
172

Wiadomości Lekarskie, VOLUME LXXV, ISSUE 1 PART 2, JANUARY 2022 © Aluna Publishing

INTRODUCTION
Seborrheic keratosis is a common skin tumor of epithelial 
origin [1]. It accounts for 20 to 61.7% of cases among all 
skin tumors [2]. This tumor develops in both men and 
women, mainly of middle and elderly age [3].

To date, there are many etiopathogenetic factors leading to the 
development of seborrheic keratosis. The main factors include ex-
cessive insolation, human papillomavirus, genetic predisposition, 
immunological and metabolic disorders, exposure to chemical 
reagents, radiation therapy in patients with malignant tumors etc. 
[4-6]. Scientists have proven the relationship between the devel-
opment of seborrheic keratosis of multiple localization and the 
presence of malignant tumors of internal organs in a patient [7].

Seborrheic keratosis can occur anywhere on the skin 
except palms and soles. A few cases of this pathology on 
the mucous membranes of the genitals and conjunctiva 
have been described in literature [7].

Seborrheic keratosis at an early stage is manifested by yel-
low-brown spots, which gradually turn into bulging plaques. 
The latter have a soft consistency, a rough greasy surface, varying 
in size (from a few millimeters to several centimeters). Over 
the years, these formations increase in the size and number [8].

The diagnosis of seborrheic keratosis is a difficult task 
for the clinician, given the variety of clinical signs of 
this pathology. Here, morphological research methods 
play an important role in the diagnosis of seborrheic 
keratosis [9].

THE AIM
The purpose is to identify age, gender, clinical and mor-
phological features of seborrheic keratosis.

MATERIALS AND METHODS
The study used biopsy material from 196 patients with a 
clinical diagnosis of “Seborrheic keratosis”. In all cases, when 
studying directions for pathohistological examination, the 
authors analyzed gender and age characteristics, as well as 
localization of seborrheic keratosis. The resulting material 
was fixed in a 10% solution of neutral formalin (ph 7.4) for 
24-48 hours. The procedure was carried out according to the 
generally accepted technique and the material was embedded 
in paraffin. Sections of 4–5×10–6m thick were made from 
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paraffin blocks for staining with hematoxylin and eosin. The 
microspecimens were examined using an Olympus BX-41 
microscope (Japan).

RESULTS AND DISCUSSION
Among all cases of clinically diagnosed seborrheic ker-
atosis, morphological examination of biopsy material in 

Fig. 1. Hyperkeratotic variant of seborrheic keratosis. Melanin in the tumor 
parenchyma. Hematoxylin and eosin staining, × 200.

Fig.  3. Squamous cell carcinoma of the skin. Hematoxylin and eosin 
staining, × 40.

Fig. 4. Lymphoid-histiocytic infiltration with an admixture of a few neu-
trophilic leukocytes in the stroma of the acanthotic variant of seborrheic 
keratosis. Hematoxylin and eosin staining, × 200.

Fig. 2. Acanthotic variant of seborrheic keratosis. Hematoxylin and eosin 
staining, × 100.

Fig. 5. Age characteristics of seborrheic keratosis.
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71 cases (36.2%) revealed a discrepancy between clinical 
and morphological diagnoses. Among these cases, 35 
patients (49.3%) had an intradermal or mixed nevus, 24 
patients (33.8%) had squamous cell papilloma, 7 patients 
(9.9%) had basalioma of various histological variants, and 
5 patients (7.0%) had condyloma. The cases, identified by 
us, with a discrepancy between clinical and morphological 
diagnoses emphasize, firstly, the need to improve existing 
clinical research methods, and secondly, the importance of 
morphological research in the diagnosis of this pathology.

According to the literature, there are three main types of 
cells in seborrheic keratosis: basaloid keratinocytes, spiny 
keratinocytes and melanocytes. Hyperkeratosis, acanthosis, 
papillomatosis, as well as horny cysts are found in varying 
degrees of severity in seborrheic keratosis [10]. The latter 
are pathognomonic for seborrheic keratosis. The cysts 
surrounded by spiny cells on the outside, flatten towards 
the center, lose nuclei and turn into horny masses.

There is no unified morphological classification of seborrheic 
keratosis in the literature. Most scientists identify six histological 
variants of this tumor: acanthotic; adenoid, or reticular; hyper-
keratotic, or papillomatous; clonal; inflammatory; irritated [10].

In our study, 125 cases (63.8%) were clinically and 
morphologically diagnosed with seborrheic keratosis of 
various histological variants (hyperkeratotic, acanthotic, 
adenoid, irritated, seborrheic keratosis with malignancy 
and transformation into squamous cell carcinoma).

