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Case report

NEGLECTED CONDITION: NODULAR FASCIITIS AND OUR CASE
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Abstract

In 1955, nodular fasciitis was identified for the first
time. Other names are infiltrative fasciitis, pseudosar-
comatous fasciitis, and pseudosarcomatous fibromatosis.
A quickly expanding lesion is the most typical sign of
nodular fasciitis, and roughly half of the cases are
accompanied by discomfort or pain. Depending on
where the lesion is located, there are three basic types
of nodular fasciitis: subcutaneous, intramuscular or
fascial with intradermal and intravascular as unusual
subtypes. We present an unusual case of a 52-year-old
male with a 10+ year history of a tumor in the right
gluteal region associated with pain during sitting in the
last few months. The tumor may be grossly fibrous,
myxoid, or even cystic and histopathologically, the
tumor can be hypercellular and may imitate a sarcoma.
Ultrasound can be helpful, but MRI is more accurate.
However, the various histologic features make this
tumor diagnostically nonspecific even on MRI with
several differential diagnoses including fibrosarcoma,
neurofibroma, and small fibrous histiocytoma. Fine-
needle aspiration and histologic features may correlate
well, but biopsy is typically necessary for a conclusive
diagnosis.
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¢ubpomarosa. Jlezuja koja Op30 ce MHPHU € HAJTUIIHU-
YeH 3HaK 3a HOMyJapeH (aciuuThe, a IpUOIMKHO TI0-
JIOBHHA OJ CIIy4aeBHUTE Ce MPUAPYKEHHU CO HElpHjart-
HoCT uiu OoJka. Bo 3aBucHOCT o1 Toa Kaje ce Haora
Je3ujara, OCTOjaT TPU OCHOBHM THUIIOBH Ha HOIyJIapeH
(bacIHTHIC: TIOTKOKEH, WHTPAMYCKYJIeH WM (aciuja-
JIeH CO MHTpaJepMalieH M MHTPaBacKyJlapeH Kako He-
BOOOMYAaeHH MOATHIIOBH. [IprKkarkyBame HEOOMUCH CITy-
4aj Ha 52-roJUIIeH Max co 10+ roguimHa ucTopHja Ha
TYMOD BO JIeCHaTa IJIyTeallHa peruja nosp3aHa co 0oi-
Ka TPH Celelke BO IOCIIEIHUTE HEKONKY Mecenu. Ty-
MOPOT MOXKe Ja Oune puOpPO3eH, MUKCOU/ 1A Aypu U
LUCTHYCH & XHMCTOMATOJIOIKA MOXe Ja Ouje Xumep-
HeJyJapeH MpU IITO MOXKE Ja UMHTHpa CapKoM. YII-
TPa3ByKOT MOXe Ja Oulie KOPHUCEH, HO MarHeTHa pe-
30HaHIA ¢ nonper3eH. Cenak pasInyHUTE XUCTOJOII-
KU KapaKTePUCTUKU TO TPaBaT OBOj TYMOp JIHjarHoC-
THYKH HecrelnpHUIeH AypH U Ha MarHETHA Pe30HaHIa
CO HEKOJIKY IU(EPEeHINjTHN JTUjarHO3! BKIYyIYyBajKH
ru 1 Gudpocapkom, HeypohuOpoM 1 MaiaureH Gpudpo-
3€H XHUCTHOLUMTOM. TEHKOWITIeHaTa aciuparioHa OUor-
cHja M XHCTOJIONIKUTE KapaKTEPHCTUKH MOXKE H00po
Jla KOpenupaaT, HO eKCIIM3HoHaTa buorncujata 0OUIHO
€ HeOIXO/IHa 32 KOHEeYHa JI1jarHo3a.

Koyunu 300poBH: HOYJIapeH dacuuur,
1cey10capKoMaTo3eH TyMOp, XHPYPIUIKH TPeTMAaH

Ancrpakr

Bo 1955 ronuna, 3a nipB nar Oenre uiaeHTH(PHUKYBaHA
cocrojbaTa HomynapeH Qacuutuc. Jpyrd UMuma 3a
oBaa cocrojba ce MHQUITpATHBEH (ACIHUTHC, TICEB-
Jl0capKoMaTo3Ha (HaclMUTHC U TICEBI0CAPKOMATO3HA
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Introduction

In 1955, nodular fasciitis was identified for the first
time. Other names are infiltrative fasciitis, pseudosar-
comatous fasciitis, and pseudosarcomatous fibromato-
sis [1]. It comprises benign, self-contained fibroblast
growth with an unknown cause, not related to age, race
or gender. Most of the patients are under the age of 50
(85%), while only 5% are over the age of 70 [2], lo-
cated mostly at the upper extremities (48%) and torso
(20%). Lower extremity (15%), neck and face (17%)



Zhogova Mirchevska E. et al.

86

are additional sites [3,4], while retroperitoneum [5],
hand and foot [6] are examples of uncommon locations.
It typically occurs as solitary lesion. Lesions can range
in size between 5 to 100 mm, but 71% are 20 mm or
smaller, with the majority being under 40 mm [2]. A
quickly expanding lesion is the most typical sign of
nodular fasciitis, and roughly half of the cases are
accompanied by discomfort or pain [1]. Less common,
numbness, paresthesia, and shooting pain indicate pe-
ripheral nerve compression [7].

