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Congenital dermoid cyst of the anterior fontanelle
(Adeloye-Odeku disease)

Peter JC, Sinclair-Smith C, de Villiers JC (Departments of
Paediatric Neurosurgery and Paediatric Pathology, Red
Cross War Memorial Children's Hospital, University of
Cape Town; Department of Neurosurgery, Groote Schuur.
Hospital, University of Cape Town, South Africa.) The
congenital bregmatic dermoid: An African cyst? Br J
Neurosurg 1992;6:107-14.

Mlay SM, Sayi EN (Department of Paediatric Surgery,
Muhimbili Medical Centre, Dar-es-Salaam, Tanzania.)
Anterior fontanelle scalp cysts in infancy. East Afr Med J
1993;70:578-9.

SUMMARY
Peter, Sinclair-Smith and de Villiers from Cape Town, South
Africa present 31 patients, all of African descent, who had
congenital dermoid cysts of the anterior fontanelle (Adeloye-
Odeku disease) and Mlay and Sayi from Dar-es-Salaam,
Tanzania report six cases in African children seen at the
Muhimbili Medical Centre over a seven-year period.

The cystswere noted at birth or shortly after and the progressive
increase in their size made the parents seek hospital treatment
for their children. Most of the children were under one year of
age; in the Tanzanian series, females predominated over males
whereas in Cape Town, males slightly outnumbered the
females. The clinical features of the disease were uniform.
Locally, the cysts were round, solitary, usually non-tender,
located over the anterior fontanelle, with a broad sessile base
and covered by normal skin. The children were otherwise healthy,
with normal mental and motor development. Skull radiography
in the Tanzanian series showed soft tissue shadows over the
anterior fontanelle. CT scans in all cases and magnetic resonance
imaging (MRI) in a few cases were performed in the Cape Town
series which confirmed the extracraniallocation of this cyst and
distinguished it from other similar lesions.

All the cysts were removed under general anaesthesia through
anterior elliptical incisions. The cysts were well encapsulated;
they had no intracranial connection and shelled out easily
and completely from the subgaleal space. The content of the
cysts was not analysed biochemically in Cape Town but in
Tanzania, the fluid examined was turbid. In both centres, the
cysts were shown to be dermoids on histological examination.

The differential diagnoses of the disease included sebaceous
cysts, haemangiomas, hamartomas, lipomas and encephaloceles
ofthe anterior fontanelle.

COMMENT
Scattered and rare case reports of congenital dermoid cysts
of the anterior fontanelle occur in the literature. One of
the earliest, described around the first quarter of the
nineteenth century, occurred in a man whose cyst grew to the

'size of a common coconut' so that when he wore his hat, it
only covered the cyst and not his head.' The cyst was ultimately
removed and the specimen kept in the museum of St. Thomas'
Hospital, London. Marsh- in 1900 described an anterior
dermoid cyst in a 25-year-old Caucasian male. The patient
was advised many times against surgical excision of the cyst,
but eventually it was removed. Tytus and Pennybacker?
included two bregmatic dermoids in children aged 3 and 5
years in their paper on pearly tumours of the nervous system.

In 1971, I and Odeku 4 described the clinical, radiological
and pathological features and the differential diagnosis of
this unique cyst which now bears our names (Adeloye-
Odeku disease). We published the then largest series of
18 cases-all in Nigerian-Africans. In 1978, Glasauer et al,5
from Harare added 10 cases, all in African children in
Zimbabwe. In a footnote, Glasauer referred to one case
encountered in a black child in North America. These
publications created the impression that this was an African
cyst, a disease confined to Africans or those of African
descent." Since then, reports from different parts and various
races of the world have refuted that suggestion.

In spite of its worldwide distribution, the disease appears
to be more common in Africa than elsewhere. Nearly half of
the cases collected from the literature by Martinex-Lage .
et al.' occurred in Africans. The cyst accounts for 10% of
extracranial masses in Lagos, Nigeria." Hospital records in
Ibadan, Nigeria showed that 71 cases were seen at the
University College Hospital, Ibadan between 1965 and
1979.9 However, the largest fully analysed series is that
reported in the first paper that I have summarized. It
describes 31 cases from Cape Town, South Africa where it is
the commonest inclusion cyst in the midline of the head in
children. 10 Kanamaru and Waga of Japan 11 and Wong et al.t?
of China commented that there was a greater number of
published Black patients than other ethnic groups despite
the limited medical facilities and inevitable under-reporting
of cases in Africa.

The clinical features are characteristic making the diagnosis
easy, once the disease is recognized. Until then, this strange
cyst presents a puzzle. The cyst is soft, slightly mobile in all
directions and in the newborn or neonate, is often trans-
illuminant. Sometimes pulsations are transmitted through
the open fontanelle or the cyst becomes tense when the child
cries, The intact skin over the cyst has no sinuses and the cyst
is occasionally tender after inadvertent injury, but there is
usually no clinical evidence of infection. A family history of a
similar cyst is usually absent and to date no genetic anomaly
has been associated with the disease.

