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ABSTRACT

In decorative tattooing, pigment is introduced 

into the skin with needles or a tattoo gun to 

create a picture, motif or symbol. Various skin 

reactions have been reported in association 

with tattoos. These include acute inflammatory 

reactions, eczematous hypersensitivity reactions, 

pseudolymphomatous reactions and skin 

infections. We present a 24-year-old Malay man 

who developed multiple epidermal cysts a month 

after tattooing. To the best of our knowledge, this 

is the first case in the literature of epidermal cysts 

occurring after skin tattooing.
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INTRODUCTION

Tattoos have become increasingly popular in today’s 
society, particularly among young people. As such, there 
has been an increasing number of reports of various skin 
reactions in association with tattoos. These include acute 
inflammatory reactions, eczematous hypersensitivity 
reactions, pseudolymphomatous reactions and skin 
infections. We report a unique case of a 24-year-old man 
who developed multiple epidermal cysts a month after 
tattooing. 

CASE REPORT

A 24-year-old Malay man presented with a mildly pruritic 
rash that developed over his left forearm tattoo. He had 
obtained the initial black outline of the tattoo three years 
prior to consultation. Red, blue and green colourings 
were added one month before the lesions had appeared. 
He had been treated with topical steroids for the rash by 
his general practitioner, with no response. He has another 
tattoo containing black and red pigments over his right 
forearm, done years earlier by a different tattoo artist, 
but he had no lesions over it. Physical examination (Figs. 
1a–b) showed multiple pin–point white papules over 
the green, black and blue areas of the tattoo on the left 
forearm. The skin overlying the non-tattooed areas of the 
left forearm was normal.

	 A skin biopsy (Fig. 2) was performed from a papule 
on the left forearm. Histopathology showed a mildly 
acanthotic and hyperkeratotic epidermis with a small 
epidermoid inclusion cyst in the dermis. The wall was lined 
by keratinising squamous epithelium with small amounts 
of keratin flakes and blue pigment-filled macrophages 
within. Infiltrates of lymphocytes and histiocytes were 
present in the superficial dermis. A diagnosis of multiple 
epidermal cysts secondary to trauma from the tattoo 
process was made. He was given 10% urea cream and 
2% salicylic acid, with mild improvement of the lesions.

DISCUSSION

In decorative tattooing, pigment is introduced into the 
skin with needles or a tattoo gun to create a picture, 

Fig. 2 Photomicrograph shows a small epidermoid inclusion 
cyst within the dermis (Haematoxylin & eosin, × 10). 

Fig. 1 Photograph shows multiple small white papules overlying 
the tattoo on the left forearm.
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motif or symbol. Various skin reactions have been 
reported in association with tattoos. These include: (1) 
Acute inflammatory reactions, an expected adverse 
effect which occurs as a  result of direct tissue injury, 
and usually recedes within two to three weeks. (2) 
Eczematous hypersensitivity reactions may be spongiotic, 
granulomatous or lichenoid. Red mercuric-based ink has 
most commonly been associated with this. Laser removal 
of such tattoos runs a theoretical risk of inducing a 
systemic allergic reaction.(1) Cases of granulomatous 
hypersensitivity reactions need to be differentiated 
from the Koebner response occurring in sarcoidosis, 
as localised hypersensitivity reactions to tattoos have 
been reported as the presenting feature in systemic 
sarcoidosis.(2) (3) Pseudolymphomatous reaction, which 
is a rare tattoo reaction that has been reported to occur 
in the red areas of the tattoo.(3,4) Clinically, these present 
with flesh- to plum-coloured nodules and plaques that 
may be erroneously diagnosed as cutaneous lymphoma. 
Histopathology and immunohistochemistry may help to 
distinguish the two. (4) Skin infections, like common 
warts,(5) tuberculosis cutis(6) and zygomycosis,(7) have 
been reported after tattoo applications.
	 Epidermal cysts are the most common cutaneous 
cysts and are derived from the follicular infundibulum. 
They can occur anywhere on the skin, but are most 
common on the face and upper trunk. They can range 
from a few millimetres to several centimetres in 
diameter. Tiny superficial epidermal cysts are known as 
milia. Epidermal cysts may be primary or may arise from 
disrupted follicular structures or traumatically-implanted 
epithelium. The occurrence of epidermal cysts has been 
reported following trauma,(8) radiotherapy,(9) and after 
surgical procedures, such as needle biopsy.(10) To the best 
of our knowledge, this is the first case reported in the 
literature of epidermal cysts occurring after a tattooing 
process. During tattooing, the introduction of pigment 

into the skin may cause disruption of the epithelium, 
leading to the occurrence of these cysts. 
	 Larger epidermal cysts are removed by simple 
excision, or incision and expression of the cyst 
contents together with the wall. For multiple small 
epidermal cysts or milia, the use of laser ablation(11) or 
electrodesiccation(12) has been reported to be useful. 
Topical retinoid therapy has also been reported to be 
helpful in reducing the size and number of milia.(13)
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