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Abstract 

Dermatofibroma is a benign fibrohistiocytic neoplasia. The etiology of dermatofibroma 

remains uncertain but it is considered to have a traumatic origin such as an insect bite or 

follicular rupture. Dermatofibroma clinically presents as smooth-surface nodular lesions.  

We report a patient with a plaque with asymptomatic verrucous surface on the right leg. 
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Öz 

Dermatofibrom sık görülen benign fibrohistiyositik bir neoplazidir. Etiyolojisi halen 

belirsizliğini korumaktadır fakat böcek ısırması ve follikül rüptürü  gibi bir travmadan 

kaynaklanabileceği kabul edilmektedir. Dermatofibrom klinikte genellikle düzgün yüzeyli 

nodüler lezyonlar şeklinde görülmektedir. Burada sağ bacakta asemptomatik verrüköz 

yüzeyli plağı olan bir hastayı sunuyoruz. 
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Introduction 

Dermatofibroma (DF) is a commonly seen benign 

fibrohistiocytic neoplasia. Although it is mostly seen in adults 

and in the lower extremities, it can also affect any part of the 

body. There is a slight female predominance in DF [1]. DF 

clinically presents as smooth-surface nodular lesions [1].  

We report a patient with plaque with verrucous surface 

on the leg. 

Case report 

A thirty-year-old male patient presented to our clinic 

with a 3-year history of asymptomatic mass on the right leg. The 

patient had no systemic disease, drug use, and no history of 

trauma in the lesion site. Physical examination revealed a 3x3 cm 

immobile, firm plaque with verrucous surface on the extensor 

surface of the right leg (Figure 1). No lesions were seen on the 

mucosal surfaces and the nails. Routine laboratory tests 

including complete blood count and liver function tests were 

normal. Histopathological evaluation showed a lesion with 

acanthosis on the epidermis, increased basal layer pigmentation, 

fibroblastic cell proliferation (Figure 2), and collagen foci 

entrapped by fibroblastic cells (Figure 3). In the 

immunohistochemical evaluation of the lesion was positive for 

factor XIIIa, vimentin, and muscle spesific actin and negative for 

S100 and CD34. Based on these findings, the patient was 

diagnosed with dermatofibroma. The lesion was excised 

completely with negative surgical margins.  

Written consent was taken from the patient. 

 
Figure 1: A 3x3 cm immobile, firm, verrucous plaque seen on the 

extensor surface of the right leg. 

 

 
 

 

 

 

 

 

 

 

 

 

Figure 2: A lesion with acanthosis on the epidermis, increased basal 

layer pigmentation, and fibroblastic cell proliferation (H&E, X40). 

 

 
 

 

Figure 3: Collagen foci entrapped by fibroblastic cells (H&E, X400). 

 

 
 

Discussion 

DF commonly presents as firm, hyperkeratotic or dome-

shaped papules varying in size from a few millimeters to 1 cm 

and rarely reaching 2 cm. While the lesions are usually 

hyperpigmented, they can vary from brown to pink in patients 

with low-pigmented skin [2]. Our patient was present with flesh-

colored plaques with a verrucous surface. The lesions in 

dermatofibroma are usually solitary but 2-5 lesions can be seen 

in approximately 10% of the patients. In addition, rash and 

ulceration can also be seen, though rarely [3]. However, the 

lesion in our patient was asymptomatic.The etiology of DF 

remains uncertain but it is considered to have a traumatic origin 

such as an insect bite or follicular rupture [4]. Our patient did not 

have a trauma history. Multiple eruptive dermatofibromas have 

been reported in patients with systemic lupus erythematosus, 

human immunodeficiency virus, myasthenia gravis, mycosis 

fungoides, Sjogren’s syndrome, pemphigus vulgaris, ulcerative 

colitis, and atopic dermatitis [1]. In DF, pressing the lesion with 

thumb and index finger causes a dimpled appearance on its 

surface and this helps in the differentiation of DF from other 

clinical conditions. Although the clinical diagnosis of DF is often 

easy to establish, it might be difficult to distinguish DF from 
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dermatofibrosarcoma protuberans, granular cell tumors, clear cell 

acanthoma, and melanoma [2, 3]. 

Typical histopathological findings of DF include dense 

polymorphic infiltrate of lymphocytes, plasma cells, and 

histiocytes as well as dermal findings particularly including thick 

collagen bundles in the peripheral area and increased capillary 

density. These findings may also be accompanied by acanthosis, 

epidermal hyperplasia, interlocking retes, and increased basal 

layer pigmentation. In the immunohistochemical evaluation, DF 

is often positive for factor XIIIa, vimentin, and muscle specific 

actin and negative for S100 and CD34 [2, 4]. 

The main histological types of DF are fibrocollagenous, 

cellular, histiocytic, lipidized, angiomatous, aneurysmal, clear 

cell, monster cell, myxoid, keloidal, palisading, osteoclastic and 

epithelioid dermatofibroma [4, 5]. Our patient was diagnosed as 

having fibrocollagenous type of DF. In DF, spontaneous 

resolution can occur in some patients after a long follow-up 

period. However, malignant transformation of the lesions is not 

likely. In the patients with cosmetic concerns, the lesions can be 

totally excised [3]. Similarly, the lesion in our patient was 

excised completely. 

Dermatofibroma clinically presents as smooth-surface 

nodular lesions. In our patient, the lesion had a verrucous 

surface. Clinicians should keep dermatofibroma in mind 

particularly in the diagnosis of the patients presenting with 

verrucose lesions on the legs. 
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