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advanced and proven technique to maximize and
improve age-related volume loss.3

The same principles are true for buccal fat pad repo-
sitioning because the aesthetic implications of
addressing Bichat’s fat pad have been well docu-
mented, and the safest approaches to address this fat
pad surgically are founded upon techniques aimed at
its aesthetic reduction and removal.4

This article serves as a great motivator to urge recon-
structive surgeons to continue using and making them-
selves aware of cosmetic principles to expand their
reconstructive repertoire. Documenting such applica-
tions, as the authors did here, also helps improve the
safety of access and surgical approaches for both
reconstructive and cosmetic purposes. Specifically, I
applaud the authors’ use of ultrasound in this study to
provide an objective measurement of the durability in
using these fat transposition techniques as support to
contour overlying soft tissues.1 As one starts to imple-
ment these types of fat transposition techniques, refer-
encing the aesthetic literature is the most fruitful way to
optimize invested time and effort to ensure adequate and
safe access to these fat pad reservoirs. Finally, I hope this

article inspires other reconstructive dermatologic sur-

geons to explore and publish further connections with

aesthetic surgery because there are many more yet

unexplored and unapplied concepts that we can use to

simply and safely progress the results that our colleagues

in all reconstructive specialties are able to achieve.
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Ischemic Fasciitis Mimicking A Lipoma

Ischemic fasciitis is a rare benign fibroplasia that
occurs in immobile elderly patients because of persis-
tent pressure on bony prominences or in patients
with a recent history of trauma. It can clinically
resemble malignant entities, including epithelioid
sarcomas, the diagnosis of which must be excluded.
We present a case of an elderly gentleman who pre-
sented to the dermatologic surgery excision clinic for a
routine lipoma excision but was ultimately found to
have ischemic fasciitis. Dermatologic surgeons should
consider ischemic fasciitis in the correct clinical setting
for appropriate management.

A 95-year-old gentleman with a history of gout, non-
melanoma skin cancer, and psoriasis presented to the
emergency department following a fall and was inciden-
tally found to have a subcutaneous mass overlying the
right posterior deltoid. The patient was unsure whether

the mass was new or had gradually developed; it was
nontender and did not appear bruised or inflamed. He
was referred to the dermatologic surgery excision clinic
for removal of presumed cyst or lipoma. No further
imaging studies were performed after head and cervical
spine computed tomography scans were negative for
acute findings. When he presented to the excision clinic
3 weeks later, physical examination revealed a thin,
elderly patient with a round 5 · 3.5-cm soft and rubbery
subcutaneous nodule overlying the right deltoid that was
mobile and nontender. No erythema, epidermal changes,
or lymphadenopathy was appreciated. He felt well and
denied new symptoms. Other skin findings included
actinic purpura on the bilateral forearms. The mass was
presumed to be a lipoma, and the patient elected to have
the mass surgically removed. During the procedure, little
fat was appreciated subcutaneously. No lipoma or cyst
was found in the dermis, but a firm, fibrotic mass was

LETTERS AND COMMUN ICAT IONS

4 6 : 3 :MARCH 202 0 427

© 2019 by the American Society for Dermatologic Surgery, Inc. Published by Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.



identified deep to the fascia, clinically concerning for a
soft-tissue sarcoma. A 4-mm punch biopsy was made
through the fascia into thedeeper tissue for diagnosis, and
the incision was closed primarily in a layered fashion.

The biopsy showed a lesion located in the deep sub-
cutis, composed of a central hypocellular zone of
fibrinoid degeneration/necrosis surrounded by gran-
ulation tissue–like vascular proliferation (Figure
1A,B). Myxoid change and fat atrophy were seen in
the surrounding tissue. Plump, reactive, and pro-
liferating fibroblasts were seen in the stroma along
with macrophages and extravasated erythrocytes
(Figure 1B,C). Mitotic figures were rare, and atypical
mitotic figures were absent. The differential diagnosis
based on the clinical history and histopathology
included ischemic fasciitis, nodular fasciitis, and epi-
thelioid sarcoma. The latter was excluded by negative
pankeratin immunohistochemical stain as well as lack
of atypia and tumor cell necrosis and minimal mitotic
figures. Ischemic fasciitis was favored over conven-
tional nodular fasciitis because of the presence of
central fibrinoid degeneration/necrosis.

