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Letters to the Editor

lesions is consistent with a diagnosis of dermatofibroma. 
As simple excision was precluded given the number, size 
and location of the lesions, carbon dioxide laser was used 
to get a bloodless excision and wound contraction leading 
to a scar-free excision. 

Dermatofibroma is believed to be a pattern of dermal 
response to injury such as insect bites. Whether its cell 
of origin is the fibroblast or histiocyte is still unclear.[2] 
One third of the lesions are multiple.[3] Multiple eruptive 
dermatofibromas have been reported, in patients with 
autoimmune diseases such as lupus erythematous and those 
on immunosuppressive drugs.[4,5]

The course is benign with slow spontaneous involution. Less 
than 5% of dermatofibromas recur after excision.[6] Involution 
may occur after many years.

Carbon dioxide laser has benefits over other modalities in 
terms of absence or delay in recurrence due to influence 
on fibroblast secretion of growth factor.[7] In conclusion, we 

Multiple dermatofi bromas on face Multiple dermatofi bromas on face 
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Sir,
Dermatofibroma is a benign tumor which is a generally a 
single round or ovoid papule or nodule about 0.5 mm to 1 
cm in diameter, is reddish brown, sometimes with a yellowish 
hue. The commonest sites include thighs, legs or arms and 
affection of face is rare. We came across an unusual case of 
multiple dermatofibromas on the face and the trunk.

A 58-year-old man presented with skin-colored papules and 
nodules over the face, arms and trunk. He initially noticed 
one of them at the right outer angle of the eye. Lesions then 
appeared over the cheeks, eyelids, chin, neck, chest and 
arms. Gradually over a period of eight months, two lesions 
regressed spontaneously on the face. The patient had no 
history of medication for any illness. There was no relevant 
family or personal history.

Cutaneous examination revealed dry, firm to hard, round 
to oval, skin-colored nodules, ranging from one millimeter 
to two centimeters with regular borders. The lesions 
were scattered, regional and bilaterally symmetrical. The 
conjunctiva, mouth, scalp, hair and nails were normal. There 
were no café’ au lait macules. A clinical differential diagnosis 
of neurofibroma or xanthoma was considered. 

One of the nodules on the face was excised with carbon dioxide 
laser and submitted for histopathological evaluation [Figure 
1]. A diagnosis of dermatofibroma was made. Subsequently, 
six lesions were excised using carbon dioxide laser with 
histology again showing features of dermatofibroma. 
Satisfactory healing was noted at one week and one month 
following excisions without significant scarring [Figure 2]. 
The patient has been followed-up for eight months without 
any recurrences. 

Dermatofibroma is characterized by a nodular cellular 
proliferation of fibroblasts in a criss-cross or storiform 
pattern in the dermis. Further, multinucleate giant cells and 
foam cells were also seen in our patient a feature that is 
common in dermatofibromas. Neurofibroma was ruled out as 
a possible diagnosis in the absence of cells with wavy nuclei 
or evidence of specific neurogenic differentiation.[1] Also 
retrospectively, a history of spontaneous remission of two 

Figure 1: A well circumscribed benign spindle cell lesion in the 
dermis (H and E, x100)

Figure 2: Multiple dermatofi bromas of the face before and after 
CO2 laser therapy 
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emphasize that dermatofibromas may clinically resemble 
neurofibromas or xanthomas, further multiple tumors can 
be effectively excised with carbon dioxide laser.
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Letters to the Editor

Clinical spectrum of dermatoses Clinical spectrum of dermatoses 
caused by cosmetics in south caused by cosmetics in south 
India: High prevalence of India: High prevalence of kumkumkumkum 
dermatitisdermatitis

Sir,
Cosmetics are defined as “articles intended to be rubbed, 
poured, sprayed on or sprinkled, introduced into or 
otherwise applied to the human body or any part thereof for 
cleansing, beautifying, promoting attractiveness or altering 
the appearance”.[1] Adverse cutaneous reactions to cosmetics 
can be of various types.[2] 

A descriptive study was conducted in the department of 
Dermatology and STD, in a tertiary care centre in south India 

from August 2004 to June 2006 to estimate the frequency 
of dermatoses caused by cosmetics in patients attending 
dermatology OPD and to clinically characterize various types 
of dermatoses caused by cosmetics. 

Seventy-one patients with various types of cosmetic 
dermatoses were seen. Mean age of the patients was 42.9 
years with female to male ratio of 1.6:1. Kumkum alone was 
the responsible cosmetic product in 41 patients (57.7%). 
Sticker bindi alone was incriminated in eight patients (11.3%), 
kumkum and sticker bindi both in five patients (7%), hair dye 
in eight patients (11.3%), lightening creams in four patients 
(5.6%) and after-shave lotion, nail polish, moisturizing cream, 
tilak and toothpaste in one patient each. Face was involved 
in 69 patients (97.1%), scalp and neck were involved in eight 
patients each (11.3%), abdomen in five patients (7%) and 
infra-axillary area in one patient (1.4%). Most common type of 
cosmetic dermatosis was pigmented contact dermatitis (PCD) 
(40 cases), followed by allergic contact dermatitis (ACD) (24 
cases), leukoderma seen in nine patients, hypopigmentation 
seen in two patients and acneiform eruptions seen in one 
patient. 

Cosmetic products most commonly incriminated for 
dermatitis are different in different countries and the pattern 
of dermatitis is determined by the way local populations 
use the cosmetic products.[3] According to Pasricha,[4] most 
common cause of contact dermatitis due to cosmetics in 
India is hair dye. Mehta et al[5] suspected sticker bindi, hair 
dye and face creams to be the most common causes in that 
order of frequency. Kumar et al[6] reported face creams as the 
most common (30%) cause of cosmetic dermatitis, followed 
by hair dye (16%) and soaps (14%).

Particular cosmetics, such as kumkum, bindi, tilak, are applied 
in India and a few other countries among the Hindus.[5] 
Hence, dermatitis due to these products are reported only in 
Indians.[4,5] In our study, kumkum was the most common cause 
of cosmetic dermatoses (46/71 patients, 64.7%). Typically, 
kumkum is used by women of Indian origin (especially the 
Hindus).[4,7,8] But, in our study, males were also involved by 
kumkum dermatitis in significant proportion (16/46, 34.8%). 
They were using kumkum for religious purposes. In south 
Indian states ‘kumkum’ is prepared at home by alkalizing pure 
turmeric powder[4] but commercial kumkum is used more 
often nowadays. The exact composition of commercially 
available kumkum is not known, but is known to contain 
starch or chalk powder colored with various azodyes.[8] Other 
known components in commercial kumkum include various 
dyes (coal tar dyes, toluidine red, erythrosine and lithol red 
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