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Introduction: Keratin cysts are benign, keratin-filled lesions lined by epidermal tissue. These slow-growing tumors 
result from the proliferation of epidermal cells within the dermis. Although typically asymptomatic, they are most 
commonly located on the scalp, face, neck, chest, back, and extremities.[1] We report the case of a 53- Case Report: 
year-old male who presented with a painless swelling on his right upper eyelid, which had persisted for eight years but 
had shown significant growth over the past year. On examination, the swelling was non-tender, with no local rise in 
temperature, pulsations, or bruits. The patient underwent surgical excision of the lesion. Histopathological analysis 
revealed tissue lined by stratified squamous epithelium with multilocular cysts filled with keratin, confirming the 
diagnosis of a keratinous cyst. Although rare, keratin cysts can manifest as eyelid masses and may be  Conclusion: 
misdiagnosed as chalazion. Incision and curettage (I&C) are often ineffective, leading to recurrence of the cyst. 
Complete surgical excision with the intact capsule is the treatment of choice, as it significantly reduces the likelihood of 
recurrence. This case highlights the importance of considering keratin cysts in the differential diagnosis of eyelid 
masses and underscores the necessity of histopathological evaluation for accurate diagnosis and appropriate 
management.
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INTRODUCTION
Keratin cysts, also known as epidermoid cysts, are benign 
lesions filled with keratin and lined by epidermal tissue. 
These cysts are slow-growing tumors that originate from the 
proliferation of epidermal cells within the dermis. Although 
they are typically asymptomatic, they can sometimes cause 
discomfort or become cosmetically concerning for the 
patient. Keratin cysts are commonly found on the scalp, face, 
neck, chest, back, and extremities but are rarely reported in 

[2-4]the periorbital region, making this case noteworthy.

The eyelid is an uncommon site for keratin cysts, and their 
presentation can often mimic more common eyelid lesions 
such as chalazion. This can lead to misdiagnosis and 
inappropriate treatment, which may not effectively resolve 
the cyst and could result in recurrence. Therefore, it is crucial 
for clinicians to consider keratin cysts in the differential 
diagnosis of eyelid masses and to utilize histopathological 

[5,6]evaluation to ensure accurate diagnosis and management.

Case Report
A 53-year-old male presented to our clinic with a chief 
complaint of a painless swelling on his right upper eyelid. The 
patient reported that the swelling had been present for eight 
years but had notably increased in size over the past year. The 
swelling was described as non-tender and had not caused 
any significant discomfort or visual impairment. The patient 
had no history of trauma or previous surgery in the area.

Fig 1 Showing Right Eye Upper Lid Mass

On physical examination, the swelling was localized to the 
right upper eyelid. It was non-tender, with no local rise in 
temperature, pulsations, or bruits. The lesion was firm and 
well-circumscribed, measuring approximately 1.5 cm in 
diameter. There were no signs of inflammation or infection. 
The remainder of the ocular examination was unremarkable, 
with no evidence of conjunctival injection or discharge.

Given the clinical presentation, a provisional diagnosis of 
chalazion was considered. However, due to the unusual 
duration and recent growth of the lesion, further investigation 
was warranted. The patient consented to surgical excision of 
the mass for definitive diagnosis and treatment.

The surgical procedure was performed under local 
anesthesia. A small incision was made over the lesion, and the 
cyst was meticulously dissected from the surrounding tissues. 
The cyst was excised in its entirety, including the intact 
capsule, to minimize the risk of recurrence. The excised tissue 
was sent for histopathological examination.

Histopathological analysis revealed a cystic structure lined 
by stratified squamous epithelium. The cyst was multilocular 
and filled with keratinous material, consistent with a 
diagnosis of a keratinous cyst. There were no signs of 
malignancy or other pathological features.

Fig 2 Histopathology Slide Showing Keratin Cysts.

DISCUSSION
Keratin cysts are common benign lesions, but their 
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occurrence in the eyelid is rare. These cysts arise from the 
proliferation of surface epidermal cells that become trapped 
within the dermis. Over time, these cells produce keratin, 
leading to the formation of a cystic structure filled with 

.[2]keratinous material  The etiology of keratin cysts is not fully 
understood, but  they are thought  to  resul t  f rom 
developmental anomalies, trauma, or inflammatory 

.[7]processes

The differential diagnosis for an eyelid mass includes 
chalazion, sebaceous cyst, dermoid cyst, and other benign or 
malignant lesions. Chalazion is a common eyelid lesion 
caused by the blockage and inflammation of a meibomian 
gland. It typically presents as a painless, non-tender swelling 
on the eyelid and can be treated with conservative measures 
such as warm compresses and incision and curettage (I&C). 
However, recurrent or atypical cases should prompt further 

[8-10]investigation to rule out other potential diagnoses.

In this case, the patient's long-standing history of the lesion 
and its recent growth necessitated surgical excision and 
histopathological evaluation. Histopathology is the gold 
standard for diagnosing keratin cysts, as it provides definitive 

[11] evidence of the cyst's epithelial lining and keratin content.
The presence of stratified squamous epithelium and 
keratinous material within the cyst confirms the diagnosis of a 
keratinous cyst.

Surgical excision with intact capsule removal is the treatment 
of choice for keratin cysts. This approach minimizes the risk of 
recurrence, which is higher with I&C due to the potential for 
incomplete removal of the cyst wall. Complete excision 
ensures that all epithelial components are removed, reducing 

[12]the likelihood of cyst reformation.

The prognosis for patients with keratin cysts is excellent 
following complete surgical excision. Recurrence is rare 
when the cyst is entirely removed, and complications are 
minimal. Patients should be advised to monitor for any signs 
of recurrence and seek prompt medical attention if they 

[13]notice any changes.

CONCLUSION
Keratin cysts, although benign and typically asymptomatic, 
can present as unusual masses in uncommon locations such as 
the eyelid. Their presentation can mimic more common eyelid 
lesions like chalazion, leading to potential misdiagnosis and 
inappropriate treatment. This case underscores the 
importance of considering keratin cysts in the differential 
diagnosis of eyelid masses and highlights the necessity of 
histopathological evaluation for accurate diagnosis and 

[14,15]effective management.

Complete surgical excision with the intact capsule is the 
preferred treatment for keratin cysts, as it significantly 
reduces the risk of recurrence. Clinicians should maintain a 
high index of suspicion for keratin cysts in patients presenting 
with persistent or atypical eyelid masses and ensure that 
appropriate diagnostic and therapeutic measures are 

[16]undertaken.

Histopathology Report of the Patient
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