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Traumatic anserine folliculosis

Sir,
Traumatic anserine folliculosis is an under‑recognized 
and under‑reported entity and often confused with other 
follicular dermatoses. It is characterized by multiple closely 
set grouped follicular papules. The chin, jaws, and neck are 
the commonly affected sites. It is important to differentiate 

this entity from keratosis pilaris, lichen spinulosus, and 
other keratotic folliculocentric disorders.

A 15‑year‑old female presented with roughness over the chin 
since one year. The lesions were asymptomatic and gradually 
progressive. The patient gave a history of resting in a peculiar 
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position, which led to prolonged friction and pressure to the 
area while watching television. There was no history of atopy.

Cutaneous examination revealed multiple tiny, skin‑colored, 
discrete but closely set grouped, follicular papules over the 
chin, which felt like sandpaper when touched  [Figures  1 
and 2]. The surrounding skin was normal. The oral mucosa, 
hair, and nails were uninvolved. The general and systemic 
examination was within normal limits. Differential diagnosis 
of traumatic anserine folliculosis, keratosis pilaris, and lichen 
spinulosus were considered. Histopathological examination 
was suggested but denied by the patient. Considering the 
characteristic history of the patient and the site of affection 
a diagnosis of traumatic anserine folliculosis was made. The 
patient was advised to avoid trauma or friction to the area 
and was treated with topical tretinoin 0.025% cream.

Traumatic anserine folliculosis is an under‑recognized 
and an infrequently reported entity. The clinical picture 
of anserine appearance  (goose skin‑like) with follicular 
papules and the causative etiologic factor  (pressure or 
friction) has given traumatic anserine folliculosis its 
name.[1] The condition is most often seen in children 
and adolescents as their skin is delicate and more likely 
to be affected by friction and trauma.[1] There is no 
gender predilection. The affected patients usually give a 
history of resting in a particular position, which leads to 
repeated friction and pressure to the area. Many cases of 
traumatic anserine folliculosis have an atopic background.
[1] Histopathologically, there may be hyperkeratosis, 
hypergranulosis, focal presence or increase of the stratum 
lucidum, presence of rudimentary follicles, and dilatation 
of follicular openings with retention of keratotic material. 
Mild perivascular lymphocytic infiltrate may be seen.

The differential diagnosis of traumatic anserine folliculosis 
includes keratosis pilaris, lichen spinulosus, trichostasis 

spinulosa, trichodysplasia spinulosa, and disseminate and 
recurrent infundibular folliculitis  [Table  1]. Keratosis 
pilaris is characterized by keratinous follicular plugs with 
or without perifollicular erythema over the extensors of 
the forearms, thighs, trunk, buttocks, and face. It usually 
appears in first or second decade of life. The papules may 
be skin colored or erythematous with evidence of one or 
more twisted hair on dermoscopy. Uneven affection of 
follicles in a particular involved area may be seen; certain 
hair follicles may be spared, whereas others severely 
involved. Histopathological examination shows follicular 
dilatation with plugging and distorted hair shafts with mild 
perivascular and perifollicular infiltrate.

Lichen spinulosus or keratosis spinulosa occurs in second 
or third decade and has a male preponderance. It is 
characterized by pruritic, symmetric plaques comprising 
of tiny, thorny, grouped follicular papules. These lesions 
predominantly occur on neck, trunk, and buttocks and 
extremities. Histological examination shows follicular 
hyperkeratosis, keratotic plugging of the dilated follicular 
infundibula and mild perivascular and perifollicular 
inflammatory infiltrate.[2] Trichostasis spinulosa is a 
condition of the adults characterized by multiple follicular 
papules resembling comedones on the face especially nose. 
Other areas such as forehead, cheek, trunk, interscapular 
areas, and limbs may be occasionally involved. Close 
inspection may reveal multiple tufts of hair projecting 
through the follicle. Trichostasis spinulosa is the result 
of retention of multiple vellus hair in the telogen phase 
in widely dilated infundibula of sebaceous follicles.[3] 
Histopathology of trichostasis spinulosa reveals a dilated 
follicle with keratin plug and numerous nonpigmented 
vellus hair. Virus‑associated trichodysplasia spinulosa is a 
rare under‑recognized entity characterized by multiple small 
skin‑colored or erythematous follicular spiky papules over 
the face and ears. It is a viral infection of the hair follicle 

Figure 1: Multiple closely set follicular papules on the chin Figure 2: Papules on the chin with goose skin appearance
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occurring in immunocompromised patients. Disseminate 
and recurrent infundibulofolliculitis is a benign cutaneous 
eruption characterized by numerous monomorphic tiny skin 
colored follicular papules with variable degree of plugging. 
There is absence of erythema or inflammation. They are 
frequently seen over the trunk and back of adult males. This 
condition is considered as a reaction pattern in individuals 
with atopic eczema. The histology reveals follicular 
dilatation and infundibular spongiosis. The condition is 
benign and treatment may not be necessary. It has shown 
good response to vitamin A and oral isotretinoin.[4]

Traumatic anserine folliculosis has a good prognosis 
and there may be complete clearance of the lesions 
after removal of the factors causing friction or pressure. 
Treatment includes topical keratolytics.[1]

Folliculocentric lesions frequently pose a diagnostic 
challenge to the dermatologist. Traumatic anserine 
folliculosis must be differentiated from other follicular 
lesions such as keratosis pilaris and lichen spinulosus 
as identifying and avoiding the pressure or friction 
over the area often leads to complete resolution of the 
lesions.
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Table 1: Comparison of various keratotic folliculocentric lesions
Keratosis pilaris Lichen spinulosus Trichostasis 

spinulosa
Trichodysplasia 
spinulosa

Disseminate 
and recurrent 
infundibulofolliculitis

Age of onset First or second decade Second or third decade All ages, common 
in elderly

Immunocompromised 
adults

Adult

Predominant 
sites of 
involvement

Extensor of 
forearm and thighs, 
occasionally face

Neck, trunk, buttocks, 
extremities

Nose, forehead, 
cheek, trunk, 
interscapular areas

Face, ears Trunk, back

Morphology Keratinous follicular 
plugs with or without 
erythema, twisted 
hair on dermoscopy. 
Follicles in an affected 
area are differentially 
involved

Symmetric plaques 
comprising thorny 
grouped follicular papules

Multiple 
follicular papules 
resembling 
comedones with 
tufts of fine vellus 
hair projecting 
from it

Small skin‑colored 
or erythematous 
follicular spiky 
papules

Multiple numerous 
monomorphic, tiny, 
skin‑colored follicular 
papules with variable 
degree of plugging. 
Erythema or inflammation 
is absent

Histopathology Follicular dilatation 
with keratin plugs and 
distorted hair shaft. 
Mild perivascular and 
perifollicular infiltrate 
may be present

Follicular hyperkeratosis, 
keratotic plugging of 
the dilated follicular 
infundibula and 
mild perivascular 
and perifollicular 
inflammatory infiltrate

Dilated follicle 
with keratin plug 
and numerous 
nonpigmented 
vellus hair

‑ Follicular dilatation and 
infundibular spongiosis
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