




monary metastases.3,10,11 The more common primary
malignant bone tumors of the skull include Ewing’s
sarcoma, osteosarcoma, leukemia, and multiple my-
eloma. Metastatic tumors are far more common and
must be considered during the differential diagnosis
of any bone lesion in a patient older than 40 years of

age.12 Skull metastases may be the initial manifesta-
tion of a malignancy elsewhere.13

A review of the literature revealed that fibrohis-
tiocytic lesions with giant cells can be either pre-
dominantly histiocytic tumors or giant cell tumors.
Giant cell tumors account for 4% to 5% of all

Figure 3. Composite operative picture depicting the skull lesion (A, arrow). The lesion was adherent to the dura
matter (B, arrow). En bloc resection of the lesion, superior view (C), and inferior view (D) measuring 5.5 � 5.5
cm. Macroscopic yellowish content of the lesion is demonstrated in subfigure (E). Polymethylmethacrylate
cranioplasty was performed due to the bone involvement (F).

Figure 4. Sagittal (A), axial (B), and coronal (C) postoperative magnetic resonance imaging showing complete
resection of the lesion.
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primary bone tumors and 20% of all benign bone
tumors, 5% to 10% of which are malignant.7 Al-
though controversial, skull-based giant cell tumors
are occasionally treated with postoperative radia-
tion therapy.3,14

Conclusion
Our patient presented with what was thought to be
a benign subcutaneous skull mass, which, after fur-
ther assessment, was found to be associated with an
underlying osteolytic bone tumor. Osteolytic skull
tumors are uncommon and are more often meta-
static than benign. Benign lesions can be locally
aggressive, so definitive surgical excision typically is
recommended when possible. Such excision also
provides a tissue diagnosis, which is essential to
guide further patient management.
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