J HK Coll Radiol. 2010;12:122-126

CASE REPORT

Decubital Ischaemic Fasciitis: a Rare Pseudosarcoma
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ABSTRACT

This report is of a patient with decubital ischaemic fasciitis. A 64-year-old woman presented with a right buttock
mass for 1 month. She had a past history of a malignant fibrous histiocytoma at the right forearm, which had
been treated. Ultrasound and magnetic resonance imaging of the buttock lesion showed a subcutaneous mass
near the bony prominence of the anterior superior iliac spine. The lesion contained blood products and fat
tissue. Contrast enhancement was noted and a well-preserved fat plane was present between the lesion and the
underlying iliotibial band. The diagnosis was confirmed by excisional biopsy. The magnetic resonance imaging
Jeatures of this lesion are not well described in the literature and the sonographic appearance of this lesion
has not been described. Decubital ischaemic fasciitis can simulate soft tissue sarcoma, both clinically and
pathologically. It is therefore important to recognise the imaging features to avert a misdiagnosis of sarcoma.

Key Words: Fasciitis, Magnetic resonance imaging; Sarcoma; Ultrasonography

H 3L 2

P g i P 4 M 48 < R S A A
BERS - R A R

TB Oy e A — M8 A PR SR LA AR A o TE e AR — LA A T R — T 64 &
T o QRS KGR — A AR ARV E AL AR R, AR C A o MR Tl MR SRR —
18 B BE SRS A P I JRRBRTT o ok A 60 55 ISR A ALK o o BRSSO 0 98 D & — R IRAT 52
(9 RTS8 9 A SRR A 2 ] o DIBRIETS SHLARAR A i B 1wl o % Tl 52 1 M LR B A5 BT B
EL SR (A R AR St T R A P R R SR A R S o TR R IR A B A vp o BRI R I A
WG T LIS BEE ML AR AR o TRILL > 0GR B I R I A A RS AR A 2 AR 1 > DU S i 2 S
WAL AR -

INTRODUCTION

Decubital ischaemic fasciitis, also known as atypical
decubital fibroplasia and ischaemic fasciitis,' is usually
found in the deep subcutaneous layer overlying a bony
prominence or pressure point of debilitated and immobi-
lised elderly patients. Reported anatomical sites include

the soft tissue overlying the shoulder, posterior chest
wall, sacrum, greater trochanter, buttock, thigh, arm,
bony excrescence of melorheostotic deformity and, most
recently, the vulvovagina region.!* Decubital ischaemic
fasciitis is a reactive mass-forming non-neoplastic le-
sion. The formation of this pseudosarcomatous lesion is
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probably related to pressure-induced intermittent ischae-
mia,’ tissue breakdown and regenerative changes.

Apart from the series of 3 patients reported by Ilaslan
et al,® there have been no other descriptions of the mag-
netic resonance imaging (MRI) features of decubital
ischaemic fasciitis in the literature, and the sonographic
appearance has not been described before. Decubital
ischaemic fasciitis can mimic soft tissue sarcoma, both
clinically and pathologically, so it is important to rec-
ognise the imaging features to avoid misdiagnosis and
unnecessary intervention.

CASE REPORT

A 64-year-old woman presented in 2007 with a history
of a pigmented right buttock mass for 1 month. The
patient had a history of malignant fibrous histiocytoma
in her right forearm. Surgical resection of the forearm
mass was performed and postoperative adjuvant radio-
therapy was completed 1 month before she presented
with the buttock mass. She had schizophrenia, but she
was independent in activities of daily living. There
were no episodes of fever or injury associated with the
buttock lesion. At physical examination, the lesion was

Figure 1. Longitudinal ultrasound image showing multiple echo-
genic nodules with posterior acoustic shadowing and no vascular-
ity at the peripheral part of the mass, which correspond to blood
products on histological examination.
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palpable and measured about 4 cm in size. There was
pigmentation of the skin overlying the palpable mass.
Laboratory investigations were unremarkable.

