Does Thrombosis Cause Intravascular Fasciitis?
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Sir,

Nodular fasciitis is a benign lesion arising in the sub-
cutaneous tissue, skeletal muscles and fascia (1, 2). It is
important not to confuse the disease with true sarcoma
or other malignant tumours. Intravascular fasciitis, which
was originally described by Patchefsky & Enzinger (3), is
an unusual variant of nodular fasciitis. Only a few cases
have been reported in the literature (4—11). Here we report
intravascular fasciitis involving the medial border of the
foot of a 66-year-old man.

CASE REPORT

A 66-year-old Japanese man was referred to our hos-
pital with a slowly growing subcutaneous nodule on
the medial border of the right foot. The lesion was first
noticed about 1 year before, with no preceding trauma.
The patient had undergone partial gastrectomy for
gastric carcinoma a few months before he noticed the
lesion. Examination of the lesion revealed a freely mo-
bile non-tender subcutaneous nodule measuring about
10x3 mm. Laboratory data were within normal limits.
A simple resection was undertaken.
Histopathological examination showed well-demar-
cated nodules of spindle-shaped cells within a myxoid
stroma in the lower dermis (Fig. 1a). The nodules in-
volved vessel-like structures with surrounding fibrosis.
The overlying epidermis and the upper dermis were
uninvolved. The spindle-shaped cells were slightly
basophilic with ovoid nuclei (Fig. 1b). Mitotic figures
were scarcely seen and there was no nuclear atypia.
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Slit-like capillaries were occasionally seen. No other
types of cells, such as lymphocytes or giant cells, were
infiltrated. Immunohistochemical studies showed that
the spindle cells were positive for vimentin, but negative
for desmin, smooth muscle actin, S-100, c-kit, CD31,
CD34, von Willebrand factor, carcinoembryonic antigen
(CEA) and cytokeratin. Elastica van Gieson staining
showed fragmented elastic fibres lining vessel-like
structures, suggesting that the spindle cells proliferated
within and around blood vessels (Fig. 2).

DISCUSSION

Intravascular fasciitis is an unusual variant of nodular
fasciitis (3). Its occurrence has been reported in several
sites, including small veins and arteries of the limbs
and trunk, as well as of the head and neck region. Only
a few cases involving the foot have been reported (3,
4). The size of the involved vessels varies from in-
tradermal small veins to large subcutaneous vessels.
Extravascular nodular fasciitis often concurred with
the intravascular lesions, either as a multi-centricity of
the lesion or as a direct extension of the extravascular
fasciitis into adjacent vascular structure. In either in-
stance, vascular involvement can be overlooked unless
elastic staining is performed to demonstrate the effaced
vascular structure. The reported incidence of intra-
vascular fasciitis among nodular fasciitis is rare (12).
Compared with ordinary nodular fasciitis, intravascular
fasciitis was originally reported to affect the younger
population (3). The nodule is usually painless, which

Fig. 1. (a) Well-demarcated nodules of spindle-shaped cells within a myxoid stroma in the lower dermis (haematoxylin and eosin (H&E) x40). (b) Basophilic
spindle-shaped cells proliferating within and around vessel-like structures (H&E x400).
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Fig. 2. Elastica van Gieson staining. Fragmented elastic fibres lining vessel-
like structure (H&E x400).

was true in this case. The clinical behaviour of this lesion
is virtually benign, yet a few cases have been reported
to recur after excision (3).

Immunohistochemical characterization has suggested
that the proliferative cells in intravascular fasciitis are of
myofibroblastic phenotype, as defined by both vimentin
and a-smooth muscle actin expression, but lack desmin
and CD34 expression, whereas the latter two markers
are often observed in angiomyofibroblastic neoplasms
of soft parts. In this reported case, spindle cells were
negative for smooth muscle actin, but a similar case has
been reported previously (6). Due to rich cellularity and
mitotic activity, intravascular fasciitis could be confused
with other intravascular lesions or malignant tumours.
The differential diagnosis includes benign fibrous histio-
cytoma, pyogenic granuloma, peripheral nerve tumours,
spindle cell carcinoma, spindle cell melanoma, myxoid
liposarcoma, fibrosarcoma and leiomyosarcoma. The le-
sion of intravascular fasciitis is usually well defined and
spindle cells proliferate with a regular storiform growth
pattern. The overlying epidermis is usually unchanged.
In addition, some diseases mentioned above can be ruled
out by immunohistochemistry. It is of great importance
that a diagnosis of intravascular fasciitis is considered
and appropriate differential markers are examined.

The aetiology of intravascular fasciitis remains un-
clear. It is assumed that myofibroblasts within the vessel
may give rise to local proliferative changes without any
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underlying vascular disease (3). Although trauma has
been implicated, very few patients give such a history.
There was no history of trauma in our case. Prece-
ding thrombosis remains controversial as a possible
cause of intravascular fasciitis (11). In our case, fibrous
thickening around the vessel and fragmentation of the
internal elastic lamina were observed, which are often
associated with organizing thrombus. In addition, the
patient had undergone partial gastrectomy only a few
months previously, which is a risk factor for venous
thrombosis. In conclusion, our case suggested the pos-
sible involvement of thrombosis in the pathogenesis of
intravascular fasciitis.
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