Depending on where the lesion is located, there are
three basic types of nodular fasciitis: subcutaneous,
intramuscular or fascial with intradermal and intravas-
cular as unusual subtypes [8].

Case report

We present an unusual case of a 52-year-old male with
a 10+ year history of a tumor in the right gluteal re-
gion associated with pain during sitting in the last few
months. Based on clinical examination and history, the
tumor was diagnosed as sebaceous cyst. On physical
examination, a 50 x 60 mm firm, subcutaneous, soft
tissue tumor with pink to brownish discoloration of the
perilesional skin was noted (Figure 1).

Fig. 1. Tumor in the right gluteal region

Lesion was attached to the underlying tissue that was
seen during the examination. Due to its superficial lo-
calization, MRI, ultrasound or aspiration biopsy were
not performed and the patient was admitted for one-
day surgery. Longitudinal excision was done and the
tumor was completely removed; the wound was closed
and the sample was sent for histopathological analysis,
as it was seen that macroscopically it did not look like
a sebaceous cyst.

Histopathological examination revealed well-circum-
scribed tumor node in the subcutaneous tissue, com-
posed of spindle cells with storiform pattern, minor
nuclear pleomorphism, and foci of myxoid change and
collagen deposition in the extracellular matrix (Figure 2).

= i > e -
Fig. 2. Storiform spindle cells with minor nuclear pleomorphism
and collagenous extracellular matrix (HeEo, x100)

Immunohistochemical analyses showed a focal positi-
vity for smooth muscle actin (Figure 3), and negative
staining for CD34 (Figure 4), S-100, Desmin and
Caldesmon. The proliferative index on the staining
with Ki67 was low, mainly <5%, with foci of up to
15% (Figure 5).

Fig. 4. CD34 negative tumor cells, x100
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Fig. 5. Low proliferative index (Ki67, x100)
Discussion

The tumor may be grossly fibrous, myxoid, or even
cystic. According to some researchers, the type and
quantity of extracellular matrix correlate with the ma-
turity of the lesion: an early lesion has a higher propor-
tion of myxoid tissue, whereas an older lesion has a
higher proportion of fibrotic tissue. Histopathologically,
the tumor can be hypercellular and may imitate a sar-
coma since it is made up of plump fibroblasts that are
organized in short bundles and fascicles across a my-
xoid stroma. In other situations, there is greater fib-
rosis and reduced cellularity. In nodular fasciitis, there
is no intralesional hemosiderin deposition [9]. Ultra-
sound can be helpful, but MRI is more accurate. There
are a few diagnostic imaging publications detailing the
MRI features of nodular fasciitis, despite the opinion
that the disease diverse histologic features make its
appearance on MRI nonspecific. According to Meyer
et al. [10], who presented three cases, nodular fasciitis
is typically well-defined. On T1-weighted imaging,
their two mucoid and cellular intramuscular instances
seemed slightly inhomogeneous and hyperintense to
muscle tissue; on T2-weighted images, they appeared
generally homogeneous with signal intensity greater
than the fatty tissue. On all pulse sequences, the sub-
cutaneous lesion, which had a fibrous histology, was
hypointense. There was no perilesional tissue swelling.
Meyer et al. concluded that the lesion's MRI appearan-
ce reflected its overall shape. The nodular fasciitis
contrast-enhancing pattern was not described. Although
rim enhancement was found [13-15], later reported ca-
ses demonstrated that the contrast-enhancing appearance
of nodular fasciitis is typically homogenous [9,11,12].

There are several radiologic differential diagnoses for
nodular fasciitis because its diagnostic signs are non-
specific. These include fibrosarcoma, sarcoidosis, der-
matofibroma, neurofibroma, aggressive fibromatosis,
neuroma and malignant fibrous histiocytoma. Fine-
needle aspiration and histologic features may correlate

well [16], but biopsy is typically necessary for a con-
clusive diagnosis.

Excision is the basis of therapy, while some resear-
chers have also recommended monitoring [17] and
corticosteroid injections in the tumor [18]. Relapse of
the lesion is extremely uncommon, occurring in 1-2%
of patients, and is frequently discovered shortly after
excision [1,19,20].

There are a few clinical and radiologic characteristics
that make the diagnosis of nodular fasciitis less likely:
lesions in patients over 70 years old, tumors in the
hand or foot, more than one lesion or tissue edema
around the tumor; deposition of hemosiderin in the
lesion seen on MRI and lesions that reoccur. The main
concern is the similarity in clinical presentation and
microscopic appearance between nodular fasciitis and
sarcoma [12,21,22].

Conclusion

Nodular fasciitis needs to be recognized since, due to
its rapid growth, rich cellularity, strong mitotic activity,
and loosely confined form, it is sometimes mistaken as
a sarcoma. Further research is required to establish the
disease benign nature because large lesions are some-
times misinterpreted for malignant lesions. To overcome
the difficulties of diagnosing nodular fasciitis, mag-
netic resonance imaging is required in addition to his-
tology and immunohistochemistry. In any case, careful
clinical follow-up is essential.
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