
© 2016 Surgical Neurology International | Published by Wolters Kluwer - Medknow

Editor:
James I. Ausman, MD, PhD 
University of California, Los 
Angeles, CA, USA

OPEN ACCESS
For entire Editorial Board visit :  
http://www.surgicalneurologyint.com

Abstract
Background: Nodular fasciitis is a benign mesenchymal tumor arising from fascia 
that typically presents as a rapidly growing, subcutaneous mass. Intraneural cases are 
very rare and can present with neurological symptoms, requiring surgical resection.
Case Description: A 31‑year‑old woman presented to us with painful paresthesias 
in her elbow and progressive motor deficits, for which she underwent surgery.
Conclusion: The authors report the first case of intraneural nodular fasciitis 
occurring in the radial nerve and highlight the possibility of rapidly progressive 
motor deficit in patients presenting with this rare clinical entity.
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INTRODUCTION

Nodular fasciitis is a rapidly growing, benign proliferation 
of myofibroblasts that arises from fascia, often presenting 
as a subcutaneous mass, and commonly found in the 
upper extremity.[1,8,11] It is characterized by a self‑limiting 
course that has been observed to spontaneously regress; 
however, symptomatic presentations have been treated 
successfully with surgical resection and recurrence 
occurs in <2% of patients.[6,12] Intraneural nodular 
fasciitis is very rare and has only been reported in seven 
cases.[2,4,5,7,9,10,13] We report a case involving the radial 
nerve presenting with painful paresthesias and progressive 
motor symptoms. Only one other case in the literature 
has described rapidly progressive motor weakness; 
we present the second instance of such, accentuating the 
potential surgical nature of intraneural nodular fasciitis.

CASE HISTORY

History and examination
A 31‑year‑old female with no history of trauma presented 
with a 6‑month history of electrical, shooting pain and 

occasional numbness in her left elbow and hand. Prior 
treatment with nonsteroidal anti‑inflammatories and 
a short course of corticosteroids did not help. Her painful 
paresthesias worsened, and electromyography revealed 
radial nerve sensory neuropathy; however, the motor 
examination was normal. Upon initial evaluation in July 
2013, she noted new left‑hand weakness. Examination 
revealed an irregular, tender, immobile lesion roughly 
2 cm in diameter in the antecubital fossa, with severe 
paresthesias in a radial distribution. Motor examination 
was significant for left‑sided wrist drop (2/5), and similar 
weakness in finger extension. Magnetic resonance imaging 
and ultrasound revealed a lesion measuring approximately 
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33 mm × 16 mm × 28 mm with ill‑defined margins 
surrounding the radial neurovascular bundle at the distal 
humerus [Figures 1 and 2]. Needle biopsy revealed a 
low‑grade spindle cell lesion. The patient was taken to 
surgery in July.

Treatment course
In surgery, a red, fragile mass encasing the radial nerve 
was observed medial to the brachioradialis [Figure 3]. 
Distally, the radial nerve was swollen near its division 
to the superficial and deep branches. There was 
intramuscular invasion of the brachioradialis and 
extensor carpi radialis. Nerve dissection revealed the 
mass extensively invaded the epineurium , perineurium 
and endoneurium. Microsurgical techniques were used 
to dissect each fascicle from the lesion.

Three months after surgery, the patient showed dramatic 
recovery and reported no pain. Her motor function 
showed improvement – wrist extension was 4+/5 and 
finger extension was 4−/5. Sensory examination revealed 
minor residual hypesthesia in the radial distribution. 
One year after the surgery the motor examination of the 
radial nerve was normal and the sensor exam was back to 
normal. There was no evidence of recurrence 20 months 
after the surgery.