In the first few cases seen in our Neurosurgery Unit at
Ibadan, Nigeria we performed detailed invasive neuro-
radiological investigations. Better understanding of the
nature of the disease and availability of non-invasive
techniques have modified the diagnostic techniques used.

Plain X-ray of the skull shows a soft tissue swelling over-
lying the anterior fontanelle. In children under 18 months of
age the open fontanelle is visible. In older children with
closed fontanelles the bone changes seen include occasional
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lytic areas under the cyst or more often, in those withlong
standing, large cysts, a trough or flattening of the outer table.

Air ventriculography and pneumoencephalography show
a normal ventricular system with no extension of air into the
cyst. Carotid angiography, with a delay in the venous phase
to define the sagittal sinus, is always normal. These three
investigations are now considered to be unnecessary.

Air cystography is useful and diagnostic for an extracranial
lesion. The cyst is aspirated using a fine needle, air is then
injected to fill it and an immediate lateral skull radiograph
taken. The fluid is analysed biochemically. The X-ray shows
air delineating the sac with no intracranial extension, thus
confirming the extracraniallocation of the cyst. Pantopaque
injected into the cyst also gives the same result.P

Xeroradiography has been used with good results by
Japanese workers. 14 The technique demonstrates the
contour and extradural location of the cyst. An echogram
shows the mass to be extradural and located over the sagittal
sinus."

CT scan and, more recently, MRI are routinely used
in places where they are available. Both show a normal
ventricular pattern and a well-defined mass over the anterior
fontanelle with no intracranial connection. The early
experience with MRI shows that it is useful in the differential
diagnosis of lesions that mimic the bregmatic dermoid and
for ruling out an intracranial extension. IS Pannell et al. 16 have
suggested that only non-invasive radiography should be done
to establish the diagnosis. Nevertheless, in areas of the
world without CT scan or MRI, air cystography is a useful
investigation.

The lesions which can mimic this disease are legion.
These include encephalocoele, lipoma, haemangioma,
hamartoma, sebaceous cyst, subgaleal haematoma, cephal-
haematoma, lymphangioma, bone cyst and sinus pericranii.t-P

Encephalocele or meningocele of the anterior fontanelle
is very rare. Transillumination in a dermoid may suggest an
encephalocele; clinically an encephalocele is more sessile
and less mobile than a dermoid. Contrast studies and non-
invasive techniques will show the the intracranial extension
of an encephalocele. 17

Lipoma has characteristic features on CT scan; it may be
associated with a lipoma of the corpus callosum or the
choroid plexus. Angiomatous malformations empty on
pressure and angiography assists the diagnosis. A sebaceous
cyst is more superficially placed than a dermoid; it lies in
the dermis whereas a dermoid is found in the loose tissue
between the galea aponeurotica and the pericranium. A
punctum through which sebaceous material is extruded
surmounts a sebaceous cyst though it may not be seen easily.

Cephalhaematoma is traumatic in origin; indeed bregmatic
inclusion dermoid of traumatic origin is not unknown. The
bone cyst is fixed to bone.

Sinus pericranii is a rare disease. IS A cyst containing
circulating blood, it occurs beneath or in the periosteum of
the cranial vault, connected with an intracranial sinus
through an abnormal diploic vein of congenital or traumatic
origin. The patient, often a child, presents with a cystic mass
on the head; the cyst disappears in the upright position and
reappears when the child lies down. The size of a dermoid
does not alter with postural changes. 14

Other rare lesions which enter the differential diagnosis
include a growing skull fracture, heterotopic brain tissue,
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cystic hygroma, cavernous angioma and eosinophilic
granuloma."
. Surgical excision under general anaesthesia is the treat-
ment of choice. Aspiration is not recommended as it can
cause infection and is not curative as the cyst fills up again.

An elliptical incision placed coronally over the cyst or
anterior to it should be used. The cyst is usually dissected
out intact from the relatively avascular loose tissue between
the galea and pericranium. Care should be taken, while
dissecting near the bed of the wound, not to perforate the
anterior fontanelle. Haemostasis is easily achieved; any
excess skin is trimmed away to secure good wound closure.

Excision is totally curative and so far no recurrences have
been reported. The cyst should be removed early because of
the potential risks of superior sagittal sinus injury during
operation, due to tight adhesions and delayed skull fusion. 14

The contents of an anterior dermoid cyst differ from those
at other sites and may vary with the size of the cyst. In most
cases, a clear, colourless fluid is usually found. It looks like
central spinal fluid but is biochemically different in that it has
no glucose and is low in protein. This was the picture in 3 of
the 4 cases recently described from Japan;'! in one case, the
cyst fluid had low amounts of sugar and protein.

A large cyst which is more readily traumatized may contain
yellowish fluid with a relatively high sugar and protein
content.

The fluid from an uncomplicated cyst is acid in reaction
and contains low levels of sodium, chloride, magnesium and
calcium, but has a high content of potassium compared with
cerebrospinal fluid. The cholesterol content of the dermoid
cyst fluid is less than 50 mg/dl. No enzyme activity has been
found in the cyst fluid. 13

Histologically, the lining of a dermoid is made up of thin
stratified squamous epithelium. Inside, the clear fluid is
mixed with desquamated epithelial cells, sebaceous material
and hair. Adnexal structures (skin appendages), namely,
sweat glands, hair follicles and sebaceous glands are present
in the wall of the dermoid cyst. An epidermoid is sometimes
encountered; it usually contains creamy material and
histologically looks like a dermoid but lacks adnexal
structures.