When the patient was seen in the clinic 2 months later,
he denied pain, growth, or new symptoms at the biopsy

Figure 1. The biopsy showed a central area of fibrinoid

degeneration/necrosis outlined by arrowheads (A) sur-

rounded by granulation tissue–like vascular proliferation

(B, see arrowheads). Plump, reactive, proliferating fibroblasts

(C, see arrowheads) were seen in the stroma along with

macrophages and extravasated erythrocytes (B and C).

Figure 2. The mass 2 months after initial biopsy. It had

regressed from 5 · 3.5 cm to 4 · 3 cm, and the overlying

incision was healing well.
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site, and review of systems was negative. The mass had
reduced in size to 4 · 3 cmwith a well-healed overlying
linear scar (Figure 2). The patient and family declined
further procedures, imaging, or consultations with
other specialists because of his age and comorbidities.
The patient will be clinically monitored for new symp-
toms or recurrence in the dermatology clinic.

Ischemic fasciitis is a rare, benign pseudosarcomatous
proliferationof atypicalfibroblasts believed tobe a result
of persistent or recurring pressure leading to ischemia of
the soft tissueandsubsequentabnormalhealing.1–3 It can
present clinically as a painless nodule or mass typically
overlying bony prominences, most commonly found
over the sacrum, limbgirdles, hips, and shoulders.2Most
cases are present in elderly, immobilized, or debilitated
patients, usually in their seventies or eighties, or in
patients with a recent history of trauma.2 The low
recurrence rate after partial or complete excision
suggests a reactive rather than amalignant or neoplastic
process.3 Although cases in younger individuals have
been described, such occurrences are very rare.3

In a study conducted by Liegel and Fletcher,3 14
lesions were grossly described and found to be white-
yellowmasses with central necrosis and variable cystic
and/or hemorrhagic areas. Masses ranged from 1.3 to
10 cm in size.3 Microscopically, these lesions usually
involve the deep subcutis but can infiltrate surround-
ing structures including the muscle, tendinous tissue,
or reticular dermis. Within the mass, ischemic fasciitis
is classically characterized by central zone of fibrinoid
necrosis, cystic degeneration, and hypocellularitywith
surrounding granulation tissue.2,3 Reactive swollen
fibroblasts and myofibroblasts, fat necrosis, macro-
phages, myxoid changes, and reactive vasculature are
often appreciated in the peripheral zones.1,3 Presence
of fat necrosis and lack of atypical mitotic figures and
dense hypercellularity are reassuring and help differ-
entiate ischemic fasciitis from sarcoma. Immunohis-
tochemistry can further confirm the diagnosis. The
presence of fibroblasts and fibroblast-like cells will be
reactive for smooth muscle actin, CD68, and possibly
CD34, indicating enlarged fibroblasts.3 Keratin and
S100 stains are negative.3 Differentiating between
ischemic fasciitis and subcutaneous granuloma annu-
lare (SGA), a poorly defined subcutaneous mass seen

in young patients on the lower extremities, is per-
formed through histology: SGA demonstrates a
basophilic stain due to the presence of mucin and
inflammatory cells, as opposed to the eosinophilic
staining consistent with ischemic fasciitis.

Clinically, ischemic fasciitis typically presents as a
circumscribed, subcutaneous, mobile, and non-
tender mass. The overlying epidermis is often ele-
vated without color changes; however, some
erythema is not uncommon.1 Magnetic resonance
imaging will reveal the classic zonation of ischemic
fasciitis as described above, with a low signal center
consistent with the ischemic and devitalized tissue.

