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DEAR SIR

Scalp masses in children have a varied etiology. While 

many are associated with pathognomonic signs and can 

be diagnosed clinically. But few of them have a histologi-

cal surprise [1]. We are presenting here a case of occipi-

tal swelling in the 4 months old male child that was clini-

cally mistaken as dermoid.  

A 4-month-old male infant presented with a painless 

scalp swelling (3x2cm) at the occipital region since birth. 

On examination, it was non-tender, soft, and non-com-

pressible. The swelling was surrounded by a circle of long 

coarse hair. There was no impulse on crying and an un-

derlying bony defect was not evident. There was history 

of single episode of the clear fluid discharge from the 

swelling. CT scan showed a midline, well circumscribed, 

extra cranial, heterogeneous swelling without the bony 

defect. The underlying intracranial structures were nor-

mal and separate from the extracranial mass lesion 

(Fig.1).  

A differential diagnosis of a dermoid or an atretic enceph-

alocele was thought. At surgery, the encapsulated mass 

was excised with an ellipse of the overlying skin. There 

was no connection seen with the intra cranial structures 

without any bony defect. Histopathological examination 

showed normal squamous lining with adnexal structures. 

In the deep dermis and subcutis, there is a focus of glial 

tissue, choroid plexus and nerves (Fig.2). These features 

confirmed the diagnosis of a glial heterotopia (GH). At 1 

month follow-up, the child is well, asymptomatic and there 

is no residuum or recurrence. 

 
Figure 1: CT scan of the lesion. 

Heterotopic neuroglial tissue represents normal brain tis-

sue in an abnormal location away from the CNS. It is a 

rare congenital anomaly and the majority of these lesions 

are diagnosed at birth as bald, painless, soft nodules that 

proportionately increase with the growth of the child. Our 

case had also same presentation. Sometimes these bald 

nodules may be surrounded by a circle of long coarse hair 

(hair collar sign) and accompanied by a capillary stain [2]. 

It was also present in our case. 
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Figure 2: Histopathology showing glial tissue. 

The most common location for heterotopic neuroglial tis-

sue is in the base of nose, where it is traditionally but er-

roneously termed as Nasal Glioma. Other heterotopic 

sites include skin, palate, orbit, scalp, lung, etc. Glial het-

erotopias of head and neck are rare. MRI is helpful in de-

termining its intracranial extension. The absence of a me-

ningeal investment and intracranial communication dis-

tinguishes it from a typical encephalocele [3,4]. There 

was no intracranial communication in our case. Treat-

ment is surgical excision. Diagnosis is usually confirmed 

on histopathology [3]. 
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