitis. The patient is
currently asymptomatic after
a follow-up of 24 months.

Case 2

The patient was a 21-year-
old female, non-smoker, with
no medical-surgical history
of interest, and no known
drug allergy. She presented
with a subcutaneous tumor-
like mass that was attached
to the skin, on the right edge
of the face by the mental
crease with central cuta-
neous invagination. It had
been evolving for three
months and it was growing
progressively (Fig. 3). There
was no history of trauma in
the area. On examination a
nodule could be felt with a
maximum diameter of 2 cm.
It was hard in consistency,
slightly painful, and it was
attached to the skin. It was
affecting subcutaneous cel-
lular tissue and there was no
involvement of the mandibu-

lar bone. The CAT scan showed a nodular lesion that was
located in the subcutaneous tissue in the right mandibular

region, which had a diameter of 2 cm There was no bone
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A lo largo de la historia se ha denominado la fascitis nodular
de diferentes maneras, tales como fascitis infiltrativa, fascitis pseu-
dosarcomatosa y fibromatosis subcutanea pseudosarcomatosa. Se
trata de una lesién relativamente poco frecuente descrita en pacien-
tes de todas las edades, aunque la incidencia es mas alta entre la
tercera y quinta décadas de la vida. No se aprecian diferencias sig-
nificativas en la prevalencia entre hombres y mujeres. Puede apa-
recer en todas las localizaciones del organismo excepto en las vis-
ceras, aunque la localizacién mas frecuente es en las extremida-
des superiores y el tronco. En un 7-20% de los casos se localiza en
territorio maxilofacial, sobre todo a nivel del tejido subcutédneo de
la regién malar y/o mandibular, como en los casos que presen-
tamos. Las lesiones intraorales son excepcionales.5

Es una lesion proliferativa benigna de miofibroblastos que habi-
tualmente aparece en el tejido subcuténeo o entre las fascias mus-
culares, aunque en raras ocasiones asienta en el espesor del teji-
do muscular. Su etiologia es desconocida, pero se piensa que los
traumatismos repetidos sobre la zona afectada pudieran influir en
su patogénesis, pues habitualmente asienta en zonas prominen-
tes como el angulo y cuerpo mandibular y el cigoma.é Se han des-
crito casos autolimitados, con remisién esponténea del nédulo, lo
que apoyaria esta hipotesis patogénica. Se presenta como una
tumoracién de crecimiento rapido en la dermis o en la submu-
cosa. La lesion es dura y bien circunscrita, aunque no encapsula-
da y generalmente indolora.

El comportamiento clinico en el drea de cabeza y cuello es simi-
lar al de otras localizaciones y se caracteriza por el rapido creci-
miento de la tumoracién de semanas de evolucién, aunque Price
y cols., afirman que en la mayoria de los casos el crecimiento es
lento e incluso nulo.”. 8 En nuestros casos en uno de ellos el cre-
cimiento fue répido (caso n° 2) mientras que en el otro fue lento
o nulo. Las lesiones son nodulares, duras e indoloras.

Desde el punto de vista histolégico la fascitis nodular se con-
sidera una proliferacién reactiva, mas que tumoral, de células con
diferenciacién miofibroblastica.® En las primeras descripciones se
destacé su parecido histolédgico con sarcomas de partes blandas,
de ahi las denominaciones que incluian el término “pseudosarco-
matosa”. Con el tiempo se ha llegado a una buena caracterizaciéon
de la lesién y su diagnéstico histolégico no suele plantear pro-
blemas al patélogo experimentado. La presencia de células fusi-
formes grandes pero sin un verdadero pleomorfismo y atipia nucle-
ar es muy constante. Ademas esta celularidad se dispone en haces
laxos, desorganizados, en forma que se ha denominado “en
pluma”, con un aspecto que recuerda a los cultivos celulares.
Las mitosis pueden ser abundantes pero no aparecen figuras ati-
picas. También son muy caracteristicos los focos de infiltrado infla-
matorio y de hematies extravasados. Sélo en caso de recibir mues-
tras pequefas, incompletas o artefactadas se pueden generar pro-
blemas de diagnéstico histoldgico. La correlacién clinico-patolé-
gica es en estos casos muy importante. La localizacién superficial,
en tejido subcutaneo o fascia, el pequefio tamarfio, el crecimien-
to rapido son todos detalles muy caracteristicos.

