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CASE REPORT

Hemosiderotic fibrolipomatous tumor: A poorly
known entity
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ABSTRACT

Hemosiderotic fibrohistiocytic lipomatous tumor (HFLT) is a rare and supposedly benign fibrolipomatous entity. Clinical and
imaging features are not specific. So, histologic, immunohistochemical and molecular analyses are required for diagnosis. The
clinic and pathologic aspects of this lesion are diversely reported. Moreover, its reactive or neoplastic origin is still under debate.
This lesion should be treated by complete excision. It is mandatory to be aware of its tendency to harbor higher-grade lesions with
aggressive outcome. We report a case of HFLT affecting the dorsum of the third right finger in a 52-year-old women, in order to
describe histologic patterns of this tumor and to discuss the current literature regarding the etiopathogeny and the cytogenetic
features of this rare entity.
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1. INTRODUCTION

Hemosiderotic fibrohistiocytic lipomatous lesion renamed
in nomenclature to hemosiderotic fibrolipomatous tumor
(HFLT) is a rare soft tissue lesion characterized by a pro-
liferation of uniform fibroblastic spindle cells and mature
adipocytes with prominent hemosiderin deposition. Since the
original description in 2000, around 40 cases have emerged in
the literature. HFLT predominantly occurs in women in their
fifth or sixth decade of life. The usual sites for HFLT are the
dorsum of the foot, the ankle and the dorsum of the hand.[1]

Its etiology is debated. Previous local trauma may take part,
but the neoplastic origin of the lesion is now admitted owing
to a typical chromosomal translocation t(1;10)(p22;q24).[2]

We report one patient with HFLT, in order to describe the
anatomopathologist’s key points of this tumor.

2. CASE PRESENTATION
A 52-year-old women with no significant medical history
or trauma of the upper extremity, presented with a mass on
the dorsum of the third right finger. The lesion had slowly
increased in size during the last five years. Physical exam-
ination revealed a 2 cm, mobile, slightly firm and painful
mass on the dorsal aspect of the proximal phalanx of the
finger. There were no associated symptoms of local skin in-
flammation. Metacarpo-phalangeal and interphalangeal joint
mobility was normal. Preoperative magnetic resonance (MR)
imaging revealed a single subcutaneous, predominantly fatty,
soft tissue mass, diagnosed as a lipoma. Surgical removal
of the mass was recommended. A diagnosis of HFLT was
made on histopathological examination of excisional biopsy.
Macroscopically, the mass was unencapsulated soft, mobile,
and tender. The cut surface was brown yellow composed of
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fatty tissue with areas of macroscopic hemorrhage.

As shown in Figure 1, the lesion demonstrated mature
adipocytes and foci of spindle cells consistent with fibrohisti-
ocytic cells, dissecting through the fat in fascicles, or in a hon-

eycomb fashion, in association with abundant hemosiderin
pigment. No atypia was observed. At immunohistochem-
istry, the spindled cells were positive for CD34 and CD68
and negative for S-100 protein and AML. A diagnosis of
HFLT was made.

Figure 1. Histopathological findings in a hemosiderotic fibrolipomatous tumor of the dorsum of the third right finger. A) A
fatty tumor in the subcutaneous soft tissue composed of lobules of mature adipose tissue separated by vascular connective
septa (Stain, hematoxylin and eosin; original magnification, ×100). B) and C) Bland spindled cells with fibrohistiocytic
morphology and osteoclast-like giant cells with scattered clusters of chronic inflammatory cells (Stain, hematoxylin and
eosin; original magnification, ×200). D) The spindled cells demonstrated vesicular chromatin, small indistinct nucleoli,
whithout significant mitotic activity nor cytologic atypia. Abundant macrophage-engulfed hemosiderin (Stain, hematoxylin
and eosin; original magnification, ×400). E) and F) Immunohistochemical analysis: notable staining for CD34 and CD68
of the spindled cells (original magnification, ×200).

Complete surgical resection was recommended. The patient
was informed on the risk for local recurrence and negligible
malignant potential. There were no operative or postopera-
tive complications.

3. DISCUSSION

HFLT may be dermal, dermal-subcutaneous, or subcutaneous
in location. It typically presents as a painful, slowly growing,
bluish atrophic plaque or mass at the dorsal surface of the
ankle/foot in middle-aged adults, with a female predilection.
Our case had the appearance of a simple lipoma on clinical
examination and MR images. The primary differential di-
agnosis for HFLT on imaging includes grossly fatty masses
as simple lipomas, lipoma variants, atypical lipomas and
well-differentiated liposarcomas.[3]

Grossly, HFLT is an unencapsulated, yellow-brown fatty

tissue tumor with areas of macroscopic hemorrhage.[3]

