
Proliferative myositis, a rare benign pseudosarcoma-
tous lesion (1), usually appears as a rapidly growing
mass in the proximal muscles of the extremities of
adults. Clinically, it can be mistaken for a malignant tu-
mor. Since it shows no tendency to recur, it is, however,
probably self-limiting (2), and treatment by simple local
excision is recommended. We present a case of prolifer-
ative myositis arising from the pectoralis muscle. 

Case Report

A 59-year-old man presented with a hard, tender,
fixed palpable mass in the superolateral aspect of the left
anterior chest wall near the anterior axillar fold. There
was no history of trauma to the chest. Four years earlier
he had become aware of the presence of a small lump in
the left anterior chest wall, and recent rapid growth had
occurred. Clinically, a sarcomatous muscular neoplasm

was suspected.
For ultrasonographic examination, an HDI 3000 im-

ager (ATL, Bothell, Wash., U.S.A.) with a wide-band
small-part probe (frequency range, 5 to 10 MHz) was
used. In the pectoralis major muscle, a relatively well-
demarcated spindle-shaped hypoechoic mass, 3.3×2.8
×1.4 cm in size and with roughly grouped muscle-like
echogenicity and thick-lined echolucencies, was ob-
served (Fig. 1). Power Doppler sonography depicted ar-
terial vessels in the central portion of the mass, and the
Doppler waveform showed a high resistive index.

For magnetic resonance (MR) imaging, a 1.5-T
Magnetom Vision scanner (Siemens, Erlangen,
Germany) was used. The images depicted a well defined
mass in the left pectoralis major muscle. Low signal in-
tensity with central iso-signal intensity to muscle was
observed at T1WI, high signal intensity with central iso-
signal intensity at T2WI, and strong enhancement with
a central less enhanced portion at T1-weighted contrast-
enhanced imaging (Fig. 2).

Wide excision of the lesion revealed, grossly, a poorly
demarcated mass, 2.5×2.0×1.1 cm in size, located in
the pectoralis muscle. Normal muscle tissue was sepa-
rated by bands of pale gray scar-like induration, and
light microscopic examination revealed that muscle

J Korean Radiol Soc 2002;47:313-316

─ 313─

Proliferative Myositis: A Case Report1

Young Sook Kim, M.D., Ho Jong Jeon, M.D.2

We report a case of proliferative myositis arising in the pectoralis major muscle of a
59-year-old man who presented with palpable mass. The initial clinical impression
was a malignant tumor. Ultrasonography revealed the lesion as a spindle-shaped hy-
poechoic mass, and MR imaging of the left pectoralis major muscle showed hypointen-
sity at T1-weighted imaging, hyperintensity at T2-weighted imaging, and strong en-
hancement at contrast-enhanced T1-weighted imaging.

Index words : Myositis
Muscles, US
Muscles, MR

1Department of Diagnostic Radiology, College of Medicine, Chosun
University

2Department of Pathology, College of Medicine, Chosun University
Received March 18, 2002 ; Accepted June 1, 2002
Address reprint requests to : Young Sook Kim, M.D., Department of
Diagnostic Radiology, Chosun University Hospital, 588 Susuck-dong,
Dong-gu, Gwangju 501-140, Korea.
Tel. 82-62-220-3246    Fax. 82-62-228-9061
E-mail: yshkim@mail.chosun.ac.kr



fibers were separated by an excessive proliferation of fi-
broblast-like cells. At a higher magnification, the mass
showed two main features; poorly-demarcated spindle
cell proliferation and large basophilic ganglion-like cells
that diffusely infiltrated skeletal muscle fiber while pre-
serving individual fibers (Fig. 3). Immunohistochemi-
cally, both spindle and ganglion-like cells showed dif-
fuse immunoreactivity in the presence of vimentin, but
neither type of cell reacted to desmin, α- smooth mus-
cle actin, factor VIIIa, or myoglobin. Electron mi-
croscopy revealed that the large ganglion-like cells had
abundant cytoplasm dominated by dilated and vacuolat-
ed cisternae of rough endoplasmic reticulum (Fig. 4).
Abundant intermediate cytofilaments were present in
the cytoplasm, suggesting myofibroblastic differentia-
tion. Flow cytometric DNA analysis revealed a diploid

Young Sook Kim, et al: Proliferative Myositis 

─ 314─

Fig. 1. Transverse sonogram shows a relativly well demarcat-
ed, ovoid mass in the left pectoralis muscle with central  linear
echolucencies resembling dry and cracked mud (arrows).

