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EPIDERMAL BONE CYST OF THE FINGER 
A Case Report 
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An epidermal cyst of the terminal phalanges of the fingers is a rarc 
finding. The present work deals with some of the clinical and 
pathological aspects of such a case seen by the authors. 
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Epidermal cysts of bone are quite rare. 
Most of them occur in the skull, but they 
may occasionally be observed in the 
distal phalanges (Bissel & Brunschwig 
1937, Kleinsasser & Albrecht 1957, Roth 
1964, Dahlin 1967, Lichtenstein 1970).  

Because of the rarity of phalangeal 
epidermal cysts, the presentation of such 
a case may be of interest. 

CASE REPORT 

A 33-year-old man had for  many years noticed 
a thickening of the distal phalanx of his left 
little finger, but it had not caused any discom- 
fort. 

He visited his doctor because of acute pain in 
the finger following a slight trauma. The pri- 
mary treatment was for  a fracture without dis- 
location. 

A couple of weeks later he was admitted to 
the hospital because of further symptoms. X-ray 
showed a cystic tumour occupying most of the 
terminal phalanx. The outline of the tumour 
was fairly well demarcated although with some 
cortical usuration. A fracture line was seen 
crossing the cyst (Figure 1). Clinically the 
diagnosis was that of an enchondroma. Primary 
amputation of the terminal phalanx was per- 
formed because of the extension and localisation 
of the lesion. 

Pathological ezarnination 
The specimen consisted of the distal phalanx 

of the left little finger. I t  was cut longitudinally 
a t  the midline. Most of the bony phalanx was 
occupied by a cystic tumour with greasy, greyish 
coloured masses in  the lumen (Figure 2) .  

Histological sections through the entire pha- 
lanx were prepared and stained with haem- 
atoxylin-eosin, Azan-Heidenhain and Weigert’s 
Elastin-van Giesson. 

Apart from a small area, the cyst wall was 
seen microscopically to he lined by a regular 
stratified squamous epithelium. The epithelium 
varied in  thickness, in  many places with mul- 
tiple layered stratum spinosum and granulosum. 
The cyst lumen was filled with stratified horny 
masses and fatty material (Figure 3 ) .  Wherc 
the covering epjthelium was missing a mainly 
histiocytic reaction with several giant cells of 
the foreign type was seen. In this area the cor- 
ticalis seemed to be destroyed too, but the soft 
tissue outside tne bone was only minimally 
affected. 

DISCUSSION 

According to the literature most of the 
patients with epidermal cysts of the 
phalanges are young maIe adults, as in 
the present case. A traumatic origin of 
the cysts following a mild to severe 
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with enchondroma, more rarely with 
osteomyelitis. The clinical symptoms 
which in our case seemed classic are not 
different from those of enchondroma. 
Radiographically epidermal cysts appear 
as rounded lytic areas with clearly de- 
fined borders without the mottled ap- 
pearance often seen in enchondroma. The 
distinction may however be difficult to 
make (Bissel & Brunschwig 1937, Fisher 
et al. 1958, Lichtenstein 1972).  

A definitive diagnosis is established by 
histological examination and is depen- 
dent upon the demonstration of a squa- 
mous epithelial lining in at least some 
portion of the cyst wall. In  cases with 
curetted material and prominent granul- 
omatous reaction the impression of a 
benign giant cell tumour may be ob- 
tained, especially if  the material is sparce 
(Fisher et al. 1958).  

The treatment of choice is curettage 

Figure I .  Roentgenograms (anteroposterior and 
oblique v iews)  showing a lvtic defect  w i t h  a 
th in  sclerotic border. d fracture l ine is seen 
traversing the  cgst. 

Figure 2. Longitudinal section through the  ter- 
minal  phalanx  o f  t he  l i t t le finger. The  border 
of the  c tp t  is  marked. 

crushing type of -injury is suggested by 
most authors. Injuries to the nailbed 
seem in this connection to be of im- 
portance (Behrens 1931, Fisher et al. 
1958, Roth 1964).  

cysts may easily be confused Clinically 

Figure 3. Histological specimen showing the  
epidermal cys t  w i th in  the  bone. Horny  strati f ied 
material  is seen in  the  lumen  (H.E. X 175). 

As in the present lesion, 
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possibly with filling of the bony defec!. 
Recurrence seems to  be rare. Because of 
a marked bony defect a n  amputation 
may have to be performed as  in  the 
present case. (Roth  1964) .  
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