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Calcified nodule in the buccal submucosa: a case report
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Abstract. Calcified nodule in the buccal submucosa: a case report. A 34-year-old man developed an ovoid swelling in
the right buccal submucosa adjacent to Stensen’s duct. Computed tomography revealed a 25 x 20 mm, well-demarcated
calcified mass. The excised mass was encapsulated by soft tissues and contained a calcified nodule measuring 15 x 15 x
10 mm. Histopathologic examination revealed the absence of neoplastic cells. The peripheral wall of the mass was
infiltrated by inflammatory cells and contained hemorrhages with minimal calcifications. The central portion of the mass
was composed of foreign body granuloma-like changes and multiple calcified nodules that were diffusely hyalinized
with fibrous connective tissue. The patient has been followed for six years with no recurrence. Accurate diagnosis is
important to avoid unnecessary and mutilating surgery. To our knowledge, this is the first reported case of a calcified
nodule in the buccal submucosa of an adult.

Introduction

The buccal space contains the
buccal fat pad, Stensen’s duct, the
zygomaticus major muscle, the
facial vein and artery, the anterior
and posterior buccinator lymph
nodes, and the buccal ramus of the
facial nerve.' We report the case of
an adult male presenting with a
calcified inflammatory nodule in
his buccal space. Histopathologic
examination revealed no evidence
of neoplasia, impacted tooth, or
salivolithiasis.

Case Report

A 34-year-old man presented
to the Juntendo University Hos-
pital, Otolaryngology Clinic with
swelling of the right cheek of
10 days' duration. On examina-
tion, an elastic, hard, non-tender
mass of about 20 mm in diameter
was palpable adjacent to the open-
ing of Stensen’s duct in the right
buccal space. A bougie could be
inserted 2 to 3 mm through the
opening of the duct. During the
course of examinations at our out-

patient facility for one week, the
cheek swelling became enlarged
and tender. Although the swelling
responded to oral antibiotics, the
patient was hospitalized for
further investigation of the mass.
In-hospital physical exam revealed
an oval, well-demarcated palpable
mass located lateral to the opening
of Stensen’s duct in the right
buccal submucosa. Computed
tomography (CT) with and with-
out enhancement revealed the
presence of an oval, 25 x 20 mm
soft mass anterior to the right
masseter muscle and mandibular

Figure 1

CT scan with enhancement (A) shows 25 x 20 mm oval mass
(arrow); MRI with enhancement boosted the signal (B) and
shows a well-demarcated mass lesion (arrow) in the region
consistent with the CT results.

bone. The mass was adjacent to
the lateral maxillary bone and
contained several calcifications of
about 5 mm that were unchanged
with enhancement (Figure 1A).
Magnetic resonance imaging
(MRI) showed a well-demarcated
lesion consistent with the CT
findings. T1-weighted imaging
showed a signal intensity of the
mass comparable to that of
muscle. T2-weighted imaging
showed a low intensity signal;
enhancement boosted the signal
somewhat (Figure 1B). MRI
with contrast enhancement was
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ry tests yielded unremarkable
findings, except for an increased
serum C-reactive protein.
Gadolinium and salivary gland
scintigraphy were negative.

Based on the clinical, radio-
graphic, and laboratory findings,
differential diagnoses included an
accessory parotid lesion,? rests of
the Chievitz organ,’ salivolithia-
sis, neuroblastoma, ectopic
Warthin’s tumour,® parotid duct
cyst,” and nervous thrombosis
with phlebolith. Excision of the
lesion was performed under gen-
eral anesthesia using an intraoral
approach whereby a bougie was
inserted within 25 mm from the
opening of Stensen’s duct, con-
firming that the tumour was dis-
tinct from the parotid duct and
compressed the duct inferiorly.
The lesion was found to be oval,
encapsulated by soft tissues, and
partially adherent to the masseter
muscle. The excised lesion meas-
ured 25 % 20 x 20 mm and con-
tained calcified nodules measuring
up to 15x 15 x 10 mm (Figure
2A). The post-operative course
was uneventful and resulted in
improvement in the patient’s
facial appearance. There has been
no recurrence of cheek swelling
during six years follow-up.

