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Elastofibroma in the rearfoot. Report of a rare case
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Elastofibroma in extremely rare location of rearfoot is described. The tumor occurred in 57-ys-old man with re-
cent history of arthrosis of the 1st metatarsophalangeal joint and with history of unspecified trauma of rearfoot 
in childhood. The 1.2 cm lesion showed typical histological and immunohistochemically features of elastofibro-
ma. It was paucicellular and composed of bland fibroblasts and mature appearing fat cells, with dense intercel-
lular collagenous matrix that contained numerous elastic fibers. The fibroblasts of the lesion expressed CD34 
and were negative for alpha smooth muscle actin, desmin, S100 protein and beta-catenin. The case demonstra-
tes that the diagnosis of elastofibroma should be considered also by examination of non-periscapular lesions. 
From pathogenetic point of view, the tumor in present case was caused probably by chronic minor trauma, like 
it is supposed for common periscapular elastofibromas.
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Elastofibróm na päte. Popis zriedkavého nálezu
V kazuistike je popísaný elastofibróm v enormne zriedkavej lokalizácii na päte. Jednalo sa o 1,5 cm-ový tumor 
pravej päty u 57-ročného muža, s trojročnou anamnézou artrózy prvého metatarzofalangeálneho kĺbu a s históriou 
úrazu päty v mladosti. Tumor bol priemeru 1,2 cm a mal typické histologické a  imunohistochemické znaky 
elastofibrómu, s hypocelulárnou blandnou populáciou fibroblastov, zrelými adipocytmi, početnými elastickými 
vláknami, imunohistochemickou expresiou CD34 a negativitou na aktín, desmín a beta-katenín. Prípad ukazuje, 
že diagnózu elastofibrómu je potrebné zvažovať aj pri léziach mimo typickej periskapulárnej lokalizácie. 
Pravdepodobnou patogenézou popísaného tumoru je chronická mechanická traumatizácia tkaniva, podobne 
ako sa predpokladá u „konvenčných“ periskapulárnych elastofibrómov.
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Introduction
Elastofibroma, described firstly by Jarvi and Saxen(1,2) is 

a benign soft tissue lesion composed of fibroblasts which 
produce abundant elastic type fibers(3,4). It occurs usually 
in the subscapular region in the elderly population. Accor-
ding original studies, it is predominant among females(1-3); 
but another large series of 122 cases shows mild male pre-
dominance(4). Subscapular region is typical for elastofibroma 
(it is almost diagnostic of it), whereas other locations are ve-
ry rare(4). Recently, we have seen elastofibroma arising aty-
pically in the rearfoot. To our knowledge, only one case was 
reported in this location before(5). We would like to present 
our case here.

Report of the case
In a 57-ys-old man, extirpation of the right rearfoot tumor 

along with arthrodesis of 1st metatarsophalangeal joint we-
re performed. The patient had arthrosis of 1st metatarsopha-
langeal joint and long-lasting snapping sensations and mild 
pain of the rearfoot especially by walking. He mentioned  
rearfoot trauma by intense landing after a jump in his youth, 
with subsequent long lasting pain. Magnetic resonance ima-
ging of the right foot revealed 1,2 cm tumoroid lesion in the 

region of the origin of the plantar band and adjacent soft tis-
sues (figure 1).

Figure 1. Coronal magnetic resonance image of the foot shows 
tumoroid lesion (arrow) with signal density that corresponds with 
lesion‘s fibroadipous histology.
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Figure 5. Alpha-smooth muscle actin is negative, with positivity 
limited to pericytes (serving as internal control).

Figure 2. Elastofibroma showing typical features, such as pau-
cilellular population of bland fibroblastic cells, abundant and 
deeply eosinophilic elastic fibers, and mature adipose tissue.

Figure 3. Elastofibroma contains numerous elastic fibers which 
are positive by orcein stain.

Figure 4. Immunohistochemical expression of CD34 in fibroblas-
tic cells of elastofibroma.