The hyperkeratotic variant of seborrheic keratosis, de-
tected in 59 cases (47.2%), was characterized by moderate 
hyperplasia of the integumentary epithelium with severe 
papillomatosis and hyperkeratosis (Fig. 1). The signs of 
acanthosis were moderately pronounced. A frequent histo-
logical finding in this variant of the tumor was the presence 
of horny cysts filled with horny masses.

In 46 cases (36.8%), we identified an acanthotic variant of 
seborrheic keratosis, characterized by moderately pronounced 
processes of hyperkeratosis, papillomatosis and pronounced 
signs of acanthosis (Fig. 2). The latter were characterized by 
the formation of thickened acanthotic cords, which spread 
into the deep parts of the dermis. In addition, this variant of 
seborrheic keratosis had a significant number of horny cysts.

The adenoid variant of seborrheic keratosis was found in 16 
cases (12.8%). This variant of the tumor had moderately expressed 
hyperplasia of the epithelium, hyperkeratosis, papillomatosis 

and severe acanthosis. The latter showed the presence of thin, in 
places two-row, intertwining epithelial cords, which anastomosed 
among themselves. There were hardly any horny cysts.

In 3 cases (2.4%), we determined an irritated variant of 
seborrheic keratosis, characterized by cells polymorphism, 
presence of hyperchromic nuclei in tumor cells and mitotic 
figures, formation of foci of squamous cell differentiation, 
which resembled horny pearls in squamous cell carcinoma.

The benign nature of seborrheic keratosis does not ex-
clude the possibility of its malignant transformation [11]. 
In our study, there was 1 case (0.8%) of hyperkeratotic 
variant of seborrheic keratosis with malignancy and trans-
formation into squamous cell carcinoma (Fig. 3).

The literature describes isolated cases of malignant trans-
formation of seborrheic keratosis [12]. Basal cell carcino-
ma, squamous cell carcinoma and melanoma associated 
with seborrheic keratosis may arise from the basaloid 
cells, squamous cells and melanocytes that are contained 
in seborrheic keratosis [13].

In their study, Smolyannikova V.A. et.al, found a malig-
nant transformation of the irritated variant of seborrheic 
keratosis due to an increase in the expression of p53, p16 
and activation of the proliferative potential of cells [11].

In all histological variants of seborrheic keratosis, focal lym-
phoid-histiocytic infiltration with an admixture of a few neu-
trophilic leukocytes was determined in the tumor stroma and 
the adjacent dermis (Fig. 4). This infiltration was often found 
around the vessels. In the tumor parenchyma, the melanin pig-
ment varied from almost complete absence to a strong degree of 
expression (Fig. 1), which coincides with the literature data [8].

Thus, among all histological variants of seborrheic keratosis, a 
significant number of cases (105, 84.0%) accounted for hyperker-
atotic and acanthotic variants. In our study, there were no cases 
with clonal and inflammatory variants of seborrheic keratosis.

Recent studies have found no gender differences in the 
incidence of seborrheic keratosis  [14, 15]. In our case, 
seborrheic keratosis was more common (p<0.05) in men 
(75 cases, 60.0%) than in women (50 cases, 40.0%).

When analyzing the age of patients diagnosed with seb-
orrheic keratosis, the author noted that this pathology often 
developed at the age of 31 to 50 years (101 cases, 80.8%) 
(Fig. 5). Our data on the age characteristics of patients 
with seborrheic keratosis indicate the “rejuvenation” of 
this pathology. For many years, scientists have associated 
the development of seborrheic keratosis with the aging of 
the human body and considered its manifestations from 
the standpoint of involutive skin changes [16].

Analysis of seborrheic keratosis location showed its 
frequent development on the skin of the face, scalp, neck 
and back (105 cases, 84.0%) (Table 1).

Seborrheic keratosis, according to the literature, is more 
often localized on the skin (face, head, neck, upper limbs) 
which is often exposed to the sun [16].

CONCLUSIONS
1. �The study revealed a modern feature of seborrheic 

keratosis –”rejuvenation” of this tumor, as evidenced 

Table I.  Topographic features of seborrheic keratosis.

Localization
Number of cases

Absolute Relative (%)

Face 27 21.6

Scalp 24 19.2

Neck 28 22.4

Back 26 20.8

Chest 15 12.0

Upper limbs 4 3.2

Lower limbs 1 0.8
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by its predominant development in patients aged 31 to 
50 years. Seborrheic keratosis is more common in men, 
and is localized mainly on the skin of the face, scalp, 
neck and back.

2. �When diagnosing seborrheic keratosis, the author notes a 
significant discrepancy between clinical and morphologi-
cal diagnoses, which actualizes the problem of improving 
the available clinical research methods and emphasizes the 
importance of morphological research. Hyperkeratotic 
and acanthotic histological variants of seborrheic keratosis 
are the most common. The case of seborrheic keratosis 
with malignancy and transformation into squamous cell 
carcinoma, identified by the author, should develop on-
cological alertness in doctors and patients.
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