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Summary

Focal myositis is a commonly referenced, infrequently reported and poorly documented benign inflammatory pseudotumour, which may be
misdiagnosed as a malignant tumour. We report the clinicopathologic features in a case of focal myositis in the thigh of a 15-year-old boy.

BACKGROUND

Focal myositis is a rare, benign, inflammatory pseudotu-
mour of the skeletal muscle. Although it usually involves
the extremities, it may occur in any skeletal muscle. Its
clinical presentation and appearance may mimic a malig-
nant neoplasm of soft tissue; it is important that physicians
be aware of this benign entity. We report a case of focal
myositis of the thigh muscle. The clinical features were

compatible with a rhabdomyosarcoma, requiring investi-
gation to correctly identify its benign aetiology.

CASE PRESENTATION

A 15-year-old Iranian boy presented with a left-sided
thigh mass and pain. The patient had noticed the mass
approximately 1 week before presentation, and it had
subsequently increased in size. There was pain in the

Figure 1 MRl revealed well-defined lobulated isosignal mass lesion.
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Figure 3 Section shows skeletal muscle fibres infiltrated by inflammatory cells.

affected region that was intermittent and sharp. There
was no history of trauma to the affected thigh. On exami-
nation, the mass was firm and fixed. The remainder of
the physical examination was normal. Laboratory inves-
tigations revealed an elevated creatinine kinase level (550
U/]) and erythrocyte sedimentation rate (20 mm/h). The
C reactive protein and white cell count were normal. An
MRI showed ill-defined large edematous mass-like lesion
in vastus lateralis muscle in middle third of left thigh
showing marked surrounded edema. Signal intensity of
the mentioned lesion was non-homogeneous and multi-
ple small hyposignal components were seen. The lesion
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extended to the outer cortex of femur, but no invasion
or periosteal elevation was detected. Size of lesion was
10x3%3 cm and irregular non-homogeneous enhancement
in mentioned mass was detected (figures 1 and 2). The
clinical impression was rhabdomyosarcoma. Finally, an
open biopsy was performed under general anaesthesia.
Microscopic examination showed skeletal muscle infil-
trated by aggregates of lymphocytes and plasma cells with
occasional eosinophils and macrophages. The inflamma-
tion was associated with exuberant fibrocollagenous
scar tissue, entrapping muscle bundles as well as focally
extending between individual muscle fibres. Myofibres in
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the most affected areas showed evidence of degeneration,
with variability in diameter and internal placement of the
nuclei. Granulomas were not identified (figure 3). Biopsy
results led to a diagnosis of focal myositis.

DIFFERENTIAL DIAGNOSIS

The diagnosis of focal myositis is one of exclusion and
muscle biopsy is necessary to assess the presence of his-
topathologic features of inflammatory muscle disease and
rule out neoplastic and ischaemic diseases.

TREATMENT

The patient received corticosteroids at a dose of 60 mg a
day for 1 week, followed by tapering over an additional 1
month until discontinued.

OUTCOME AND FOLLOW-UP
The patient is in good condition after 5 months of
follow-up.

DISCUSSION

Focal myositis was first described in 1977 by Heffiner et al!
as a rare and heterogeneous disease diagnosed on clinical
and pathological findings. It remains a diagnosis of exclu-
sion. There is no age or sex prevalence.? 3 The cause is
unknown, but some case have been related to inset bite,*
infection caused by Campylobacter species® and immunisa-
tion.® Focal myositis has not been associated with para-
neoplastic phenomena, but foci of muscular inflammation
around metastasis have been recently reported.” It is
reported to occur rarely in association with some inflam-
matory and connective tissue diseases.® As in our patient,
focal myositis most frequently affects the lower limbs,
but any localisation can occur, and involvement of the
arms, thorax, abdomen, neck and even tongue has been
described.! ? It may present as an enlarged and painful and
sometimes symmetric mass of the skeletal muscle.! It may
affect one or more group of muscles, but rarely appears
multifocal.® The diagnosis of focal myositis is one of exclu-
sion and muscle biopsy is necessary to assess the presence
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of histopathologic features of inflammatory muscle dis-
ease and rule out neoplastic and ischaemic diseases.? 1
Laboratory tests are of little intrinsic value because results
usually are normal whether the disease is focal or multifo-
cal. However, they will be useful to exclude other diseases.
MRI provides a sensitive means to diagnose muscle inflam-
matory disorders, define the extension and assess disease
activity.

Learning points

» Focal myositis is a rare and heterogeneous disease.

» ltis a diagnosis of exclusion.

» Muscle biopsy is necessary to assess the presence
of histopathologic features of inflammatory muscle
disease and rule out neoplasm and ischaemic disease.
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