Other medical history of the patient included autoimmune 
thyroiditis, stage 2 hypertension, celiac disease, duodenal ul-
cer, and sigmoid diverticulosis. Family history of the patient 
did not include any soft tissue lesions.

After the extirpation of the rearfood lesion, two pieces of 
tissue was submitted for histologic examination. Grossly, 
the fragments were of irregular shape, measuring 1,5 cm x 
1 cm x 0,5 cm and 1,5 cm x 1 cm x 0,5 cm, respectively. They 
were of fibrous and lipomatous appearance, without necro-
sis and hemorrhage. Histologically, the lesion was uncircum-
scibed and it was composed of paucicellular population of 
bland fibroblasts, with collagenous matrix containing abun-
dant elastic fibers (stained positively by orcein stain) (figures 
2 and 3). Groups of adipocytes were seen between strands 
of mentioned fibrous tissue. Immunohistochemically, the fib-
roblastic cells were positive for CD34 (figure 4), and were 
negative for alpha-smooth muscle actin (figure 5), desmin, 
S100 protein and beta-catenin. Adipocytes expressed S100 

protein. Based upon these findings the diagnosis of elasto-
fibroma was rendered.

Discussion
In our case, pathologic finding was typical for elastofib-

roma. The lesion was paucicellular and composed of bland 
fibroblasts and mature appearing fat cells, with dense inter-
cellular collagenous matrix that contained numerous elas-
tic fibers. Immunohistochemically, the fibroblasts were po-
sitive for CD34, and negative for muscle markers such as 
alpha-smooth muscle actin and desmin. This phenotype is 
characteristic for elastofibroma(4,6).

Interesting finding in our case represents the atypical lo-
cation in the rearfoot. As mentioned above, common elas-
tofibromas occur in subscapular area. Rare cases were re-
ported in other regions, such as the hand(7), thigh(8), deltoid 
muscle(9), gluteal region(10), axilla(11), neck(12), face(13), and oral 
mucosa(14), old thoracotomy scar(15), in the shoulder intra-ar-



Kazuistiky

136 2/2023

ticularly(16), at the umbilicus and aortic valve(17) and in the co-
lon(18). Three cases were reported in the forefoot(19-21). In the 
rearfoot, only one case was described before(5). Pirak et al. 
reported elastofibroma of the rearfoor in a 79-year-old fe-
male. Unlike our case, this patient had no history of trauma 
or arthrosis, and etiology of the lesion in their case appears 
to be unclear. In our case, the patient history includes 3 ye-
ars lasting arthrosis of 1st metatarsophalangeal joint and 
mild pain of the rearfoot by walk. In addition, the patient sta-
ted the he had any jump-landing trauma of the rearfoot in 
his youth. We suppose that an evolution of elastofibroma 
in our case is explainable by the chronic minor traumatiza-
tion of the area due to mild anatomical and functional devia-
tion, caused by arthrosis and posttraumatic changes. This is 
consistent with suggested pathogenesis of common elas-
tofibromas of periscapular region. This currently proposed 
pathogenesis consists of repeated mechanical trauma, elas-
tic degeneration of collagen fibers, and contributing genetic 

factors(1-4). It is interesting, however, that some recent studies 
indicate that elastofibroma can represent a true neoplasm. 
Elastofibromas showed chromosomal instability(22-25), and 
analysis of human androgen receptor (HUMARA) locus has 
revealed nonrandom X-chromosome inactivation, supporting 
clonal nature of the lesion(6). It is possible that chronic irrita-
tion of fibrous tissue give rise to clonal neoplastic prolife-
ration of fibroblastic cell. For more exact knowledge of the 
pathogenesis, additional studies (particularly molecular ge-
netic) are needed.

In sum, we described elastofibroma in rare location of the 
rearfoot. The case demonstrates that diagnosis of elastofib-
roma should be considered also by examination of non-pe-
riscapular lesions. In our case, the lesion showed typical his-
tological and immunohistochemical features of this tumor. 
It seems that also from pathogenetic point of view the tumor 
in our case was caused by chronic minor trauma, like it is su-
pposed for common periscapular elastofibromas.
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