DISCUSSION

Nodular fasciitis is a benign mesenchymal tumor 
that typically presents as a rapidly growing mass. The 
etiology of nodular fasciitis is not known, but the 
current theory is that local trauma or inflammatory 
processes can trigger proliferation of myofibroblasts.[1,3] 
Intraneural nodular fasciitis is rare, and there are only 
seven cases that have been reported in the literature 
[Table 1]; three in the ulnar nerve, two in the sciatic 
nerve, one in the median nerve, and one in the 
obturator nerve.[2,4,5,7,9,10,13]

Our patient’s initial complaints were sensory and only 
in the final month prior to surgery did motor symptoms 
appear and progress rapidly. There is only one other 
intraneural case to describe motor symptoms that 
progressively worsened, and it occurred in the median 
nerve of a 79‑year‑old female.[13] Of the six nontraumatic 
cases [Table 1], two were incidental findings that did 
not present with neurological deficits,[2,10] one presented 
with only sensory deficits,[13] and the remaining three 
presented with both sensory and motor deficits that 
remained stable until the lesion was surgically removed.
[4,7,9] Only one case involved trauma, where the patient 
fell and had acute progression of motor weakness. 
However, the severity of symptoms plateaued and 
remained stable until surgery.[5] From April to July 2013, 
our patient’s motor symptoms progressed from subjective 
weakness to wrist drop on physical examination.

Intraneural nodular fasciitis is an unusual lesion that 
can present as a rapidly growing mass with neurological 
symptoms. We report the first case occurring in the radial 
nerve and highlight the possibility of rapidly progressive 
motor deficit in patients presenting with this rare clinical 
entity.

Figure 2: Ultrasound imaging of radial nerve (*) and lesion (arrow) 
in sagittal (left) and coronal (right) planes

Figure 3: Intraoperative image of the radial nerve. Top, depicts the 
radial nerve isolated with an infiltrative intraneural mass lesion. 
Bottom, depicts the radial nerve postresection

Figure 1: Magnetic resonance imaging of a left antecubital lesion. 
(a) Axial T2-weighted; (b) coronal T2-weighted; (c) sagittal short 
T1 inversion recovery; and (d) postcontrast T2-weighted image.  
All depict an enhancing (d) mass with ill-defined borders involving 
the radial nerve and surrounding musculature
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Table 1: All reported cases of intraneural nodular fasciitis

Authors and 
year

Age 
(years), 
sex

Nerve Location Presenting symptoms Progression, 
duration

Treatment, 
outcomeAntecedent 

trauma
Mass Sensory Motor

Fallah 
et al., 2008

34, female Obturator Thigh − + − ‑ Expanding mass, 
8 weeks

STR, N/A

Ikeda 
et al., 2005

42, female Ulnar Hand − + + HI Expanding mass, 
10 days

GTR, mild residual 
numbness

Kakutani 
et al., 2010

37, female Sciatic Thigh + − + DF Stable weakness, 
N/A

STR, residual foot 
drop

Kim 
et al., 2011

51, male Ulnar Hand − − + HI Stable weakness, 
8 weeks

GTR, full recovery

Mahon 
et al., 2004

32, male Ulnar Wrist − − + HI, fifth digit 
adduction

Stable weakness, 
6 weeks

STR, full recovery

Parrett et al., 
2007

37, female Sciatic Thigh − − − ‑ None (incidental), 
7 years

STR, N/A

Yano 
et al., 2011

79, female Median Forearm − − + ‑ Progressive 
weakness, 14 weeks

STR, mild residual 
weakness

Present case 31, female Radial Forearm − + + Wrist drop Progressive 
weakness, 8 weeks

GTR, mild residual 
weakness

Table	1	represents	all	known	cases	of	intraneural	fasciitis.	Progression	refers	to	the	course	of	symptoms	preoperatively.	DF:	Dorsiflexion,	HI:	Hand	intrinsics,	STR:	Subtotal	resection	
describes maximal safe removal of the lesion, with preservation of all neural elements, GTR: Gross total resection describes removal of the lesion entirely, including inseparable 
neural elements, N/A: Not available


