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Dear Sir,

Proliferative myosistis is a benign reactive rapidly growing
pseudosarcomatous lesion that infiltrates skeletal muscle
in diffuse manner.1 It is characterised by fibroblastic
proliferation with atypical giant cells mimicking ganglion
cells. It is skeletal muscle counterpart of proliferative
fascitis which arises from superficial fascia and is
relatively superficial in location, however both these entities
resembles histologically with each other. It most commonly
affects age group over 45yrs of age but also known to
occur in childrens too.2 Most common sites of predilection
are skeletal muscles of shoulder, thorax and thigh but
is also known to be reported at unusual sites such as
tongue and oral cavity.3–5 Histopathology is gold standard
in confirming the diagnosis as clinical findings are non
specific.

A 42yrs. male presented with an irregular ,slow growing,
painless swelling measuring 3x2 cms in the lateral aspect
of the thigh since 3 months. The skin over the swelling
was normal. There was no history of trauma. FNAC
from the swelling showed a cellular smear comprising
of good number of spindle cell clusters admixed with
myofibroblasts and few giant cells resembling ganglion
cells (Figure 1a-c). A provisional diagnosis of proliferative
myositis was rendered with an advise for biopsy. The lesion
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was excised and was send to our lab for histopathological
analysis. Grossly we received multiple grey white fragments
altogether measured 2.5 x2 cm. Histopathology showed a
poorly circumscribed lesion comprising of plump fibroblast
and myofibroblasts surrounding individual muscle fibres
creating a checker board pattern (proliferative fibroblasts
alternating with atrophic muscle) along with bizzare
giant cells resembling ganglion cells that have abundant
amphophilic to basophilic cytoplasm vesicular nuclei and
prominent nucleoli. Stroma is collagenous to myxoid
(Figure 2a-c). Variable mitotic figures may be seen. Final
diagnosis of proliferative myositis was given.

Proliferative Myositis (PM) was first described by
Kern in the year 1960.1 Proliferative myositis should
be considered in the differential diagnosis of a rapidly
growing soft tissue (in particular intramuscular) mass.
It’s a benign pseudo sarcomatous inflammatory process
that may clinically mimic malignancy. Various theories
are postulated regarding etiology of PM but a history of
recent trauma was noticed in some cases.6 Other potential
causes that were also proposed includes ischemia, vasculitis,
and chromosomal abnormalities.6 Two classical features
of proliferative myositis that are seen in histopathology:
firstly a) infiltration of the muscle with large eosinophilic
giant cells that resemble ganglion cells and secondly
b) proliferative fibroblasts-like primarily affecting the
interfascicular connective tissue. It is this pattern of normal
muscle fascicles interspersed with infiltrating fibrous
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Fig. 1: a: LP 100x FNAC; a-b: LP 100x FNAC – good number of spindle cells admixed with myofibroblasts; c: FNAC 100x-showing
presence of ganglion cells.

Fig. 2: a: Histopathology LP 100x- Plump fibroblast and myofibroblast surrounding and splitting the individual muscle fibre forming
“Checker board pattern”; b: Histopathology Scanner view 40x showing ganglion cells in collagenous stroma; c: Histopathology LP 100x
–showing ganglion cells(black arrow) with abundant amphophilic to basophilic cytoplasm,vesicular nuclei and prominent nucleoli.

tissue that leads to the classic “checkerboard” pattern of
proliferative myositis.6

IHC profile of proliferative myosistis is similar to that
of nodular fascitis and proliferative fascitis. Fibroblasts
are mostly positive for vimentin and SMA but negative
for desmin suggesting its myofibroblastic nature .Ganglion
like cells are negative or focally positive for SMA.7–9 The
important differential diagnosis includes a large category
of benign sarcomatous lesions that includes Nodular
fasciitis and proliferative fasciitis. Ganglioneuroblastoma
and Rhabdomyosarcoma are other differentials that need
to be mentioned . Nodular fascitis completely obliterates
muscle when extends deeper than fascia and is histologically
characterized by areas abundant in myxoid stroma with
inflammatory infiltration but with absence of ganglion cells
.Proliferative fascitis is almost identical to proliferative
myositis except that it is subcutaneous rather than
intramuscular in location .Ganglioneuroblastoma shows
IHC positivity to S100 but was ruled out in view of lack
of fibrillary background and SMA negative ganglion cells.7

Sudden onset and rapid growth rate of proliferative myositis
brings Rhabdomyosarcoma as one of the differentials,
which on IHC is usually desmin and myogenin positive.
The rhabdomyoblast of Rhabdomyosarcoma have some

resemblance to that of ganglion cells of Proliferative
myositis, however the ganglion cells of proliferative
myositis lack cross striations and are more basophilic than
rhabdomyoblasts. Sometimes presence of metaplastic bone
in histopathology may mimick myositis ossificans. However
myositis ossificans exhibit characteristics ossification in the
lesion that can be picked up in imaging MRI enhancement
and peripheral calcification in the subacute stage.

Due to its benign nature and potential for spontaneous
resolution a wait and watch strategy is preferred for
Proliferative Myositis. The mass is known to grow rapidly
in intitial phase where it closely mimicks a sarcoma but
however stabilises after a few weeks. No evidence of
malignancy or metastasis has been reported till date.10 Wide
local excision is reserved in those cases where it causes
compression symptoms or affects patients day to day life.
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