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Abstract 

Background Dermatofibrosarcoma protuberans (DFSP) is a rare variant of skin sarcoma which is characterized by 
proliferation of spindle cells in a storiform pattern. Although it is mostly benign in its primary stages, it can cause a 
high burden of morbidity unless it is thoroughly excised.

Case presentation Here, we review six cases of DFSP which were characterized by skin lesions in various parts of the 
body. Patients were from 26 to 51 years old; four were Asian men and two were Asian women. Wide surgical excision 
was performed for all these patients and no extra treatment was considered. Samples were studied by hematoxylin 
and eosin (H&E) staining and immunohistochemical (IHC) tests. Only one of our patients experienced recurrence after 
the initial surgery.

Conclusion Determining the best surgical method is still a dilemma in the treatment of DFSP lesions. There are 
numerous studies to prove the efficacy of various surgical interventions. Although DFSP is not commonly known 
as a malignant skin lesion, delay in treatment will have a catastrophic impact on patients’ lives. Thus, applying an in-
time surgical method (wide local excision in our cases) in treating DFSP is crucial in preventing recurrence as well as 
decreasing the morbidity burden of DFSP.

Keywords Dermatofibrosarcoma protuberans (DFSP), Wide local excision (WLE)

Background
Dermatofibrosarcoma protuberans (DFSP) is a rare der-
mal and soft tissue tumor which originates from dermal 
fibroblasts. In clinical terms, DFSP is a low-grade and 
slow-growing form of sarcoma occurring mostly in mid-
dle-aged individuals, with a higher prevalence in females 
[1–3]. Histologically, DFSP consists uniformly of spindle 
cell fascicles positioned in a storiform pattern. However, 
due to various CD34 immunoreactivity in DFSP, its pres-
entation can be mistaken with other malignancies or 

even benign lesions [4–7]. The majority of DFSP cases 
have a t (17; 22) (q22; q13) which results in the creation 
of COL1A1-PDGFB fusion transcripts [8–11]. Although 
it has low metastasis risk, it has significant destructive 
effects locally, which is mostly diagnosed in lesions of the 
trunk area and distal part of the extremities [12]. Some 
cases of DFSP in the head and neck region are reported, 
as well [1].

With regard to the morphological appearance of DFSP, 
it is a firm, painless, and pink or erythematous dermal 
nodule in its early stages similar to other types of atrophic 
benign skin lesions. Consequently, confirmed diagnosis 
by physical examination can be a challenge. Therefore, 
diagnosis of DFSP is achieved by histopathological and 
immunohistochemical (IHC) tests [12, 13]. Generally, 
magnetic resonance imaging (MRI) and fluorescence in 
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situ hybridization (FISH) along with reverse transcriptase 
polymerase chain reaction (RT-PCR) can be utilized not 
only for the screening but also for the purpose of choos-
ing the best treatment.

DFSP is treated primarily by surgical intervention in 
the majority of cases. It is advised that complete resec-
tion be achieved in the first attempt due to the high risk 
of recurrence. Furthermore, the risk of metastasis seems 
to increase in incomplete resections and repeated sur-
gical interventions in DFSP [1, 14]. Mohs micrographic 
surgery (MMS) and wide local excision (WLE) are surgi-
cal options for the treatment of DFSP. However, there are 
conflicting results in terms of choosing the most suitable 
type of surgical treatment for DFSP patients [3, 8, 10–15]. 
In the following study, we report our own experience of 
diagnosis and treatment of six cases of DFSP and review 
recent updates in the journey toward finding the best 
treatment for patients with DFSP.

Case presentation
In our case study, we received specimens from patients 
between 2014 and 2019 in one hospital. These samples 
were provided by one surgeon and were examined by 
hematoxylin and eosin (H&E) staining and IHC tests. 
Out of these samples, six specimens were diagnosed 
with DFSP by CD34-positive marker in IHC tests besides 
other markers. Technically, WLE was considered for all 
these patients. Four of the patients underwent biopsy 
before the surgical excision. Written informed consent 
was obtained from the patients for publication of this 
case report and any accompanying images.