El tratamiento de eleccién lo constituye le reseccion quirirgi-
ca, con buenos resultados incluso en casos en los que la extirpa-
cién fue incompleta.’® Se ha propuesto el tratamiento con inyec-
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erosion, nor was there extension to adjacent layers. FNA was
carried out of the nodule and a mesenchymal proliferative
lesion was reported, suggestive of a reactive process of a
nodular fasciitis type.

With the presumed diagnosis of nodular fasciitis, extra-
oral surgical excision was carried out of the node. The his-
tological study of the excised lesion showed a proliferation
of spindle-shaped cells that appeared to be reactive, very
similar to those observed in Case 1. The lesion was also diag-
nosed as nodular fasciitis. The patient is currently asympto-
matic after a follow-up of 14 months.

Discussion

Benign fibroblastic proliferation represents a group of
heterogeneous entities that are well-defined, and that are
reactive rather than true neoplasms. Nodular fasciitis is found
among theses entities together with proliferative fasciitis and
proliferative myositis. All have rapid growth and rich cellu-
larity.+

Nodular fasciitis has throughout history been given dif-
ferent names, such as infiltrative fasciitis, pseudosarcoma-
tous fasciitis and pseudosarcomatous subcutaneous fibro-
matosis. It is a lesion that affects patients of all ages that
is very rarely described, although the incidence rate is high-
er in the third and fifth decades in life. Significant differences
in male and female prevalence have not been appreciated.
It can appear in all areas of the body except the viscera,
although the most common location is in the upper limbs
and torso. 7-20% of cases are located in the maxillofacial
area, especially in the subcutaneous tissue of the malar and/or
mandibular region, as in the cases presented. Intraoral lesions
are exceptional.s

It is a benign proliferative lesion of myofibroblasts that
commonly appears in subcutaneous tissue or between mus-
cle fasciae, although on rare occasions it will arise within the
muscle tissue thickness. Its etiology is unknown, but it is thought
that repeated trauma to the affected area could influence its
pathogenesis, as it commonly arises in prominent areas such
as the mandibular angle and body, and the zygoma.¢ Self-
limiting cases have been described with spontaneous remis-
sion of the nodule, which would support this pathogenic
hypothesis. It appears as a rapidly growing lesion of the der-
mis or submucosa. The lesion is hard and well-circumscribed,
although not encapsulated, and it is generally non-tender.

Clinical behavior in the area of the head and neck is sim-
ilar to that in other locations and it is characterized by rapid
growth of the mass over weeks, although Price and cols.
affirm that in most cases the nodule grows slowly or even
not at all.”. ¢ In our cases one of them had rapid growth (Case
2) while in the other growth was slow or not at all. The lesions
were nodular, hard and non-tender.

From the histological point of view, nodular fasciitis is
considered a reactive proliferation, more than tumoral, of
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cién de corticoides intralesionales, pero se debe reservar a casos
muy concretos.' Si la lesion recidiva se debe sospechar una resec-
cién incompleta, o bien habria que revisar el diagnéstico origi-
nal.10
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cells with myofibroblastic differentiation.® When it was first
described, its histological similarity with the soft tissue sar-
coma was highlighted, leading to terms for it that included
“pseudosarcomatous”. Over time, the lesion has become
well-characterized and its histological diagnosis does not
tend to give the experienced pathologist any problems. The
presence of large spindle-shaped cells, but without any true
pleomorphism and nuclear atypia is very constant. In addi-
tion this cellularity is arranged in loose bundles, haphazardly
arranged, in a so-called “feather” shape that is reminiscent
of cell culture. There may be abundant mitoses but no atyp-
ical figures are shown. Foci of inflammatory infiltrate and
extravasated red blood cells are also very characteristic. Only
if small, incomplete samples are received, or samples with
artifacts, will problems arise in its histologic diagnosis. The
clinico-pathologic correlation is, in these cases, very impor-
tant. Its superficial location in subcutaneous tissue or fascia,
its small size and rapid growth are all very characteristic
details.

Surgical resection is the treatment of choice. Good results
are obtained even in cases where the excision is incomplete.!®
Intralesional corticoid therapy with injections has been pro-
posed, but this should be reserved for very specific cases."!
If there is recurrence, incomplete resection should be sus-
pected, or the original diagnosis should be revised.™





