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Abstract
Pilomatrixoma is a benign hair follicle tumor seen mainly in children and young adults. Its diagnosis may be
less straightforward when inflammation changes the usual clinical appearance. We describe the case of a 14-
year-old girl with a one-year history of swelling at the left mandibular angle. The lesion had repeatedly
discharged blood and pus, becoming smaller after discharge before enlarging again. Three connected
nodules were eventually noted, and an epidermoid cyst was initially suspected. Ultrasound showed a solid
subcutaneous lesion with echogenic foci and posterior acoustic shadowing. Computed tomography (CT)
demonstrated internal calcification and raised the possibility of pilomatrixoma before surgery. The lesion
was completely excised, and histopathology confirmed an inflamed and calcified pilomatrixoma without
malignant changes. Recovery was uncomplicated. This case draws attention to an inflammatory
presentation of pilomatrixoma that can resemble an epidermoid cyst and shows how calcification on
imaging may help guide the diagnosis when the clinical findings are misleading.
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Introduction
Pilomatrixoma is a benign tumor of hair follicle matrix origin that occurs predominantly in children and
young adults [1]. In pediatric patients, the head and neck are the most commonly affected regions [2]. The
lesion usually presents as a solitary, firm, slow-growing subcutaneous nodule. However, its appearance can
vary considerably, and the diagnosis may not always be apparent on clinical examination [3]. In particular,
pilomatrixoma can resemble common superficial lesions such as epidermoid and other cutaneous cysts,
especially when inflammatory changes are present [3].

Imaging can be helpful when the clinical findings are uncertain. Ultrasonography may demonstrate internal
echogenic foci with posterior acoustic shadowing, whereas computed tomography (CT) can better
demonstrate calcification [4]. A definitive diagnosis is established by histopathological examination.

We present the case of an inflamed and calcified pilomatrixoma at the mandibular angle with recurrent
bloody and purulent discharge and a multinodular appearance, initially suspected clinically to be an
epidermoid cyst. This case highlights an unusual inflammatory presentation of pilomatrixoma and
illustrates how imaging findings, particularly internal calcification, can provide an important clue to the
diagnosis before excision.

Case Presentation
A 14-year-old girl presented to the general surgery clinic with a swelling over the left cheek near the angle
of the mandible that had been present for one year. Surgical excision had previously been advised; however,
the lesion spontaneously discharged blood and pus and temporarily decreased in size. Because the swelling
had improved, the patient and her family did not seek medical evaluation at that time, believing that the
lesion might resolve. The swelling later increased in size slowly and gradually over a period of one year, and
three connected nodules became noticeable in the same area. She continued to have occasional discharge
from the lesion, along with intermittent pricking pain.

There was no history of fever, weight loss, trauma, dysphagia, difficulty breathing, or similar swellings
elsewhere. Her past medical and surgical history was unremarkable, with no family history of malignancy.

On examination, three firm, interconnected, mobile nodules were palpable in the subcutaneous tissue over
the left angle of the mandible (Figure 1). An epidermoid cyst was initially suspected clinically.
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FIGURE 1: Preoperative view of the swelling at the left mandibular
angle. Arrows denote the location of three subcutaneous nodules
(clinically palpable as firm, mobile, and interconnected).

Ultrasonography revealed a well-defined, predominantly solid subcutaneous lesion measuring 2.3 × 1.6 × 0.6
cm, with internal echogenic foci and posterior acoustic shadowing. No abnormal vascularity was seen on
color Doppler (Figure 2).
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FIGURE 2: Ultrasonographic findings of the left mandibular angle
lesion.
(A) Well-defined, predominantly solid subcutaneous lesion with internal echogenic foci and posterior acoustic
shadowing. (B) Color Doppler imaging demonstrates no abnormal internal vascularity.

A CT scan was then obtained to assess the depth of the lesion and its relationship to the surrounding
structures and salivary glands. It showed a well-defined lobulated subcutaneous lesion measuring 20 × 10 ×
10 mm, with an internal calcific focus and no significant post-contrast enhancement. The radiological
appearance was suggestive of pilomatrixoma (Figure 3).

FIGURE 3: Axial CT findings of the left mandibular angle lesion.
(A) Well-defined subcutaneous soft tissue lesion at the left mandibular angle. (B) Adjacent axial section
demonstrating an internal calcific focus within the lesion.

The lesion was excised under local anesthesia. Intraoperatively, a hard, irregular, calcified mass was
identified in the subcutaneous tissue, superficial to the platysma, and completely excised without
complication (Figure 4). Dissection remained in the subcutaneous plane, and no major nerves or vessels
were encountered.
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FIGURE 4: Gross appearance of the excised left mandibular angle mass,
noted intraoperatively to be irregular, hard, and calcified.

Histopathological examination demonstrated islands of basaloid cells with abrupt keratinization without an
intervening granular layer, consistent with infundibulomatricial keratinization, along with characteristic
ghost cells. Foci of metaplastic bone formation were identified. Tumor keratin was associated with an
inflammatory response, foreign-body giant cells, granuloma formation, and calcification (Figures 5-7).