As the patient had a previous history of a sarcoma of
the right forearm, a positron-emission tomography scan
was performed, which revealed mildly increased uptake
over the area of the right buttock mass. Ultrasound
scan showed a gently lobulated hypoechoic subcuta-
neous lesion with multiple subcentimetre echogenic
oval nodules at the peripheral part of the lesion, which
demonstrated posterior acoustic shadowing (Figure 1).
MRI confirmed the presence of a subcutaneous nodule
inferior and lateral to the anterior superior iliac spine.
The lesion measured 3.2 x 1.2 x 4.0 cm. Most of the
lesion was hypointense in T1-weighted sequence and
hyperintense in T2-weighted sequence, and demon-
strated contrast enhancement. The peripheral echogenic
nodules identified by ultrasound corresponded to the
T1-weighted hyperintense and T2-weighted hypo-
or hyperintense foci, with no contrast enhancement
(Figure 2), and were compatible with blood products on
histological examination (Figure 3). Some fat tissues
with signal intensity matching the subcutaneous fat in
all sequences were also found within the lesion (Figure
4). The mass extended alongside, but was separated
from, the iliotibial tract by a well-preserved fat plane
(Figure 5). No abnormal signal or contrast enhancement
was seen in the iliotibital tract. Cortical and marrow
signals of the adjacent anterior superior iliac spine were
normal. Cutaneous tissue overlying the mass was mildly
thickened and showed contrast enhancement (Figure 4).

Based on the clinical history of such a rapidly develop-
ing soft tissue mass in a patient with a previous history
of malignant fibrous histiocytoma, an excisional biopsy
was performed under local anaesthesia. Pathological

Figure 2. Axial magnetic resonance images showing T1-weighted hyperintense, T2-weighted hypointense, and non-enhanced blood
products (arrows) at the lesion’s periphery. (a) T1-weighted image; (b) T2-weighted image; and (c) Gadolinium-enhanced and fat-saturated
T1-weighted image.
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Figure 3. Histological examination of decubital ischaemic fasciitis
showing (a) a central zone of fat necrosis (N) and cystic change
(C), rimmed by a peripheral zone of haemorrhage, fibrin, endo-
thelial, and fibroblastic proliferation (H) [original magnification,
x 1]; and (b) increase in vascularity at the peripheral zone of the
lesion — central fat necrosis (N) rimmed by fibrin and organisation
with endothelial-lined vascular spaces (O) are present (original
magnification, x 4).

examination confirmed the diagnosis of decubital ischae-
mic fasciitis. There was central liquefactive necrosis of
fibroadipose tissue, surrounded by a zone of fibroblastic
and vascular proliferation with atypical fibroblastic and
endothelial cells. According to the medical records, there
was no local recurrence of this lesion.

DISCUSSION

The entity of decubital ischaemic fasciitis was first de-
scribed as atypical decubital fibroplasia by Montgomery
et al in 1992." These authors reported 28 patients with
this distinctive type of pseudosarcomatous fibroblastic
proliferation, which was found in the deep subcutane-
ous layer. Most patients in the series were physically
debilitated and immobilised. Perosio and Weiss then
described another series of 6 patients with similar
lesions using the term ischaemic fasciitis.> The term
decubital ischaemic fasciitis was adopted by Ilaslan et
al, who first described the MRI features of this lesion
in a series of 3 patients.® The term decubital ischaemic

fasciitis comprehensively implies the aetiological cause
and pathological changes of this lesion.

Decubital ischaemic fasciitis is usually found in the
deep subcutaneous layer overlying a bony prominence
or pressure point of debilitated and immobilised elderly
patients. Reported anatomical sites include the soft
tissue overlying the shoulder, posterior chest wall,
sacrum, greater trochanter, buttock, thigh, arm, bony
excrescence of melorheostotic deformity, and the
vulvovagina region.* Decubital ischaemic fasciitis is a
non-neoplastic lesion and is considered to be a degenera-
tive and reparative process. The formation is probably
related to pressure-induced intermittent ischemia,’ tissue
breakdown, and regenerative changes. Local recurrence
of decubital ischaemic fasciitis rarely occurs and no
metastasis has been reported in the literature. Of the
approximately 40 published patients, only 4 developed
local recurrence.'>78

Ultrasound scan of the mass in this patient revealed a
gently lobulated hypoechoic lesion with multiple sub-
centimetre echogenic nodules at the peripheral part of
the lesion. The nodules demonstrated posterior acoustic
shadowing. The nodules were T1-weighted hyperintense
and T2-weighted hypo- or hyperintense foci, show-
ing no contrast enhancement on MRI. On histological
examination, the position of these nodules corresponded
to the lesion’s peripheral zone, which consisted of small
or ectatic vessel proliferation, haemorrhage, fibrin,
thrombin, and fibroblastic proliferation. The echogenic
nodules were therefore compatible with blood products.

