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Introduction

Proliferative myositis (PM) is a rare inflammatory disease,
commonly presenting as a rapidly growing lesion accompa-
nied by diffuse infiltration of the muscular tissue.” PM, be-
nign lesion, a usually develops in the upper extremities and,
because of its rapid growth, mimics malignant tumors like
sarcomas.” Although PM in the head and neck region is a rel-
atively rare disease with approximately 100 cases reported in
the literature, it should be considered an important differen-
tial diagnosis, relative to sarcoma and other head and neck

diseases, to avoid unnecessary surgical procedures for its di-
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We describe here diagnosis treatment of a case that rose from the sternocleidomastoid muscle
and was treated without surgical excision. A 56-year-old man presented with a rapidly grow-
ing, painless and not well-circumscribed mass at the right side of the neck. We diagnosed this
tumor as proliferative myositis (PM) based on the typical findings from ultrasonography, com-
puted tomography, and core-needle biopsy, and treated it without surgical excision. Herein we
report a successful diagnosis and treatment process of a case of PM, which was followed-up
Korean J Otorhinolaryngol-Head Neck Surg 2020;63(11):537-40

Key Words Core needle biopsy - Proliferative myositis - Treatment - Ultrasonography.

agnosis and treatment.>” We report a case of PM arising from
the sternocleidomastoid muscle (SCM), including details of
the preoperative radiologic evaluation, histopathology on the
core-needle biopsy (CNB), and the clinical course with fol-

low-up by ultrasonography.

Case

A 56-year-old healthy man presented to the outpatient clin-
ic with a three day history of a rapidly growing and painless
mass on the right side of the neck, without general symptoms
such as fever or weight loss. Physical examination revealed
an approximately 4 cm mass in the mid-portion of the SCM,
on the right side. There were no other palpable or visible le-

sions in the oral cavity or neck and endoscopic examination
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also showed no abnormal findings in the upper-aero-diges-
tive tract.

On suspicion of a metastatic lymph node (LN) or sarcoma,
computed tomography (CT) was performed. A heterogeneous
and poorly demarcated intramuscular mass, approximately 4
by 4 cm, was identified by CT on the right side of the neck.
There were no additional abnormal findings, such as LN en-
largement or destruction of the surrounding tissues (Fig. 1A).
The CT was followed by ultrasonography, which revealed hy-
per-echoic fibers, approximately 3 mm in diameter, running
parallel to the SCM muscle in a “steel cable-like” pattern (Fig.
1B). Following a consultation with a radiologist, with PM
under consideration, a CNB was performed. The CNB spec-
imen, stained by hematoxylin and eosin, showed infiltrated
muscle fibers, forced aside by strands of proliferative fibro-
blasts and fibrous tissues, in a “checkerboard” pattern (Fig.
2A). There were also ganglion-like giant cells with abundant

basophilic cytoplasms and vesicular nuclei with prominent
nucleoli (Fig. 2B). Although mitotic figures were focally iden-
tified, consistent with the rapid growth of PM, there were no
signs of atypical cells or mitosis. In subsequent immunochem-
ical staining, the tumor was positive for smooth muscle actin
and partially positive for Ki-67. Staining was negative for the
sarcoma markers desmin and myogenin.

We prescribed 80 mg of zaltoprofen three times a day to
the patient for two weeks after the histologic confirmation of
PM. After the administration of zaltoprofen for two weeks,
the size of the lesion decreased dramatically from 4 to 2 cm.
By six weeks, it had disappeared, as indicated by both physi-
cal examination and ultrasonography (Fig. 3).

Discussion

Here, we report a case of PM originating from SCM that we

Fig. 1. Axial CT image of the neck (contrast) showing heterogeneous enhancement and poorly demarcated lesion within the right SCM
(A). “Steel cable-like” pattern of the right SCM was identified on ultrasonography (B). SCM: sternocleidomastoid muscle.
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Fig. 2. Hematoxylin and eosin-stained sections. Muscle fibers were infiltrated and forced aside by strands of proliferative fibroblasts and
fibrous tissue (x100) (A). Ganglion-like giant cells had abundant basophilic cytoplasm and vesicular nuclei with prominent nucleoli
(x400) (B).



Fig. 3. Ultrasonographic image showed that previous lesion in the
muscle was normalized at six weeks after the initial presentation.

diagnosed using minimally invasive tests, including imaging
and CNB, in a healthy man who, subsequently, received con-
servative management. We confirmed the complete resolution
of the PM by ultrasonography.

Although the etiology of PM is still not well known, sever-
al theories have been proposed as possible causes, including
focal trauma, local ischemia, paracrine myopathy and chro-
mosomal translocation.”” PM, first reported by Kern" in 1960,
is a benign, spontaneously resolving lesion. Therefore, if it is
appropriately diagnosed, surgical excision can be avoided. PM
is a rare pathologic condition, primarily developing in the up-
per extremities as a rapidly growing tumor-like lesion, with
characteristics that can mimic sarcoma. Therefore diagnosing
PM of the head and neck at its initial presentation is difficult.

PM usually presents as a rapidly growing mass, without
signs of inflammation or LN enlargement, as it did in our
case. Radiologic evaluations, especially ultrasonography, are
very important for diagnosing PM. In our patient, CT was
initially performed under the suspicion of a metastatic LN or
sarcoma, but the CT images showed a poorly demarcated in-
tramuscular mass within the SCM muscle and no evidence of
malignancy. Furthermore, ultrasonography showed a “steel
cable-like” pattern, a pathognomonic pattern found in PM,
presenting hypo-echoic geometric lines within dense and hy-
per-echoic muscle.” Although this pathognomonic pattern
of PM was identified on ultrasonography, CNB was also per-
formed for a definitive diagnosis.” Although fine needle as-
piration is a useful tool for the differential diagnosis between
PM and malignant soft tissue lesion, CNB can also provide
not only a differential diagnosis between PM and malignant
soft tissue lesion but also additional information about the tu-
mor grade. Since we suspected this lesion to be a sarcoma, we
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used CNB, considering its advantage.*” The result, a “checker-
board” pattern with myofibroblasts infiltrating the surround-
ing muscles and ganglion-like basophilic giant cells, are spe-
cific histopathologic findings associated with PM. Although
many studies reported histopathologic findings in samples
obtained by surgical excision, the minimally invasive collec-
tion of specimens is important to consider for PM, avoiding
surgical incision or excision. CNB procedures may provide a
large enough specimen to diagnose PM.

Because PM is a self-limiting lesion and malignant trans-
formation or recurrence of PM has never been reported, its
best-recommended treatment is watchful waiting.*” If, how-
ever, the lesion causes movement impairment or cosmetic
problems, surgical excision can be considered. In our case, the
patient was prescribed zaltoprofen for two weeks because we
believed that inflammatory reactions were involved in the
rapid growth of the PM. The palpable lesion was dramatically
decreased after zaltoprofen administration. At six weeks af-
ter the initial presentation, there was no evidence of PM, by
either physical examination or ultrasonography.

In conclusion, since PM is a rare and benign lesion that
spontaneously resolves within several weeks, accurate diag-
nosis is important to avoid unnecessary surgical excision. It
can be diagnosed using ultrasonography to detect the pathog-
nomonic characteristic, a “steel cable-like” pattern, along with
CNB, a minimally invasive technique for obtaining speci-
mens for histopathology. Thus, PM can be managed conser-

vatively, without surgical excision.
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