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Foresee Your Next Patient

Dermatofibroma
Alexander K. C. Leung, MD 
Alberta Children’s Hospital, Calgary, Alberta, Canada

Benjamin Barankin, MD 
Toronto Dermatology Centre, Toronto, Ontario, Canada

A 35-year-old woman presented with a slow-growing, dark 
brown lesion on the left knee of 2 to 3 years’ duration. 
The lesion was asymptomatic. There was no history of 

preceding trauma or insect bite in the area of the lesion. Her 
past health was unremarkable.

Physical examination revealed a firm, dark brown, dome-
shaped nodule on the woman’s left knee. Lateral compression 
of the lesion resulted in dimpling of the skin. There was slight 

tenderness on pressure. The rest of the physical examination 
findings were normal.

Diagnosis. The woman received a clinical diagnosis of der-
matofibroma.

Dermatofibroma, also known as benign fibrous histiocyto-
ma, is a common benign dermal lesion composed primarily of 
fibrohistiocytic cells densely incorporated into a connective tis-
sue matrix with thickened collagen.1

Epidemiology and etiopathogenesis. Dermatofibroma 
most frequently affects young adults and, occasionally, chil-
dren.1,2 It is the most common cutaneous neoplasm in adults.2 
Approximately 20% of dermatofibromas occur in individuals 
younger than 17 years.3 The female to male ratio is 2:1 to 4:1.1,4

Dermatofibroma is a cutaneous fibrohistiocytic proliferation 
of unknown etiology. The clonal proliferative growth, the fre-
quency of local recurrences of some variants, and the persistent 
nature of the growth suggest that the condition is neoplastic in 
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nature.1,4,5 On the other hand, in approximately 20% of cases, 
the condition occurs as a result of trauma such as that from ear 
piercing, nipple piercing, vaccination, tattooing, or insect 
bite.6,7 Thus, a reactive process also may be operative; inflam-
matory cells can be demonstrated in some cases.6

Histopathology. Histologically, the lesion is composed of 
interlacing fascicles of spindled cells set within a loose, collag-
enous stroma.8,9 Within this stroma, a variable admixture of 
fibroblasts, macrophages, and small capillaries can be found.8 
An inflammatory, predominately lymphocytic infiltrate can 
sometimes be observed.8 Individual collagen bundles surround-
ed by a dense collagen matrix (“collagen trapping”) are diagnos-
tic.1,8 The overlying epidermis often is hyperplastic and hyper-
pigmented in the basal cell layer (dirty fingernail sign).1,4,6 
Many histologic variants have been described, namely fibrocol-
lagenous, cellular, aneurysmal, atypical (with monster cells), 
subcutaneous, histiocytic, angiomatous, sclerotic, palisading, 
epithelioid, keloidal, polypoid, lipidized, hemosiderotic, granu-
lar cell, atrophic, myxoid, lichenoid, osteoclastic, balloon cell, 
and signet-ring cell dermatofibromas.1,4,10,11

Clinical manifestations. Typically, a dermatofibroma pres-
ents as an asymptomatic, firm, slow-growing, red or reddish 
brown, dome-shaped nodule. Occasionally, the color can be 
dark brown or bluish black when hemosiderin is deposited 
within the tumor, as is illustrated in the present case. The lesion 
is attached to the skin but not to the underlying structure. Al-
though the lesion can develop anywhere in the body, it most 
commonly is found on the extremity, particularly the lower 
limb.2,10 The size varies from a few millimeters to 3 cm, with 
most lesions less than 1 cm in diameter.2,10 Giant lesions great-
er than 3 cm have rarely been described.9 In general, dermato-
fibromas arising in childhood may grow larger and affect 
unusual locations such as the head and neck.12 Characteristi-
cally, pinching or squeezing of the lesion results in dimpling of 
the lesion (dimple sign or Fitzpatrick sign).2 This can be attrib-
uted to tethering of the epidermis to the underlying lesion.3 
Occasionally, the lesion may be pruritic or painful.4

The lesions are most often solitary, but 2 to 5 lesions are 
present in approximately 10% of cases.10 Multiple eruptive der-
matofibromas (more than 15 lesions or development of 5 or 
more lesions within 4 months) have been described in indi-
viduals with immunodeficiency, diabetes mellitus, ulcerative 
colitis, myasthenia gravis, dermatomyositis, systemic lupus ery-
thematosus, and Sjögren syndrome.1,13,14

Diagnosis. The diagnosis is usually clinical, based on physi-
cal findings. Dermoscopy shows a peripheral pigment network 
with a central white area.4,15 Excisional biopsy or referral to a 
dermatologist should be considered if the diagnosis is in doubt.4

The differential diagnosis includes melanocytic nevus, com-
mon blue nevus, keratoacanthoma, juvenile xanthogranuloma, 
dermatofibroma protuberans, keloid, leiomyoma, mastocytosis, 
pilomatricoma, melanoma, neurilemmoma, prurigo nodularis, 

pigmented basal cell carcinoma, squamous cell carcinoma, Spitz 
nevus, and seborrheic keratosis.4

Prognosis and management. Rarely, the condition can be 
complicated by dystrophic calcification.16 Malignant transfor-
mation and metastasis have rarely been described.17,18

Without treatment, the lesion tends to persist. The atypical, 
cellular, subcutaneous, and aneurysmal variants are notoriously 
more locally recurrent.4,11

No treatment is necessary apart from reassurance and watch-
ful observation, unless the lesion is symptomatic, when the di-
agnosis is in doubt, or if there is a cosmetic concern.2,9 Surgical 
excision including the subcutaneous fat is indicated if the tu-
mor is large, is rapidly growing, has a deeper subcutaneous 
component, or has atypical features such as atrophic, exophytic, 
or sclerotic features.4,11 Surgical excision allows histologic ex-
amination of the lesion. Otherwise, therapeutic options include 
ablative laser surgery, shave excision, intralesional corticosteroid 
injection, and liquid nitrogen cryotherapy.2,4 n
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