
Dermatofibroma =الجلدي (الليفوم)الليفي الورم

 1 / 3



Dermatofibroma =الجلدي (الليفوم)الليفي الورم

 2 / 3



Dermatofibroma =الجلدي (الليفوم)الليفي الورم

  

    Dermatofibroma    The overlying epidermis is usually acanthotic. Pseudoepitheliomatous hyperplasia and abasaloid proliferation may be noted. The hyperplasia may be caused by the action of fibroblastson epidermal keratinocytes.23  Basal cell carcinomas occurring upon a dermatofibroma havebeen reported. Increased pigment may be seen, which may be iron or melanin. Most lesionsdisplay a grenz zone of normal papillary dermis overlying the tumor.The bulk of the tumor is within the mid dermis where no capsule is present and the periphery ofthe lesion blends with the surrounding tissue. Whorling fascicles of a spindle cell proliferationwith excessive collagen deposition are characteristic. At the periphery, the spindle cellscharacteristically wrap around normal collagen bundles (see the images below). Occasionally,melanocytes have been reported to be interspersed amongst the spindle cells.24    The subcutis typically is preserved, but if involved (especially when a storiform [cartwheel]pattern is observed), be alert to the possibility of the lesion being a dermatofibrosarcomaprotuberans (DFSP).        -  Antibodies toward factor XIIIa and CD34 may be useful in distinguishing the 2 tumors, withthe former suggesting dermatofibroma and the latter suggesting DFSP. 25       -  Stromelysin-3 expression of dermatofibroma by immunohistochemical staining may alsobe useful in distinguishing between the 2 types. 26       -  Transforming growth factor-beta type I and type II receptor expression patterns may alsohelp distinguish between dermatofibroma and DFSP. 5       -  Nestin, expressed in 13% of dermatofibroma and 94% of DFSP, may be another usefulmarker to distinguish between these 2 tumors. 27       -  Monoclonal mouse anti-D2-40 immunostain appears to be a sensitive marker fordermatofibromas, including the cellular variant, which can also aid in differentiation from DFSP.28      -  Indeterminate tumors that share histologic and immunohistochemical features ofdermatofibroma and DFSP have been described 29 ; however, those studied do not harborthe COL1A1-PDGFB chimeric transcripts of DFSP.30    Two variants have been reported relatively frequently on the hands and feet. One showsschwannomalike features with lamellar and storiform fibrosis and a palisading of fibroblasts. Theother is a myxoid variant, which appears to localize to the fingers and toes and is thought toshare an association with mucous cyst of the finger.One clinicopathologic classification scheme31 describes the following 4 categories ofdermatofibroma: (1) those with architectural peculiarities, such as deep penetrating, atrophic,giant, aneurysmal (angiomatoid), hemangiopericytomalike, palisading, or ossifying variants; (2)cellular/stromal dermatofibromas, such as clear cell, granular cell, myofibroblastic, sclerotic,monster cell, atypical (pseudosarcomatous), elusive (hemosiderotic), cholesterotic (lipidized),and myxoid variants; (3) dermatofibromas with architectural and cellular/stromal changes inhomogeneous arrangement, including epithelioid cell, cellular benign, smooth muscleproliferative, basal cell carcinoma–like, pseudolymphomatous, multinucleate cellangiohistiocytoma, cellular neurothekeoma, plexiform fibrohistiocytic tumor, plexiformxanthoma, and plexiform xanthomatous tumor subtypes; and (4) a complex, composite orcombined dermatofibroma category with 2 or more architectural and cellular/stromal patterns ina single lesion.Of the variants listed above, keep in mind that the uncommon sclerotic fibromalikedermatofibroma should be differentiated from sclerotic fibroma. A 2005 study32 showed 7 of 7 ofthe former lesions to be negative for CD34 and CD99, while 3 of 3 solitary fibromas werepositive for CD34 and CD99. For comparison, 14 of 14 "common-type" dermatofibromas in thisstudy were negative for CD34, while 4 demonstrated positivity with CD99.In one study, CD10 was positive in 11 of 11 dermatofibromas and only positive in 1 of 7epithelioid dermatofibromas, so it was postulated that epithelioid dermatofibroma may be adistinct entity.33 Lichenoid dermatofibroma, ulcerated dermatofibroma, erosive dermatofibroma, diffuseeosinophilic infiltrate dermatofibroma, dermatofibroma accompanied by perforating dermatosis,dermatofibroma with overlying sebaceous hyperplasia, dermatofibroma with intracytoplasmicglobules,34 , signet-ring cell dermatofibroma,35 and amyloid light chain deposition36 have alsobeen reported. A case of an apocrine gland cyst with a hemosiderotic dermatofibroma wastermed an apocrine hemosiderotic dermatofibroma.37 Induction of adnexal structures by dermatofibroma is quite common and may mimic overlyingbasal cell carcinoma.38 A 2005 series39 reported the uncommon occurrence of dermatofibroma and melanocytic lesionsin the same biopsy specimen. Four of 14 specimens showed the 2 processes to seeminglymerge imperceptibly. The lesions included junctional, dermal, and compound nevi as well as asingle case of melanoma in situ. Knowledge of this relationship can help prevent rendering thewrong diagnosis and is facilitated by the use of immunohistochemistry, with the melanocyticlesions showing S-100 and Mart-1 positivity with FXIIIa negativity and the dermatofibromashowing S-100 and Mart-1 negativity and FXIIIa positivity. A subsequent case report40 documenting an invasive melanoma occurring in association with a dermatofibromaunderscores the role of these immunohistochemical stains.INI-1, present in 100% of dermatofibroma and 13% of epithelioid sarcoma, can help distinguishbetween these 2 lesions.41     
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