If not removed the anterior fontanelle dermoid slowly
grows with the patient. Adult cases have been reported
worldwide. 7.19.20 These large adult cysts do not contain much
fluid but a lot of yellowish, pasty-like material composed of
keratin and foam cells.
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Short course chemotherapy for tuberculosis of
lymph nodes

Campbell lA, Ormerod LP, Friend JAR, Jenkins PA,
Prescott RJ (British Thoracic Society Research Committee.)
Six months versus nine months chemotherapy for tuber-
culosis of lymph nodes: Final results. Respir Med 1993;
87:621-3.

SUMMARY
A 6-month regime of rifampicin and isoniazid supplemented by
pyrazinamide in the first 2 months is as effective in the treatment
of pulmonary tuberculosis as the previously recommended
9-month regime. The authors tested whether this was also true
for tuberculosis of the lymph nodes and this is the final report of
their study started in 1986.

They treated 199 patients aged 16 to 80 years with cervical,
axillary or chest wall lymph nodal tuberculosis who had not had
cheinotherapy. Patients who had active pulmonary tuberculosis
and those with hepatic, renal or visual impairment or pregnancy
were excluded from the study. The patients were randomized to
one of the following three regimes:

Regime I. Initial 2 months of isoniazid, ethambutol and
rifampicin, followed by isoniazid and rifampicin for a
total of 9 months.

Regime II. Initial 2 months of isoniazid, rifampicin and
pyrazinamide followed by isoniazid and rifampicin for a
total of 9 months.

Regime III. Initial 2 months of isoniazid, rifampicin and
pyrazinamide followed by isoniazid and rifampicin for a
total of 6 months.

The patients received the drugs in the following doses-
isoniazid, 300 mg daily; rifampicin, 450 mg for patients under
50 kg and 600 mg for those above 50 kg; pyrazinamide, 1.5 g
for patients under 50 kg and 2 g for those over 50 kg; and
ethambutol, 15mg per kg per day. All the drugs were given once
daily and corticosteroids were avoided during treatment.

The position and diameter of the lymph nodes, length of
biopsy or resection scars, the presence of fluctuation or sinus
formation, and any new procedures or nodes were recorded
before the treatment and at 1,2,3,6,9,12,18, and 30 months
after its commencement.

Of the 199 patients enrolled in the study, 157 completed the
treatment as planned-50 on regime I, 56 on regime II and 51
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on regime III. A total of 165 patients were followed up for
30 months. The treatment was modified or extended in
18 patients and 10 had drug toxicity mainly to pyrazinamide,
rifampicin and isoniazid. At 30 months, residual measurable
lymph nodes were reported in 6 (12%) patients on regime I,
10(18%) on regime II and 10(17%) on regime III. Four patients
on regime I, 2 on regime II and 3 on regime III were judged to
have a relapse by their physicians and were re-treated. Three
patients on regime I, 5 on regime II and 4 on regime III were
found to have enlarged nodes during follow up. None of the
differences between the three treatment groups approached
statistical significance (chi-squared contingency table test). A
comparison of the distribution of the size of lymph nodes at any
stage of the follow up also showed no treatment differences.
Thus, the 6-month and 9-month regimes are equally effective
with the shorter treatment carrying the advantage of increased
convenience and reduced cost.

COMMENT
Tuberculosis of the lymph nodes is the commonest form of
extra-pulmonary tuberculosis. Short-course chemotherapy
has been assessed in patients with pulmonary tuberculosis
but not in tuberculosis of the lymph nodes. The addition of
pyrazinamide, which is a bactericidal drug has enabled the
duration of the treatment of pulmonary tuberculosis to be
reduced to 6 months.'

The British Thoracic Society'S (BTS) first controlled trial
for lymph node tuberculosis compared two 18-month
regimes of either isoniazid and rifampicin or isoniazid and
ethambutol, both supplemented with streptomycin for the
first two months. 2 A satisfactory response was seen with both
and no microbiological relapse occurred when the treatment
was stopped. The second BTS lymph node study' compared
18-month with 9-month regimes of isoniazid and rifampicin,
supplemented with ethambutol for the first 2 months. This
showed that a 9-month course was as effective as the one
which lasted 18 months.

The present study was undertaken to test whether an even
shorter 6-month regime using pyrazinamide was as effective
as 9 months of treatment. It also would allow the rates of
resolution in the pyrazinamide and ethambutol regimes to be
compared. The first report of the study in 19924 showed that
there was no difference in the speed of resolution of nodes,
in the percentage of patients with residual nodes at the end of
the treatment or in the numbers developing fluctuation or
sinuses. However, 7 patients in the ethambutol group and
only 1 given pyrazinamide needed aspiration of pus from lymph
nodes (p=0.OO5). This may be because pyrazinamide is