Areas of fat tissue were also identified in both the
periphery and centre of the mass. Fat tissue at the peri-
phery of the lesion can be explained by the inclusion
of adjacent normal subcutaneous fat at the proliferative

Figure 4. Axial magnetic resonance images showing macroscopic fat (arrow) in the centre of the lesion. There is peripheral contrast en-
hancement of the lesion, and overlying skin thickening with contrast enhancement. (a) T1-weighted image; (b) T2-weighted image; and (c)
Gadolinium-enhanced and fat-saturated T1-weighted image.
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Figure 5. Coronal T1-weighted magnetic resonance image show-
ing a well-preserved fat plane (arrows) between the mass and
underlying iliotibial band (arrowheads).

margin of the lesion. Macroscopic fat noted at the centre
of the lesion would correspond to an area of fat necrosis,
which is characteristically present in the centre of decu-
bital ischaemic fasciitis. This imaging finding is consistent
with the central ischemia and necrosis noticed by Ilaslan
et al. The presence of macroscopic fat within the necrotic
area was clearly demonstrated in this patient.

Areas with contrast enhancement were mainly noted
at the periphery of the lesion. Histological examina-
tion of these areas revealed increased vascularity with
endothelial-lined vascular spaces and capillary prolif-
eration in fibrin. Non-enhanced areas of necrosis were
present in the centre of the lesion.

Thickening of the skin with abnormal contrast enhance-
ment was present overlying the mass-forming lesion in
this patient. This feature was not present in the series
described by Tlaslan et al.® In their series, the skin overly-
ing the lesion was intact.® Although extension of decubital
ischaemic fasciitis, which is primarily a subcutaneous
lesion, into the dermis or epidermis is not a common
phenomenon, it is well documented. All of the 28 patients
described by Montgomery et al showed minor dermal
extension, and 2 showed foci of epidermal erosion.!

Distinction of decubital ischaemic fasciitis from malig-
nancy such as liposarcoma, which is also fat-containing,
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or other soft tissue sarcoma could rely on its relation-
ship with the adjacent structures. In the series described
by Ilaslan et al, decubital ischaemic fasciitis straddled
the iliotibial band on both sides without causing any
abnormal signal or contrast enhancement of the iliotibial
band.® In this patient, the lesion was in close superficial
proximity to the iliotibial band, but a clear and well-
defined fat plane was preserved between the structures.
No abnormal marrow signal was present in the adjacent
osseous structures either in this patient or in the series
by Ilaslan et al.® These features could help to distinguish
decubital ischaemic fasciitis from more aggressive
malignancy.

Decubital ischaemic fasciitis is well known to mimic a
sarcomatous lesion pathologically.! If fine-needle aspi-
ration cytology is used as a tool for tissue diagnosis, the
findings could be interpreted as suspicious or strongly
suggestive of malignancy.’ It is therefore important for
radiologists to recognise the characteristic imaging fea-
tures of decubital ischaemic fasciitis, or at least note it
as a differential diagnosis. Communication between the
pathologist and radiologist will help to avert a misdiag-
nosis of malignancy.

This report is of an unusual example of decubital is-
chaemic fasciitis in a patient without a history of immo-
bilisation. However, given the characteristic features on
MRI and ultrasonography, radiologists should be able to
recognise this rare lesion and distinguish it from other
malignant growths, although this condition does have
overlapping features with other soft tissue tumours.
During ultrasonography, this subcutaneous lesion was
hypoechoic and nodules of echogenic blood products
were present in the peripheral part of the mass. On MRI,
the periphery of the lesion showed increased vascularity
with contrast enhancement and central areas of non-
enhanced fat necrosis were present. Macroscopic fat
was noted within the central area of fat necrosis. Fat and
blood products were also depicted at the periphery of
the lesion. Cutaneous tissue overlying the mass was also
involved. Soft tissue and osseous structures adjacent to
this benign lesion were intact.

In conclusion, decubital ischaemic fasciitis is a rare
pseudosarcomatous lesion that is found in the deep
subcutaneous layer overlying a bony prominence or
pressure point in a debilitated and immobilised elderly
patient. The underlying aetiological cause is related
to pressure-induced intermittent ischaemia. Since
most decubital ischaemic fasciitis can be treated by
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con-servative local excision, it is important to be aware

of

this entity and avoid misdiagnosis and unnecessary

intervention."*?
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