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Desmoplastic Fibroblastoma of the Ankle: A Case Report of a Rare
Localization and a Literature Review
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Learning Point of the Article:
This is a case report regarding a rare location of desmoplastic fibroblastoma on the ankle of a 76-year-old female.

Introduction: Desmoplastic fibroblastoma is a rare, slow-growing benign soft tissue tumor. It has a wide anatomical distribution and mainly

affects adult males. Fourteen percent of cases occurin the ankle or foot.

Case Report: In this study, we report a rare location of desmoplastic fibroblastoma on the ankle of a 76-year-old female, discovered as a slowly

growing mass.

Discussion: Desmoplastic fibroblastoma is an anatomical and clinical entity. It appears macroscopically as a pseudocartilaginous structure and
histologically as astellate or spindle-shaped fibroblastic proliferation in a collagenous stroma.

Conclusion: Desmoplasticfibroblastoma has anatomical specificities and should still be clearly distinguished from certain malignant tumors.
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Introduction

Desmoplastic fibroblastoma is a rare benign soft tissue tumor
first described by Evans in 1996 [1]. This tumor is considered
benign by the World Health Organization’s classification of
tumors of soft tissue and bone. It shares some characteristics with
other soft tissue lesions, such as desmoid tumors, and very rarely
affects bony structures. A misdiagnosis of this type of pathology
canlead tounnecessary and debilitating surgical treatment.

Here, we report a case on the ankle, illustrating the different
clinical, histological, and iconographic aspects of thislesion.

Case Report

A 76-year-old female presented with a complaint of a mass
adjacent to her right lateral malleolus that had been increasing in

size for 3 months with no apparent trauma or infection. This
mass caused discomfort when putting on shoes and walking,
promptingher to seek treatment.

On clinical examination, the patient presented with a firm, right
lateral retromalleolar mass, 4 cm in length and uniform in depth
(Fig. 1). There was no associated skin disorder or locoregional
adenopathy. There was no sensorimotor deficit, and the rest of
the examination was unremarkable.

Standard radiographs were unremarkable, apart from some soft
tissue swelling. There was no osteolysis (Fig. 2). Ultrasound
examination of the lesion revealed a solid, heterogeneous
polylobed mass 40 mm in length and 29 mm wide, located
between the Achilles tendon and the peroneal tendons, in the
Kager’s fat pad. Doppler ultrasound of the mass indicated
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Figure 1: Preoperative clinical photograph of the right ankle.

moderate superficial vascularization.

A computed tomography (CT) scan of the right ankle was
performed as part of the usual tumor workup at our center. It
revealed the presence of bone edema of the posterior process of
the talus, which may be secondary to the mechanical stresses
induced by the tissue lesion (Fig. 3). There was a lateral focal
talocrural arthropathy with a moderate joint effusion and signs
of mechanical synovitis.

Magnetic resonance imaging (MRI) confirmed the existence of
a fibrous tissue lesion of the posterolateral soft tissues of the
ankle developed within Kager’s fat pad measuring 40 x 33 mm
axially by 42 mm in height. The lesion was in contact with the
posterior surface of the Achilles tendon approximately 21 mm
in height and in contact with the retinaculum of the peroneal
tendonsin theirretromalleolar portion approximately 30 mm in
height. On this MR, there was no intralesional hemosiderin
deposit, and a progressive and heterogeneous raising without
washoutwas observed (Fig.4and 5).

Overall, the imaging workup revealed a fibrous tissue lesion
developed within Kager’s fat pad of the right ankle, of

Figure 3: Computed tomography scan in axialand coronal sections.

Figure 2: Anteroposterior and lateral X-ray of the right ankle.

undetermined malignancy, meeting the posterior surface of the
Achilles tendon and within the retinaculum of the peroneal
tendons in the retromalleolar space. A biopsy under ultrasound
was performed, which identified a spindle cell proliferation
showing no signs of malignancy, and the appearance was
compatible with desmoplastic fibroblastoma (Fig. 6).

After a group discussion, the patient elected to proceed with
surgical excision. A whitish, homogeneous polylobed lesion of
firm consistency measuring 5 X $ X 3.2 cm was excised, and its
histological examination confirmed the diagnosis of
desmoplasticfibroblastoma (Fig. 7-9).

The postoperative recovery was simple, with the lesion healing
well and immediate weight-bearing possible. At 1 year’s follow-
up, no sign of recurrence was observed, and functional recovery
was satisfactory.

Discussion

Desmoplastic fibroblastoma is a distinct anatomical and clinical
entity. The tumor was first described by Evansin 1995 [1]. This
tumor was renamed collagenous fibroma in 1996 by Nielsen et
al. [2], corresponding better to the histological description of
the lesion comprising mature fibroblasts and collagenous tissue.
In 1998, the name “stellate-shaped fibroma” was given to this
lesion by Miettinen and Fetsch in view of the presence of stellate
or spindle-shaped fibroblasts within the tumor proliferation
(3.

