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chronic inflammation, hamartomas, and genetic 
conditions such as xeroderma pigmentosum and basal 
cell nevus syndrome.

Noduloulcerative is the most common type of BCC, 
others being superficial, pigmented, morpheaform 
and fibroepithelioma of Pinkus. Noduloulcerative 
BCC is characterized by a pearly/waxy papule with a 
central depression and overlying telangiectasia. The 
tumor eventually ulcerates and bleeds, and then, is 
commonly known as “rodent ulcer”. Sunlight exposed 
skin like head, face and neck is most common site of 
occurrence but occurrence of BCC over covered sites 
like nipple, penis, scrotum, vulva, pubis and perianal 
region have been reported.[2] However, occurrence of 
BCC in parts, which are usually covered, in persons 
without any of the above mentioned predisposing 
factors (as in our case) indicates that etiopathogenesis 
is still elusive and more studies are needed to identify 
other contributing factors. One study was done 
by Zahra Hallaji et al[3] to compare the risk factors 
associated with single BCC and multiple BCC. They 
found people born in mountains were at higher risk 
of developing both single and multiple BCC. This was 
not reported earlier. Heckmann et al. have proposed 
“disturbed cell matrix interactions” as a cofactor for 
developing BCCs.[4] This may explain why some 
facial areas (such as medial quadrant of the orbit), 
despite having low Ultraviolet Ray exposure (due to 
concave shape, reduced skin tension and the presence 
of marked skin folds), have high frequencies of BCC. 
Le Sueur et al. proposed that other covered sites might 
share the same characteristics.[5] 

Our case was a noduloulcerative type of BCC but 
the uncommon location of the lesion and absence 
of known risk factors (arsenic poisoning, radiation 
and family history) made the diagnosis challenging. 
It is not known whether prognosis of a BCC over an 
uncommon location is any better than those over usual 
site, but absence of any risk factor is a good prognostic 
factor. To the best of our knowledge only two cases 
of axillary BCC were reported from Asia so far and 
this is the 3rd case to be reported in Asia.[1] We believe 
our case to be first case of axillary BCC from India. 
To conclude, one must keep BCC in mind whenever 
confronting a noduloulcerative mass, irrespective of 
the location and history. 
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Pilonidal sinus of eyelids: A rare Pilonidal sinus of eyelids: A rare 
presentationpresentation

Sir,
Pilonidal sinus (PS), a term first used by Hodges in 
1880, is a lesion that arises in the midline, in a skin 
dimple, in relation to the tip of the coccyx.[1] PS is 
commonest at natal cleft, but it is also reported at 
various unusual sites like the interdigital clefts of 
hands and toes, umbilicus, axilla, inter-mammary 
area, penis, clitoris, scalp, nose, and ear etc.[2-5] We 
report first extremely rare case of PS over both eyelids.

A 24-year-old female presented to dermatology 
department with complaint of skin tag-like protruded 
lesions over both eyelids since 4 years. She had itching 
and pain over left eyelid while its counterpart was 
asymptomatic. On examination, there were bilateral 
skin-colored protrusions like skin tag. [Figure 1] On 
the left, there was a pustule adjacent to the protrusion. 
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There was no history of trauma at the site of sinus. 
There was history of regular plucking and shaping of 
hairs (threading) of eyebrows. She had grade 3 acne 
treated with isotretinoin for 6 months. 

Initially, the diagnosis of PS was not suspected. The 
pustule was ruptured with sterile needle and while 
wiping the purulent discharge, a hair popping out of 
pustule was noticed. [Figure 1] The hair was captured 
using forceps and as soon as it was slowly pulled, the 
whole tract of sinus was visible lying horizontally in 
the middle third of upper eyelid. Right upper eyelid 
revealed the subcutaneous loop of the hair lying in 
similar fashion [Figure 1].

The sinus tract on being identified by steady pull over 
the hair was dissected superficially by radiofrequency 
machine in assistance with ophthalmic surgeon. It 
was not possible to excise whole of the tract without 
risk of scarring. The patient was explained complete 
procedure and was advised complete excision of tract, 
but she refused consent for risk of scarring. Hence, 
decision of superficial dissection along the tract and 
removal of hair was taken. A terminal, thick, coarse 
hair of length around 4 cm from left and 3.5 cm from 
right was removed, and curettage of the sinus tract 
was done. Proximal or distal end of the hair could not 
be identified. The sinus could not be examined for 
histopathology due to lack of consent for excision of 
sinus tract. The hair was examined under microscope 
and found to be terminal hair with medulla and 
cortex, but root was not seen. [Figure 2] There was no 
recurrence or scarring 1 year after the procedure. 