HFLT is a locally aggressive tumor within the range of fi-
brous lesions involving the subcutaneous tissue. In a small
biopsy, it can be confused histologically with spindle-cell
lipomas, well differentiated liposarcomas and other atypi-
cal lipomatous neoplasms, but it lacks myxoid stroma and
the heterogeneous adipocyte component of these lipomatous
tumors.[4, 5] Other mimickers of HFLT include dermatofi-
brosarcoma protuberans, plexiform fibrohistiocytic tumors
and pleomorphic hyalinizing angiectatic tumor. However,
as in our case, the presence of hemosiderin pigment within
the lesional cells, the prominence of adipocytes and ectatic
hyalinized vessels in HFLT should easily allow this distinc-
tion.[3]

Limited sampling has the potential for missing a sarcomatous
component of the lesion.[6] The association of HFLT with
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myxoinflammatory fibroblastic sarcoma-like tumors,[7, 8] or
with higher grade myxoid sarcomas, mostly in recurrence
following resection has been documented in some reports.[6]

The architectural growth pattern is best evaluated in a
large representative biopsy which highlights the three main
histopathological features in varying proportions: mature
adipocytes, a proliferation of uniform fibroblastic spindle
cells and hemosiderin pigment. Prominent hemosiderin de-
position is variably found in the stroma, in macrophages and
in the cytoplasm of spindle cells.[9]

Immunohistology is helpful to come to the diagnosis. The
spindled cells are positive for CD34 and negative for S-100
protein, caldesmon, desmin and epithelial membrane anti-
gen. These features also were seen in our case. A panel
of immunohistochemical markers, including fibrohistiocytic
(CD68), vascular (CD34, CD31, Factor XIIIa), neural (S100)
and melanocytic markers (HMB-45, Melan-A), can be help-
ful for differential diagnosis.[6] However, a tumor in superfi-
cial acral soft tissue harboring cells containing hemosiderin,
a predominant component of mature adipocytes arranged
in lobules, with fibrous septae composed of plump, slightly
pleomorphic, fibrohistiocytic spindle cells and inflammatory
cells, should strongly raise the suspicion of HFLT.[9]

The initial hypothesis of a reactive process, based on a history
of antecedent local trauma[9] has not been proven. Newer
case series revealed clonal translocations between chromo-
somes 1 and 10 (t(1;10)(p31;q25) and t(1;10)(p22;q24)),
involving TGFBR3 on chromosome 1q and MGEA5 on chro-
mosome 10q, suggesting that HFLT is neoplastic in origin.
Clonal translocations of TGFBR3 and/or MGEA5 genes have
also been found in myxoinflammatory fibroblastic sarcoma
including cases with mixed features of HFLT and myxoin-
flammatory fibroblastic sarcoma, suggesting a close relation
between these entities.[10] These gene rearrangements have
also been identified in pleomorphic hyalinizing angiectatic
tumors with histopathological features of HFLT and, less
consistently, in classic pleomorphic hyalinizing angiectatic
tumors.[11] Furthermore, Antonescu et al.[12] detected the
presence of high level amplification of VGLL3 locus on

3p.12.1 by FISH in HFLT and myxoinflammatory fibrob-
lastic sarcoma, as well as in cases with mixed morphology,
but in none of the three cases of pleomorphic hyalinizing
angiectatic tumors. These findings suggest that HFLT is
an integral part of the group of mesenchymal tumors with
translocation. Molecular analysis may be a significant com-
plementary method in diagnostically challenging cases or in
small biopsies.

HFLT has been reported to have a benign clinical course,[3, 4]

but a locally recurring potential.[5] The homogeneously sized
and well-differentiated adipocytes, that are usually the main
component of HFLT, have a benign histologic appearance.
However, up to 30% to 50% local recurrence or residual
disease following primary resection were observed on follow
up.[1] The high recurrence rate and residual disease appears
to be related to partial excisions at the time of surgery. Po-
tential reasons include poor visualization of the margin of
the tumor owing to its ill-defined border blended into the
normal fat in the majority of cases and the large size of the
original lesion.[3] These slowly growing tumors have a gener-
ally favorable prognosis. However, malignant transformation
and metastases were reported.[5] HFLT has been reported to
be prone to malignant transformation into sarcoma of vari-
able histologic grade: myxoid sarcoma, myxoinflammatory
fibroblastic sarcoma and high-grade myxofibrosarcoma.[5, 10]

Patients should be therefore, informed about the risk of re-
currence and the need of regular yearly clinical follow up.

In conclusion, HFLT is a slow-growing, subcutaneous, acral
soft tissue tumor, with distinctive histopathological features.
In agreement with the few previous reports,[3–5] the diagnosis
of HFLT was made, in our case on morphological and im-
munohistochemical characteristics. Immunohistochemistry
and molecular genetics investigations can help to come to the
diagnosis and eventually to predict the outcome of patients,
especially in hybrid tumors. Owing to its malignant poten-
tial, HFLT should be treated by large resection and close
follow-up.
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