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Dear Editor,
Sclerotic fibroma is a rare soft-tissue tumour with less than 
100 cases described in the literature. It could be associated 
with the spectrum of PTEN hamartoma tumour syndrome 
cutaneous manifestations or presents as an acquired, solitary 
lesion.1 Even though it represents a benign neoplasm, local 
recurrence has been described in rare cases.1 Here we report 
a case of a recurrent solitary sclerotic fibroma.

A 54-year-old Indian woman was referred to our dermatology 
department for evaluation of a lesion on the left foot which 
was excised six years before (histological documentation was 
not available), but then recurred and enlarged during the last 
year. The patient was in good general health.

Clinical examination revealed an erythematous, irregularly 
shaped, woody-at-palpation nodule of 4 × 3 cm, adherent to 
the epidermis on the medial surface of the left foot. Similar 
papular lesions were visible near the nodule [Figures 1a and b].  
The patient stated that the lesions were growing slowly and 
were painful on palpation. A recent magnetic resonance 
imaging of the left foot showed a hypointense unique lesion 
located in the dermis, with no connection to the deeper 
muscular-tendinous fascia with an asymmetrical growth. No 
other cutaneous findings were present. Personal and family 
history of PTEN hamartoma syndrome was negative. Clinical 
differential diagnosis included atypical fibroxanthoma and 
dermatofibrosarcoma protuberans. A 4 mm punch biopsy of 
the nodule for histopathological examination was performed.

The resected biopsy specimen was formalin-fixed, 
paraffin-embedded, and then processed for haematoxylin and 
eosin staining.

Histopathology revealed a well-circumscribed, 
non-encapsulated, dermal lesion. The epidermis was 
uninvolved with a spared subepidermal “grenz zone” 
[Figure 2a]. The lesion was composed of hyalinized thick 

collagen bundles arranged in a storiform pattern and 
separated by a slit-like cleft [Figure 2b], and cytologically 
by monomorphous spindle elements without mitotic 
figures; no significant atypia was observed [Figure 2b]. 
Immunohistochemical analysis showed negative staining 
for S100, CD99 and CD68, whereas few spindle cells were 
faintly positive for CD34 [Figures 2c and d], factor XIII 
and smooth muscle actin [Figure 2e]. Elastic fibres were 
significantly reduced within the lesion compared to the 
surrounding dermis [Figure 2f].

Histopathological differential diagnoses included sclerotic 
dermatofibroma, tendon sheath fibroma, long-standing 
neurofibroma and sclerotic lipoma. The absence of 
conventional histological features of dermatofibroma 
together with the absence of CD68 expression ruled out the 
diagnosis of a sclerotic dermatofibroma. Similarly, the lack of 
mature adipocytes through the lesion led to the exclusion of a 
sclerotic lipoma. The superficial location of the lesion and the 
absence of contiguity with the tendon were inconsistent with 
the diagnosis of a tendon sheath fibroma.

Finally, neurofibroma was excluded due to S100 negativity.

The immunohistochemical and morphological features were 
consistent with a lesion composed of sclerotic collagen 
bundles with scattered fibroblast expressing smooth muscle 
actin, factor XIII (and CD34 with lower intensity). Therefore, 
ruling out the other entities, a diagnosis of the solitary 
sclerotic fibroma (storiform collagenoma) was made.

The patient was referred to plastic surgery for wide excision 
of the lesion.

Sclerotic fibroma (SF), also known as storiform collagenoma, 
is a rare benign cutaneous tumour of mesenchymal origin. 
It was first described as a hallmark of PTEN hamartoma 
syndrome,2 but isolated, non-syndromic cases have been 
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also reported.1 Histopathological features are represented by 
hyalinized collagen bundles arranged in a “plywood-like” 
or whorled pattern separated by a cleft and the presence of 
dilated blood vessels at the periphery of the lesion.3

Clinical presentation is heterogeneous: multiple SF 
represents a hallmark of PTEN hamartoma tumour syndrome 
– an inherited cancer predisposition syndrome due to PTEN 
mutations characterized by multiple cutaneous hamartomas 
and an increased risk of solid organ malignancies, mainly 
involving head and neck region.2 In its solitary form, 
sclerotic fibroma usually presents as a pink or flesh-coloured 
dome-shaped, firm nodule, with no sex predilection 
and different anatomical regions affected, including 

uncommon locations such as mucosae, acral sites and nail 
bed.1 Dermoscopically, solitary sclerotic fibroma has been 
shown to present a homogeneous whitish background and 
arborizing vessels.4 A literature search showed two other 
cases of recurrent solitary sclerotic fibromas: the first by 
McCalmont5 in a 46-year-old man who had a recurrence 
of the neoplasm on the left cheek, 30 months after local 
excision, and the second by Cohen et  al.6 in a 20-year-old 
woman, seven years after a shave biopsy for a lesion located 
on the nose. In our case, though histopathological evidence 
was lacking to conclusively diagnose the initial lesion as 
sclerotic fibroma, history was consistent with the excision of 
a similar lesion.

