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Abstract
Nodular fasciitis (NF) is a rapidly growing, myofibroblastic 
lesion with a challenging diagnosis. The deceptive clinical 
and histologic features of NF often lead to misdiagnoses 
that include malignancies. Nodular Fasciitis is benign and 
has a low recurrence rate after complete excision, which 
is the treatment of choice. Intra-oral lesions are especially 
rare. We describe the case of a 27 year old female who 
presented with localized, lobular-exophytic nodular fascii-
tis of the mandibular gingiva. To our knowledge, this is the 
ninth case to be reported occurring in this anatomic site 
and the forty-fifth intra-oral case.
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Introduction 
Nodular fasciitis (NF), also known as pseudosarcomatous 
fasciitis or proliferative fasciitis, was first described by Kon-
waler in 1955.1,2 These benign, proliferative spindle cell le-
sions, comprised of fibroblasts and myofibroblasts, originate 
in subcutaneous tissue.1,2,3 Lesions are typically solitary, 
well-defined but unencapsulated, and undergo rapid en-
largement.4,5,6 The rapid growth and lack of encapsulation 
often lead to a misdirected differential diagnosis in favour of 
malignancy, especially of the sarcomatous type.7,8 

In adults, the upper extremities are the most commonly 
affected site.9 The head and neck region is the second 
most frequently affected area (7-20%), and in paediatric 
patients, tends to be the most commonly affected.6,8,9 
Nodular fasciitis is rarely found intraorally8,9 because of the 
relative lack of fascia compared with other affected sites.3 
The self-limiting nature of NF resulted in the description of 
a ‘transient-neoplasia’.6,7,8 

Case Report
A 27 year old female patient presented with a main com-
plaint of a lump in her mouth which became painful when 
eating. She sought treatment from a local clinic four 
months after noticing the lesion and was subsequently 
referred to Oral Medicine for management. She reported 
having a recent incident-free pregnancy. Her medical his-
tory was otherwise not remarkable. 

Extra-oral examination revealed palpable submandibular 
lymph nodes that were moveable and painless. Intra-orally 
the patient presented with poor plaque control evidenced 
by gross amounts of calculus. In the third quadrant, a large 
erythematous lobular lesion was found, originating from the 
interdental papilla between the 32 and 33 (Figures 1a and 
b). The exophytic lesion extended from the lingual to buccal 
aspects of the gingiva. Besides displacement of the 32 and 
the 33, nothing of significance was noted radiographically.

A differential diagnosis included pyogenic granuloma, 
pregnancy epulis, fibrous epulis and peripheral giant cell 
granuloma. Subsequent to the examination, cause-related 
periodontal therapy was performed, chlorhexidene 0,2% 
mouthwash was prescribed for use three times a day and 
plaque control instruction was given. An excisional biopsy 
was performed without complication. The lesion was sec-
tioned and removed in two fragments measuring 2cm x 
1,6cm and 1,3cm x 1cm, and the remaining gingivae was 
contoured to recreate the interdental tissue. The tissue 
segments were sent for histopathological investigation. 

The patient was reviewed a week later and sutures were 
removed. At the two-week follow-up appointment the bi-
opsy-site was seen to be healing uneventfully (Figure 2). 

The biopsy report confirmed a diagnosis of nodular 
fasciitis, with the specimen showing polypoid proliferations 
composed of spindle- shaped cells with a feather-like 
appearance. The cells grew in bundles and fascicles and 
focal collections of lymphocytes were present (Figure 3a). 
Special staining techniques revealed positivity of SMA 
and negative staining for S100 (Figure 3b).
 
The patient was seen again at one and four months after 
the review when no signs of recurrence were discerned and 
the submandibular lymphnodes were no longer palpable.

Neil Hamilton Wood: 1.	 BChD, DipOdont(MFP), MDent(OMP). 
Department of Periodontology and Oral Medicine, School of Oral 
Health Sciences, Sefako Makgatho Health Sciences University, 
Pretoria, South Africa.

Adeshnee Moodley: 2.	 BDT, BDS, MDS. Department of 
Periodontology and Oral Medicine, School of Oral Health Sciences, 
Sefako Makgatho Health Sciences University, Pretoria, South Africa.

Corresponding author

Neil Hamilton Wood: 
���Department of Periodontology and Oral Medicine, School of Oral Health 
Sciences, Sefako Makgatho Health Sciences University, Pretoria, South 
Africa 0204. Tel: 012 521 4834. Fax: 012 521 4835. 
E-mail: Neil.Wood@smu.ac.za

SADJ March 2016, Vol 71 no 2 p78 - p80

NH Wood1, A Moodley2

Oral medicine case book 72: 
A rare case of Nodular Fasciitis 
affecting the mandibular gingiva

cASE BOOK

ACRONYM
NF: 	 Nodular fasciitis



 < 79www.sada.co.za / SADJ Vol 71 No. 2

Discussion
The reported prevalence of NF in the head and neck rang-
es between 7-20%.4,9 Intraoral NF is rarely encountered 
and the most common intraoral site is the buccal muco-
sa.8,9 The lip, tongue, floor of the mouth and gingivae are 
also intraoral sites with documented involvement.6,8 The 
actual prevalence of intraoral NF is unknown and only 44 
reports were found in the literature.

