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ABSTRACT 

Background: Proliferating trichilemmal tumors are slow-growing lobulated masses most commonly found on the scalp 
of elderly women. Due to the locally invasive nature of the lesion, the treatment is complete excision of the tumor with 
tumor-free margins. Methods: We present two cases of trichilemmal tumors that exhibited aggressive local invasion 
across tissue planes. The first case had dural invasion, which needed dural reconstruction. The second case had muscle 
invasion, which required wide resection. Results: Sixteen months after their surgeries, the patients are in good health 
without any recurrence of tumors. Conclusion: Trichilemmal tumors may exhibit aggressive local invasion across tissue 
planes and even penetrate intracranially, causing considerable morbidity and mortality. The possibility of dural and 
muscle invasion must be kept in mind in order to achieve successful treatment results. A close clinical follow-up is 
judicious for detecting recurrences or metastases. 
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1. Introduction 

Proliferative trichilemmal tumors are rare neoplasms that 
develop from the external root sheath of a hair follicle. 
These tumors arise mainly in areas of dense hair follicle 
concentration: 90% occur on the scalp [1]. The usual cli- 
nical presentation is a subcutaneous cystic nodule. Pa- 
tients most often present with a solitary lesion, but mul- 
tiple lesions are encountered at times. A trichilemmal tu- 
mor has a benign clinical course, but exhibits a malignant 
and invasive histological appearance [2]. Dural invasions 
or muscle invasions of trichilemmal tumors have been 
very rarely reported. However, here were port a dural in- 
vasion and a muscle invasion in two cases of trichilem- 
mal tumors. 

2. Case Report No. 1 

A 49-year-old man presented with a mass in his scalp. He 
had burned his scalp with hot water 25 years ago. He first 
noticed this mass four years ago. The lesion had been 
growing rapidly for the previous six months. Upon ex- 
amination, the lesion was 8 × 6 × 5 cm in size with 
irregular margins and superficial erosion (Figure 1). No 
other regional lymphadenopathy was detected. The brain 
computerized tomography revealed a mass with dural 
invasion (Figure 2). A wide excision was performed 
under general anesthesia. The dura was excised and re-  

placed with a dural graft by a neurosurgeon. A bone 
defect was replaced with a split calvarial graft. Scalp 
reconstruction was done with a bipedicled scalp flap. 
Histopathological diagnosis of the mass determined it 
was a malign proliferative trichilemmal tumor. The local 
oncology committee did not recommend chemotherapy. 
At the 16-month follow-up, there was no evidence of 
local recurrence or metastasis (Figure 3) [3]. 

3. Case Report No. 2 

A 47-year-old man presented with a huge mass on his 
upper back. He first noticed this mass 10 years ago. The 
lesion had been growing rapidly for the previous five 
months. Upon examination, the 16 × 17 cm pain less 
non-tender mass was palpated on the trapezius muscle 
(Figure 4). The lesion had occurred spontaneously and 
was not associated with any history of trauma, and there 
was no past history of a similar tumor any where on his 
body. The tumor was not fixed to the underlying bones. 
Magnetic resonance imaging showed the tumor had 
infiltrated the underlying muscle with undistinguishable 
borders (Figure 5). A wide excision of the tumor was 
performed under general anesthesia. Muscle fibers that 
had been infiltrated by tumor were excised widely. Re- 
construction of the defect required a skin graft. The 
histopathological analysis determined that the tumor was 
a proliferative trichilemmal tumor. Allcut magrins were  
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Figure 1. Preoperative photograph of the tumor in case 1. 
 

 

Figure 2. The brain computerized tomography revealing a 
mass with dural invasion. 
 

 

Figure 3. Postoperative photograph of the patient. 

 

Figure 4. Preoperative photograph of the mass in case 2. 
 

 

Figure 5. Magnetic resonance imaging showing the tumor 
had infiltrated the underlying muscle with undistinguishable 
borders. 
 
free and the base was one mm away from the tumor. At 
to 10-month follow-up, there was no local recurrence 
(Figure 6). 