The mainstay of treatment for ischemic fasciitis is con-
servative local excision because these masses can be dis-
figuring or uncomfortable depending on their location.1

Recurrence of these lesions is uncommon, and patients
are counseledonpotentially causal activities orpostures.1

Conservative treatment and educating patients on
behaviormodificationcan lead to regressionof themass.1

This case highlights the broad differential for ischemic
fasciitis and distinctive histopathologic characteristics
that differentiate it from other clinical mimickers. It is
prudent for dermatologic surgeons to consider ische-
mic fasciitis in elderly patients presenting with a sub-
cutaneous nodule over a bony prominence with a
recent history of blunt trauma.
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Treatment of Patchy and Universalis Alopecia Areata With Fractional Laser

Alopecia areata (AA) is a chronic and relapsing auto-
immune disorder characterized by patchy nonscarring
hair loss. It is the second most common cause of alo-
pecia affecting 1% to 2% of the population. Alopecia
areata can cause serious psychosocial distress and
impact on quality of life. Localized patchy hair loss
may recover spontaneously. However, more severe
forms such as alopecia totalis or universalis have poor
prognosis; spontaneous remission is unlikely and are
usually resistant to therapy.

Conventional medical treatments are usually unsatis-
factory for extensive cases and relapse rates are high.
Current first-line treatments include the following:
intralesional or topical corticosteroids formild cases and
systemic steroids or topical immunotherapy with
diphenylcyclopropenone in severe cases.Other therapies
are topical calcineurin inhibitors, minoxidil, photo-
chemotherapy, cyclosporine, and methotrexate among
others.1 Photodynamic therapy seems to be ineffective.
These alternatives treatments have variable results and
canproduce adverse events.Newdirections include laser
therapies.We report one case of universalis AA and 6 of
resistant patchy AA treated with fractional laser.

We present 19 patches of AA (6 patients) and a patient
withdiffuseuniversalisAA.Patients ranged inage from31
to63years (mean47years,median41years).Themedian
disease duration was 7 months (range 4 months–22
years).Most of the cases reportedwere long-standing and
resistant to systemic or/and topical treatment. Only 2
patients (no. 4 and 6) had not undergone any previous
treatment, despite which they preferred laser treatment.

The patients’ details are shown in Table 1.

Patients were treated with nonablative 1,550-nm erbium
glass fractional laser (Fraxel, Solta Medical, Pleasanton,
CA). The parameters applied were as follows: fluences
ranging from 30 to 45 mJ, 6 to 10 density, and 8 to 10
passes. Sessions were performed at 2 to 6 weeks intervals
fora totalof1 to9sessions (median:3).The treatmentwas
performedwith an anesthetic cream or/and an air cooling
system.Therewasnoneed to shavehair for the treatment.
Photographs were taken before and after treatment and
were used to evaluate the effects of treatment. The results
were evaluated by a dermatologist on a visual global
improvement score scale: 0%to25%improvement,26%
to 50%, 51% to 75%, and greater than 75%.

All patients showed overall remarkable clinical
improvement.Hair growthwas observed as early as at
2 weeks after 1 to 2 sessions. After 2 to 4 sessions, hair
density showed a marked increase, and hair thickness
also increased. At the end of the treatment, patches
were covered (fully or almost fully) of mostly pig-
mented terminal hair in its original color (Figures 1
and 2). No recurrence of the same plaques was
observed, but new plaques were developed in the
patient with AA of 22 years of evolution. One patient
relapsed with a new lesion during treatment but
exhibited a good response after the treatment.

In the patient with AA universalis, the whole diffuse
alopetic area of scalp and eyebrows was treated, but
the beard, eyelashes, and areas of the body were not
treated serving as control. In this patient, no regrowth

LETTERS AND COMMUNICAT IONS

DERMATOLOG IC SURGERY430

© 2019 by the American Society for Dermatologic Surgery, Inc. Published by Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.