A B C
Fig. 2. A. Axial T1-weighted image shows an ovoid, target like hypointense mass in the left pectoralis major muscle (arrows).
B. Axial T2-weighted image shows target like hyperintensity with a tapered edge (arrows).
C. Axial contrast-enhanced T1-weighted image shows a strong enhancement with central less enhancement portion (arrows).

Fig. 3. Light microscopic examination reveals proliferation of the
spindle cells (arrow) and ganglion like giant cells (open arrow)
among the atrophic muscle fibers (curved arrow) (H & E, ×20).

Fig. 4. Electron microscopic examination shows ganglion like
cell with abundant cytoplasm dominated by dilated and vac-
uolated cisternae of rough endoplasmic reticulum (arrows).



pattern.

Discussion

Proliferative myositis, a non-neoplastic pseudosarco-
matous proliferative lesion involving skeletal muscle
and a self-limiting intramuscular pseudosarcomatous in-
flammatory process was first described by Kern in 1960.
It appears as a rapidly growing mass that may or may
not be painful. Common sites for proliferative myositis
in adults are shoulder, chest wall and thigh (2), and
those affected are, predominantly, aged 40-50 years.
The etiology of proliferative myositis is unclear, but
trauma and ischemia have been suggested as possible
etiologic factors (2, 3).

Ultrasonography demonstrates roughly grouped mus-
cle tissue delineated by a thick hypoechoic scaffolding
which in transverse section resembles dry, cracked
mud. Color Doppler sonography does not appear to add
any significant information (4), and no characteristic CT
pattern has been identified (3). MR imaging has demon-
strated the presence of an ill defined mass that was hy-
perintense at T2WI and hypointense at T1WI, while Gd-
enhanced T1-weighted imaging has revealed a contrast
enhanced nodular lesion (5, 6). An inhomogeneous
structure has occasionally, been observed, together with
calcification that may be mistaken for malignancy or
myositis ossificans (5). 

Local excision is curative, and neither recurrence nor
metastasis has been reported (1-6).

Grossly, proliferative myositis manifests as a poorly
demarcated, gray-white scar-like lesion with diffusely
infiltrated growth. Histopathologically, the typical diag-
nostic feature is ganglion-like cells that have abundant
basophilic cytoplasm. At the periphery, the perimysium
and endomysium are infiltrated by loose tissue consist-
ing of elongated spindle shaped cells. In the intermedi-
ate area, giant ganglion-like cells are admixed with spin-
dle shaped-cells. The central area of the lesion consists,

predominantly, of giant cells in a delicate network of
collagenous fibers (5, 7). Immunohistochemically, the
giant cells show immunoreactivit in the presence of vi-
mentin, but do not react to desmin, α-smooth muscle,
actin or myoglobin. Rhabdomyosarcomas have an eos-
inophilic cytoplasm and react to desmin and myoglobin
(7). In our case, the mass had a well defined margin, and
the initial impression was benign soft tissue mass.
Because sharp margination is not a reliable point of dif-
ferentiation between a benign and malignant neoplasm,
sarcoma could not, however, be rule out (8). Probably
because of the high cellularity of the central scar-like
component, the target-like signal intensity seen at MR
imaging varied.

Proliferative myositis is an uncommon benign condi-
tion occuring in adults. Correct identification of the con-
dition is essential. In order to avoid misdiagnosis of a
soft tissue tumor. When radiologic examination reveals
a soft tissue mass, proliferative myositis should thus be
included in the differential diagnosis.
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증식성근염: 1예보고1

1조선대학교의과대학진단방사선과학교실
2조선대학교의과대학병리학교실

김영숙·전호종2

증식성근염은드물게발생하며임상적으로는악성종양으로오인할수있는가육종성염증성질환이다. 저자들은

종괴로내원한59세남자의대흉근에생긴증식성근염을경험하였기에초음파및자기공명영상소견을문헌고찰과함

께보고하고자한다.