FIGURE 5: Islands of basaloid cells exhibiting abrupt keratinization,
without intervening granular layer (infundibulomatricial keratinization).
Metaplastic bone formation is present.
H&E: hematoxylin and eosin stain; Magnification 1×.
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FIGURE 6: The green arrow points to basaloid cells. The yellow arrow
shows the calcifications. The blue arrow shows foreign body giant cells.
The red arrow points to ghost/shadow cells.
H&E: hematoxylin and eosin stain; Magnification 5×.

FIGURE 7: Tumor keratin with inflammatory response, foreign body
giant cells, granuloma, and calcification.
H&E: hematoxylin and eosin stain; Magnification 10×.

Gross examination showed a firm, tan-to-brown tissue fragment measuring 2.4 × 1.5 cm. These findings
were consistent with an inflamed and calcified pilomatrixoma. No malignant changes were identified.

She recovered well after the surgery and went home the same day. A week later, she returned to the clinic for
a follow-up visit. The incision was healing well, with no signs of infection or fluid collection. Examination
showed no evidence of injury to the marginal mandibular branch of the facial nerve; lower-lip movement
was intact, and her smile was symmetric. At her six-month follow-up, there was no sign of recurrence. She
was advised to return if any new symptoms developed.

Discussion
Pilomatrixoma is commonly seen in children and young adults, with the head and neck being among the
most frequently affected sites. Most lesions are solitary, firm, slow-growing, and located within the dermis
or subcutaneous tissue [1,2,5]. Our patient fits the usual age group and location, but the course of her lesion
was unusual. The lesion was associated with recurrent episodes of bloody and purulent discharge. It
temporarily decreased in size but later enlarged again, with three connected nodules becoming apparent.
These features initially made an inflammatory or cystic lesion seem more likely.

Similar presentations have been described in the literature. Alkatan et al. reported a 14-year-old girl with
recurrent inflammation and discharge whose pilomatrixoma was clinically mistaken for a ruptured
epidermal cyst [6]. Mohr and Tschen described a perforating pilomatrixoma in a child with a persistently
draining lesion [7]. Scabora et al. also reported an ulcerated pilomatrixoma in an 11-year-old girl that
produced intermittent purulent drainage and serohematic crusting [8]. These cases are important because
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they show that pilomatrixoma does not always have its familiar firm, uncomplicated appearance.
Inflammation and drainage can make the diagnosis considerably less obvious. Our case shared these
inflammatory features, although the lesion was diagnosed histologically as an inflamed and calcified
pilomatrixoma rather than a perforating variant.

Confusion with an epidermoid cyst is also understandable. Pilomatrixoma can resemble epidermoid and
other pilosebaceous cysts, particularly when the lesion is inflamed or only partly calcified [3]. Its degree and
pattern of calcification can change over time, affecting its consistency and clinical appearance [3]. This
difficulty is reflected in larger studies, where correct preoperative diagnosis has remained relatively limited,
reported at under 50% in a series of over 1,500 cases [9]. In this case, the recurrent discharge and temporary
decrease in swelling supported the initial clinical impression of an epidermoid cyst.

The imaging findings helped change that impression. On ultrasound, pilomatrixoma typically presents as a
well-defined heterogeneous subcutaneous lesion with internal echogenic foci and posterior acoustic
shadowing [4]. CT may show varying amounts of calcification [4]. Importantly, ultrasound does not always
distinguish pilomatrixoma from an epidermoid cyst, making the overall clinical and radiological picture
important. In our case, calcific features were seen on ultrasound and more clearly demonstrated on CT,
leading the radiologist to consider pilomatrixoma before surgery.

Histopathology ultimately established the diagnosis. Pilomatrixoma displays varying degrees of
keratinization, calcification, inflammatory infiltrate, and multinucleated giant cells as it evolves [3]. The
inflammatory changes in this lesion were compatible with its presentation, while the calcification seen
microscopically was also evident on imaging. No malignant changes were identified.

Complete surgical excision is the usual treatment for benign pilomatrixoma. Recurrence is uncommon, with
a reported rate of approximately 1.0%, more often associated with incomplete removal [10]. Our patient
underwent complete excision and was followed for six months postoperatively, with no evidence of
recurrence.

Conclusions
The unusual presentation in this patient made the diagnosis less straightforward. Recurrent bloody and
purulent discharge and the temporary decrease in swelling after discharge initially favored an epidermoid
cyst. However, the calcification seen on ultrasound and CT suggested pilomatrixoma before surgery, and the
diagnosis was later confirmed by histopathology.

Pilomatrixoma is, therefore, worth considering in young patients with persistent facial swelling, particularly
when the clinical findings do not fit neatly with a simple cyst. Imaging may offer an important clue when
calcification is present, but histopathology remains necessary to confirm the diagnosis. The lesion was
completely excised, and the patient had an uncomplicated early recovery. 
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