Previously NF was thought to be reactive in nature. Infec-
tion and hormonal influences have also been suggested 
as initiating factors.1,6,8 However, genetic research proves 
that NF undergoes a clonal expansion process.7 The re-
cent discovery of a fusion gene shows that there are rear-
rangements of the USP6 locus with the formation of an 
MYH9–USP6 fusion gene.7

Although gender predilection is not demonstrated, our re-
view shows that intraoral NF appears to be more prevalent 
in female patients and the significance of this is not yet 
apparent.1,2,4 Affected patients are usually in their 3rd to 5th 
decades of life.2,8,9

Diagnostic techniques vary when dealing with NF mainly 
because it may mimic malignancies. Clinicians have used 
incisional biopsies when the diagnosis was uncertain and 
excisional biopsies when the lesions were smaller and ap-
peared well localized which is often the case when dealing 
with intraoral NF.9,10 

The histological appearance of nodular fasciitis can be 
described as deceptive, due to its non- specific and, even 
though well demarcated, infiltrative nature.6 The lesion also 
has a rich vascularity and is mitotically active.4,6 This rapid 
growth and histological features make nodular fasciitis a 
mimicker of malignancies such as sarcomas.1,4 However, 
NF is a benign lesion and does not metastisize.4,9

Histological examination including immunohistochemistry 
is essential for accurate diagnosis.2 Lesional tissue often 
presents with loosely arranged fascicles of spindle cells in 
a fibrous or myxoid stroma, which is scattered with chronic 
inflammatory cells.1,6,9 It has been described as feathery 
looking.7 It is also non-encapsulated but described as 
being well delimited.9 Immunohistochemical assessments 
reveal a positive expression for smooth muscle actin, 
vimentin, HHF-35 and muscle specific actin1,3,5,8 and 
negative reaction for S100, desmin and cytokeratin.4,8 
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Figure 1a: The lesion is semi-pedunculated, appears irregular, lobulated and 
is firm to touch.

Figure 1: Localized exophytic gingival overgrowth of seven months’ duration.

Figure 1b: Labio-buccal extension of the lesion.

Figure 2: Two weeks post-surgical follow-up.  Note the displacement of teeth 
from the site of the excised lesion. No resorption was seen.

Figure 3a: Polypoid spindle cell proliferation with feathered appearance.  
Focal lymphocytic collections are seen.

Figure 3b: Special staining demonstrating positive Smooth Muscle Actin 
(SMA) and negative S100 protein staining.

Figure 3: Histopathologic analysis of the excisional biopsy.
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Nodular fasciitis can be histologically subtyped or classified 
using two methods, firstly according to the plane of tissue 
involved1 and secondly according to cellularity of the lesion.11 
(Table 1) Sub-typing based on cellularity comprises three 
NF types: Myxomatous, Intermediate and Fibromatous. The 
histological appearance of Price’s classification correlates 
with the duration of the lesion, with the lesions becoming 
more fibrous with longer duration.7 The classification using 
different tissue planes include: subcutaneous, intramuscular 
and fascial. The subcutaneous type is most prevalent and 
the intramuscular subtype is the least defined and is most 
commonly mistaken for a malignancy.8,9

To our knowledge 45 cases of intraoral NF have been report-
ed in the English literature. Searches spanning 1966 to 2015 
have been conducted1,8,12 and the results for the prevalence of 
orofacial NF are summarized in Table 2, according to the ana-
tomic location of the lesions. The buccal mucosa is the most 
commonly affected intraoral site, with 53,3% of intraoral NF le-
sions found at this location.1,12,13 Including our case report, nine 
NF lesions have been found on the gingiva (Table 3), making 
this the second most common site for the lesion to occur, fol-
lowed by the lip, tongue and floor of the mouth.

Treatment of choice remains conservative total excision. 
Recurrence is rare,2,8,9,19 a rate of 1-2% having been reported.4 
This could be due to incomplete removal of the primary 
lesion.4 However one report suggests that in cases where 

incomplete removal is not possible, the remaining lesional 
tissue may resolve spontaneously.20 This may be supported as 
a documented case of NF regression has been reported, the 
theory being that the regression was due to a shift in the lesion 
from a myxoid to a more fibrous stroma.21 The rare intraoral 
presentation of nodular fasciitis, especially on the gingiva, 
results in clinicians advising a close follow- up for patients.6

Conclusion
A rare case of intra-oral, lobular and exophytic gingival nodular 
fasciitis was presented. This is the ninth case report of this 
condition affecting the gingiva, and the 45th documented 
intra-oral case, to our knowledge. The differential diagnosis of 
exophytic gingival lesions should include NF. Appropriate stains 
should be applied to avoid the possibility of misdiagnosis as a 
malignancy. Recurrence is rare following surgical excision.
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Table 1: Sub-typing of nodular fasciitis based on histologic findings.

According to Cellularity11 According to plane of 
tissue involved1

Type 1- Myxomatous 
Almost acellular stroma, vascular, 
plump fibroblasts found peripherally

Subcutaneous

Type 2- Intermmediate
More fibres orientated in bundles

Intramuscular

Type 3- Fibromatous
More collagen fibres present with 
more spindle shaped fibroblasts

Fascial

Table 2: Prevalence of intra-oral NF cases as reported in the literature

Documented Cases of Intraoral NF

Site Number of Cases (Prevalence)

Buccal Mucosa 24 (53,3%)

Gingiva 9* (20%) 

Lip 6 (13,3)

Tongue 4 (9%)

Floor of Mouth 2 (4,4%)

* Includes this case report

Table 3: Nodular fasciitis cases reported to occur on the 
gingival mucosa.

Year Age Gender
Max or 
Mand

Reference

1972 48 M Max. 14

1981 31 M Max 15

1982 46 F Max* 16

1986 19 M Mand 17

1986 46 M Mand 13

1989 15 M Mand 18

2006 47 F Max 1

2014 18 F Mand 8

2015 27 F Mand Current

* Occurrence reported as palatal


