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Ischemic fasciitis in a mobile elderly patient: A case report
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Abstract. Ischemic fasciitis (IF) is a rare pseudosarcomatous
lesion usually occurring in physically debilitated or immobi-
lized, elderly patients. The current case presents a 76-year-old
mobile man with IF on his back. The 33-mm subcutaneous
lesion, focally involving the latissimus dorsi muscle, had been
slowly increasing in size for 2 months and was clinically
suggested to be a soft-tissue sarcoma. The fragmented biopsy
specimens showed a chiefly scattered proliferation of spindle
or stellate cells with plump nuclei within myxofibrous stroma.
Zonation was not evident, but the lesion contained fibrinous
deposits. These findings indicated a possible diagnosis of
IF. The lesion spontaneously disappeared 5 months after the
biopsy. The presence of fibrin-like deposits within myxofibrous
stroma could be a hallmark for the correct diagnosis of IF.

Introduction

Ischemic fasciitis (IF) is a rare, benign fibroblastic/myofibro-
blastic proliferation that mimics a soft-tissue sarcoma both
clinically and histologically. The majority of patients with IF
are elderly and a number of them are debilitated or immo-
bilized, bedridden or wheelchair-bound (1-3). Its favored
locations are trunk regions over bony prominences, such as
the shoulder, sacrum or greater trochanter (1-3). Most patients
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show a painless mass of short duration, usually <6 months (3).
IF tend to be poorly circumscribed and multinodular, and
typically involves subcutaneous tissue (3). Proliferating cells
in IF may be cytologically atypical features with hyperchro-
matic swollen nuclei and prominent nucleoli (3). From the
therapeutic point of view, an accurate diagnosis is needed
because most IF cases are cured by conservative therapy
alone (3). We encountered an elderly, mobile patient with IF
that was clinically suspected of being an aggressive sarcoma.
We herein describe the clinicopathological features of the
present case to share our experience of such self-limiting,
pseudosarcomatous lesions.

Case report

A 76-year-old man, in good health and self-supporting as
regards activities of daily living (ADL), except for medica-
tion for hypertension, was admitted to the National Defense
Medical College Hospital (Tokorozawa, Japan). His chief
complaint was a slowly growing, painless soft-tissue mass
that had been evident on his right back for two months. He
was relatively thin, and the mass was located above a rib bone.
This mass was chicken-egg-sized, elastic hard, and immobile
without skin ulceration (Fig. 1A). An ultrasound examination
showed a mass with an acoustic shadow and highly echo-
genic capsule. Magnetic resonance imaging (MRI) revealed
a 33-mm subcutaneous mass focally involving the latissimus
dorsi muscle. T1-weighted (T1W) images showed a signal that
was slightly hyperintense versus skeletal muscle (Fig. 1B),
while T2-weighted (T2W) and diffusion-weighted imaging
(DWI) showed hyperintense signal mixed with heterogeneous
low-intensity areas (Fig. 1C). Tail-like signs were observed
from this tumor. X-ray computed tomography (CT) showed
no bony involvement (Fig. 1D). These imaging features
indicated a possible diagnosis of myxofibrosarcoma or other
myxoid sarcoma. Extensive surgical resection was planned,
and a preoperative incisional biopsy was performed. Based
on the resulting pathological diagnosis, the scheduled surgery
was canceled, and the patient was placed under conservative
observation. This tumor gradually shrank in size, and had
completely disappeared after ~5 months (Fig. 2). One year
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Figure 1. (A) The elevated, right-back mass was marked by a dotted circle. Oblique lines indicated right rib bones 10-12th, and a solid line was drawn to indicate
the scheduled incision-line for future excision. The H-shaped marking on the mass was the biopsy incision-line. (B and C) Magnetic Resonance Imaging shows
a 33-mm subcutaneous mass (arrows) in the right back focally involving the latissimus dorsi muscle (indicated as ‘m’). (B) T1-weighted images showed slightly
hyperintense signal versus skeletal muscle, (C) while T2-weighted ones showed predominantly hyperintense signal mixed with heterogeneous low-intensity
areas. (D) X-ray computed tomography showed no bony involvement of the mass (arrows).

after the biopsy procedure, the patient is alive, and remains
well with no recurrence.

