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Fibromatosis is benign fibroblastic proliferative lesion with abundant collagenous neo-formation located
principally in the abdominal wall and in the upper and lower extremities(Masson & Soule, 1966). Wilkins
and Waldron, in 1975, suggested that the title aggressive fibromatosis was a move appropriate term, veflecting
the invasive characteristics of the discase. Synonyms listed were extra-abdominal desmoid, juvenile fibroma-
tosis, aggressive infantile fibromatosis and congenital fibrosarcoma.

A total of 12% of all fibromatosis arise in head and neck. Fibromatosis of the oral cavity is uncommon
and is even more rare when in involve the mandibule.

1t is a locally aggressive fibrous tissue tumnor, generally does not metastasize, but may cause considerable
morbility and even death due to local infiltration. The degree of microscopic cellularity is variable, not
only from tumor to tumor but also from area to area in the same tumor. Some tumors present with
proliferation of mature fibroblasts and a dominating collagenous component : others may show a lack
of collagen and very cellular fibroblastic component. Cellualrity is most evdent at the peripheral edge
of the tumor in both types. The conmon hisiologic denominator appears to be cellular interlacing bundles
of elongated fibroblasts, showing little or no milotic activity and no pleomorphism. Milosis are not a
consistent index of malignancy when found in younger age groups. Fibromatosts still posses difficult prob-
lems of diagnosis and treatment. It is frequently recurrent and infliltrates neighbouring tissues. These
lesion infliltrate widcly and veplace muscle, fat, and even bone with fibrous tissue of varying cellularity.
Leston representing fibromatosis in the oral cavity must be carefully evaulated by both surgeon and patholo-
gists to ensure proper diugnosis and treatment planning. When these lesions involve bone, surgeon must
be aware of the lesion’s potential to perforate the coriex ad expand while remaining hidden from the
surgeon’s view. Careful and precise clinical correlation with histologic appearence is essential to preclude
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misdiagnosis of fibrosarcoma yet provide a surgical treatment plan that provides adequate local excision
and long-termn follow up. As regards cause, little is known. It is altributed to trauma or alteration in
the sex hormone(Carlos, et al, 1986). Clinically, the lesion is reporfed to be not painful in most cases,
but capable of rapid growth. The treatment is essentially surgical excision with wide margin of adjacent
uninvolved tissue. Radiotherapy, hormone treatment or chemotherapy are of no useC Wlkins et al, 1975 : Ma-

jumudar and Winiarki, 1978).

We report a case of aggressive fibromatosis of 15-vear-old boy with a lesion in the soft tissue of the

parotid area that invaded the underlying bone of the mandibular body.
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Fig. 1 Facial Photography of patient. A fifteen-year
old boy was admitted for painless swelling
in the Lt. parotid area. The lesion had been
presented for 3 months and rapid growing
in size. The swelling was smooth, firm, fixed
and no tender to touch.
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Fig. 2 On MRI scanning, about 5X5X4c¢m in sized,
relatively defined homogenous solid mass
in left parotid space, with posterolateral dis-
placement of normal gland and severe pos-
terior compression of masseter muscel were
seen.

Fig. 3 The angle of mandibule was deprssed and
perforated. Soft mass was invaded to the

mandibule marrow portion and extended to

symphysis area.

Fig. 4 On gross findings, the mass was well-circu-

mscribed, not encapsulated and solid, mea-
suring 5X4X4cm in size.
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Fig. 5 Hypercellularity is predominatly along the
peripheral margin(H&E, X100).

Fig. 6 Highpower view of hypercellular area. Fib-
roblastic nuclei were fairly uniform, oval &
vescicular. Normal mitosis were seen(H&E,
X 200).

Fig. 7 The tumor cell invaded to skeletal muscles.
Muscle fibers was seperated by hypercel-
lualr stroma. Also mitosis noted(H&E, X
100)

Fig. 8 Masson trichrome stain shows the collagen
bundles in tumor cells(M.T., X100).
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Fig. 9 Immunostain for S-100 was positive in peri-
pheral nerve but netgative in tumor cells
(Immunostain, X 100).

Fig. 10Immunostain for smooth muscle Actin was
positive in vessel wall but negative in tumor
cell{Immunostain, X100).
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Fig. 11Electron microscopy reveal spindle cell and

mature collagen fibrils in extracellular mat-
rix. Mitochondria and dialtation of ER was
noted(E.M, X4000).
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