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Proliferating trichilemmal tumor (PTT) is an uncom­
mon lesion that is characterized by an exuberant 
growth of cells derived from the external root sheath 
of the hair follicle. Histologically, it presents as trichi­
lemmal keratinization. It is known to be derived from 
trichilemmal cysts and to have a potential for malig­

Fig. 1. 
Findings at a local clinic. Computed 

tomography findings show mass 
involvement with the pericranium.

blood flow of the cervical vessels, especially in bilateral 
cases [5]. In the current case, we decided to follow-up 
with the patient on a monthly basis, not only because 
there were no symptoms or complications, but also 
because the radiologic study revealed only the dilatation 
of the internal jugular vein without any causative 
structural lesions. In addition, the patient refused to 
undergo cosmetic surgery.
  In evaluating patients with trauma who experience 
neck swelling, clinicians should consider making a 
differential diagnosis of various conditions from simple 
contusion to life-threatening ones including pseudoa­
neurysm or a delayed rupture of the cervical vessels. 
These life-threatening vessel injuries can be confirmed 
by angiography, which should be accompanied by 
emergency intervention or surgery. Although IJP is a 
rare condition, when making a differential diagnosis 
of neck swelling in patients with trauma, clinicians 
should refrain from unnecessary evaluations by per­
forming a physical examination and routine radiog­
raphy to conserve time and money. We experienced a 
rare case of IJP in a patient with trauma. Clinicians 
should be aware of IJP as a candidate condition of the 
differential diagnosis of neck swelling in trauma 
patients.
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nant conversion. In the latter case, it is called malig­
nant proliferating trichilemmal tumor [1]. As it has 
some low-grade malignant potential as well as 
unpredictable biological behavior, wide excision with 
a 1 cm margin of normal tissue is required in order to 
prevent recurrence. 
  A 43-year-old woman who had been seen with a 
large ulcerated mass in the occipital area at a primary 
care hospital visited our institution. The dimension of 
the mass had been 13 cm × 10 cm × 5 cm on the com­
puted tomography scan (Fig. 1). The tumor had been 
first noticed by the patient as a small asymptomatic 
lesion on the occiput 15 years earlier. No intervention 
had been undertaken, and the lesion had not increased 
in size for 11 years. However, 4 years prior to her 
presentation to the local clinic, the mass had begun to 
increase in size although there were no other signifi­
cant symptoms such as pain or bleeding. According 
to the primary surgeon’s clinical examination, the 
mass had been firm and adherent at its base, with a 
small necrotic central ulcer with contact bleeding. 
Given that it was biopsied as PTT, he had performed 
a mass excision at the supraperiosteal plane with a 1 cm 
free margin and coverage with a skin graft (Fig. 2). 
After an initial take of the skin graft, the wound had 
deteriorated rapidly with discharge, redness, and 
inflammatory changes, and the skin graft failed to take. 
The patient was transferred to our hospital with a  
13 cm × 10 cm ulcerative lesion (Fig. 3).
  After ruling out lymph node or distant metastasis, 
a treatment plan was set up. The recurred tumor was 
resected radically with a 1 cm margin at the subperi­
osteal level as the tumor was judged to be abutting on 
the periosteum intraoperatively, and the outer cortex 
of the skull was burred to minimize the risk of recur­

rence. The defect was covered by an anterolateral 

Fig. 2. 
Histopathologic findings. The tumor shows typical features of 
trichilemmal keratinization of squamous epithelium without cytologic 
atypia (H&E, ×100).

Fig. 3. 
A large, incompletely resected 
proliferating trichilemmal 
tumor. The patient was 
referred to our hospital with a 
large ulcerated lesion 2 weeks 
after the surgery.

thigh (ALT) free flap. A 15 cm × 12 cm fasciocutane­
ous flap was harvested from the patient’s left thigh to 
resurface the resultant large post-excisional defect. 
The superficial temporal artery and its venae comm­
itantes were used as the recipient vessels. Microanas­
tomoses of the vessels were performed in an end-to-
end pattern. The donor site was closed primarily. The 
postoperative course was uneventful, and the free flap 
healed completely. The thickness of the flap was well 
matched with that of the scalp, and the contour was 
aesthetically satisfactory. No recurrence has been 
observed for 8 months after surgery (Fig. 4).
  A PTT appears on the skin with dense concen­
trations of hair follicles, mainly in the scalp. It usually 
presents initially as a subcutaneous cystic nodule, 
which may persist for several years, slowly enlarging 
to a larger nodular mass [1]. It is an aggressive tumor 
that invades across tissue planes and, in the scalp, it 
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Fig. 4. 
Postoperative findings. (A) 

Photograph at 3 days after 
the operation. (B) Follow-

up photograph at 8 months 
after the reconstruction. 

The photograph shows 
an aesthetically pleasing 

contour and no recurrence. A B

may even extend intracranially, causing a high degree 
of morbidity and possible mortality. Local recurrence 
after excision is frequently seen [2]. Therefore, the 
authors decided to perform a wide full-thickness 
excision of the tumor, which subsequently required 
free flap coverage. Options for scalp reconstruction 
include the use of local flaps, tissue expansion, or free 
flaps [3]. It is generally accepted that the best replace­
ment for scalp tissue is adjacent tissue because there 
is no other donor site on the body that can match the 
hair-bearing qualities of the scalp. Therefore, local 
flaps are the optimal choice for the best cosmetic 
effect. However, in the event of extensive scalp defects, 
where local tissue rearrangements are inadequate for 
reconstruction, the use of local flaps is limited [3].
  Tissue expansion represents an excellent option 
because it essentially creates more locally available 
scalp tissue. However, it is a long and laborious process 
and in order to create sufficient local tissue for the 
coverage of large defects, such as in our report, the 
period of expansion required is several months, which 
is too long [4]. This procedure requires multiple  
operations with lengthy intervals, which results in 
prolonged wound care and increased patient 
discomfort. In our case, the patient had already 
undergone a prior operation, and she declined further 
staged procedures in favor of a single-stage 
reconstruction. 
  The ALT flap is an excellent choice for reconstruct­

ing large full-thickness scalp defects in a single stage. 
Aesthetically, the patient was very satisfied with the 
result, in terms of flap thickness, contour, and pliabili­
ty. The main cosmetic drawback was the absence of 
hair. In order to counter this, hair restoration, whether 
using tissue expanders or via hair transplantation, 
needs to be planned in the future. 
  PTTs are rare soft tissue tumors presenting on hair 
bearing areas. The operating surgeon should be pre­
pared to treat them aggressively when indicated. How­
ever, this often results in large full-thickness defects. 
We propose the use of the ALT free flap as a good 
option for the resurfacing of these defects.
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