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Introduction

Epidermoid cysts are slow growing firm, smooth, freely 
movable, and painless masses presenting at the subcutane-
ous-dermal level with an intact skin surface and no apparent 
drainage point.1 These cysts are anatomically confined and 
can develop in any part of the body, but are most frequently 
reported on the face, neck, scalp, genitalia and trunk.2 In the 
orofacial region (7% of all reported cases), they are localized 
usually on the floor of the mouth and/or on the tongue, lips, 
palate, jaws and cheek.3 Furthermore, most cases reported in 
craniofacial region are in the midline, or above or below the 
mylohyoid muscle,4–6 presenting as sublingual or submental 
swelling, respectively.

The cysts usually remain asymptomatic with/without 
localized inflammation. However, upon gaining large enough 
size, they can decrease the quality of life due to distortion of 
anatomical shape and appearance. In most sporadic cases, 
cysts tend to develop due to mechanical trauma or blunt 
injury to the soft tissue. However, in majority of the reported 
cases, the exact cause remains unknown. Herein, we present 
a case of epidermoid cyst with occluded punctum and no dis-
charge, which developed due to persistent mechanical injury 
to the facial skin because of incorrect occupational habits 
developed at the workplace.

Case report

A 27-year-old male patient working as an electrician, com-
plained of swelling in the left cheek region for the past 1 year, 
which had been slowly progressing in size with no discharge. 
On examination, a single, localized, dome-shaped 3 × 3 cm 
swelling was noted (Figure 1). Superio-inferiorly, the 
swelling extended from below the zygomatic arch to 
approximately 1 cm above the lower border of the mandible. 
Antero-superiorly, the swelling extended from the corner of 
the mouth to approximately 1.5 cm away from the tragus of 
the ear.

Upon further examination, the swelling was found to be 
firm, non-tender, movable and not fixed to the underlying 
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and adjacent tissues. The covering skin was non-erythema-
tous with non-draining indurated sinus along the central 
region. Medical and family history were unremarkable for 
any congenital conditions. Lymph node examination revealed 
no palpable submandibular or submental nodes.

Intraoral examination revealed complete dentition with 
no appreciable intraoral swelling. Orthopantomogram (OPG) 
revealed absence of bone involvement or osteo-pathology, 
with intact labial, buccal and lingual cortices (Figure 1). 
Based on the patient presentation and oral examination, buc-
cal space infection was suspected. Differential diagnosis 
included periodontal abscess, lymphadenitis, infected epi-
dermoid or sebaceous cyst, hemangioma and/or antibioma.

Aspiration of the swelling contents was performed using 
a wide-bore needle. Because of the thick consistency of the 
swelling contents, the contents were non-retrievable from 
the pathological site (Figure 2). A complete excision of the 

mass was planned for this patient. Total anaesthesia was 
obtained intraorally using inferior alveolar and long buccal 
nerve block with lidocaine (1:80,000 adrenaline). Extraorally 
local infiltration was given around the lesion. A horizontal 
stab incision was given. Cheesy, keratinous material extruded 
through a well-defined cyst wall (Figure 2).

Next, a blunt dissection was carried out to remove the 
complete cyst wall lining. The socket was irrigated with 
0.9% NaCl physiological solution and wound closure was 
done in layers. A sample of the biopsy soft tissue was sent 
for histopathological evaluation. Microscopic examination 
revealed the presence of a cyst lining with keratinized strati-
fied squamous epithelium (Figure 3). Partially degenerative 
material consisting of connective tissue, blood vessels, adi-
pose cells and keratin pearls filled the cyst cavity (Figure 3). 
Dense fibrous connective tissue with no skin adnexa, mus-
cle, cartilage or bone tissue was seen surrounding the cyst 

Figure 1. Patient profile during initial check-up at the time of examination. (a) Front profile; (b) left-side profile and (c) right-side 
profile. Note the presence of approximately 3 × 3 cm round swelling in the left cheek region. The orthopantomogram (OPG) of the 
patient showing no remarkable osteo-pathology or bone involvement. The normal bone morphology is intact and complete dentition 
can be visualized.
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wall, thereby confirming the diagnosis of epidermoid cyst. 
No inflammatory infiltration was noted in the sample.

A compression dressing was given extraorally, which was 
changed every third day for 2 weeks. Standard surgical post-
operative medication regimen was followed. Sutures were 
removed 7 days post-operatively. Follow-up was done for 
2 months after last dressing change to evaluate the healing of 
the wound. Post-operative healing was found to be unevent-
ful and satisfactory.

To identify the potential cause for the formation of the 
cyst at this atypical location, the patient was repeatedly ques-
tioned (both pre- and post-operatively) for any pathological 
site stress/trauma. The patient consistently denied any trauma 
to the site of injury. Only when the final diagnosis was pro-
vided post-operatively, the patient revealed when at work, he 
would regularly hold his instruments (like screwdriver) 
between the cheek and shoulder or the wall (or any other 
supporting structure) while he would place the screws in the 
sockets. This habitual use of cheek skin as support caused 

stretching and entangling of facial hair follicles (skin 
trauma), thereby leading to cyst formation. The patient was 
advised to discontinue this practice of holding instruments 
and was recommended the use of proper instrument holding 
stands to prevent future episodes at other bodily locations 
and to prevent recurrence.