Turning to the data of our patients in Table  1, four 
patients were male and two were female. Their ages 
ranged from 26 to 51 years, with a mean age of 32.5 
years. Considering the location of the lesions, three were 
excised from the trunk, one from the scrotum, and two 

samples from the limbs. The lesions ranged in size from 
1.6 cm to 7 cm. Margins were from 1.9 to 3.1 cm, with 
a mean of 2.4 cm. In our IHC panel, we tested for CD34 
(Fig.  1), smooth muscle actin (SMA), and Ki67 (Fig.  2). 
CD34 was positive in all of our cases, in contrast to nega-
tive SMA staining. Ki67 was between 5 and 10%.

Based on the staging table provided by one study [1], 
50% of our case were in stage IIA, one in stage IIB, and 
two in stage I. Regarding the pathology study of our 
specimens, sections revealed thin skin epidermis with ill-
defined mesenchymal neoplasm involving papillary and 
reticular dermis (Figs. 3, 4) The lesions were composed of 
a uniform population of slender fibroblasts arranged in a 
storiform pattern around in conspicuous vasculature and 
dermal appendages. Nuclear pleomorphism was absent 
and mitosis was rare. Melanin-containing cells were scat-
tered throughout the lesions. At the deep dermis, entrap-
ment of fatty tissue parallel to the surface was also seen. 
Four of the cases were diagnosed with atrophic lesions 
(Fig.  5) and two with Bednar tumors (Fig.  6) Shoul-
der MRI of one of our patients revealed a well-defined 

Fig. 1 IHC panel for CD 34

Fig. 2 Ki67 testing of samples
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homogeneous isointense lesion. One chest computed 
tomography (CT) study showed an enhanced solitary 
nodule, while ultrasonography of the scrotum indicated 
a superficial nodule.

Our follow-up lasted from 11 to 81 months. One of our 
patients being in stage IIB, who had the largest lesion, 
experienced recurrence, while the rest had no further 
problems. He underwent re-resection due to a positive 
margin 2 weeks after his primary surgery. However, dur-
ing his 61 months of follow-up, there was no evidence of 
DFSP relapse. Half of our patients required reconstruc-
tion in their surgical sites. No patients had neoadjuvant 
theory or radiotherapy before or after their surgeries.

Discussion

Clinical features
DFSP is a rare skin tumor which was first described in 
1924 as an invasive and progressive dermatofibroma. Its 
annual incidence is as low as one case per million pop-
ulation. Although recent studies have shown no gender 
preference in the prevalence of DFSP, it is known to be 
most common in middle-aged male patients. Although 
it shows a benign pattern in the early stages, it has the 

potential to turn into a high-grade fibrosarcoma on rare 
occasions. Moreover, years after the initial diagnosis, 
a minority of  nearly 6% can invade distant organs such 
as the lungs [16]. However, one study reported 15% lung 
metastasis in DFSP cases in correlation with other forms 
of high-grade sarcomas [6, 13, 17–19]. Age and gender 
are not risk factors for DFSP and its recurrence. The 
trunk and extremities are the most common locations 
for DFSP, while recent studies have shown that about 
40% of lesions were found in the head and neck region. 
Moreover, the recurrence rate of head and neck lesions 
was higher in some surveys, albeit lacking statistical dif-
ference [6, 13].

Since DFSP lesions are great masqueraders as benign 
skin lesions, they can resemble masses such as lipoma, 
cyst, or even scars which are removed for cosmetic pur-
poses. In light of this information, it is clinically reason-
able to obtain biopsy or choose a wide local excision 
approach for lesions which are cystic in appearance 
but lack a punctum or malodorous pus-like secretions. 
Moreover, surgeons should have second thoughts when 
they want to remove a skin mass larger than 2.5 cm or 
that is increasing in size and lesions with alteration in 
their physical appearance. Also, pain can be a warning 

Fig. 3 Sections of ill-defined mesenchymal neoplasm involving 
papillary and reticular dermis

Fig. 4 Sections of ill-defined mesenchymal neoplasm involving 
papillary and reticular dermis
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sign of malignancy in DFSP lesions. It is advised that such 
patients should be referred to a cancer center with staff 
members experienced in cases of lesions with suspected 
sarcoma, for the purpose not only of preoperative micro-
scopic study of the lesions, but also their treatment [8, 18, 
20]. As the DFSP grows to late stages, it can be ulcerative, 
painful, and bleeding, in contrast to a low-grade lesion 
[16].

