


and genitalia. It usually develops from a trichilemmal cyst
subsequent to trauma or inflammation and infrequently may
arise de novo.’ The tumor is well-circumscribed, located in
the dermis or subcutis with squamoid cytological features
and trichilemmal keratinization. Features pointing to
trichilemmal keratinization include presence of clear cells
and absence of granular layer. It can be classified into three
groups: benign, locally aggressive and malignant.® Surgical
excision is the mainstay of treatment. A local recurrence rate
of 3.7% was seen in a meta-analysis of 185 cases.

Trichilemmal tumor developing in seborrheic keratosis is
a rare phenomenon. Nakayasu et al. reported trichilemmal
differentiation in a nodule that appeared in the centre of
seborrheic keratosis.> Proliferating trichilemmal tumor
along with features of Bowen’s disease has been described
in seborrheic keratosis.® Kitagawa et al. reported a case of
trichilemmal tumor with malignant tendency that developed
in seborrheic keratosis.* All these previous cases were
reported in Japanese population and developed in long-
standing seborrheic keratosis.>*

Histopathological differentials of  proliferating
trichilemmal tumor are squamous cell carcinoma and
trichilemmoma.  Proliferating trichilemmal tumor
is differentiated from squamous cell carcinoma by
trichilemmal keratinization, presence of clear cells,
absence of marked atypia and lack of infiltration into
surrounding structures.’ Trichilemmoma shows one or
more tumor lobules oriented around a central hair follicle,
with palisading columnar cells in the periphery and a
thickened basement membrane.? Rarely proliferating
trichilemmal tumor can undergo malignant transformation,
sequentially starting from the adenomatous stage
of trichilemmal cyst to epitheliomatous stage of
proliferating trichilemmal tumor into the carcinomatous
stage.® Malignant proliferating trichilemmal tumor shows
invasion, nuclear atypia, necrosis and abnormal mitotic
figures.® The detailed histopathological differences
between proliferating trichilemmal tumor, squamous cell
carcinoma and trichilemmoma are delineated in Table 1.

The present case demonstrates the rare co-localization
of proliferating trichilemmal tumor and seborrheic
keratosis in an Indian patient. It is enigmatic as to
whether proliferating trichilemmal tumor can arise from
long-standing seborrheic keratosis in the absence of sun-
exposure as a possible trigger or it simply represents
a coincidental phenomenon. Since most trichilemmal
tumors occur on sun-exposed sites with cumulative solar

Observation Letters

irradiation as a major cause, our report raises a question
about the triggers causing trichilemmal differentiation. In
our case as the lesional site was sun-protected, there was
no evidence of apparent actinic damage on histology, in
the form of atrophic epidermis and degeneration of elastic
fibers in the dermis. One may speculate that persistent
exogenous stimulus like friction due to the traditional
Indian saree tied over lower abdomen by the patient may
play a role in carcinogenesis, particularly in a pre-existing
seborrheic keratosis. However, the unidentified disease
pathophysiology relevant to this rare co-localization needs
further exploration.
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