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Abstract
Background : Pilomatrixoma, also known as Maherbes's calcifying epithelioma, known
to occur in children, isnot common especialy in middle aged and those below 10 years of
age . Pilomatrixoma presents as a firm skin nodule on eye lid or eye brow, so should be
considered inthedifferential diagnosisof such lesionsinvolving eyelids.

Case : A 45-year-old male presented with a swelling in the left upper lid for the last 4
months. There wasfirm to hard non tender nodule measuring 1.5 cm. x 1.5cmin size on the
lateral aspect of the left upper eyelid, involving the lid margin with variegated appearance
of overlying skin with a few ulcerated areas on the surface. A presumptive diagnosis of
meibomian gland carcinomawas made and an excision biopsy with primary lid repair was
carried out. Histopathological examination confirmed the diagnosis of pilomatrixoma.

Conclusion : The present case is reported to sensitize the ophthalmologists to think
beyond chal azion and meibomian gland carcinomafor afirm, nodul ar, non ulcerated, painless

lidswelling.
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Introduction

Pilomatrixoma, aso known asMalherbes scalcifying
epithelioma, known to occur in children, is not
common especially inmiddleaged and those below
10 yearsof age (Taffe et al 1988; Ahmad et al 1992;
Wellset d 1994). Though not very rare, pilomatrixoma
isusualy not considered in differential diagnosis of
afirmskin noduleon eyelid or eye brow. The present
case is being reported to highlight that this entity
should al'so be considered inthe differential diagnosis
of suchlesionsinvolving eyelids.

Case report
The present case reports a 45 years old male who
presented with aswelling in theleft upper lid for the
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last 4 months. On examination afirm to hard non tender
nodulemeasuring 1.5 cm. x 1.5cmin sizewaspalpable
onthelateral aspect of theleft upper eyelid, involving
thelidmargin. (Figure-1) .Theoverlying skin showed
a variegated appearance with a few ulcerated areas
on the surface. The nodule was firmly adherent to
the underlying lid tissue. A presumptive diagnosis of
meibomian gland carcinomawas made and an excison
biopsy with primary lid repair was carried out.
However, histopathological examination confirmed
the diagnosis of pilomatrixoma showing a biphasic
population composed of basaloid germinative cells
and eosinophil shadow cells with a few foci of
dystrophic calcification. (Figure-2)
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Fig 1: Pilomatrixoma involving lid margin
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Figure.2- Histopathlogical picture of pilomatrixoma
of lid

Discussion

Pilomatrixomaisan ectodermic tumour originating
from pluripotential precursorsof hair matrix cells. It
can present at any age. It demonstrates a bimodal
peak presentation during 1st and 6th decades of life,
about 40% of cases occur in patients younger than
10 years of age and 60% of cases occur within the
first two decades of life (Taffe et al 1988; Ahmad et
al 1992; Wells et a 1994) . Multiple and familial
pilomatrixomas are associated with Steinert’'s
myotonic dystrophy, Gardner Syndrome, Turner
Syndrome and Trisomy 9 (Aslan et al 1996;
Berberian et al 1997; Naguchi et a 1999).These
pilomatrixomas are much rarer than the solitary
tumors. In the present case the solitary tumour was
not associated with any systemic lesion.

Pilomatrixoma, though can involve any part of skin
comprising of hair follicles, iscomparatively more
common in head and neck area and may occur at
eye brow, eye lid and canthal area. It has been
suggested that the distribution of pilomatrixoma
matches the density of hair follicles in a given
area Approximately 50% lesions occur on the head
and neck area ( Shieldset al 1995 ; Rotenberg et al
1996; Levy et a 2008) .

Preceding trauma ,infection or bite at the site of
occurrence of tumour has been reported, however,
their significancein the pathogenesisof pilomatrixoma
is not known. There was not history of any such
predisposing factor in the present case. In general
pilomatrixoma is not hereditary. The pathogenic
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mechanism of its development is associated to
mutations in the betacatenine gene (CTNNB1)
(Hassanein et a 2004) and it has been confirmed
that thismutation does not only occur in pilomatrixoma
but alsoin hair follicle carcinoma.

Pilomatrixoma typically presents as a solitary firm
non tender subcutaneous nodule, adherent to skin
but not fixed to underlying tissue. Growthisusually
slow and may occur over aperiod of monthsto years.
It is frequently mis-diagnosed as epidermoid cyst,
sebaceous cyst, dermoid cyst, foreign body reaction,
pyogenic granuloma and chalazion. Perforating or
rapidly growing pilomatrixomascan mimic neoplastic
lesions. Radiological imaging is of little diagnostic
valuefor pilomatrixoma.

Histologicaly pilomatrixomais characterized by a
mass made up by basaloid cellsin periphery, ghost
cellsin central part and calcification and sometimes
ossification. The ghost cellsrepresent necrotic areas
of previously vital basaloid cells. The calcification
and ossification areas appear progressively in
necrosis areas. Ghost cells are pathognomic of
pilomatrixoma.

Since this does not regress spontaneously, excision
isthetreatment of choice. Surgical excisionincluding
clear margins and its overlying skin prevent
recurrence in most cases.

Conclusion

The present case is reported to sensitize the
ophthalmologists to think beyond chalazion and
meibomian gland carcinomafor afirm, nodular, non
ulcerated, painlesslid swelling.
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