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A burning candle in the 
dark night‑incidental 
intradiploic epidermoid 
cyst of occipital bone
Sir,
Ectodermal squamous epithelial cells, entrapped during 
neural tube closure between the 3rd  and 5th  weeks 
of gestation, form epidermoid cysts or congenital 
cholesteatomas. Epidermoid cysts compromise 
0.2–1.8% of all intracranial tumors and are benign 
histologically.[1] Intracranial locations for epidermoid 
cysts are cerebellopontine angle, parasellar region, 
middle cranial fossa, thalamus, corpus callosum, lateral 
ventricle, fourth ventricle, parietal lobe, occipital lobe, 
pineal region, brainstem, and intradiploic location. 
About 25% of all epidermoid cysts present in intradiploic 

location as expansible lesions, hence to our knowledge, 
incidental presentation as a soft swelling on occipital bone 
has been reported only twice in the scientific literature 
in English.[1‑4] We present a young patient with an 
intradiploic epidermoid cyst presented as a soft swelling 
on occipital bone and discuss its etiology, histology, 
radiology, and management strategies. A 27‑year‑old 
man admitted to clinic with a history of softness and 
irregularity on the back of his head just behind his left 
ear. On physical examination, the mass lesion was soft, 
nonfluctuant, and nontender to palpation. The patient 
was neurologically stable. Lateral skull X‑ray revealed a 
hypodense area of 24 mm × 19 mm × 20 mm size close to 
the left mastoid process [Figure 1a]. Magnetic resonance 
imaging (MRI) scans revealed the lesion to be present in 
the intradiploic space. The lesion was lobulated, and it 
was iso‑ to hyperintense on T1‑ and iso‑ to hypointense 
on T2‑weighted scans compared to cerebrospinal fluid, 
respectively [Figure 1b and 1c]. On diffusion‑weighted 
MRI, the lesion was hyperintense [Figure 1d]. Surgical 

Figure 1: A hypodense zone is visible on the occipital bone close to mastoid process (a). A mass lesion, that is, iso- to hyperintense on T1- and 
iso- to hypointense on T2-weighted scans is visible in the intradiploic area of the left occipital bone (b and c). The lesion enhances on diffusion-
weighted magnetic resonance imaging (d). The cyst has been resected as en bloc (e)
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en bloc excision was managed through a paramedian 
linear‑cut 5 cm incision [Figure 1e]. The contents of the cyst 
had a classical pearl‑like appearance. Histopathological 
diagnosis was an epidermoid cyst. Postoperative course 
of the patient was uneventful. Epidermoid cysts mostly 
present laterally, compared to dermoid cysts, which was 
speculated to be due to migration of this malformed 
cystic tissue through developing neurovascular 
structures.[1] The deadline for epidermoid cysts to present 
as intra‑ or extra‑parenchymal cysts in the brain has been 
determined by the time of neural tube closure, after which 
intradiploic variants appear. Computed tomography (CT) 
and MRI are the best imaging modalities for intradiploic 
epidermoid cysts. While CT depicts lytic nature of the 
bone and possible calcifications in the cyst, MRI can 
make it recognizable with diffusion‑weighted scans, 
especially for differentiation from intradiploic arachnoid 
cyst.[5] However, still, routine sequences of T1 and T2 are 
required to make a differentiation between epidermoid 
and dermoid cysts. Dermoid cysts are hyperintense both 
on T1‑ and T2‑weighted scans, whereas epidermoid cysts 
are usually hyperintense on T2‑weighted MRI yet have 
variable intensity on T1‑weighted MRI.[6] The patient in 
our case was harboring a lobulated lesion in the occipital 
bone, and the lesion had a heterogeneous intensity 
on both T1‑  and T2‑weighted MRI. Nevertheless, 
histopathological analysis can clarify the final diagnosis 
in case of conflict. Epidermoid cysts are benign in nature; 
however, some catastrophic events have been reported 
in literature. Ormond et  al. and Gadgil et  al. reported 
cases of intradiploic epidermoid cysts that presented as 
hemorrhagic mass lesions.[7,8] One of the cysts was present 
in the orbita and was extending to the sphenoid bone, 
and the other one was in the frontotemporal bone. Both of 
them were impalpable and were incidentally diagnosed 
after mild headache, eye pain, and minor head trauma, 
respectively. Malignant transformations of intradiploic 
epidermoid cysts have also been described.[9,10] Our 
patient admitted with only a soft swelling on his head, 
which turned to be an intradiploic epidermoid cyst. 
After talking with the patient, surgical resection was 
planned, accordingly. The cyst was excised en bloc from 
the occipital bone without any complication. Intradiploic 
epidermoid cysts usually present as expansible lesions 
on the skull. Guridi et al. and Kuzeyli et al. described 
the two cases of occipital intradiploic epidermoid cysts 
presented as soft swellings on the cranium.[3,4] Despite 
the benign nature of intradiploic epidermoid cysts, 
surgery should be performed in suitable circumstances 
to prevent rare but possible catastrophic events or 
malignant transformations.
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