Figure 1a: A multilobulated lesion on the medial surface of the left foot of 
the patient composed of an erythematous-to-brown nodule of 4 × 3 cm and 
three papulo-nodular lesions

Figure 1b: Details of the lesion showing the bigger nodule with a scaly surface 
and the neighbouring smaller lesions embedded in the epidermis

Figure 2a: A well-demarcated, non-encapsulated, hypocellular dermal lesion 
with an uninvolved epidermis (H&E staining, 100×)

Figure 2b: Histopathology showing hyalinized collagen bundles arranged in 
a storiform pattern and separated by a prominent cleft (H&E staining, 400×)
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excised, and strengthens the hypothesis that it is a primary 
actively growing tumour.

Solitary sclerotic fibroma, although rare, requires a thorough 
clinical examination to exclude PTEN hamartoma syndrome. 
A complete local excision should be considered to minimize 
the possibility of a recurrence.
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Differently from the previous reports, in our patient the tumour 
did not affect the head and neck region—as it was unusually 
located on the foot, recurred after 5 years despite a local 
excision, and grew considerably reaching 4 cm in diameter.

Whether SF represents a reaction pattern, an end stage of a pre-
existing fibrohistiocytic tumour (e.g. dermatofibroma) or an 
actively growing neoplasm was a matter of debate.1 However, 
the presence of actively collagen-producing spindle cells and 
the evidence of a type I procollagen synthesis,3 together with 
the recurrence potential of SF favour the primary neoplasm 
hypothesis.

Our report, adding probably a new recurrent SF case in the 
literature enlightens its potential to re-occur if not completely 

Figure 2c: Scattered CD34 positive spindle cells located at the periphery of the 
lesion together with strongly positive endothelial cells (CD34 staining, 100×)

Figure 2d: Spindle elements faintly positive for CD34 (CD34 staining, 600×)

Figure 2e: Spindle elements positive for smooth muscle actin (SMA 
staining, 600×)

Figure 2f: Orcein staining showing the absence of elastic fibres within the 
tumour (orcein staining, 100×)
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An observational study to describe dermoscopic features of 
sweat dermatitis and assess the treatment outcome
Dear Editor,

Sweat dermatitis was first described by Ramam et al.1 in 
1998, as an irritant dermatitis caused due to excessive stag-
nant sweat produced due to high temperature and low humid-
ity.2 Risk factors include tight clothing, friction, and synthetic 
clothing that do not absorb sweat.3 It is seen both over convex 
areas such as lateral back, chest, and abdomen as well as con-
cave areas such as lower back, cubital fossa, axilla, inter and 
submammary area, neck, and midline groove of the back.4 
Clinically, it presents as dry, fissured, crinkled, hyperpig-
mented plaques with well-defined borders.5

This was a single-center observational study of 10 patients 
with sweat dermatitis diagnosed at the tertiary care center in 
North India, from April 2022 to September 2022. The study 
was done in summer where the daytime temperature reaches 
up to 49°C due to the prevailing heat wave.6 The diagnosis of 
sweat dermatitis was made based on the acute onset pruritic 
papules and scaly plaques on the classical sites (back, axil-
lae, and inframammary areas), preceding history of increased 
sweating and rapid response to treatment. Written informed 

consent was taken from all patients/guardians. Clinical (age, 
sex, occupation, duration, relationship with sweating, use of 
synthetic clothing, sites involved, and morphology) and der-
moscopic data was collected from all the patients and histo-
pathological evaluation was done on two patients. Patients 
were contacted through telephone to enquire regarding recur-
rence of the symptoms.

A total of 10 patients were enrolled in this study. The mean 
age of presentation was 26.4 ± 8 (range; 10–38) years with 
male–female ratio of four and mean duration of disease was 
8.1 ± 9.4 (range; 2–20, median; 8.5) days. The mean follow-up 
period was 2.5 ± 1.5 (range; 0.3–5) months. Two patients had 
history of similar lesions on the same sites in the previous year 
in summer, which resolved in 2–3 weeks. Use of synthetic 
clothes was present in 2 (20%) patients. The most common 
site of involvement was back (9/10; 90%) and other sites were 
infra-axillary area (2/10; 20%), inframammary area (1/10; 
10%) and forehead (1/10; 10%). Patients presented with mul-
tiple erythematous to skin-coloured tiny pinhead-sized papules 
on background of erythema (active stage; Figures 1a and 1b) 
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