PS over eyebrows is very rare. Diagnostic criteria 
consist of a sinus tract or cyst containing hair follicles 
and inflammatory reaction in one or more partially 
or completely epithelized sinus tracts. Initially, 
congenital theories were suggested for pathogenesis of 
PS, but most recently acquired theory has been widely 
accepted by surgeons. 

In our case, the origin of the 4 cm sized hairs is obscure 
since eyelash and eyebrow hairs are much shorter. 
There is presence of much longer hairs in PS over 
sacrococcigeal area or at other sites as compared to the 
hairs present in surrounding region. Therefore, with 
current knowledge, we hypothesize that the routine 
procedure of plucking (threading) of eyebrows may 
have initiated the suction force, which is required for 
pathogenesis. The wrinkled skin present over eyelids 
could have contributed to the penetration of hair. 

Three pieces are instrumental in this process: (1) The 
invader, hair; (2) the force, causing hair penetration; 
and (3) the vulnerability of the skin.[2] 

We could not identify the proximal or distal end of 
the hair. This is similar to the finding mentioned in 
a study by Orin et al who suggested that penetration 
of shed hairs with their proximal or distal ends first 
could not be designated. They could not designate the 
penetration direction of hair in their 5 patients.[3]

Kurokava et al conducted a study to elucidate the 
pathogenesis of PS by evaluating its cytokeratin (CK) 
expression and suggested PS to be part of follicular 
occlusion disease based on CK expression.[4] Pitarch 
et al reported umbilical PS as a possible complication 
of depilation.[5]

Figure 1: Evidence of skin tag-like protrusion with visible 
underlying loop of hair over Rt. eyelid and hair pulled with forceps 
making whole tract of sinus visible lying horizontally in the middle 
third of Lt. Eyelid

Figure 2: A terminal, thick, coarse hair of length around 4 cm and 
terminal hair with medulla and cortex (40 ×)



Letters to the Editor

115Indian Journal of Dermatology, Venereology, and Leprology | January-February 2013 | Vol 79 | Issue 1

There are number of different theories for pathogenesis, 
but none gives satisfactory explanation for the PS at 
unusual sites. The definitive pathogenesis in our case 
remains unanswered. With increasing reports of PS 
at unusual sites, the role of CK expression, genetic 
predisposition, and hormonal influences in the 
pathogenesis of PS should be studied to reach to the 
final conclusion. 

Thus, review on pathogenesis of PS at unusual sites 
should be considered to confirm whether PS at 
sacrococcigeal area has the same pathogenesis as 
that at unusual sites. This is the first reported case 
of PS over eyelids. There is a need to emphasize on 
pathogenesis of PS at unusual sites. This was resected 
successfully with radiofrequency, and there was no 
recurrence after 1 year.
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Microinvasive squamous cell Microinvasive squamous cell 
carcinoma arising in discoid carcinoma arising in discoid 
lupus erythematosus lesions lupus erythematosus lesions 
successfully treated with successfully treated with 
imiquimod 5% cream imiquimod 5% cream 

Sir,
Discoid lupus erythematosus (DLE) is the most common 
form of cutaneous lupus erythematosus. It is well 
known that squamous cell carcinoma may develop on 
long-standing discoid lupus erythematosus lesions.[1] 

Alternative therapies, such as photodynamic therapy, 
interferon, retinoids, 5-fluorouracil and imiquimod 
can be used effectively either as monotherapies or as 
adjuvants to the surgical modalities for the treatment 
of nonmelanoma skin cancers.[2] 

A-46-year old white female patient presented with 
nonhealing wounds on her lip and around ears 
with a history of nine months. The lesion on the left 
preauricular region had been excised three months 
ago and was diagnosed as microinvasive squamous 
cell carcinoma (SCC) histopathologically. Recurrence 
occurred in the same region immediately just one month 
later. The lesion on the lip had enlarged progressively. 

Dermatological examination revealed erythematous, 
scaly infiltrated plaques on the left preauricular 
region, right infraauricular region and right lower 
lip with the sizes of 2 × 1.5 cm, 1 × 1 cm and 
2.5 × 1.5 cm, respectively [Figure 1]. Two punch 
biopsies were performed from the recurred lesion 
on the left preauricular region and from the lesion 
on the right infraauricular region of the patient. On 
histopathological examination, epidermal basal 
vacuolization, plugged follicles, perifollicular 
inflammation, solar elastosis and invasive squamous 
cell islands were observed [Figure 2]. With clinical and 
histopathological findings, the patient was diagnosed 
as microinvasive SCC arising in DLE. Physical 
and laboratory examinations revealed no signs of 
systemic involvement for both SCC and systemic 
lupus erythematosus (SLE). We did not detect any 
lymphatic involvement on the examination of regional 
lymph nodes. Autoimmunity markers for SLE were 
found to be negative.
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