In the early stages of DFSP, they are non-protuberant 
lesions, turning into indurated, purple, and violaceous 
nodules as they grow. Left unresected, tumor regions 
can reach the underlying tissue such as fascia, muscle, 
periosteum, and bone. It can even cause distal meta-
static lesions in organs such as the lungs, brain, and 
lymph nodes. However, this process can range from a few 
months to decades [1, 19, 20]. DFSP lesions shows vari-
ous forms. The atrophic and pigmented forms are rare 
variants. The pigmented DFSP lesions, also called Bednar 
tumors, usually have the same color as a bruise of dark 
blue or black appearance. Such lesions have melanin-
containing dendritic cells besides other histological find-
ings of DFSP. On the other hand, the atrophic variant is 
mostly a flat plaque rather than the usual protuberant 
lesions, resembling a dermis-based skin mass with typi-
cal plaque-like histological features beside dermis layer 
thinning. However, these two variants have spindle cells 
with vimentin and positive CD34 staining. Gender has 
no impact on the aforementioned variants. Furthermore, 
they are mostly removed from the trunk and extremi-
ties. Contrary to the usual findings, atrophic pig-
mented lesions can occur in children as well [14, 21, 22]. 
Although there is no accepted staging system among all 
these studies, one study provided a table based on clinical 
features of DFSP lesions [1].

Diagnosis
The differential diagnosis for DFSP lesions is dermatofi-
broma, schwannoma, cutaneous neurofibroma, solitary 
fibrous tumor, intradermal spindle cell lipoma, and spin-
dle cell or desmoplastic melanoma [1]. DFSP cases are 
usually an unexpected pathological result of a presum-
ably benign skin mass. Thus, it can be challenging when 
a safe margin was ignored in such patients [2, 5, 15, 17, 
23]. Such conditions can result in a 3- to 5-year delay in 
diagnosis of patients with cases suspicious for DFSP [13]. 
With regard to diagnosis, CD34 marker in IHC investiga-
tion of samples by sensitivity of more than 85% has a key 
role in differentiating DFSP from other benign soft tissue 
tumors [16].

MRI can function as a diagnostic tool in measuring the 
DFSP tumor size and their invasion of neuromuscular tis-
sues and bone. With respect to findings, MR T1-weighted 
images represent well-defined homogeneous isointense 
lesions as well as exhibiting a well-defined subcutaneous 
soft tissue lesion by an intermediate to marked homoge-
neous hyperintensity to the surrounding muscular area. 
Ultrasound can reveal a hypoechoic superficial nodular 
lesion. Furthermore, CT studies with contrast demon-
strate enhanced solitary, subcutaneous lobular or nodu-
lar lesions with soft-tissue attenuation. CT scans not only 
can identify distant metastasis in DFSP patients, but also 

Fig. 5 Atrophic variation of DFSP lesion

Fig. 6 Bednar tumor
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can reveal necrosis or cystic degeneration in dark areas of 
tumors larger than 5 cm [1, 3, 24].

Surgical treatment
In terms of treatment of DFSP, complete surgical excision 
is the gold standard [16, 25]. Nonetheless, neoadjuvant 
therapy with imatinib and radiotherapy is suggested in 
the majority of cases that experienced incomplete resec-
tion. Such cases suffer from recurrence as well. Indeed, 
the margin of surgical resection was found to have a 
direct impact on the risk of future recurrence. The most 
crucial prognostic factor is the extent of surgical excision, 
which indicates the importance of removal of deeper 
involved tissue such as deep fascia and muscles. Failure 
to make a through excision of the lesion could result in 
local invasion due to its infiltrative behavior. The recur-
rence rate varies from 10 to 80% in studies. However, one 
study reported that the recurrence was double in lesions 
with margins less than 2 cm in comparison with those 
with a larger diameter [16, 19].