4. Discussion 

A trichilemmal tumor is an unusual neoplasm. It origi- 
nates from the hair follicle cells, And the differential 
diagnosis include sother skin carcinomas. The common 
sites include the scalp, forehead, and neck, which are 
sun-exposed are as. Women over 40 years of age are the 
most commonly affected patients. Grossly, the tumors 
have been described as exophytic, ulcerated, polypoid, or 
nodular lesions that may be keratotic. A trichilemmal tu- 
mor usually has an indolent clinical course. Proliferating 
trichilemmal tumors (PTT) usually arise in a preexisting 
trichilemmal cyst [3]. More aggressive biological beha- 
vior is seen in the malignant proliferating trichilemmal 
tumors (MPTT); these lesions present significant morbi- 
dity and potential mortality. Surgery is considered the  
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Figure 6. Photograph of the patient in 10-month follow-up. 
 
treatment of choice for trichilemmal tumorsand periodic 
surveillance without adjuvant therapy is generally suffi- 
cient. The differential diagnosis of PTT includes basal 
cell carcinoma, sebaceous carcinoma, clear cell hydrade- 
nocarcinoma, and cutaneous metastasis of renal cell car- 
cinomas [4]. A trichilemmal tumor may exhibit aggre- 
ssive local invasion across tissue planes and even intra- 
cranially, causing considerable morbidity and mortality. 
Complete resection of the tumor at the first instance, fol- 
lowed by precisere construction of there maining defect, 
may give the patient the best chance of being cured. 
Close clinical follow-up is judicious for detecting re- 
currences or metastases. The cases in this report are both 
men. They both had an invasive tumor. Although There 
are some reports of metastatic cases and death from these 
tumors in the literature, the invasion of the dura is very 
rare [1,5,6]. The first case had dural invasion, which re- 
quired dural reconstruction. Second case had muscle in- 
vasion. Muscle invasion is also rare [2,4]. It is known 
that MPTT are apt to recurrant to metastasize. Patients 
should have follow-up examinations for recurrences. Treat- 
ment of the PTT is the goal of the plastic surgery. 
Excision, dermabrasion, electrodessication, CO2 (carbon- 
dioxide) laser, cryotherapy, radiotherapy, ortopical appli- 
cations of aspirin derivatives are reported as the treat- 
ment modalities for trichilemmal tumors. For the un- 
welcome recurrence rates and the risk of malignant trans- 
formation of these tumors, a wide local excision is the 
favored method of treatment [7]. As part of the manage- 
ment of these lesions, reconstruction of large scalp and/or 
skull defects often poses difficulties and significant sur- 

gical challenges. Total scalp excision with reconstruction 
is thetreatment of choice. If the histological diagnosis 
reveals a malign PTT, more aggressive therapeutic mea- 
sures such as nodal dissection, radiotherapy or che- 
motherapy should be considered in addition to wide local 
excision. The cisplatin, adriamycin, and vindesine (CAV) 
regimen, previously used for treatment of highly advanced 
cases of squamous cell carcinoma (SCC), has been used 
to treat MPTT with very limited success [5,8]. Owing to 
the potentially aggressive behavior of MPTT and the 
possibility of late recurrence, frequent clinical follow-up 
and lymph node examinations are advised. 

5. Conclusion 

Consequently, upon presentation of an indurate noduleor 
an ulcerated mass on the scalp, it is necessary to consider 
the possibility of a cancerous lesion. It is important to 
perform a total excision of the tumor mass, with tumor- 
free margins, and to offer careful follow-ups to all pa- 
tients. Although trichilemmal carcinoma is a malignant 
tumor that usually does not metastasize, despite local 
regional recurrence, the possibility of dural and muscle 
invasion must be kept in mind in order to achieve suc- 
cessful treatment results [6]. 
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