Histopathologic findings
Figure 2
The excised tumour (A) measured 25 x 20 x 20 mm (a) and Hematoxylin and eosin stained
contained calcified nodules measuring 15 x 15 x 10 mm (b). .
Pathological findings show the wall of the tumour infiltrated sections revealed the wall of the
by inflammatory cells with hemorrhage and minimal calcifica- tumour to contain hemorrhage and
tions (B). The nodules in the interior were diffusely hyalinized minimal calcifications with an in-
with fibrous tissue and calcifications (Arrow) (C). Hemato- flammatory infiltrate (Figure 2B)
xylin and eosin stain, magnification: x 20 for B left, x 100 for ry . g :
B right, x 100 for C. The central portion of the nodule

was diffusely hyalinized with
fibrous tissues and calcifications
(Figure 2C). No neoplastic cells
performed, but failed to adequate- needle aspiration cytology  were present. Final histopatho-
ly demonstrate the relationship of (FNAC) showed no evidence of logic diagnosis was calcified
the mass with Stensen’s duct. Fine  malignancy. A battery of laborato- nodules in the buccal submucosa
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associated with an inflammatory
fibrous reaction.

Discussion

The patient presented with a well-
demarcated 25 x 20 mm inflam-
matory and calcified mass in the
buccal submucosa. The physiolo-
gic buccal space contains the
buccal fat pad, Stensen’s duct, the
zygomaticus major muscle, the
facial vein and artery, the anterior
and posterior buccinator lymph
nodes, and the buccal ramus of the
facial nerve.' The initial differen-
tial diagnosis of a buccal space
mass, based on the clinical and
laboratory findings, included an
accessory parotid nodule, rests
of the Chievitz organ, salivolithia-
sis, neuroblastoma, and venous
thrombosis with phlebolith. Since
the tumour was adjacent to
Stensen’s duct, parotid duct lithia-
sis was also considered. However,
there were no signs of inflamma-
tion of the parotid gland, and sub-
sequent diagnostic CT and MRI
imaging did not provide any addi-
tional information regarding the
localization of the mass relative to
the parotid duct. Surgical treat-
ment under general anesthesia
involved full insertion of a bougie
into the parotid duct allowing for
total removal of the mass without
damaging the duct.

The etiology of the lesion in
this patient is unclear since there
was no history of trauma or cheek
mucosal disease, and there was
an absence of remarkable labora-
tory findings (e.g., autoantibody,
abnormal phosphorous and cal-
cium levels). Our search of the
literature found five reports of
patients with calcified nodules in
gingiva, tongue, palate, and lip
(Table 1).*° Mucosal calcified
nodules, similar in clinical and
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Table 1
Comparison with calcified nodule cases reported in literature
Age Sex Region
Case 1° 1-year-old female in the gingiva, palatal to the right maxillary
central deciduous incisor
Case 2° 5-year-old male on the anterior dorsal surface of the tongue
Case 3’ 5-month-old male at the junction of the hard and soft palate
Case 4* 11-month-old |male gingival swelling associated with an
unerupted, maxillary central incisor
Case 5° 19-month-old  |female on the lower lip
Our case |34-year-old male in the right buccal submucosa adjacent to
Stensen’s duct

histopathologic appearance to
subepidermal calcified nodules of
cutaneous calculi, are seen pre-
dominantly in young children and
occasionally in newborns. These
entities are a form of idiopathic
calcinosis that aggregates to form
calcified nodules.*® The pathogen-
ic mechanism leading to accumu-
lation of calcified material in the
submucosa is unknown. Our case
differs from previously reported
cases of mucous calcified nodules
in that our patient was the first
reported in an adult and the initial
pathologic change appeared to be
fibrosis of the buccal submucosa,
which was followed by develop-
ment of calcified nodules.

It is important to make a dis-
tinction between our case and
nodular fasciitis of the oral cavity.
Nodular fasciitis, also termed
nodular fibrositis," is a tumour-
like fibroblastic proliferation that
grows rapidly and clinically sug-
gests a malignant process." It
is a well-recognized fibroblastic
growth arising within the subcuta-
neous or submucosal tissues.
However, in contrast to our case,
nodular fasciitis does not contain
calcified nodules. In conclusion,
calcified nodules may appear in

the buccal submucosa and can
be effectively treated by local
excision.
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