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Rapidly growing pilomatrixoma on 
eyebrow

Dear Editor,

Pilomatrixoma, a benign tumor, known to occur in children, 
is rare in the middle-aged. It is recognized as a diagnostic 
pitfall not only clinically but also on aspiration cytology. 
Correct preoperative diagnoses vary from 11 to 50% and 
misdiagnosis at times leads to unwarranted extensive surgery. 
Pilomatrixoma should be considered in the differential 
diagnosis of Þ rm skin nodule on the eyelid or brow in the 
middle-aged.

A 35-year-old female presented with a small nodule of one 
week duration, at right eyebrow, allegedly aft er blunt trauma 
by the head of her baby. A tiny, mild tender nodule palpable on 
the right brow was treated for Þ ve days with tablet amoxicillin 
500 mg three times per day and diclofenac 50 mg twice per day, 
for the presumed diagnosis of organized hematoma. When she 
was reviewed one week later the nodule had increased in size. 
The skin-colored nodule was freely mobile, Þ rm to hard with 
sharp deÞ ned margin. The diagnosis was revised to epidermoid 
cyst and advice of excision of nodule was refused by patient. 
She came back aft er one month as the nodule was enlarging, 
now measuring 1.5 cm x 1.5 cm and the overlying skin was 
reddish-brown [Fig. 1]. Excision biopsy conÞ rmed the diagnosis 
of pilomatrixoma [Figs. 2, 3].

Pilomatrixoma, is a benign, calcifying, cutaneous tumor 
of children and young adults originating from pluripotential 
precursors of hair matrix cells. It has bimodal peak presentation 
in the Þ rst and sixth decade although can appear at any age. 
Although preceding trauma,1 infection or bite, at the site of 
occurrence of tumor, has been reported their signiÞ cance in the 
pathogenesis of pilomatrixoma is not known. Mutations of the 
beta-catenin gene were detected in 75% of the pilomatrixomas 
but the exact role of such mutations remain to be elucidated.2 

It presents as a Þ rm to hard, well-deÞ ned mass adherent to 
skin but not Þ xed to underlying tissue. Reddish-brown hue 
of overlying skin suggests the diagnosis of pilomatrixoma.3 

Pilomatrixoma, usually solitary but can be multiple, are 
most common in the head and neck region and may occur 
at eyebrow, lids and medial canthus. Multiple or familial 
pilomatrixoma are associated with myotonic dystrophy, 
Gardner syndrome, Rubinstein Taybi syndrome, Turner 
syndrome and Trisomy 9.

It is frequently misdiagnosed as epidermoid cyst, sebaceous 
cyst, dermoid cyst, foreign body reaction, calcification in 
lymph node, fat necrosis, pyogenic granuloma, chalazion and 
keratoacanthoma. Perforating pilomatrixoma may present 
as draining crusted nodule or ulcer.4 Perforating or rapidly 
growing pilomatrixoma can mimic neoplastic lesion.5

3.

4.

On ultrasonography, pilomatrixomas are heterogeneously 
hyper-echoic with internal echogenic foci and a peripheral 
hyper-echoic rim or completely echogenic with strong posterior 

Figure 1: Color photo showing non-inß ammatory nodule on right brow 
with reddish-brown hue of overlying skin

Figure 2: Histological section of nodule showing Þ bromuscular tissue 
at one side and sheets of basaloid cells mixed with ghosts cells at 
other side (H/E, 10x)

Figure 3: Sheets of basaloid cells mixed with sheets of ghost cells and 
foci of giant cells formation in higher magniÞ cation (H/E, 40x)
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acoustic shadowing in the subcutaneous layer. On magnetic 
resonance imaging (T1W1) pilomatrixoma gives homogenous 
intermediate intensity signal and does not enhance on contrast. 
Viable basaloid cells in periphery, shadow cells in central part 
and foci of calciÞ cation are characteristic histopathological 
features of pilomatrixoma. Shadow cells are pathognomonic 
of pilomatrixoma. Since this doesn�t regress spontaneously, 
excision is the treatment of choice. Surgical excision including 
clear margins and its overlying skin prevent recurrence in 
most cases. Although it is exceedingly rare, rapid growth, 
pain, itching, ulceration and bleeding may suggest malignant 
transformation of the pilomatrixoma. Malignant variant of 
pilomatrixoma, pilomatrix carcinoma, is a low-grade malignant 
lesion with a tendency to recur and carries a risk of distant 
metastases. InÞ ltration of surrounding tissue, necrosis, high 
number of atypical mitotic Þ gures, peri neural or vascular 
invasion are the typical histological features but no feature 
is speciÞ c to conÞ rm whether a malignant pilomatrixoma 
has arisen de novo or it is a malignant transformation of a 
preexisting benign pilomatrixoma.6

Pilomatrixoma is oft en misdiagnosed clinically, but a high 
index of suspicion and careful examination of its characteristic 
clinical features can help the clinicians to diff erentiate it from 
other tumors.
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Trans-pupillary thermotherapy for 
circumscribed choroidal hemangioma

Dear Editor,

We read the article by Shukla et al.1 on �Vitrectomy for 
circumscribed choroidal hemangioma (CCH) with exudative 
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6.

retinal detachment refractory to transpupillary thermotherapy 
(TTT)� with interest. We would like to share our experience 
about a similar case.

We have reported a case of a 13-year-old girl with a large, 
subfoveal CCH and a total, secondary retinal detachment [Fig. 
1].2 The tumor measured 6.0 mm in height with a base of 14.2 mm 
× 13.8 mm. At presentation, visual acuity was reduced to bare 
perception of light. The patient underwent three applications 
of TTT at zero, Þ ve and 10 weeks. At six months aft er the Þ rst 
session of TTT, the retina was totally re-att ached; vision improved 
to 7/200. The retina remained att ached at the last follow-up, three 
years from presentation with visual acuity improving to 20/40, 
N6. It is noteworthy that the subfoveal area of the tumor was not 
directly treated, hence allowing good visual recovery even while 
successfully arresting the tumor activity [Fig. 2].

Garcia-Arumi et al.3 also showed that most of the tumors 
(62.5%) required two or three applications of TTT to obtain 
occlusion of the tumor vessels. The end point of TTT in treatment 
of CCH is the resolution of exudative retinal detachment at the 
fovea and not total tumor destruction. If the subretinal ß uid 

Figure 1: At presentation, right eye fundus reveals a large orange-
red, well-delineated, subretinal mass lesion at the fovea suggestive of 
circumscribed choroidal hemangioma. Exudative retinal detachment 
involves the fovea

Figure 2: At 18 months follow-up, the tumor has regressed with 
complete resorption of subretinal ß uid and visual improvement
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