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ABSTRACT
Pilomatrixoma is a relatively benign cutaneous adnexal neoplasm with differentiation towards the matrix and inner
sheath of a normal hair follicle as well as hair cortex. It is commonly seen in head and neck region. We present a
case of 49-year-old female presenting with a swelling in the preauricular region. She was referred for Fine Needle
Aspiration Cytology (FNAC). On aspiration, smears showed picture of benign salivary gland neoplasm. However,
histopathological diagnosis was pilomatrixoma.
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INTRODUCTION
Pilomatrixoma, also known as calcifying epithelioma of Malherbe, is a slow-growing benign cutaneous adnexal
neoplasm. It was first described by Malharbe and Chenantois in 1880. It was in 1961 that Forbes and Helwing
suggested the name Pilomatrixoma [1,2].
Pilomatrixoma accounts for up to 0.2% of all routine dermatopathological specimens. The tumour occurs in all age
groups. About 30% to 50% of cases present in young individuals less than 30 years of age. Previous studies have
shown a female predominance [1].
Pilomatrixoma favour hair bearing areas with majority of cases arising in the head & neck region as well as upper extremities.
Patient present with solitary, asymptomatic, slowly growing cystic or firm nodule 0.5-3 cm in diameter [1].
In this report, we present a case of pilomatrixoma localized in preauricular area (Parotid region).
CASE REPORT
A 49-year-old female patient presented with complaints of swelling in the preauricular region. The swelling was a
small painless nodule about 1.5 × 1 cm slowly growing for 3 months. She was referred for fine needle aspiration
cytology with clinical diagnosis suspicious of salivary gland neoplasm. Aspiration smears showed cohesive clusters of
benign epithelial cells. Diagnosis offered was benign salivary gland neoplasm. The nodule was operated & biopsy sent
for histopathological confirmation. On histopathology, sections showed densely cohesive basaloid cells & anucleate
squamous cells (Ghost cells) in clusters along with multinucleate giant cells & areas of calcification (Figures 1-5).
These features were suggestive of benign tumour of cutaneous appendages with differentiation towards hair follicle
called as pilomatrixoma.

Figure 1 FNAC- Clusters of epithelial cells
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Figure 2 FNAC- Clusters of epithelial cells

Figure 3 HP × 400- Ghost cells with giant cell

Figure 4 HP × 400- Ghost cells with giant cell

Figure 5 HP × 400- Ghost cells with calcification

DISCUSSION
Pilomatrixoma or Calcifying epithelioma of Malharbe, is a benign skin neoplasm that arises from hair follicle matrix
cells. In 1880, Malharbe and Chenantais first described this lesion referred to as the calcifying epithelioma [3]. The
term pilomatrixoma was introduced in a publication by Forbisand Helwing in 1961 to better convey the histologic
course [4].
It may be seen in any age group, mostly occurring in children or in the first two decades of life. It usually arises in
the head and neck region [5]. Pilomatrixoma clinically presents as a slow-growing, solitary, firm, well-circumscribed,
painless dermal or subcutaneous tumour [6]. Histopathological examination is highly useful in the diagnosis of
pilomatrixoma since the clinical diagnosis of pilomatrixoma is difficult. Histopathological examination reveals round
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islets of epithelial cells surrounded by a connective tissue capsule. In these islets, the eosinophilic ghost cells that have
lost their nuclei are the specific indicators of pilomatrixoma. In addition to these islets, there are foreign body giant cells
and basaloid cells with prominent nucleoli. Calcification is seen in 70-85% of the cases. The differential diagnosis of
pilomatrixoma should include epidermoid cyst, foreign body granuloma, dermatofibroma, keratoacanthoma, nodular
sub epidermal fibrosis, basal cell carcinoma, osteoma, and skin metastasis [7].
Likewise, on cytology, one can expect a varied cytomorphological spectrum depending on the stage of growth. Because
of this varied presentation many authors have misdiagnosed pilomatrixomas on cytology. On cytological overview
of literature, we found that pilomatrixomas on FNAC were diagnosed as malignant lesions [8,9]. Similarly, in our
case, because of presence of cellular clusters of epithelial cells, absence of ghost cells, giant cells and calcification on
cytology, location of lesion, we thought of benign salivary gland neoplasm of parotid gland; as these features better
seen on histopathology.
Likewise, Luciano et al in his case report has mentioned that, pilomatrixoma was misdiagnosed on cytology as
mucoepidermoid carcinoma because of the basaloid cells of pilomatrixoma were mistaken as intermediate cells of
mucoepidermoid carcinoma [10]. Shivkumar, et al. also had diagnostic difficulty on fine needle aspiration which led to
the three-differential diagnosis of mucoepidermoid carcinoma, squamous cell carcinoma and calcifying odontogenic
tumour [11].
In this reported case, the definitive diagnosis was made after histologic examination following excision of the mass.
Surgical excision is the method of choice in the treatment of pilomatrixoma since pilomatrixoma is benign lesion and
dose not regress spontaneously. Postoperative recurrence of pilomatrixoma is extremely rare and occurs in 0-3% of
the cases [7].
CONCLUSION
Pilomatrixoma should be kept in mind in the differential diagnosis of head and neck tumours. The cytologic appearance
can be misleading and hence excision with subsequent histopathologic examination will lead to the correct diagnosis.
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