Pathological findings. The biopsy specimens were composed
of fragmented soft tissues, and showed spindle or stellate cells,
sometimes with swollen round-to-oval nuclei, proliferating
within the myxoid fibrous tissues (Fig. 3A). Fibrin-like mate-
rial deposits were also present in the myxoid stroma (Fig. 3B).
Cellularity was relatively low, but focal cellular areas
composed of short spindle cells with hyperchromatic nuclei
were found. Some proliferating cells had conspicuous nucleoli.
No abnormal mitoses were observed. Granulation tissue-like
neovascularization containing enlarged endothelial cells was
focally recognized (Fig. 3C). Necrotizing vasculitis was not
observed. Immunohistochemically, proliferating spindle/stel-
late cells were focally positive for CD68 (PGM1) (Fig. 3D) and
negative for keratin (AE1/AE3), alpha-smooth muscle actin,
S-100 protein, myogenin, desmin, and CD34. The Ki-67 index
was ~25% in hot spots (Fig. 3E). These findings suggested
a diagnosis of IF.

Discussion

IF was first described as ‘atypical decubital fibroplasia’
by Montgomery et al in 1992 (1), and similar lesions were
reported by Perosio et al as ‘ischemic fasciitis’ in 1993 (2).
IF is a pseudosarcomatous proliferative disease of reactive
fibroblasts/myofibroblasts associated with repair or healing of
tissues that are necrotic or destructed, possibly due to intermit-
tent ischemia (1-3). IF commonly occurs at sites of chronic
mechanical pressure and abrasion, such as bony prominences
during prolonged bed rest, immobilized postures, and
wheelchair or orthotic use, particularly in debilitated elderly
patients (1-10). IF uncommonly arises in young or middle-aged
patients, and in almost all such cases it is associated with

Figure 2. The mass had disappeared (arrows), with surface crust remaining
along the incision-line, by 5 months after biopsy.

physical pressure or trauma (1,2,4-8). In the present case,
the patient was elderly, but mobile and independent in ADL
with no traumatic or decubital episodes. Therefore, making a
clinical diagnosis of IF was challenging. The back was also
considered not to be a favored location for IF. Retrospectively
considered, however, the patient was relatively thin, suggesting
that ischemia could occur just above the rib bone.
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Figure 3. (A) Low-power view showed myxofibrous lesions containing spindle-shaped to spider, or stellate cells with swollen round-to-oval nuclei. Magnification,
x100. (B) Deposits of fibrin-like materials and some atrophic/degenerating stromal cells were also present. Magnification, x200. (C) Granulation tissue-like
neovascularization was accompanied by neutrophilic infiltration and fibrin-like deposits. Magnification, x200. (D) On immunohistochemistry, CD68 (PGM1)
was focally positive. Magnification, x400. (E) Ki-67 index was ~25% in hot spots. Magnification, x200.
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IF is a benign disease that is expected to resolve spon-
taneously in some cases (11). However, as in our case, IF
sometimes shows cellular atypia, a variable frequency of
mitosis, or myxoid changes in the stroma, and may mimic
sarcomatous lesions, such as myxofibrosarcoma, myxoid
chondrosarcoma, undifferentiated pleomorphic sarcoma,
and epithelioid sarcoma (1,2,4-6). In excisional specimens,
‘zonal features’, which consist of a central necrotic area
and peripheral proliferation of fibroblasts/myofibroblasts
with granulation-like reactive vascular hyperplasia and
inflammatory cells, are useful for diagnosis as they are
not seen in sarcomas (1-4,6,7,11-14). There is a high risk
of misdiagnosis due to the likelihood of zonal features
being unclear in the fine-needle aspiration specimens (6,15)
and probably in other small specimens. In the present
case, the biopsy specimens were small and fragmented,
and zonal features were indistinct. However, the detailed
histology revealed fibrinoid necrosis/fibrin-like deposits
and myxofibrous stroma with focal neovascularization,
findings that were suggestive of the central and periph-
eral parts of zonal features. In addition, degenerative and
reactive changes are helpful for diagnosis, such as myxoid
degeneration, fat necrosis, erythrocyte extravasation, and
hemosiderin deposition (1,2,4).
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An accurate diagnosis of IF is important to avoid unnec-
essary extensive surgery. In fact, in the present case, the
tumor disappeared within several months after cancelation of
the planned surgery. Even in piecemeal specimens where the
zonal structure is unclear, in our experience the findings of a
necrotic lesion with fibrous stroma and degenerative/reactive
changes, such as myxoid changes, may provide us with clues
to the correct diagnosis. A diagnosis of IF should be kept
in mind and should be within lists employed for differential
diagnosis when the patient is elderly, even if not bedridden
or immobile.

In conclusion, the diagnosis of IF is challenging in patients
with independent ADLs. The presence of fibrin-like deposits
and myxofibrous stroma may be hallmarks for its correct
diagnosis.
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