It presents clinically as a well-defined, firm, asymptomatic
subcutaneous mass, with a slow evolution. It occurs mainly in
adult males (sexratio 2.5/1), between 50 and 70 years old. Very
few cases have been described. It has a wide anatomical
distribution with various locations, including arms, forearms,
shoulders, and back [4]. Desmoplastic fibroblastoma in the
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Figure 4: Axial section of a magnetic Figure S: Coronal section of a T2 fat-sat

resonance imagingin T2 sequence.

ankle or foot is rare (14% of cases) [ 5, 6]. The tumor size varies
between 1 and 4 cm on average, and the reports have shown as
large as 20 cm [3]. The diagnostic and therapeutic strategy for
this tumor depends on its size, as in soft tissue tumors. Usually,
an MRI or a CT scan is assessed before performing a surgical
biopsy to allow for an anatomical and pathological diagnosis.
After confirmation of the diagnostic, a complete excision with
negative margins should be offered to the patient. When the
lesion is superficial, small, and well-delineated, primary
excision s possible without biopsy.

MRI offers the greatest accuracy among available imaging tests.
The lesion is described as well delineated, with a low signal
predominant in the areas of high collagen density, with
heterogeneous areas of strong signal hypercellularity in the T2
sequence (Fig. 4 and 5). Moderate raising of the walls can be
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Figure 6: Inmunohistochemical appearance of the puncture.

magneticresonance imaging.

observed, especially in intramuscular
lesions. This is a key point for
differentiating it from more aggressive
lesions where the liquid signal dominates as
in fibromyxoid sarcomas [7, 8]. On
standard radiography, there is sometimes
more or less defined bone remodeling. CT
scan is not very accurate for this type of
lesion.

Desmoplastic fibroblastomas are soft tissue
tumors that macroscopically appear as
limited, oval lesions. Histologically, they
present with a thin fibrous capsule. The
lesions contain a homogeneous
eosinophilic collagen matrix, with some
areas of hyalinization. The cells are
dispersed in the fibrous tissue, whereas on
the periphery, the cells are relatively
compact. The cells are like to activate fibroblasts with an
eosinophilic cytoplasm. The nucleus is oval, without atypia,
and basophilic [9]. Mitotic activity is low within the cell and
mainly localized in the periphery. There are no necrotic areas
within these lesions. Blood vessels are few and small within the
matrix, with thin walls. Infiltration of adjacent tissues is rare but
possible. The immunohistochemical aspect is essential for the
differential diagnosis of these tumors.

The main differential diagnosis is a desmoid tumor. On the
histologicallevel, these are lesions of greater cellularity, vascular,
and infiltrative on the periphery. MRI finds larger areas with a
strong T2 signal, explained by greater cellularity. In addition,
both desmoid tumor and desmoplastic fibroblastoma express
smooth muscle actins, but 70-75% of desmoid tumors express
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Figure 8: Microscopic aspect of the sections after Hematin-Eosine-Safran
staining, atlow magniﬁcation.

beta-catenin, unlike desmoplastic fibroblastomas. Other
differentials include lymphomas, histiocytomas,
fibrosarcomas, or chondrosarcomas that have a greater
peripheral infiltration and a necrotic portion on MRI. Finally,
another differential is tendon sheath fibroma, which presents a
t(2;11) (q31;q12) translocation just like desmoplastic
fibroblastoma. Smooth muscle actins are expressed in both
tumor types. However, tendon sheath fibromais attached to the
tendons. Microscopic examination of the fibromas reveals
sheaths of collagen bundle tendons with some peripheral
vessels, unlike desmoplastic fibroblastomas [ 10-14].

The treatment of these lesions is surgical, with a complete
excision of the lesion in negative margins [2]. The prognosis for
these tumorsis very good, with very few recurrences fora period
of up to 12 years. They do not give rise to metastases, even with
small excision margins, which distinguishes them from

Figure 9: Hight magnification of the previous section (Figure 8), with
regular fibroblasts of spindle shaped (red arrow) or stellate shaped (black

arrow).
desmoid tumors.

Conclusion

Desmoplastic fibroblastoma tends to affect elderly male
patients and appears in various anatomical distributions. The
large size of the tumor and its slow growth suggest that it is a
lesion of a benign nature. It should still be clearly distinguished
from certain malignant tumors.

Clinical Message

This article reports a rare location of desmoplastic fibroblastoma,
which is a benign tumor. We developed the anatomical, histological,
and radiological specificities, in order to distinguish this pathology
from certain malignant tumors.
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