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SUMMARY: Circumscribed myositis ossificans of the masseter mu-
scle: report of a case.
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Mpyositis Ossificans (MO) is an unusual pathological entity still
largely unknown, characterized by dystrophic calcification leading to
heterotopic ossification of intramuscular connective tissue. The masti-
catory muscles are exceptionally involved.

Four distinct types of myositis ossificans have been described: MO
Progressiva, which is a genetic disorder involving several muscular
groups; MO Circumscripta, limited to a single muscle and generally
due to calcification of an intramuscular haematoma following severe
trauma and progressive ossification; MO Pseudo-malignant limited
to soft tissue and not associated to any trauma; MO associated to pa-
raplegia.

A case of circumscribed myositis ossificans of the masseter muscle in
a 62 years-old woma is reportedn.
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Introduction

Myositis ossificans (MO) is a non neoplastic lesion,
localised, self limiting, characterised by a more or less wide
bone production from interstitial connective tissue. It in-
volves muscles and only rarely tendons, layers, perios-
tum and subcutaneous fat tissue (1).

MO includes four distinct clinical pathologies:

1. Circumscribed or traumatic MO indicates bone meta-
plasia in a muscle, when in the clinical history there
is a report of a trauma, in which the intramuscular
haemorrhage causes a bone metaplasia. It can be due
also to repeated microtraumas and/or inflammato-
ry disease. It generally involves the lateral pterygoid
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muscle (2) and medial pterygoid muscle (3) and only
rarely the masseter muscle.

2. MO Progressiva also called fibrodysplasia ossificans
progressiva, is an autosomal dominant disease of the
pediatric age, more frequent in females; characterized
by symmetric skeletal malformations of the hands
and feet such as microdattilia, syndattilia, polidat-
tilia, agenesia of one or more feet phalanx; more-
over it presents a progressive heterotopic ossification
of soft tissues (4).

3. Pseudomalignant MO is a myositis without history
of trauma (5). These patients present a soft tissue mass
with intermittent pain and localized erythema.
More frequent localization is around the pelvis, greater
trochanter, femur, and knee.

4. MO associated with paraplegia; the prognosis is poor.
Costello e Brown (6) indicate as primitive event the
atrophy and tissue degeneration.

MO is considered as predisposing factor for Temporo-

Mandibular Joint ankilosys.

Case report

A 62-years-old, Caucasian female was observed at our De-
partment of Maxillofacial surgery because of an opening mouth
reduction. The patient was affected by ipertension since 12 years
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Fig. 1 - Preoperative orthopantomography showing an iperdense area of the
right upper jaw.

and underwent colon resection two years before for colorectal car-
cinoma. Two months before our observation an incidental or-
thopantomography was performed that showed an iperdense area
of the right upper jaw (Fig. 1). Clinically there was a flattening
of the upper right vestibular fornix, with a modest reduction of
the mouth opening for the presence in 18-16 area of a hard, smooth
mass. The Computed Tomography (CT) scan showed a grossly
round mass, 3 cm in the larger diameter, fixed to the posterior-
lower part of right malar bone, with inhomogeneous bone den-
sity (Figs. 2a,b). This lesion was in close proximity to Bichat fat
and masseter muscle, and presented inside calcific microformations
compatible with tooth bud.

Under general anaesthesia the mass was removed by a trans-oral
approach (Fig. 3).

The lesion measured 3 cm in greatest diameter, and was well cir-
cumscribed. The cut surface was white and soft in the centre, and
yellow-grey with a rough granular surface at the periphery (Fig. 4).
The tumour was routinely fixed in 10% buffered formaldehyde and
embedded in paraffin; 5p thick sections were cut and stained with
haematoxylin-eosin.

Microscopically, the lesion showed lamellar bone together with
intersperses fat cells, fibrous tissue, and thin-walled vascular spaces.
The results suggested the diagnosis of MO.

The patient was followed-up every three months for two years
with orthopantomography and CT scan twice a year (Fig. 5). After
surgery there was an improvement in opening of the jaw that was
observed constant also during following controls.

Discussion

Mpyositis ossificans, contrary to the name, is not an
inflammartory condition and in some case there is no ev-
idence of bone or muscle in the lesion. Gilmer e Anderson
(7) consider myositis ossificans a benign condition with
eterotopic formation of bone in the muscular tissue.

The anamnesis and the clinical examination in pa-
tients with reduced mouth opening and/or recently op-
erated in the oral cavity is fundamental for the diagno-
sis. Radiologic findings (Computed Tomography and
Magnetic Resonance) allow to define the extension and,
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Fig. 2 - Preoperative CT scans in axial (A) and coronal (B) view showing an
inhomogeneous bone density mass fixed to the posterior-lower part of right
malar bone.

in many cases, the nature of the lesion with character-

istic pattern according the degree of development (8, 9).
Histology is very important in diagnosis identifying

the characteristic zonal arrangement of the lesion and in

order to avoid incorrect diagnosis it is indicated to re-
move the entire lesion.

Firstly Gotte (10) and then Wakely (11) described the
characteristic zonal arrangement:

* acentral zone characterised by the presence of an in-
flammatory infiltrate with macrophages, lymphocytes,
polymorphic fibroblasts and angiogenesis phenom-
ena, muscular fibres with atrophic or degenerative ap-
pearance;

* an intermediate zone with a more regular appearance
with collagen trabeculae and immature, osteoid
cells;

* aperipheral zone made by calcified osteoid with ar-
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Fig. 3 - Intraoperative picture showing the trans-oral approa-
ch for mass removal.

Fig. 4 - The cut surface was white and soft in the centre, yel-
low-grey with a rough granular surface at the periphery.

Fig. 5 - Two year postoperative TC scan on coronal view showing
the complete mass removal.
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eas of cartilagineous metaplasia and lamellar mature
bone separated from the surrounding muscle by con-
nective tissue without inflammatory infiltrate.

Therapy is based on surgical complete removal of the

lesion followed by a prudent rehabilitation with mini-
mal trauma starting as soon as possible. Nowadays en-
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