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Cranial fasciitis is an uncommon subset of nodular fasciitis composed of spindle cells and
myxoid stroma. This is not considered as a true neoplasm, as it occurs mostly in the scalp as a
rapidly growing mass accompanied by adjacent bony structure destruction. There are few
cases of cranial fasciitis reported in the literature; however, we experienced a case of a 2-year-
old girl with swelling of midface. Subtotal resection was performed and the final pathological
result confirmed cranial fasciitis. We report this rare case with a review of the literature.
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Fig. 1. A photo at the eighteen days before operation shows bulging of right nasofacial junction (marked purple arrow) (A). Endoscopic
examination reveals obstructed ipsilateral nasal cavity due to lateral wall protrusion. LW: lateral nasal wall, S: nasal septal wall (B). Ipsi-
lateral first molar tooth socket and adjacent gingiva are bulged inferiorly (C and D).
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Fig. 2. Preoperative non-enhancing coronal (A) and 3-dimensional (B) computed tomography scan reveals ill defined mass with adjacent
destruction of inferior orbital wall, maxilla, and pyriform aperture. Axial computed tomography reveals mass bulging toward the nasal cav-
ity, causing obstruction (white arrow) (C). The mass involves first molar and canine dental socket (black arrowheads) (D).
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Fig. 3. The mass shows spindle-shaped fibroblasts arranged in a haphazard way within a myxoid stroma (H&E x200) (A), no cellular
immunoreactivity was found for CD34 antigen (% 200) (B). The number of Ki-67-positive cells is low (5% of the tumor cells) (%200) (C).
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Fig. 4. Postoperative two week coronal (A) and axial (B) computed tomography reveals near totally removed tumor in maxillary sinus.
Postoperative four month coronal (C) and axial (D) computed tomography shows accelerated destruction of adjacent bony destruction
(white arrows). Postoperative four month coronal (E) and axial (F) T2 weighted magnetic resonance image shows hyper-intense recur-
rent lesion in maxillary sinus and adjacent bony structures.
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Fig. 5. Post-reoperative four month coronal (A) and axial (B) computed tomography shows minimal enhancing soft tissue lesion adjacent
to nasolabial angle (white arrow). Post-reoperative one year coronal (C) and axial (D) T2 weighted magnetic resonance image shows in-
creased extent of hyper-intense lesion around maxilla and zygomatic arch (white arrow). Post-reoperative one year photos show bulging

contour of nasofacial angle and zygomatic arch (E).
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