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Trichilemmal carcinoma: A case
study
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Trichilemmal carcinoma is an uncommon low-grade
malignant lesion of the outer hair sheath, originating from a
hair follicle cell. The differential diagnosis includes other skin
carcinomas. This study aims at reporting a case of
trichilemmal carcinoma admitted at the Otorhinolaryngology
and Head & Neck Surgical Ambulatory, Universidade Regional
de Blumenau. The patient was an 86-year-old woman
complaining of a reddish lesion on the left supraclavicular
region, with one year of evolution and progressive growth,
presenting a hardened vegetative mass with central
ulceration, blood secretion and local pain. The tumor size
was 75x45 mm, which was removed surgically with free
margins. Considering that this type of lesion seldom develops
metastases or local recurrences, adjuvant therapy was not
adopted. The patient has been periodically followed up.
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INTRODUCTION

Trichilemmal carcinoma is an unusual malignant lesion,
which, due to its rare incidence of recurrences or metastases,
is considered a low malignancy carcinoma.

It originates from a hair follicle cell and differential
diagnosis includes other skin carcinomas.

The present study reports a case of trichilemmal
carcinoma found in an 86-year-old woman, in which we
present the disease’s features.

LITERATURE REVIEW AND DIFFERENTIAL DIAGNOSIS

Trichilemmal (TLC) is a term formerly introduced by
Headington in 1976, although it had not been adopted by
pathologists1 for many years. Currently, the publication of
different studies has greatly contributed to distinguish TLC
from other groups of follicular tumors.

Trichilemmal carcinoma is a rare tumor that shows
predilection for sun-exposed skin. It generally affects subjects
aged 40 - 90 years old. The favorite occurrence sites are
face, scalp, neck and back of hands2.

Van Vlotem et al. found a greater number of carcinomas
in patients submitted to irradiation for benign diseases of the
head and neck. According to the author, this lesion has long
latency period and its prevalence is straightly related to a certain
irradiation dosage to which the patients were submitted3.

Clinically, lesions usually appear as ulcerated or scabbed
papules, lumps or plaques. Other features include a reddish –
“color of flesh” – spot measuring around 0.5-2cm in its greater
diameter2. It is usually a solitary lesion – multiple types are
seldom reported3. Diagnosis may be determined by simple
histology and/or immunohistochemistry of the lesion.

Histologically, the lesion is mainly an intraepithelial
tumor or is most commonly associated with an invasive
component, which may involve the epidermis up to the
subcutaneous fat. In general, this lesion appears in continuity
with the epidermis and/or follicular epithelium. In larger
lesions, bleeding and/or necrosis are reported.

Immunohistochemistry reveals negative results for CEA
and EMA, although there are reports of late positive cases2.

Differential diagnosis should be done with squamous
cell carcinomas, basal cell carcinomas, keratoacanthomas, and
malignant nodular melanomas. However, those are papule-
nodular lesions that usually extend to the reticular dermis
and develop local recurrences and metastases. Conversely,
trichilemmal carcinoma is a slow growing lesion and hardly
reappears after its excision or develops metastases in other
sites1.

CASE STUDY

C.K., 86 years old, female, widow, born in Rio do Sul
(SC), coming from Blumenau, former-rural worker.

The patient arrived at the ambulatory of Universidade
Regional de Blumenau presenting reddish and slightly painful
skin lesion on the left supraclavicular region. Additionally,
the lesion showed features of progressive growth, hardened
vegetative friable mass, with intermittent local pain and one-
year evolution.

For the last 10 years, the patient removed a basal cell
carcinoma on the right side of the face and squamous cell
carcinomas found on the right pre-auricular region, back of
nose and left clavicle. The latter received postsurgical
irradiation.

The patient was apparently in good health and did
not refer history of systemic pathology.

The examination revealed a hardened, reddish,
vegetative, ulcerated and painful lesion on the left
supraclavicular region, measuring 75x45mm, with bloody
secretion and adherence to deep layers. Pre-scalenic muscles
were also involved, although not leading to motor deficit
(Photos 1-2).

