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Case Report
An Interesting Case Of Proliferating Trichilemmal Cysts And Lipoma Of The Scalp
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ARTICLE INFO ABSTRACT

Kipwards: A 60 year old male patient presented with multiple slow growing lesions on scalp for past
m.l_h”em;a,qm 25years. Patient was evaluated with radiographs and computed tomography (CT). Patient
Radiographs underwent simple excision of the lesions and the diagnosis was confirmed on histopathology as
Computed tomography : proliferating trichilemmal cysts and lipoma of the scalp. KEY WORDS:
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1. Introduction

Proliferating trichilemmal cysts(PTCs) also known as pilar Figure 1- photograph of patients scalp with multiple soft
cyst is a benign adnexal tumor of skin, related to the isthmus of the tissue swelling
hair follicle1. They are keratin-filled cysts with a wall resembling
the external root sheath of a hair follicle. These cysts affect 5% to
10% of the population, with a female predominance, and can be
inherited in an autosomal-dominant fashion2. Trichilemmal cysts
can undergo transformation into proliferating trichilemmal cysts
when tumor like proliferation of cells arises from the epithelial-
lined wall. Lipomas have been described in virtually in every tissue
ofthe body

Clinical history and physical examination findings:

A 60 year old male patient presented with multiple slow
growing lesions on scalp for past 25years. No history of similar
complaints in family.

On physical examination the patient's scalp is studded with
multiple masses, mostly in the parietal and occipital regions. The
masses are varied in consistency from solid to fluctuant and are not
covered by hair(figure 1).

Imaging findings:

X-ray skull lateral view showed multiple soft tissue swellings
with varied sizes and densities nated in parietal and frontal region

* Corresponding Author : Dr Sindhoori komma, onscalp (Fig2a &2b).

.L Post graduate department of Radiology,
S;{r; }I::?;il l:traskl\:;tlil:c:: .fi':'—.?:fim CT of the brain( is done to rule out any invasion to local
Emall address- sindhoorikomma®gmallcom calvaria, meninge s etc) showed multiple soft tissue lesions in scalp

in right posterior ~parietal region (measuring 8.2 x 4.1 x 7.2cms),
right fronto parietal region (measuring 4.5 x 3.8 x 4.3cms) these
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noted in left high parietal region (measuring 1.3 x 1 cms, 1.6x 1.2
cms) with density value of 70- 80 HU. The lesion in right parietal and
posterior parietal region shows peripheral calcification. Overlying
skinis continuous with hypodense lesion(figure 2aand 2b),

Figure 2a and 2b - X-ray X-ray skull lateral and AP view view
showing multiple soft tissue swellings with varied sizes and
densities multiple soft tissue swellings with varied sizes and
densities

A well circumscribed oval hypodense lesion (-90HU -110 HU)
was noted in soft tissue of scalp in left posterior parietal region,
Overlying skin is separately delineated. No surrounding fat
stranding (figure3aand 3 b)

No erosion of underlying bone noted.

T hebrainparenchyma appears to be normal in its attenuation,

Figure 3a and 3b ct scan of the brain showing multiple soft
tissue scalp lesions with calcifications in one of the lesions in
high parital region

Surgical findings:

Multiple scalp swellings noted were widely excised completely
lem margins of normal tissue owing to their locally aggressive
potential and malignant transformation ,subsequently the excised
mass sent for histopathological analysis.

Histopathology:

A single capsulated soft tissue mass measuring 3 x 2 xlcms
whose cutsurface viewed yellow lobulated structure with greasy oil
material the histology sections showed features of lipoma.

The four skin covered nodules measuring 8.2 x4.1x 7.2 cms, 4.5
%3.8x4.3cms, 1.3x 1 cms & 1.6x 1.2 cms whose cut surface showed a
cystic cavity with variable wall thickening.

The histelogic sections composed of lobules with squamous
cells and central trichelemmal keritinization the cyst cavities are
filled with amorphous eosinophilic material with focal basophilic
calcification. A histopathology diagnosis of multiple proliferating
trichilemmal cysts was made(figure 5a and 5b).

Figure5aand5b-The histologic sections showing lobules with
squamous cells and central trichelemmal keritinization the
cyst cavities filled withamorphous eosinophilicmateria

Discussion

Proliferating trichilemmal tumors (PTTs) are localized in
dermis or subcutaneous tissue, may become exophytic, sometimes
exhibits ulceration, and are solid or partially cystic. The size of
which ranges from 2 to 15 cm 3. Ordinarily, the lesion is
encountered on the scalp; but wrist, elbow, mons pubis,vulva,
buttock, and chest are other locations where it can be found.
Duration of lesion ranges between 4 to 50 years in the literature 4.
Trauma and inflammation are among the theories for the
transformation ofa traditional to a proliferating cyst,

Histopathologic examination confirms the diagnosis of a
presumed trichilemmal cyst. At the periphery is a fibrous capsule,
which surrounds a rim of dark-staining basal cells .More centrally,
pale-staining, squamous keratinocytes increase in height until they
transform abruptly into solid, eosinophilic-staining keratin5. For
the most part, the epithelial lining does not form a granular-cell
layer. Approximately 25 percent of lesions contain calcification
regardless ofage, and some mayshow ossification as well6,

In the differential diagnosis, Brooke-Spiegler syndrome,
cylindroma, dermoid cyst, squamous cell carcinoma? . Brooke-
Spiegler syndrome exhibits variable expression and penetra
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presenting with multiple cylindromas and trichoepitheliomas and
is a rare autosomal dominant disorder8. Although it is seldom,
malignant transformation to cylindrocarcinomas and metastasis
can occur in cylindroma9. Squamous cell carcinoma is the second
leading cause of skin cancer in whites and accounts for 20% of
cutaneous malignancies10. Squamous cell carcinomas of head and
neck region are locoregional, but pilar tumors are primarily and
solely local. So they can be managed with wide local excision.
Although the role of adjuvant radiation therapy in pilar tumor,
especially in the malignant variant, is not very clear; adjuvant
radiotherapy is justified considering the aggressive nature of the
malignant variant and distant failures in previous seriesll.
Dermoid cysts are rare subcutaneous cysts of ectodermal origin
occur mostly on the face, forehead, neck, or scalp 12. Clear-cell
hydroadenocarcinoma 13 and cutaneous metastasis of renal cell
carcinomas 11can be considered for the differential diagnosis of

PTT

Simple trichilemmal cysts are often easily enucleated,
incontrast to proliferating trichilemmal cysts, which require wide
local excision to prevent recurrence.2 Because of the malignant
potential of proliferating trichilemmal cysts, management includes
wide local excision with continued long-term surveillance.6
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