Various studies have focused on Mohs and WLE as the 
commonly accepted type of surgery. Traditionally, wide 
margins of 2 to 4 cm with careful pathological study of 
the resection line will usually prevent future recurrence 
in DFSP tumors [26]. There are conflicting results in con-
sidering the width of the surgical margin, since there is 
no universal recommendation for the diameter of resec-
tion in WLE as in British Sarcoma Group guidelines. On 
the other hand, National Comprehensive Cancer Net-
work (NCCN) guidelines consider 2–4 cm a safe mar-
gin for DFSP [17]. Such approaches could end in higher 
morbidity as well as requirement for further surgical 
reconstructions by roughly 50% [4, 17]. Hence, an alter-
native approach of conservative re-excision (CRE) by 
narrower margins was investigated by one study. In the 
CRE method, 1.5 cm is considered the mean of excision 
margin for DFSP cases. CRE, especially in areas such as 
the scalp and thigh, can reduce the probability of longer 
operation time and hospitalization in addition to control-
ling the need for normal skin for reconstruction of sur-
gical sites by approximately 7%. Even though both WLE 
and CRE are accepted in  oncological settings, there is 
the dilemma of determining whether to initiate WLE 
with a higher chance of reconstruction, or a CRE pro-
cedure with lower morbidity and risk of positive margin 
and further reoperation [2, 10, 11, 17, 27]. Frozen section 
has also been used to examine the margins during DFSP 
surgeries to prevent further need for re-excision. Mean-
while, it can provide false-positive results for DFSP due 
to fibroblastic proliferation in correlation with the scar 
tissue of previous excisions. Also, CD34 IHC tests, as 
a consistent test for DFSP diagnosis, cannot be utilized 

during frozen section for assessing intraoperative mar-
gins [17]. Out of almost 200 DFSP patients, the majority 
of patients underwent WLE excision, with a scar larger 
than 10 cm in the end, in contrast to conventional exci-
sion (CE) resection. In micrographic surgery, the scar 
size of WLE and MOHS was similar. To further elabo-
rate, the goal in the CE method is to remove large tumors 
from sensitive areas such as the groin and face with mini-
mal scar instead of providing a negative margin. Thus, it 
is inevitable that the recurrence rate in CE patients was 
almost six times higher than the WLE and Mohs tech-
niques [8].

Although the MOHS method can play a major role in 
reducing the rate of recurrence, it is highly reliant on the 
capabilities of surgeons and pathologists as well as time-
consuming and costly. Considering other downsides of 
MOHS, spindle cells of the normal dermis can be mis-
taken for tumoral cells in frozen sections. Furthermore, 
CD34 staining can yield inconsistent results or even false 
data. Therefore, it can raise doubts regarding the reliabil-
ity of the MOHS technique despite its benefits [13, 20], 
and WLE is a more preferred technique in clinical prac-
tice. The recommended margin for resection of DFSP 
tumors is 2  cm in general. The aim is to make the dis-
tance between tumor edge and cutting edge more than 
1 cm. In one study of 260 patients with DFSP, the authors 
reported a significant difference between patients with 
a margin of 1.5–2.5 cm and those above 3 cm [13]. The 
recurrence rate with Mohs and WLE methods showed 
conflicting results. Generally, Mohs surgery of DFSP 
lesions had a lower recurrence rate of 3% compared with 
WLE; however, some recent studies reported 5% recur-
rence for the Mohs procedure [8].

Generally, WLE with safe margins should be consid-
ered for the majority of DFSP cases of the trunk and 
extremities. The Mohs method is suggested for sensitive 
areas to preserve tissue for cosmetic purposes as well as 
saving organ function. Meanwhile, amputation or adju-
vant targeted radiotherapy is considered when surgical 
removal is out of reach. Follow-up evaluation every 6 
months is recommended for a follow-up period of 5 years 
after surgical intervention [1].

Nonsurgical treatment
There are inconsistent outcomes regarding the impor-
tance of using post-operation radiotherapy. Some meta-
analytical data showed that the impact of neoadjuvant 
therapy on the recurrence rate was not significant in 
comparison with surgical resection alone. Moreover, 
radiation after surgery can cause skin flap necrosis, 
edema, and delayed healing in the resection site. Hence, 
the choice of radiotherapy is highly dependent on the 
patients’ conditions [9, 13]. Some studies have suggested 
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the use of traditional post-op radiotherapy since DFSP is 
known to be radiosensitive. In fact, radiotherapy can be 
life-saving in tumors with questionable margins or inop-
erable lesions to reduce the morbidity, distant metastasis, 
and need for extensive reoperation [15, 16]. Regarding 
immunotherapy, in addition to imatinib, sorafenib is suc-
cessful in the treatment of angiosarcomas. It inhibits vas-
cular endothelial growth factor (VEGF) and was used to 
treat a case of refractory DFSP unresponsive to postop-
erative radiation [2, 3, 10, 16, 27].

