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ABSTRACT 

Proliferating trichilemmal cysts also known as ‘pilar tumors’ are slow 

growing lobulated masses, commonly found on scalp of elderly 

woman. We report a case of 35year old women with 10 years history 

of multiple slow growing lesions on scalp. She developed pain and 

ulceration over the swellings since 1 month, which prompted surgical 

consultation. CT scan of the head revealed multiple, subcutaneous, 

cystic masses without bony indentations. Excisional biopsy confirmed 

diagnosis. 
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INTRODUCTION 

Proliferating trichilemmal cysts are slow growing, lobulated masses found in elderly women. 

They occur preferentially in areas with dense hair follicle concentration, therefore 90% occur 

on the scalp. They may be seen infrequently on the face, neck, trunk and extremities.[1,2,3] 

They are solitary in 30% cases and multiple in 70% of subjects.[4] Trichilemmal cysts may be 

red, swollen and tender if they have ruptured or become infected. 

 
Trichilemmal cysts or keratin filled cysts with a wall resembling the external roof sheath of a 

hair follicle. These cysts affect 5-10% of population, with a female predominance and can be 

inherited in an autosomal dominant pattern of inheritance.[5] The cysts can undergo 

transformation into proliferating trichilemmal cysts when tumor like proliferation of cells 

arises from epithelial lined wall. Proliferating trichilemmal cysts usually result in large, 

lobulated scalp masses. They are most often benign and can recur after incomplete excision. 

In some cases malignant degeneration occurs resulting in direct invasion of adjacent tissues 
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and distant metastasis.[5] Other clinical sequelae occurring in these patients include 

superimposed infection and pressure necrosis of adjacent tissues secondary to the growth of 

cystic masses.[5] Rapid growth is unusual and may be a sign of infection or malignancy. Other 

suspicious features include non scalp location, size larger than 5cms and infiltrative growth 

pattern. 

 
CASE REPORT 

A 35-year old lady presented with a 10 year history of multiple, slowly growing lesions on 

the occipital region of scalp. Initially the patient noticed a small, single swelling over the 

scalp which gradually increased in size and attained the present size of 4 x 6 cms. 

Subsequently, multiple small swellings appeared around the previous swelling. It is then 

associated with pain and ulceration since 1 month, which prompted her for surgical 

consultation. On physical examination, it is seen that the patients scalp was studded with 

multiple, mobile swellings ranging from the size of 2cms to 6cms. The swellings mostly 

occupied the occiput and parietal regions of the scalp and are variable in consistency from 

firm to cystic masses and were covered with hair. Clinically the swellings appeared to be at 

subcutaneous level. There was no cervical or parotid lymphadenopathy. A CT scan of the 

head revealed multiple, subcutaneous, cystic masses without any bony involvement.  

 

 
“Fig.1”: Multiple pilar cyst (trichilemmal cyst) seen over this scalp of the patient 

 
Since the patient was anemic, 2 units of blood transfusion was given before surgery. Other 

relevant blood investigations were within normal limits. Under general anaesthesia, wide 

excision of the cysts over the scalp was done and the specimen was sent for histopathological 

examination. The scalp wound was approximated after mobilization of the skin. The post 



www.ejpmr.com 

 

277 

Venkata et al.                         European Journal of Pharmaceutical and Medical Research 

operative period was uneventful and patient was discharged on 10th postoperative day after 

removal of sutures and adviced for regular follow up. Histopathological examination of the 

specimen revealed proliferating trichilemmal cysts. During the post operative follow ups, it is 

seen that the wound has healed well and patient was clinically normal. 

 

 
”Fig 2”: showing the specimen of trichilemmal cysts of the scalp after surgery 

 

      
”Fig 3”: HP section of the specimen showing perforating trichilemmal cysts of the scalp 

 

 
”Fig 4”: Post operative photograph of the patient following surgery 

DISCUSSION & CONCLUSION 
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Trichilemmal cysts are common intradermal or subcutaneous cysts occurring in 5-10% of 

population.It is also known as wen, pilar cyst or isthmus-catagen cyst. It is a common cyst 

arising from a hair follicle and 90% occur on the scalp. It may be clinically indistinguishable 

from the epidermoid or epidermal inclusion cyst. These are thought to originate via budding 

of the external root sheath of the hair follicle, secondary to a genetically determined structural 

aberration. In 2% of trichilemmal cysts, single or multiple foci of proliferating cells lead to 

tumors called proliferating trichilemmal cysts. These cysts may present as slow growing 

nodules and gradually enlarge upto 25cms in diameter, exophytic nodules that occasionally 

ulcerate.[6] Although biologically benign tumors, they may be locally aggressive. Recurrences 

and metastasis have been observed with rare malignant transformation. They may be sporadic 

or autosomal dominant inherited. Some proliferating trichilemmal cysts with ulceration may 

be misdiagnosed as squamous cell carcinoma, which should be carefully ruled out. 

 
Histologically, trichilemmal cysts are characterized by the absence of intercellular bridges 

between epithelial cells lining the cyst wall. Peripheral layers demonstrate a palisading 

arrangement, whereas cells close to cyst cavity are swollen and filled with pale cytoplasm. 

The cyst cavity contains amorphous, eosinophilic keratin.  Proliferating trichilemmal cysts 

are characterized by regions of trichilemmal keratinization or focal epidermal keratinization. 

The cyst wall shows lobulation with piling up of squamous epithelium. The diagnosis of 

malignant proliferating trichilemmal tumor usually require extensive cellular atypia and 

invasion of adjacent structures.[6] It has been speculated that a proliferating trichilemmal cyst 

is a variant of squamous cell carcinoma, however this belief is not widely accepted.[7,8] 

 
Simple trichilemmal cysts are often easily enucleated, in contrast to proliferating type which 

require wide local excision to prevent recurrence. Because of the malignant potential of the 

proliferating trichilemmal cyst, management includes wide local excision and continued long 

term surveillance. Recurrence of pilar tumor is not common after complete excision. 

Malignant transformation of the epithelial lining into squamous cell carcinoma or spindle cell 

carcinoma is rare. Local invasion, lymphatic and hematogenous metastatic spread has been 

reported in some cases in the literature.[9] 

 
CONCLUSION 

Proliferating trichilemmal cyst is a rare entity and treatment is mainly based on surgery. In 

our case, wide local excision of multiple cysts over the scalp with primary closure after 
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mobilization of the skin has yielded good results. No recurrence or complications were 

encountered during the follow up period of 6 months.  
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