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ermatofibromas are benign tumors of fibrohistiocytic origin that usu-
ally occur on the legs of middle-aged females.1,2 They mostly present
in healthy individuals as a local tissue response to some type of inf-

lammation or trauma.3 In general, they present as violaceous to reddish-brown
round papules or nodules of variable size, and sometimes have a yellowish
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AABBSS  TTRRAACCTT  Dermatofibroma is a common, benign tumor of the dermis, often appearing as a soli-
tary lesion of unknown etiology that presents on the lower extremities in adults. Multiple and erup-
tive dermatofibromas are unusual. Although the etiology of multiple eruptive dermatofibromas is
unknown, most patients have underlying diseases of immune-mediated origin, such as autoimmune
diseases, immunosuppressive treatments, HIV infection, and hematologic malignancies. Herein, we
report an unusual case of multiple eruptive dermatofibromas that presented with nearly 100 well-
circumscribed firm, tan to brown round papules (1-10 mm in diameter) all over the body, includ-
ing the face, palms, and soles. The number of lesions increased gradually over a 2-year period,
without any symptoms. Comprehensive clinical and laboratory diagnostic evaluation showed no ev-
idence of an underlying disorder. Histopathological examination of one of the lesions from the pa-
tient’s thigh revealed dermatofibroma. Based on these clinical and histopathological findings, the
patient was diagnosed as a rare case of multiple eruptive dermatofibromas not associated with an
underlying disease.
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ÖÖZZEETT  Dermatofibroma erişkinde alt ekstremitelerde oluşan, etyolojisi bilinmeyen ve çoğunlukla
soliter tek  bir lezyon şeklinde ortaya çıkan dermisin sık görülen benign tümörlerindendir. Multipl
ve erüptif formlarına ise nadiren rastlanmaktadır. Multipl erüptif dermatofibromaların etyolojisi
tam olarak bilinmemekle birlikte, bu hastaların çoğunda otoimmun hastalıklar, immünsüpresif
tedavi, HIV infeksiyonu ve hematolojik maligniteler gibi altta yatan immün sistem aracılı bir
hastalık vardır. Burada, iki yıllık bir  periodda yüz, avuç içi ve ayak tabanları da dahil olmak üzere
tüm vücutta yaklaşık 100 adet, iyi sınırlı, sert, deri rengi ile kahverenkli,  çapları 1-10 mm arasında
ölçülen multipl eruptif dermatofibromaları olan bir olguyu sunduk. Lezyonların sayısı iki yıllık bir
period içinde giderek artmıştı.Yapılan geniş kapsamlı klinik ve laboratuar çalışmaları sonucunda
hastada altta yatan herhangi bir hastalığa ait bir delil gösterilemedi. Üst bacakta lezyondan alınan
biyopsi örneğinin histopatolojik incelemesi dermatofibroma olarak belirlendi. Bu klinik ve
histopatolojik bulgularla hastaya, herhangi bir altta yatan hastalıkla birliktelik göstermeyen  nadir
bir multipl eruptif dermatofibroma olgusu tanısı konuldu.
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hu e. They may be ele va ted or slightly dep res sed. The
“dimp le” sign, which was first pro po sed by Fitz pat -
rick, is the dep res si on in the cen ter of a der ma to fib -
ro ma that forms when it is gras ped bet we en the
thumb and in dex fin ger, and is cha rac te ris tic of der-
ma to fib ro mas. In con trast to the high pre va len ce of
so li tary le si ons, the growth of mul tip le le si ons with
an erup ti ve fe a tu re is ra rely en co un te red.4,5 Alt ho -
ugh the pat ho ge ne sis re ma ins un cer ta in, mul tip le
erup ti ve der ma to fib ro mas (MEDF) has be en fre qu -
ently des cri bed in as so ci a ti on with al te red im mu -
nity, such as syste mic lu pus ery the ma to sus ,6 HIV
in fec ti on,7 he ma to lo gic ma lig nanc y,8 preg nanc y,9

and iat ro ge nic im mu no sup pres si on.10 No net he less,
pa ti ents with MEDF and the lack of an as so ci a ted
con di ti on ha ve al so be en re por ted.4 He re in we re-
port the ca se of a 16-ye ar-old MEDF pa ti ent with no
evi den ce of an un derl ying di se a se.