Conclusion
DFSP is a rare but challenging skin lesion. It can cause 
morbidity in patients in the absence of proper surgical 
treatment. Although new microsurgical methods can 
be useful in the treatment of DFSP, the classic WLE can 
be considered the choice of treatment in the majority of 
cases. However, further clinical trial studies are needed 
to truly compare the end result of various types of sur-
gical interventions in DFSP. Moreover, regular long-term 
follow-up is vital in managing this type of skin mass.

Acknowledgements
Not applicable.

Author contributions
SS provided the main idea behind this case study and reviewed and approved 
the written article. FA participated in gathering data and patients’ informa-
tion. HRJ and MS wrote the manuscript and made the final revisions as well as 
submitting the article. All authors read and approved the final manuscript.

Funding
This study received no funding.

Availability of data and materials
Not applicable.

Declarations

Ethical approval and consent to participate
Not applicable.

Consent for publication
Written informed consent was obtained from the patients for publication of 
this case report and any accompanying images. A copy of the written consent 
is available for review by the Editor-in-Chief of this journal.

Competing interests
There are no competing interests.

Received: 7 December 2022   Accepted: 20 December 2022

References
 1. Hao X, Billings SD, Wu F, Stultz TW, Procop GW, Mirkin G, et al. Dermatofi-

brosarcoma protuberans: update on the diagnosis and treatment. J Clin 
Med. 2020;9(6).

 2. Caccavale S, Martins Basso A, Vitiello P, Ronchi A, Sica A, Verolino P, et al. 
Dermatofibrosarcoma protuberans: experience at a third-level referral 
center. Dermatol Pract Concept. 2022;12(1): e2022033.

 3. Choi ME, Lee M, Lee WJ, Won CH, Chang SE, Lee MW. Clinical and histo-
pathological analysis of 141 dermatofibrosarcoma protuberans in Korea: 
a comparative study according to trauma. Australas J Dermatol. 2022.

 4. de Juan FA, Alvarez Alvarez R, Casado Herraez A, Cruz Jurado J, Estival 
Gonzalez A, Martin-Broto J, et al. SEOM Clinical Guideline of management 
of soft-tissue sarcoma (2020). Clin Transl Oncol. 2021;23(5):922–30.

 5. Li J, Lin Y, Han X, He W. Dermatofibrosarcoma protuberans presenting as 
an annulare cutaneous lesion: a case report. Asian J Surg. 2022.

 6. Mani S, Kumar R, Kakkar A, Barwad A, Dheeraj K, Sagar P, et al. Recurrent 
Dermatofibrosarcoma protuberans of the head and neck: a case series. 
Indian J Surg Oncol. 2022:1–9.

 7. Wang P, Xiong JX, Chen AJ, Cai T. A case of atrophic dermatofibrosarcoma 
protuberans. Ann Dermatol. 2022;34(5):387–8.

 8. David MP, Funderburg A, Selig JP, Brown R, Caliskan PM, Cove L, et al. 
Perspectives of patients with dermatofibrosarcoma protuberans on 
diagnostic delays, surgical outcomes, and nonprotuberance. JAMA Netw 
Open. 2019;2(8):e1910413.

 9. Henry OS, Platoff R, Cerniglia KS, Batchu S, Goodwin BJ, Sandilos G, et 
al. Tyrosine kinase inhibitors versus radiation therapy in unresectable 
dermatofibrosarcoma protuberans (DFSP): a narrative systematic review. 
Am J Surg. 2022.

 10. Houdek MT, Tsoi KM, Mallett KE, Claxton RM, Ferguson PC, Griffin AM, et 
al. Surgical outcomes of primary dermatofibrosarcoma protuberans: a 
retrospective, multicenter study. Ann Surg Oncol. 2022.

 11. Zongo N, Guigemde RA, Yameogo PB, Some RO, Traore B, Dem A. 
Dermatofibrosarcoma protuberans surgery: experiences of four African 
surgical oncology units and literature review. J Surg Oncol. 2022.