Surgical treatment was established, during which a
nodular infiltrating and ulcerated tumor of the neck skin was
found. The left clavicular fossa was involved and blocked
by neoplasia. The clavicular periosteum and scalenic muscles
(Photo 3) were removed, and primary reconstruction with
myocutaneous flap rotation of the pediculated greater
pectoralis muscle in the inner mammary artery was
performed.

The patient responded well to treatment and was
discharged from hospital on the 5th postoperative day.

The clinical pathology revealed that macroscopically
the specimen consisted of skin segment and subcutaneous
tissue measuring 105x70x60mm. A 75x45mm elevated le-
sion formed by a pale, granular and friable tissue was ob-
served on the epidermis surface. It showed deep infiltration
and hypodermis involvement. Microscopically, the histologi-
cal sections revealed an infiltrating and ulcerated epithelial
neoplasia, constituted by cystic configuration and multiple
layers of epithelial cells with enlarged hyperchromatic
nucleus, presenting moderate pleomorphism and broad
eosinophilic cytoplasm. Extensive necrotic fields and nu-
merous mitotic figures were present. Deep infiltration of
the skeletal muscular tissue was observed. Surgical margins
were free of disease. Diagnosis: Trichilemmal carcinoma
(Photos 5, 6 and 7).

DISCUSSION

Trichilemmal carcinoma, also known as trichilemmal
pillar tumor, is a rare condition. It shows predilection for
females over 40 years of age4. The usual sites include scalp,
neck and face, which are sun-exposed areas.

Clinically the tumor may appear as a pale tan or
reddish papule, ulcerated or exophytic plaque or nodule,
presenting keratosis or scabs3.
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In general, it arises as a solitary lesion, measuring 3
cm in its greater diameter1. It is frequently found within less
than a year of evolution, presenting fast growth3.

The trichilemmal carcinoma is the malignant form of
the trichilemmoma. Although this issue is still under
investigation, high-dosage irradiation therapy on previous
lesions, as well as repetitive X-rays for diagnostic purposes,
have been related to this type of carcinoma3. Moreover, there
are reports of development of this lesion from a burn scar5

or in regions frequently exposed to sun6.
Histologically, TLC consists of cells that proliferate to

the central lobular region from the pilosebaceous follicle

Photo 1. Photo of the lesion. Ectoscopy: lesion located on the left
supra-clavicular region, vegetative, ulcerative and with reddish color.

Photo 2. Photo of the lesion before the surgical procedure. Excision
margins were limited by methylene blue.

Photo 3. Photo after the excision of the lesion. Photo 4. Photo after primary reconstruction with flap rotation.

composed by mitotic-potential malignant cells, although of
low aggressive nature. Some of these tumors show pagetoid
spread, others show infiltration into the deep dermis (intra-
epithelial invasion). Lymphocystic and plasmatic cells are
usually observed.

Even though its histological structure suggests a certain
malignancy grade, trichilemmal carcinoma has an indolent
clinical course. Cases with recurrence or metastasis have been
seldom reported in the literature7-9.

Trichilemmal carcinomas must be distinguished from
other malignant skin lesions so that the best treatment options
can be adopted according to the lesion.
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Surgery is the treatment of choice for trichilemmal
carcinomas with comprehensive excision and periodical
follow-up. Adjuvant therapy is not necessary.

CLOSING REMARKS

Trichilemmal carcinoma is a rare skin neoplasia. In a
40-year-old female patient presenting a lesion in a sun-

Photo 5. Micropathography - HE 40x - Skin with preserved epidermis,
we can see infiltrative epithelial neoplasm in the dermis - trichilemmal
carcinoma.

Photo 6. Micropathography - HE 40x - Neoplasm forming solid
elongated blocks growing towards dermis, with central necrosis -
trichilemmal carcinoma.

exposed area, characterized by vegetative mass simulating
malignancy, this diagnosis should be considered. This is a
slow-growing neoplasia, with low mitotic rate, rare occurrence
of local relapses or metastases, and whose treatment is
mainly surgical.
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Photo 7. Micropathography - HE 40x - Blocks of neoplastic cells with
moderate nuclear atypia, keratinized cytoplasm. Observe mitosis
figure at 6 o’clock. - trichilemmal carcinoma.


