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Introduction

Nodular fasciitis (NF) is a benign, self-limited, 
rapidly growing lesion originating from the reactive 
proliferation of fibroblasts and myofibroblasts. 
It affects the hypodermis, muscles, and fasciae.1–3 
The etiopathogenesis of NF is still unclear; 
however, previous local traumas are reported in 
10 to 15% of cases.4 A NF is commonly located 
in the extremities, occasionally in the trunk, and 
infrequently in the face.2,5,6 it is common for these 
lesions to be incompletely excised, leading to 
additional challenges in diagnosis. We describe 30 
cases of NF of the HNR in order to focus attention 
on this frequently overlooked diagnosis. While 
they had the typical histologic features of NF, the 
lesions had a tendency for smaller size, increased 
skeletal muscle involvement (30%). We present 
a rare case of NF of the cheek in a 38-year-old 
man.	

Case report

A 38-year-old man with no particular medical 
history presented with a painful and expanding 
mass on his right cheek that developed over 3 
days. There was no history of trauma. Physical 

examination revealed a painful 2 cm mass of the 
right cheek with a local inflammatory reaction. 
The main diagnostic hypothesis was an infected 
sebaceous cyst. After 8 days of antibiotics, the 
inflammatory signs regressed and a persistent firm 
right cheek mass remained that measured nearly 1.5 
cm.
	 A computed tomography was performed and 
showed a regular 1.5 cm round hypodense to 
isodense subcutaneous mass of the right cheek that 
had homogeneous enhancement with intravenous 
contrast and no bony erosion (Figure 1). Under 
general anesthesia, the mass was excised through 
a vestibular approach to prevent scar formation 
over the face. It was a consistently firm, greyish 
tumor. The patient was discharged on the second 
postoperative day.
	 Histopathological examination showed a proli-
feration of short and irregular bundles of spindle 
cells that had the appearance of myofibroblasts and 
fibroblasts. Cellularity was low to moderate. There 
were some myxoid areas and mild inflammatory 
infiltrates. There were numerous mitoses, but 
none were abnormal. Immunohistochemical stai-
ning revealed the spindle cells were positive for 
vimentin and smooth muscle actin (SMA) and 
were negative for desmin, PS100, HHV8, and CD 
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proliferation of myofibroblasts.4,6 Nevertheless, 
there was no history of trauma in the reported case. 
Erickson-Johnson et al. found that a translocation 
involving the MYH9 and USP6 genes, leading to 
upregulation of the USP6 gene was a recurrent 
genetic event in NF.7 However, the pathogenesis of 
NF remains unclear.1,3

	 This condition is characterized by its fibroblastic 
growth, spreading from the superficial fascia into 
the subcutaneous tissue or muscle.1 Depending on 
their locations, NFs are divided into subcutaneous, 
intramuscular, and fascial types.1 The subcutaneous 
type occurs 3 to 10 times more frequently than 
the other subtypes and presents as a subcutaneous 
swelling.2 The present case appeared to be a 
subcutaneous type. Although NF is a benign 
idiopathic condition, it is often mistaken for a 
sarcoma, owing to its rapid growth, rich cellularity. 
and high mitotic activity.8 A soft-tissue sarcoma or 
other rapidly growing tumor is often the suspected 
diagnosis. This lesion commonly occurs in young 
adults aged between 20 and 40 years.8 The NFs are 

68. The diagnosis of NF was considered (Figure 
2). After 2 years of follow-up, there were no signs 
of recurrence (Figure 3). Informed consent was 
obtained from the patient to publish this case.

Discussion

The benign NF was first described by Konwaler 
in 1955 when he called it subcutaneous pseudo-
sarcomatous fasciitis or fibromatosis.6 Some authors 
have suggested that a local trauma could activate 

Figure 1
Axial CT scan examination showing the presence of a round 
enhanced subcutaneous mass of the right cheek (arrow).

Figure 2
The histologic and immunohistochemical findings of the mass. a: Proliferation of short and irregular bundles of spindle cells having the 
appearance of myofibroblasts and fibroblasts (hematoxylin and eosin, original magnification ×10). b: Immunohistochemical reactivity 
for smooth muscle actin (original magnification ×10).

Figure 3
Two years postoperative examination revealed no local 
recurrence and no cosmetic defect.
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corticosteroid injection; although, systemic steroids 
are not effective.1,15

Conclusion

A NF of the head and neck is a rapidly 
growing condition that can potentially lead to 
diagnostic confusion. Histopathology and immu- 
nohistochemistry play important roles in dif-
ferentiating NF from other masses, such as soft 
tissues sarcomas or inflammatory tumors. The 
treatment of NF is based on complete conservative 
surgical excision. 
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mostly seen in the upper extremities (48%) and 
trunk (20%),5 with only 15%-20% found in the head 
and neck region.5 It usually presents as a rapidly 
growing soft-tissue mass, and there is frequently 
associated pain and tenderness.5 The size of the 
lesions can vary from 0.5 cm to 10 cm.5 In a series 
of 30 cases of NF of the head and neck region, the 
mean size was 1.2 cm, but most were <1.0 cm.2 A 
decreased size or spontaneous regression of the 
lesion after percutaneous biopsy was reported.9

	 Imaging is helpful in the NF diagnosis, but is 
rather nonspecific. Ultrasound reveals an oval or 
lobulated mass, isoechoic, or with mixed areas of 
isoechogenicity and hypoechogenicity.4 The CT 
scan shows a well-defined hypodense to isodense 
soft-tissue mass.5 On MRI, the NF is isointense to 
muscle on T1-weighted sequences and enhanced 
avidly but heterogeneously.4,8 The diagnosis is 
made histologically. On macroscopic examination, 
the mass is usually well delimited, but non-
encapsulated.10

	 A fine needle aspiration can correctly identify 
NF if done by an experienced pathologist.10 The 
tumor has a specific cytologic appearance. Bland, 
loosely-cohesive and dyshesive, myofibroblastic, 
spindle shaped cells are present in a background of 
scattered lymphocytes and myxoid stroma.3 Some 
of the myofibroblasts may be larger, more stellate-
shaped, and multinucleated, but should share the 
same nuclear features as the smaller, spindle-shaped 
cells. Typical mitotic figures may occur and are not 
a concern for malignancy.11 Immunohistochemistry 
can provide evidence to support the diagnosis of 
NF. The lesions are positive for SMA, muscle-
specific actin (HHF35), and vimentin, indicating 
myofibroblast or fibroblast proliferation; while, 
they are negative for cytokeratin, S-100 protein, 
and desmin.12 

	 Several reports support that the lesion is self-
limited, with spontaneous regression in a few 
months.13 However, surgical excision remains 
the standard treatment, with an almost nil (<1%) 
recurrence rate, probably due to incomplete 
excision.12 Thus, the major postoperative com-
plication of facial NF is scarring and a nonsurgical 
method should be considered as an alternative 
treatment option for this location.14 Some 
effective and less invasive treatment options are a 
triamcinolone intralesional injection and the pinhole 
method using a CO2 laser.14 In addition, lesion 
regression has been documented with intralesional 
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