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Abstract

Introduction: Trichilemmal cysts, also known as pillar cysts, are benign intradermal or subcutaneous lesions that derive from the 
outer root sheath of the hair follicle. They occur in 5-10% of the population, show a predominance of females, and may have an auto-
somal dominant inheritance pattern or occur sporadically.

They appear more frequently on the scalp in 90% of cases and the rest may appear on the face, trunk, groin and extremities less fre-
quently. Histopathologically, trichilemmal cysts contain abrupt keratinization and broad eosinophilic cytoplasm without a granular 
layer.

Ultrasound is the study of choice with a sensitivity of 99% and a specificity of 100%. The treatment of choice is surgical, and complete 
resection of the cyst is performed, generally with a good prognosis.

Objective: Presentation of a case on the treatment used for a trichilemmal cyst at the Ticomán General Hospital of the Ministry of 
Health of Mexico City to the entire surgical community.

Results: A 63-year-old female patient presented to the general surgery outpatient clinic at the Ticomán General Hospital of the Min-
istry of Health, who presented with a progressive increase in volume of 10 years of evolution in the posterior parietal region with 
slight pain on palpation. On questioning he does not present any important antecedent.

Physical examination with vital signs within normal parameters, conscious, oriented, at the level of the scalp with the presence of 
an increase in volume in the posterior parietal region of approximately 7 cm, with well-defined borders, slightly mobile, not adher-
ing to deep planes, without presenting changes in color, slightly painful to palpation and pressure, rest of the normal examination.

A wedge incision was made on the cyst with complete resection of the cyst of 5 x 5 cm, having exposure of the calota, leaving a 
defect of approximately 8 cm long with a depth of 1.5 cm, with inability for the primary closure of the defect, so it was decided to take 
a graft of full thickness of the inguinal region, the graft was fixed with nylon 4-0 without any complication during the procedure, The 
hemostasis of the tissue is verified, as well as the capillary filling of the graft, being adequate during the immediate postoperative 
period.

A surgical specimen was sent to pathology reporting a solid cystic mass, with well-defined borders, non-infiltrating, squamous 
epithelium that presented trichilemmal-type keratinization.
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With follow-up and management through the outpatient clinic at 7, 14, 21 days, one month and 3 months.

Discussion: Pinkus in 1968 described the portion of the external root sheath between the pons and the opening of the sebaceous 
duct as the trichilemmal comparing it to the neurilemmal sheath (Schwann’s sheath) that covers the nerves. The trichilemmal is ke-
ratinized without the formation of keratohyalin granules and the individual cells increase in volume and vertical diameter instead of 
flattening as they do in the epidermis. Cysts with a lining that is keratinized in the same way as trichilemmal are called trichilemmal 
cysts.

They appear most frequently on the scalp in 90% of cases, the rest may appear on the face, trunk, groin and extremities less fre-
quently. Trichilemmoma cysts are present in both non-neoplastic and neoplastic forms, where the latter is known as proliferating 
trichilemmal cyst which is a rare neoplasm, occurs more frequently in older women and corresponds to 0.1 to 3% of benign skin 
tumors.

Both trichilemmal cysts and proliferating trichilemmal cysts have a trichilemmal type of keratinization and can occur simultane-
ously.

Although computed tomography and magnetic resonance imaging have been used for the study of cysts, ultrasound is the study 
of choice with a sensitivity close to 99% and a specificity of 100%.

The treatment of choice for CTs is usually surgical, and complete resection is performed with margins of 1 cm. Your prognosis is 
good when the resection is complete. Among the main complications that can occur after cyst resection is bleeding, pain, infection 
or recurrence of the cyst. In the case reported in this case report, one of the expected complications was graft rejection or necrosis.

Conclusion: Trichilemmal cysts are benign lesions and can rarely transform into malignancies. The head and neck are the most com-
mon sites that are affected. There are no established guidelines for the treatment of trichilemmal cysts.

Keywords: Graft; Cyst; Scalp; Trichilemmal

Introduction

Trichilemmal cysts, also known as pillar cysts, are benign intradermal or subcutaneous lesions that derive from the outer root sheath 
of the hair follicle. They occur in 5 - 10% of the population, show a predominance of females, and may have an autosomal dominant 
inheritance pattern or occur sporadically.

