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Abstract : 
 Intracranial dermoid cysts are uncom-
mon lesions. A 35 years old female pre-
sented with complaints of swaying and 
falling towards the left side while walking. 
MRI brain revealed a posterior fossa 
space occupying lesion. Suboccipital 
craniectomy and total excision of the tu-
mour was done. Bunch of hairs admixed 
with pultaceous material were found 
within the cyst. Histopathological exami-
nation revealed it to be a dermoid cyst. 
The clinical, radiological features and 
therapeutic strategy in the management 
of dermoid cysts are discussed. 
Keyword :Dermoid cyst, suboccipital 
craniectomy 
 
Introduction 
Dermoid cysts are benign congenital 
subcutaneous lesions classified in a 
group named “Inclusion tumours”1 . Der-
moid cyst is a tumour arises due to de-
fect in embryogenesis. Dermoid cysts 
are the least common among the similar 
intracranial cystic lesions. Various stud-
ies  

propose its prevalence as 0.3 per-
cent1,4,5,6,8.  
 
Case report: 
A 35 years old female patient was admitted 
with headache for 2 months and swaying 
and falling towards left side while walking 
for 20 days duration. The headache was 
holocranial, intermittent, with no diurnal 
variation, not associated with vomiting, 
nausea or visual obscuration, partly re-
lieved after drugs and rest. No history of 
loss of consciousness and seizure, no his-
tory of weakness of limbs. No history sug-
gestive of cranial nerve and sensory sys-
tem involvement. No history suggestive of 
bowel and bladder incontinence. 
On examination her higher mental func-
tions were normal, gaze evoked nystagmus 
on looking towards the left side, No papille-
dema. With features of left cerebellar signs 
- Rapid alternating movements, finger-nose
-finger test and heel-shin test were im-
paired on the left side. Romberg test was 
negative. She also had difficulty in perform-
ing tandem walking – swaying towards left 
side. 
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CT Brain showed well defined hypo-
dense lesion in the posterior fossa with 
hydrocephalus. MRI brain showed, T1 
heteroindense, T2 hyperindense 3.5 X 4 
cm   l es i on  i n  t he  pos te r i o r 
fossa Compressing  left cerebel-
lar hemisphere . The lesion showed  dif-
fusion restriction and was not enhanced 
with contrast suggestive of an - epider-
moid. 
 
 
 
 
 
 
 
 
 
 
Figure 1 preoperative plain CT brain 
showing hypodense posterior fossa 
lesion with dilated temporal horns of 
lateral ventricle 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2.a MRI brain T1 sagital image 
showing heteroindense posterior fossa 
lesion Figure 2.b,MRI brain contrast 
showing posterior fossa non enhanced 
lesion 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2.c MRI brain showing T2 hyper-
indense posterior fossa lesion 
 
Figure 2.d MRI brain DWI and ADC 
showing diffusion restriction 
 
Left paramedian suboccipital craniectomy 
was done. Intraoperatively the capsule was 
in dull white colour and on opening the cap-
sule there were hairs admixed with tooth 
paste like pultaceous material. 
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Figure 3.a Intraoperative image showing 
opening of capsule revealing pultaceous 
material 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3.b Intraoperative image showing 
hairs admixed with pultaceous material 
Figure 3.c Magnified view showing hairs 
admixed with pultaceous material 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
Figure 3.d Intraoperative image 
showing total excision of the cyst 
 
Histopathological examination showed 
Dermoid cyst lined with stratified 
squamous epithelium with hair follicle, 
sebaceous glands. Postoperative pe-
riod was uneventfull. 

