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Abstract
Diabetic dermopathy is a term used to describe the small,
round, brown atrophic skin lesions that occur on the shins of
patients with diabetes. The lesions are asymptomatic and
occur in up to 55% of patients with diabetes, but incidence
varies between different reports.  Diabetic dermopathy is
more common in older patients and those with longstanding
diabetes. It is associated with other microvascular complica-
tions of diabetes such as retinopathy, nephropathy and neu-
ropathy and also with large vessel disease. Histological
changes include epidermal atrophy with flattening of the
rete ridges, dermal fibroblastic proliferation, altered colla-
gen, dermal oedema and an increase in dermal capillaries,
with a perivascular inflammatory infiltrate, changes to the
vessel walls and melanin and haemosiderin deposition. The
underlying mechanism for diabetic dermopathy is unknown,
although it may be related to local thermal trauma,
decreased blood flow causing impaired wound healing or
local subcutaneous nerve degeneration. Diabetic dermopa-
thy requires no treatment, but may be a surrogate for more
serious complications of diabetes, which require investiga-
tion and management.
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Introduction
Diabetic dermopathy is the commonest skin condition that oc-
curs in patients with diabetes mellitus. The condition was first
reported in 1964 by Melin, who described small, circumscribed,
brownish atrophic skin lesions occurring on the lower extremi-
ties.1 The phrase diabetic dermopathy was coined by Binkley in
1965,2 but the lesions have variously been termed “pigmented
pretibial patches”,3 “shin spots”,4 “spotted leg syndrome”5 and

“diabetic dermangiopathy”.6 In his original clinical description,
Melin concluded that they were more or less specific for diabetes
mellitus1 and, while most reports published since then agree with
his findings, other authors suggest that the lesions may be seen
in patients without diabetes.4 One study found that they
occurred in 1.5% of non-diabetic medical students and in
20.2% of non-diabetic controls, derived from the endocrine
clinic population.4 It has been suggested that at least four lesions
are characteristic of diabetes.7

Diabetic dermopathy has been reported to occur in between
0.2-55% of patients with diabetes.1,4,7-11 The lowest incidence was
reported in a study from India of 500 patients with diabetes (98.8%
type 2 diabetes), in which only one patient (0.2%) was found to
have diabetic dermopathy.10 The reason suggested for the low in-
cidence reported in most studies from India is that the skin lesions
may be more difficult to see in individuals with darker skin types.12

However, a notable exception is a study from the Western
Himalayas in which diabetic dermopathy was identified in 36%.9

Diabetic dermopathy is more common in patients older than
50 years13 and in those with a longer duration of diabetes.1,4,13

In older patients diabetic dermopathy was found to occur after
a shorter duration of diabetes, whereas in younger patients
lesions occurred only after ten years in patients less than 20 years
of age.1 The lesions have been reported to occur more frequently
in male patients,1,4 however, this difference is not always signif-
icant13 and other studies have not found any difference.14 It is
uncertain as to whether diabetic dermopathy is more common
in patients with type 1 or type 2 diabetes.12

Diagnosis

i.Clinical findings
The lesions are asymptomatic and there are only a few reports
of their onset and progression.1,2 The lesions begin sponta-
neously as non-blanching, scaly, red or purple, round or oval
macules or papules. There may be induration, with a central
depression or vesiculation (Figure 1).2 These lesions subsequently
progress to the characteristic scar-like lesions of diabetic der-
mopathy.1 In established lesions there may be a thin keratin
scale.2 Most frequently presenting as round, brown, atrophic
lesions of less than 1cm diameter, some may be elongated and
up to 2.5cm (Figure 2).3,15 They usually occur on the shins in a
bilateral asymmetrical distribution, but have been rarely reported
on the arms, thighs, trunk and abdomen.6,16 The intensity of
pigmentation corresponds to the degree of atrophy, with the
darkest lesions also being the most atrophic.1 Each individual
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lesion lasts on average 18-24 months, before fading to minimally atrophic
macules, or clearing completely.1 In some cases, the brownish colour
disappears and is replaced by a slight depigmentation.1 As older lesions
clear, new lesions appear.1

ii.Clinical associations
The presence of diabetic dermopathy may be an indicator of other more
serious pathology and its occurrence has been associated with both mi-
crovascular complications1,13 and large vessel disease.14 In Melin’s original
study 69% of patients with skin lesions had retinopathy; only 25% of the
group without skin lesions had retinopathy.1 Similarly, there were signifi-
cantly more patients with nephropathy in the group with diabetic dermo-
pathy, than in those without (27% versus 5%) and more patients with
neuropathy amongst those with diabetic dermopathy than in those with-
out (57% versus 20%).1 Another study examining the relationship
between retinopathy and diabetic dermopathy also found that the fre-
quency of retinopathy in patients with diabetic dermopathy was signifi-
cantly greater than in patients without diabetic dermopathy (44% versus
15%).17 Although most other studies have confirmed similar findings, one
study of 457 diabetic patients found that diabetic dermopathy was asso-
ciated with neuropathy, but not retinopathy or nephropathy.14 Shemer et
al. (1998) found that patients with other diabetic microvascular complica-
tions such as retinopathy, neuropathy and nephropathy were more likely
to have diabetic dermopathy than those patients with no complications.13