Trichilemmal cysts appear more frequently in places where there are dense hair follicles such as the scalp in 90% of cases, the rest 
can appear on the face, trunk, groin and extremities less frequently. Trichilemmal cysts are present in both non-neoplastic and neoplastic 
forms.

 Trichilemmal cyst is the second most common cyst of skin appendages after epidermoid cyst. Clinically they are indistinguishable 
from epidermoid cysts, except for their frequency and distribution. Histopathologically, tricholemic cysts contain abrupt keratinization 
and broad eosinophilic cytoplasm without a granular layer, while epidermoid cysts include a granular layer and keratin lamellae within 
the lumen.

Soft tissue ultrasound is the study of choice for this pathology, with a sensitivity of 99% and a specificity of 100%. The treatment of 
choice for cysts is usually surgical, and complete resection is performed with margins of 1 cm. Your prognosis is good when the resection 
is complete.
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Objective of the Study

Presentation of a case on the treatment used for a trichilemmal cyst at the Ticomán General Hospital of the Ministry of Health of Mexico 
City to the entire surgical community.

Case Report

A 63-year-old female patient presented to the general surgery outpatient clinic at the Ticomán General Hospital of the Ministry of 
Health, who presented with a progressive increase in volume of 10 years of evolution in the posterior parietal region with slight pain on 
palpation, without presenting more added symptoms. On questioning he does not present any important antecedent.

On physical examination, he found vital signs within normal parameters, HR 67 bpm, FR 18 rpm, BP 125/78, Temperature 36.7°C; 
conscious, cooperatively oriented, skull without endostosis or exostosis, at the scalp level with the presence of an increase in volume 
in the posterior parietal region of approximately 7 cm, with well-defined borders, slightly mobile, not adhered to deep planes, without 
changes in coloration, slightly painful to palpation and pressure, normoreflexic pupils, pulmonary fields with adequate air entry and exit, 
well ventilated, rhythmic heart sounds of good tone and intensity, no added phenomena, globose abdomen at the expense of adipose 
panniculus, soft, depressible, not painful to palpation, peristalsis present, no evidence of peritoneal irritation, rest of the examination 
normal. Having as a suspicion he diagnoses a probable sebaceous cyst.

It was decided to manage it surgically on a scheduled basis to perform excision of the cyst, and in the operating room, asepsis and 
antisepsis of the head were performed, sterile drapes were placed, hair was shaved where the cyst was located, and a wedge incision 
was made on the cyst with complete resection of the cyst of 5 x 5 cm having exposure of the shell, leaving a defect approximately 8 cm 
long with a depth of 1.5 cm, having inability for the primary closure of the defect, so it is decided to take a graft of total thickness of the 
inguinal region of the same size of the defect, an initial point is given with nylon 4-0 in the center of the graft towards the shell for fixation 
of the graft and then simple cardinal points are given with nylon 4-0. For fixation and approximation of the graft towards the edges of 
the incision, the excess tissue of the graft is removed and fixed again with nylon 4-0, the hemostasis of the tissue is verified, as well as 
the capillary filling of the graft, being adequate during the immediate postoperative period (Figure 1). Vaselinated gauze is placed and 
the graft is covered, ending the procedure. And the patient is discharged to the outpatient clinic 24 hours after surgery for surveillance 
and management. A surgical specimen was sent to pathology reporting a solid cystic mass, with well-defined borders, non-infiltrating, 
squamous epithelium that presented trichilemmal keratinization, giving as a histological diagnosis a trichilemmal cyst.

Figure 1: A) Complete resection of the cyst. B) Placement and evaluation of the graft during the immediate 

postoperative period.
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Follow-up and management is given through the outpatient clinic with antibiotics, dressings and pirfenidone gel. Finding the graft 
with good tissue integration, good coloration, clean, adequate capillary filling, without evidence of necrosis, continuous management is 
given, and surveillance is given at 7, 14, 21 days, one month and 3 months (Figure 2). Currently still under follow-up by our service with 
significant improvement.

Figure 2: Graft monitoring and surveillance. A) 7 days post-surgery. B) 14 days post-surgery. C) 21 days  
post-surgery. D) 1 month post-surgical and, E) 3 months post-surgical.

