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Rare Pedunculated Trichilemmal Carcinoma – A Case 
Report
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Abstract
Trichilemmal carcinoma is a rare hair follicle tumor that arises due to malignant transformation of 
a benign trichilemmoma. It develops from the outer root sheath of the hair follicle and is found on 
areas that are exposed to the sun, particularly on the face, ears, scalp, forehead, neck, etc. It’s mostly 
seen in women who are over 40 years of age. It rarely metastasizes to other sites. It is a tan or flesh-
colored spot that may resemble a wart. Here we report a very rare case of Trichilemmal carcinoma 
of right thigh which has an insidious clinical course.
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Case Presentation
A 60 year old male presented to OPD with complaints of growth over right thigh since past six 

years. The swelling was initially small in size but it reached over past two month to its current size 
of about 12 cm × 12 cm × 3 cm. The swelling was associated with pain which was mild, dull aching, 
intermittent. The size was of concern to the as patient complained of difficulty in walking. Patient 
is tobacco chewer since past 10 years. On examination, over anterior aspect of mid thigh on right 
side there was a solitary swelling of size 12 cm × 12 cm × 3 cm, non-tender (Figure 1). The swelling 
was firm in consistency with irregular bosselated surface and margin, connected to thigh via thick 
peduncle of 5 cm to 6 cm. It had creases that harvested foul smelling discharge.

Investigations
•	 USG of swelling was suggestive of a heterogeneous predominantly solid, minimally cystic 

lobulated fungating mass is seen arising from antero-medial compartment of right upper thigh 13.6 
cm × 11.6 cm with internal vascularity (arterial flow of low resistance) and few scattered foci of 
calcifications. Likely involving adductor compartment.

•	 MRI of right thigh was suggestive of large exophytic predominantly solid, mass lesion is 
seen in the subcutaneous compartment, in the medial aspect of the upper thigh. It measures about 
10.9 cm × 7.2 cm × 13.4 cm in TR × AP × CC axis. No obvious infiltration in the adjacent muscular 
compartment. No bony involvement seen (Figure 2).

•	 Trucut biopsy from the swelling was suggestive of Adenocarcinoma (? Skin adnexal 
tumor)

Management
Wide local excision of mass done with 2 cm margin excised off with hygiene of peduncle. 

The excised mass then sent for histopathology. Post operative stay was uneventful & patient was 
discharged. On 4th POD check dress was done and sutures were removed on POD-12.

Histopathology Findings
Macroscopic: Received large skin covered globular mass measuring 12 cm × 9.5 cm × 6 cm. 

Externally shows lobulated appearance with ulcer measuring 1.3 cm × 1.2 cm. Cut section-well 
circumscribed, gray white, firm mass seen reaching up to skin measuring 10 cm × 8 cm × 5.4 cm. 
Circumferential surgical skin resection margins closest 0.4 cm, farthest 1.5 cm away from mass.

Microscopic: Ulcer with tumor. Tumor with skin Sections from growth show tumor composed 
of cuboidal cells with high N:C ratio, hyperchromatic nuclei, eosinophilic to clear cytoplasm, forming 
acini, lobules, cords infiltrating fibromuscular tissue. Lobules show hyaline globules and peripheral 
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nuclear palisading with areas of hyalinization and necrosis seen. 
Tumor reaching up to epidermis causing ulceration, focal areas of 
keratinization and squamous differentiation seen. Surgical resection 
base–free of tumor. Circumferential skin resection margins–free of 
tumor (Figure 3).

Impression: Trichilemmal Carcinoma (Skin adnexal carcinoma).

Discussion
Benign and malignant tumors of skin appendages are of wide 

spectrum. They can originate from one or more types of adnexal 
structures found in histological normal skin. TLC is an adnexal 
tumor derived from the outer layer of the hair follicle of the skin [6]. 
It has a low incidence and it is found primarily on elderly people’s 
skin due to solar radiations exposure. Like the head, neck and back of 
hands but other areas like left supraclavicular region, thigh, anterior 
thoracic wall, upper lip or eyelid were reported [7]. Moreover, a 
case of axillary TLC with aggressive growth was reported, leading to 
the amputation of the upper limb, partial resection of the thoracic 
wall followed by reconstruction [8]. Because TLC is rare and its 
presentation is similar to other skin tumors, diagnosis is based on 
the presence of certain features on histological examination of a skin 

biopsy. Microscopically, in TLC proliferating clear cells in lobular or 
trabecular pattern originating from pilosebaceous structures can be 
observed [9]. The clear cell aspect is due to the glycogen-rich cytoplasm 
making the tumor difficult to distinguish it from clear cell variants of 
BCC or SCC. The accumulation of glycogen in the cytoplasm makes 
it positive in PAS staining. In the large majority of the cases, the 
lobules are infiltrative, with peripheral palisading consisting of with 
high-grade atypic cells with frequent abnormal mitotic figures. Thick 
basement membrane as well as pagetoid spread can be observe. Foci 
of trichilemmal keratinization, horn cyst, intratumoral hemorrhage 
and necrosis or cells with subnuclear basal vacuolization can also be 
seen [10]. No specific stromal aspects are described in the literature. 
The large majority of the microscopic aspects were detected in our 
cases. However, immunohistochemical tests were performed in order 
to certify the diagnosis. Normally, TLC is positive for cytokeratins, 
namely CK 1, 10, 14, 17 and 19 and sometimes for EMA, attesting 
the hair origin, and negative for CEA, S-100 protein and other 
cytokeratins (CK 7, 8, 15, 16, 18 and 19) [11]. The last three stains 
are used to differentiate TLC from other tumors such as clear cell 
eccrine carcinomas or visceral clear cell adenocarcinomas as well 
as melanomas [12]. Our cases met all the immunohistochemical 
criteria. TLC should be differentiated from other skin tumors, such 
as squamous cell carcinoma and basal cell carcinoma, which are more 
common. Complete surgical excision with wide margins (2 cm to 
3 cm) is the recommended treatment for trichilemmal carcinoma. 
Although recurrent trichilemmal carcinoma is uncommon, there 
have been rare reports where incomplete resections may have led 
to local recurrences and metastatic spread. Recurrent tumour must 
be surgically removed. Currently there is no established treatment 
for metastatic trichilemmal carcinoma but chemotherapy similar 
to regimens used for squamous cell carcinoma have been used and 
under evaluation.
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Figure 1: Swelling over the anteromedial aspect of right thigh.

Figure 2: T1 axial contrast enhanced view showing no bony or muscle 
movement.

Figure 3: (A) Low power view showing tumour composed of cuboidal cells 
with high N:C ration forming acini lobules cords, (B) Showing peripheral 
nuclear palisading, (C) Showing Hyaline Globules.
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