Furthermore, the incidence of diabetic dermopathy increased with number
of complications, such that diabetic dermopathy occurred in 21% of those
with no microvascular complications, 52% of those with one complication,
57% of those with two complications and 81% of those with all three
complications.13

Surprisingly, no correlation between the presence of diabetic dermopa-
thy and HbA1c was found.14

iii.Histopathology
Diagnosis of diabetic dermopathy is usually made by clinical examination.12

Although frequently recognised, lesions of diabetic dermopathy are rarely
biopsied12,18 due to concerns about poor healing on the lower limbs. Biopsies
were performed in early studies, with further information derived from post
mortem specimens.18

Epidermal features include atrophy or flattening with obliteration of
the rete ridges, hyperkeratosis and variable pigmentation in the basal
cells.1,2,19 

Dermal changes include fibroblastic proliferation, increased density of the
collagen, with thickening of the collagen bundles and fragmentation or sep-
aration of the collagen fibres and dermal oedema.1,2 There are more fine wavy
elastic fibres than in the skin of non-diabetics.19 There are increased numbers
of capillaries with hyalinization of dermal arterioles, endothelial proliferation,
and narrowing or partial occlusion of the vessel lumina and deposition of
periodic-acid-Schiff positive material in their walls.6 There is increased dermal
melanin and haemosiderin deposition.18

Causes
The underlying mechanism behind diabetic dermopathy is unknown,
although many theories have been suggested. As the lesions are asympto-
matic, patients often do not notice their appearance and may assume they
have arisen due to trauma.2 Melin explored the theory that the lesions of
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Figure 1. Early red/purple lesions showing 
depressed centre and vesiculation
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Figure 2. Brown macules with atrophic scars on the
shins of a diabetic patient
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diabetic dermopathy occurred secondary to trauma; however
attempts to experimentally reproduce the lesions by striking the
skin with a rubber hammer were unsuccessful.1 Another theory is
that the lesions were caused by areas of relative ischaemia caused
by changes in local temperature. Binkley suggested that the
predilection for the shins was due to decreased skin temperature,
slow blood flow, increased plasma viscosity and vessel fragility.2 Ex-
perimental attempts to induce diabetic dermopathy in patients with
diabetes revealed that application of thermal stimuli, both hot and
cold, induced atrophic circumscribed skin lesions in elderly patients
with diabetes, or those with diabetes of long duration. However,
similar lesions were also elicited in the skin of patients with amyloi-
dosis, suggesting that they were not specific for diabetes.16 Local
ischaemia was postulated as a possible cause for diabetic dermopa-
thy, but blood flow in the lesions has been shown to be increased,
rather than decreased, making this theory less likely.20 The authors
concluded that diabetic dermopathy does not occur due to
ischaemia and represents a scarring process due to defective wound
healing.20 A subsequent study confirmed increased blood flow in
the actual lesions, but found decreased blood flow in normal
appearing skin on the shins of patients with diabetic dermopathy.
The authors proposed that the decreased blood flow predisposed
patients with diabetes to inadequate wound healing, which led to
the formation of the characteristic lesions of diabetic dermopathy.21

Another suggested mechanism is that diabetic neuropathy causes
subcutaneous nerve degeneration, which leads to diabetic
dermopathy.22

Management  
The lesions of diabetic dermopathy are asymptomatic and no
treatment is recommended or has been shown to be effective.
Cosmetic camouflage may be used to disguise the appearance
of the skin lesions if required. However, given the strong associ-
ation of diabetic dermopathy with other microangiopathic com-
plications of diabetes, the lesions might be considered a
surrogate for more serious pathology. The finding of skin lesions
with the appearance of diabetic dermopathy in patients not
previously known to have diabetes should prompt investigations
for the condition.4

Given the association with other microvascular complica-
tions, optimisation of glycaemic control in patients with diabetic

dermopathy to minimise the progression of retinopathy,
nephropathy and neuropathy is paramount.       
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Key messages

• Diabetic dermopathy manifests as small, round, brown
atrophic skin lesions on the shins of patients with
diabetes

• The underlying mechanism for diabetic dermopathy is
unknown

• The skin lesions are asymptomatic and require no
treatment, but are associated with other microvascular
complications and large vessel disease