Discussion

The term tricholema was introduced by Headington and French in 1962, when they described a tumor of the outer root sheath as 
tricholema [1]. Pinkus in 1968 described the portion of the outer root sheath between the pons and the opening of the sebaceous duct 
as the trichilemmal comparing it to the neurilemmal sheath (Schwann’s sheath) covering the nerves [2]. Trichilemmal is keratinized 
without the formation of keratohyalin granules and the individual cells increase in vertical volume and diameter instead of flattening as 
they do in the epidermis [3]. The human external root sheath does not keratinize while covering the internal root sheath, but it does in the 
follicular isthmus of the anagen hairs and in the sac surrounding the catagen hairs. Keratinization is done in these two situations because 
the internal root sheath has disappeared. Cysts with a lining that is keratinized in the same way as trichilemmal are called trichilemmal 
cysts [4].

Trichilemmal cysts (CTs), also known as pillar cysts, are benign intradermal or subcutaneous lesions that derive from the outer root 
sheath of the hair follicle. They occur in 5 - 10% of the population, show a predominance of females, and may have an autosomal dominant 
inheritance pattern or occur sporadically [5,6]. CTs appear with a higher frequency in sites where there are dense hair follicles such as the 
scalp in 90% of cases, the rest may appear on the face, trunk, groin and extremities in less frequent. CTs are present in both non-neoplastic 
and neoplastic forms, where the latter is known as proliferating trichilemmal cyst (PTC) which is a rare neoplasm, occurs more frequently 
in older women and corresponds to 0.1 to 3% of benign skin tumors [7,8].

QT is the second most common cyst of skin appendages after the epidermoid cyst [8]. They are often described as benign; however, 
malignant transformation has also been reported [9].

Both QTs and QTPs have a trichilemmal type of keratinization and can occur simultaneously [10]. QTP usually appears as a solitary, 
slow-growing, exophytic lesion ranging from 2 cm to 25 cm in size, but can sometimes grow rapidly [8].
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QTs are clinically indistinguishable from epidermoid cysts (ESCs), except for their frequency and distribution. Histopathologically, 
QTs contain abrupt keratinization and broad eosinophilic cytoplasm without a granular layer, whereas QEs include a granular layer and 
keratin lamellae within the lumen. Although QEs tend to rupture or become infected, however, these complications are rare with QTs [11].

Macroscopically, CTs are described as multinodular lesions, of soft consistency, located in the deep dermis and extending to 
subcutaneous cellular tissue. Its histological description is a solid-cystic mass, with well-defined borders, non-infiltrating, squamous 
epithelium that presents trichilemmal-type keratinization. Keratin deposits can calcify and generate a reaction with giant cells to a foreign 
body [12,13]. Microscopically it is described as epidermoid keratinization in its upper portion, and indistinguishable from an epidermoid 
cyst. Its lower portion presents a marked transition with trichilemmal keratinization. Trichilemmal corresponds to the outermost portion 
of the hair follicle [14].

Although computed tomography and magnetic resonance imaging have been used for the study of CTs, soft tissue ultrasound is the 
study of choice for this pathology because it is more accessible in hospital units and the low cost that this study represents, in addition 
to having a sensitivity close to 99% and a specificity of 100%. Most QTs are hypoechoic masses containing calcifications with posterior 
sound enhancement but no color Doppler signals [15].

The treatment of choice for CTs is usually surgical, and complete resection is performed with margins of 1 cm. Your prognosis is good 
when the resection is complete. Benign CTs are suitable for tumor enucleation. On the contrary, in cases of the presence of PTCT, treatment 
in addition to resection must be accompanied by radiotherapy or chemotherapy. Among the main complications that can occur after cyst 
resection is bleeding, pain, infection or recurrence of the cyst. In the case reported in this case report, one of the expected complications 
was graft rejection or necrosis.

Conclusion 

Trichilemmal cysts are benign lesions and can rarely transform into malignancies. The head and neck are the most common sites that 
are affected.

In adnexal tumors, the clinical manifestations are generally not very orienting. Histopathology study is required for definitive diagnosis. 
There are no established guidelines for the treatment of CT and PTCT and the usefulness of preoperative imaging is controversial.
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