A keloid imitator in a patient with
skin of colour
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Case Report
A 43-year-old female presented to the pigmented lesion
clinic with a lesion on the right chest wall. The patient was
of South African descent with Fitzpatrick skin type VI and
was receiving treatment for HIV. The lesion had been
present for 2 years and was itchy at times. There was no
change in size, shape or colour.
On examination, there was a 10mm, symmetrical, firm,
hyperpigmented nodule on the right chest wall, clinically
suggestive of a keloid scar. There was no history of
preceding trauma or surgery.
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Histology
A punch biopsy was performed, the histology of which showed a
dermal proliferation of cystic structures lined by apocrine-type
epithelium with papillary projections. A peripheral myoepithelial
lining was present, confirmed by p63 immunohistochemical staining.
Findings were consistent with a tubular apocrine adenoma (TAA).

Fig. 3 Low power H&E (5x) Dermal proliferation of epithelial
lined cystic structures with micropapillary projections and
intraluminal secretions.

Fig 5. p63 immunohistochemistry (10x) A peripheral
myoepithelial lining is present, which is confirmed on
immunohistochemical staining with p63. The inner lining of
epithelial cells show negative staining with this marker.

Fig 4. Medium power H&E (20x) The cystic spaces are lined by
cytologically bland apocrine type epithelium with the formation
of micropapillary tufts.

Fig 6. Cytokeratin 5/6 immunohistochemistry (10x) The high
molecular weight cytokeratin CK5/6 stains both the outer
myoepithelial layer and inner epithelial cells.

Discussion
Fig. 1 Clinical image showing a hyperpigmented nodule on the right
upper abdomen. The hypopigmented area represents the site of a recent
biopsy.

TAA is a rare, benign, adnexal neoplasm of apocrine origin, which
is most often located on the scalp.1 First described in 1972, it
usually presents as a painless nodule, characterized by a dermal
proliferation of well-differentiated apocrine tubules on a
background of hyalinized stroma.2 Histologically, it overlaps with
other sweat gland neoplasms, such as papillary eccrine adenoma
and syringocystadenoma papilliferum.
TAA tends to follow a benign course, however, perineural invasion
has been described.3 BRAF mutations have been identified in 60%
4
of lesions. Surgical excision is the treatment of choice. TAA has
been reported to resemble pigmented BCCs.5

Conclusions
This case illustrates the presentation of a rare adnexal tumour,
located at an atypical site, in a patient with skin of colour.
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