CA SE RE PORT
A 16-ye ar-old ma le pre sen ted to our der ma to logy
out pa ti ent cli nic with mul tip le le si ons over his en-
ti re body that gra du ally de ve lo ped du ring a 2-ye ar
pe ri od. The pa ti ent first re cog ni zed a few le si ons
on his chin, and then ex pe ri en ced a con ti nu o us
gra du al in cre a se in the num ber and di a me ter of the
le si ons on his ex tre mi ti es, chin, palms, and so les
du ring this 2-ye ar pe ri od. No ne of the le si ons spon-
ta ne o usly reg res sed fol lo wing this 2-ye ar pe ri od.
He did not ex pe ri en ce any pa in, itc hing, or bur n-
ing. The past me di cal his to ri es of the pa ti ent and
his fa mily we re un re mar kab le, ex cept that the pa-
ti ent had  un der go ne 3 or 4 cryot he rapy ses si ons
for the le si ons he pre sen ted with, wit ho ut any im-
pro ve ment. Mo re o ver, the pa ti ent’s his tory of drug
in ta ke was ne ga ti ve. On der ma to lo gi cal exa mi na ti -
on he had ap pro xi ma tely 100 well-cir cums cri bed,
firm, tan to brown ro und pa pu les (1-10 mm in di-
a me ter) lo ca ted over his ex tre mi ti es (Fi gu re 1-3),
as well as 1-mm light-brown, flat pa pu les on his fa -
ce, palms, and so les. When the erup ti ve and wi de-
s pre ad na tu re of the le si ons we re ta ken in to
con si de ra ti on, the dif fe ren ti al di ag no sis be fo re bi -
opsy inc lu ded ge ne ra li zed erup ti ve his ti ocy to ma,
erup ti ve der ma to fib ro ma, xant ho ma dis se mi na tum,
lic hen ni ti dus, as well as ver ru ca vul ga ris.  Ho we -

ver, no im pro ve ment with cryot he rapy ses si ons
abo lis hed the ide a of ver ru ca vul ga ris so mew hat as
the dif fe ren ti al di ag no sis. 

His to pat ho lo gi cal exa mi na ti on of 1 of the pa -
pu les on the pa ti ent’s thigh sho wed pro li fe ra ti on of
spind le-sha ped fib rob lasts in ters per sed bet we en
col la gen bund les, and scat te red his ti ocy tes and
mul ti nuc le ar gi ant cells wit hin the der mis (Fi gu re
4). Im mu no his toc he mi cal sta i ning for S100 and
CD68 we re ne ga ti ve, whi le vi men tin sta i ning was
dif fu sely po si ti ve (Fi gu re 5). The pa ti ent’s cli ni cal
and im mu no his to pat ho lo gi cal fe a tu res we re con-
sis tent with MEDF. 

On physi cal exa mi na ti on no signs of au to im -
mu ne di se a se we re ob ser ved. Ro u ti ne la bo ra tory
in ves ti ga ti on re sults, inc lu ding full blo od co unt,
eryt hrocy te se di men ta ti on ra te, ure a, cre a ti ni ne, li -
ver func ti on tests, li pid pro fi le, and C-re ac ti ve pro-
te in le vel, we re nor mal, as we re se rum T3, T4, and
thyro id-sti mu la ting hor mo ne le vels. HIV test, rhe -
u ma to id fac tor, and an ti nuc le ar an ti body re sults
we re ne ga ti ve, and chest X-ray was nor mal. 

As the re is no spe ci fic tre at ment mo da lity re-
por ted for MEDF, we de ci ded to fol low-up the pa-
ti ent wit ho ut any tre at ment. Du ring a 6-month
ob ser va ti on pe ri od no ne of the le si ons di sap pe a red
or dec re a sed in si ze. The pa ti ent was then lost to
fol low-up.

DIS CUS SI ON
MEDF was first re por ted by Ba raf and Sha pi ro4 as
the pre sen ce of at le ast 15 der ma to fib ro mas in a pa-
ti ent; ho we ver, 15 le si ons was cho sen ar bit ra rily.
Mo re o ver, Am mi ra ti et al.11 de fi ned MEDF as the
pre sen ce of 5-8 der ma to fib ro mas that ap pe ar wit -
hin a 4-month pe ri od. Our pa ti ent had ne arly 100
le si ons that ap pe a red du ring a 2-ye ar pe ri od, which
cle arly de mons tra tes the erup ti ve na tu re of MEDF.
MEDF most com monly oc curs on the legs, trunk,
and arms.12 The li te ra tu re inc lu des only a few
MEDF ca ses in which the le si ons oc cur red on unu -
su al are as, such as the fa ce ,13 palms, and so les.14 Our
ca se is in te res ting be ca u se der ma to fib ro mas we re
ob ser ved over the pa ti ent’s en ti re body, and inc lu -
ded unu su al lo ca li za ti ons-the fa ce, palms, and so les.
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Ni i ya jama et al.12 al so re por ted that ca ses pre sen ting
with unu su al le si on lo ca li za ti on had no as so ci a ted
un derl ying di se a ses, as did the pre sen ted ca se.