 

Figure 4. HPE showing Dermoid cyst 
lined with stratified squamous epi-
thelium with hair follicle, sebaceous 
glands. 
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Figure 5. Post operative CT brain show-
ing Left paramedian suboccipital 
craniectomy status with total excision of 
the lesion 
 
Discussion: 
Dermoid cysts share many characteristics 
with epidermoid cysts. They are also clini-
cally and biologically benign, with the main 
problem at initial evaluation being related to 
mass effect on neural structures in a tight 
space (intracranial or spinal). They repre-
sent a developmental malformation, with 
the defect in gastrulation2 affecting the sur-
face ectoderm and causing a secondary 
disruption of neural tube closure. Epider-
moid cysts contain epithelial cell debris and 
keratin, whereas dermoids contain ele-
ments of the dermis, such as hair and hair 
follicles and apocrine, sebaceous, or sweat 
glands. 
Intracranial dermoids are rare congenital 
lesions that account for 0.04% to 0.6%1,4,5 
of all intracranial tumours. The Dermoid 
cysts can be present anywhere along the 
embryonic fusions apart from midline. It can 
also occur in the Sylvian fissure. Intracra-
nial dermoid cysts have been reported to 
occur in the cerebellopontine angle, cere-
bellar vermis, fourth ventricle, parasellar 
region, and frontal and frontotemporal cis-
ternal spaces11,12. 
Patients with dermoid cysts are generally 
seen at a younger age than those with epi-
dermoids. Gormley and co-workers noted 
an average age at diagnosis of 15 years for 
dermoid cysts versus 35 years for epider-
moids3. As with epidermoid cysts, there is a 
female preponderance, and patients may 
initially be seen with local neural deficits, 
headache,or meningitis. Hydrocephalus 
and sometimes cerebellar abscesses are 
the principal manifestations1,7,8. Posterior 
fossa dermoid cysts should be considered 
in all children with recurrent meningitis and 
in children with occipital skin lesions,  

especially dermal sinus1,8. Dermoid tu-
mors have been reported in association 
with Klippel-Feil syndrome4,5 .Apart from 
epidermoid the differential diagnosis to 
be kept in mind is Teratoma9 . 
On CT, the lesions are usually hypo-
dense and avascular and do not exhibit 
contrast enhancement. The MRI charac-
teristics of dermoids are also similar to 
those of epidermoids1,6,9, with perhaps 
even more signal heterogeneity. Relaxa-
tion time on these images may be vari-
able, depending on the fat content of the 
lesion. The tumours usually show high 
signal levels on both T1-and T2-weighted 
images6. Because dermoid tumours are 
generally more solid than epidermoid tu-
mours, they are less likely to grow be-
tween neurovascular structures and tend 
to demonstrate more of a local mass ef-
fect. Surrounding parenchymal oedema 
is lacking. Rare cases of dermoid cysts 
showing contrast enhancement and even 
an enhancing mural nodule have been 
reported6. Although it was previously 
thought to be uniformly fatal, dermoid 
cyst rupture can result in different pat-
terns of distribution of the spilled con-
tents, as visualized on MRI. Most com-
monly, fat droplets may be seen through-
out the subarachnoid or intraventricular 
space. Another pattern is that of local-
ized dissemination in the sulci causing 
widening, perhaps contained by pia or 
inflammatory tissue. Spinal dermoid 
cysts have been manifested as hydro-
cephalus secondary to CSF obstruction 
by fat droplets 10. An extradural cranial 
lesion shows the typical bony erosive 
changes seen with epidermoids. 
Surgical extirpation is the treatment of 
choice of dermoids and may be some-
what less problematic than removal of 
epidermoid tumors because of the firmer 
consistency of dermoids. 
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Complete excision decreases the risk 
for both postoperative chemical menin-
gitis and tumor recurrence. Tumor re-
currence has been reported with both 
cranial and spinal dermoids10 . Although 
surgical resection of recurrent tumors 
may be more difficult, this should not 
influence the decision to reoperate. The 
surgeon must be cognizant of adher-
ence of the tumor capsule to vascular 
and neural structures, damage to which 
can be devastating. This consideration 
may dictate a more conservative surgi-
cal approach. As might be predicted, 
surgical treatment of recurrent cysts 
remains controversial. There is no cur-
rent role for radiotherapy or chemother-
apy in the treatment of these tumors. 
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