 12. Malan M, Xuejingzi W, Quan SJ. The efficacy of Mohs micrographic 
surgery over the traditional wide local excision surgery in the cure of 
dermatofibrosarcoma protuberans. Pan Afr Med J. 2019;33:297.

 13. Xiong JX, Cai T, Hu L, Chen XL, Huang K, Chen AJ, et al. Risk factors 
related to postoperative recurrence of dermatofibrosarcoma protu-
berans: a retrospective study and literature review. World J Clin Cases. 
2021;9(20):5442–52.

 14. Bai J, Liu B, Liu T, Qiao J, Fang H. Atrophic pigmented dermatofibrosar-
coma protuberans: a case report and literature review. Front Oncol. 
2021;11: 669754.

 15. Brown-Korsah JB, Hill ST, Bordeaux JS. Sociodemographic factors associ-
ated with Mohs micrographic surgery versus wide local excision in 
pediatric dermatofibrosarcoma protuberans. J Am Acad Dermatol. 2022.

 16. Kamar FG. Dermatofibrosarcoma protuberans (DFSP) successfully treated 
with sorafenib: case report. Clin Sarcoma Res. 2013;3(5).

 17. Snow H, Davies E, Strauss DC, Smith M, Hayes AJ. Conservative re-excision 
is a safe and simple alternative to radical resection in revision surgery for 
dermatofibrosarcoma protuberans. Ann Surg Oncol. 2020;27(3):919–23.

 18. Lin P, Yang Z, Tu P, Li H. Atrophic pigmented dermatofibrosarcoma protu-
berans misdiagnosed as hyperpigmentation. Indian J Dermatol Venereol 
Leprol. 2021;87(5):693–5.

 19. Shah A, Tassavor M, Sharma S, Torbeck R. The various treatment modali-
ties of dermatofibrosarcoma protuberans. Dermatol Online J. 2021;27(6).

 20. Ng JY, Ng JY, Tan K, Liang R. Diagnostic difficulties and complexities in the 
management of dermatofibrosarcoma protuberans in the breast: a case 
report and review of the literature. Cureus. 2021;13(8): e17005.

 21. Chan IL, Carneiro S, Menezes M, Ramos ESS, Magalhaes T, Cuzzi T, et al. 
Dermatofibrosarcoma protuberans: a case report. Case Rep Dermatol. 
2014;6(2):134–9.

 22. Sleiwah A, Wright TC, Chapman T, Dangoor A, Maggiani F, Clancy R. 
Dermatofibrosarcoma protuberans in children. Curr Treat Options Oncol. 
2022;23(6):843–54.

 23. Martin ECS, Vyas KS, Batbold S, Erwin PJ, Brewer JD. Dermatofibrosarcoma 
protuberans recurrence after wide local excision versus mohs micro-
graphic surgery: a systematic review and meta-analysis. Dermatol Surg. 
2022;48(5):479–85.

 24. Zou MH, Huang Q, Yang T, Jiang Y, Zhang LJ, Xie Y, et al. Role of ultrasound 
in the diagnosis of primary and recurrent dermatofibrosarcoma protuber-
ans. BMC Cancer. 2021;21(1):909.

 25. Ah-Weng A, Marsden JR, Sanders DS, Waters R. Dermatofibrosar-
coma protuberans treated by micrographic surgery. Br J Cancer. 
2002;87(12):1386–9.

 26. DuBay D, Cimmino V, Lowe L, Johnson TM, Sondak VK. Low recur-
rence rate after surgery for dermatofibrosarcoma protuberans: 



Page 8 of 8Sheidaei et al. Journal of Medical Case Reports           (2023) 17:18 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

a multidisciplinary approach from a single institution. Cancer. 
2004;100(5):1008–16.

 27. Yan BY, Elias ML, Duvvuri P, Strunk A, Garg A, Sharon VR, et al. Treatment 
of dermatofibrosarcoma protuberans with mohs micrographic surgery is 
associated with lower odds of post-operative radiotherapy compared to 
wide local excision. J Am Acad Dermatol. 2022.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Dermatofibrosarcoma protuberans challenges: a case series and review of the literature 
	Abstract 
	Background 
	Case presentation 
	Conclusion 

	Background
	Case presentation
	Discussion
	Clinical features
	Diagnosis
	Surgical treatment
	Nonsurgical treatment

	Conclusion
	Acknowledgements
	References