MEDF sho uld be dif fe ren ti a ted from ge ne ra li -
zed erup ti ve his ti ocy to ma, which is ge ne rally only
pos sib le with bi opsy. Cli ni cally, ge ne ra li zed erup-
ti ve his ti ocy to ma is cha rac te ri zed by re cur rent
crops of red to brown pa pu les dis tri bu ted on the fa -
ce, trunk, and pro xi mal ex tre mi ti es, as well as on
mu co sal sur fa ces. The le si ons tend to re sol ve spon-
ta ne o usly, le a ving scars or hyper pig men ted ma cu -
les. His to pat ho lo gi cal exa mi na ti on of MEDF
re ve als mostly fib rocy tes or fib rob lasts, whi le his-
ti ocy to mas pri ma rily con ta in mo no morp ho us va c-
u o la ted mac rop ha ges.15 Mo re o ver, his ti ocy tes sta in
po si ti vely for lysozy me, α1 an titry psin, CD11b,
CD14b, CD68, and fac tor XI I I a.16,17 Xant ho ma dis-
se mi na tum may al so re semb le MEDF, alt ho ugh the

FIGURE 1: Multiple tan to brown papules on the dorsum of the patient’s
hands.

FIGURE 2: A large tan to brown papule on the lateral side of the patient’s
middle finger.

FIGURE 3: Multiple tan to brown papules on the dorsum of the patient’s feet.

FIGURE 4: A dermal nodule composed of spindle-shaped fibroblasts under
the epidermis (H&E, 100×).

FIGURE 5: Tumor cells are diffusely positive for vimentin (immunoperoxi-
dase, ×100).
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cha rac te ris tic lary nge al, eye, and oral le si ons, and
the ten dency for pla qu e for ma ti on and di a be tes in-
si pi dus ha ve not be en des cri bed in MEDF.18

The re are se ve ral re ports that in di ca te pa ti ents
with MEDF of ten ha ve va ri o us un derl ying di se a -
ses. Hu ang et al.10 re vi e wed 62 ca ses of MEDF pub-
lis hed bet we en 1973 and 2006. Among the 62 ca ses,
41 (66%) had un derl ying di se a ses. Most MEDF 
ca ses in the li te ra tu re are as so ci a ted with au to im -
mu ne di se a ses, such as syste mic lu pus ery the ma to -
sus,6,19 myast he ni a gra vis,20 pemp hi gus vul ga ris,21

and der ma tom yo si tis.10 Ot her as so ci a ted con di ti ons
inc lu de preg nancy,9 HIV in fec ti on,7 ato pic der ma -
ti tis,22 and he ma to lo gic ma lig nan ci es.23 Ne vert he -
less, a re vi ew12 of 50 MEDF pa ti ents re por ted that
22 of the pa ti ents did not ha ve an un derl ying ab-
nor ma lity. To the best of our know led ge only 3
MEDF ca ses (pre sen ting with >100 le si ons) wit ho -
ut an un derl ying ab nor ma lity ha ve be en re por -
ted.24,25

The pat ho ge ne sis of MEDF re ma ins unk -
nown. Se ve ral hypot he ses for exp la i ning the oc-
cur ren ce of mul tip le erup ti ve le si ons ha ve be en
pro po sed. The na tu re of der ma to fib ro ma, as a ne -
op lasm or a re ac ti ve pro cess, has be en de ba ted for

de ca des. As trig ge ring events, in sect bi tes,26 lo cal
tra u ma, and in fec ti o us agents7 ha ve be en con si de -
red. One re cent re port sug gests that der ma to fib ro -
ma rep re sents an abor ti ve im mu no re ac ti ve pro cess
me di a ted by der mal den dri tic cells.27 Ac cor ding to
this hypot he sis, the de ve lop ment of mul tip le der-
ma to fib ro mas in im mu no de fi ci ent sta tes might be
fa ci li ta ted by the in hi bi ti on of down-re gu la tory T
cells.19 Ad di ti o nally, mast cells are pre sent in lar -
ge num bers in the early sta ge of der ma to fib ro ma
de ve lop ment, and the pre sen ce of the se le si ons
was at tri bu ted to re ac ti ve hyperp la si a as so ci a ted
with syste mic au to im mu ne di sor ders.28 Mo re ver,
pla te let-de ri ved growth fac tor and ba sic fib rob last
growth fac tor, which sti mu la te fib rob lasts, ha ve
be en de tec ted.29 Fa mi li al ca ses ha ve al so be en re-
por ted, sug ges ting a ge ne tic ro le in its eti o logy.22,30

Alt ho ugh the pre sen ted ca se co uld not re call any
ap pa rent trig ge ring event, the re might ha ve be en
a mi nor sti mu lus that the pa ti ent was not awa re
of. 

In conc lu si on, MEDF, alt ho ugh ra re, can be
en co un te red in ot her wi se he althy in di vi du als. As
such, it is pru dent to exc lu de any un derl ying di se -
a ses be fo re ma king a de fi ni ti ve di ag no sis.
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