Discussion

Epidermoid cysts are indolent, slow growing, usually asymp-
tomatic, benign nodules that can occur anywhere on the 
body, though rarely in the orofacial region. The pathophysi-
ology of these cysts depends upon their origin – congenital 
or acquired/sporadic. Whereas in case of congenital cysts, 
epidermal rests undergo sequestration and implantation dur-
ing the embryonal period, in case of sporadic cysts, occlu-
sion of hair follicle, mechanical pressure or trauma, blunt 
penetrating injury, and surgical implantation/displacement 
of epithelial tissue into the jaw mesenchyme cause cyst 

Figure 2. Preparation of incision site, collection of exudate and complete removal of cyst. (a) Under aseptic condition (using betadine 
solution) the facial hair were trimmed; (b) aspiration did not yield any results due to the cheesy thick swelling contents; (c) horizontal 
stab incision was given; (d and e) Cheesy, keratinous, granular, paste-like semi-solid discharge from the swelling site and (f) complete 
removal of cyst wall lining.
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formation.1,2,7 In the literature, only a handful of reports con-
firmed localized trauma as a cause of development of orofa-
cial epidermoid cyst.8–11

In most acquired cases, epidermal cells from follicular 
infundibulum or eccrine sweat ducts12 escape and penetrate 
the deeper cutaneous layers where they multiply and cause 
peeling of keratin layers. This makes the presence of keratin 
flakes within the cyst cavity a characteristic finding in case 
of epidermoid cysts. Another hallmark feature is the punc-
tum or draining sinus which is a keratin-filled orifice on the 
skin surface through which the cyst lining communicates 
with the cyst surface.7 Most cysts present with a single 
central punctum, although multiple orifices have also been 
reported.1

For accurate diagnosis, the first and foremost step is col-
lection of accurate medical and dental history from the 
patient, especially episodes of trauma/injury/pressure at the 
complaint site. However, in a large number of cases, accu-
rate and complete patient history is difficult to collect.13 
First, patients usually have irrational fears of embarrass-
ment and judgement that causes distortion of medically 
relevant events. Furthermore, face-to-face interactions dur-
ing history taking tends to tilt the balance of doctor-patient 
conversation dynamics in favour of the doctor, thereby put-
ting the doctors in an authority position13 and making the 
patient reluctant in sharing the complete episodes. Second, 
the sharing of medically important points with the doctors 
can be environment-dependent. It has been suspected that 

Figure 3. Histopathological examination of the excised cystic tissue. (a) Macroscopic view of the cyst tissue measuring 3 × 2.1 cm 
that was sent for microscopic examination. The microphotographs of the excised cystic tissue were stained using hematoxylin and 
eosin (H&E); (b and c) the cystic wall covered by keratinized stratified squamous epithelium (marked as 1) and the cyst cavity showing 
connective tissue and degenerative material (marked as 2). Original magnification, 100×; (d) layers of the keratinized stratified 
squamous epithelium of the cystic wall including keratinized layer (marked as 1), well-defined granular layer (marked as 2), prickle cell 
layer (marked as 3) and basal cell layer (marked as 4). Dense connective tissue is seen in the subepithelium (marked as 5). Original 
magnification, 200×; (e) cystic cavity showing keratin pearl (marked as 1) and blood vessel (marked as 2). Original magnification, 100×; 
and (f) laminated keratinous material (the cheesy-white exudate) can be visualized inside the cystic cavity (marked as 1) along with some 
adipose tissue (marked as 2). Original magnification, 100×.
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there are differences in patient history and complaints in 
clinical and surgical departments.13 Third, the intensity and 
cause of trauma associated with formation of orofacial epi-
dermoid cysts in the previously reported cases have been 
non-noticeable to most patients. For example, lip biting and 
minor trauma during masticatory activity have been sus-
pected causes in patients who developed intraoral epider-
moid cysts.8–11 Finally, in most of the developing countries, 
lack of proper storage and safety equipment at construction 
sites can lead to establishment of improper and unsafe 
workplace practices which over time become habitual and 
may not feel unusual for the patients.14,15 In the present case, 
indeed, we suspect that a combination of all these above fac-
tors led to the patient’s reluctancy in providing an accurate 
medical history.

The next step in examination procedure would be to per-
form a fine-needle aspiration (FNA) of the cyst. However, 
as in the present case, the occlusion of the punctum due to 
extremely thick cystic contents could render FNA ineffec-
tive. Excisional biopsy should be done during surgical cyst 
removal, though some authors have recommended the use 
of diagnostic techniques like ultrasound, computed tomog-
raphy (CT) and magnetic resonance imaging (MRI) in nar-
rowing the differential diagnosis before performing biopsy. 
However, biopsy is essential to assess complete excision of 
the cyst wall and avoid misdiagnosis. In cases of orofacial 
cysts with relatively easy access (especially extraoral ones), 
the use of such diagnostic techniques may prove to be 
expensive and difficult to access in a dental facility. 
However, in cases of hard-to-reach cystic locations or 
swellings proving difficult to evaluate, the use of CT/MRI 
is encouraged.16–18

Surgical excision or enucleation is the gold standard for 
providing relief to the patient. Complete cyst wall should be 
removed and confirmed by histopathological analysis. In 
addition, the cyst should be excised without opening, since 
the contents can cause irritating effects on the surrounding 
skin and fibrovascular tissue.18 Furthermore, cyst rupturing 
can lead to a localized inflammatory reaction due to the 
strong chemotactic affinity shown by the polymorphonu-
clear cells (PMNCs) towards the keratinous cystic material.1 
This could lead to false impression of infection and estab-
lishment of an inaccurate diagnosis. Another risk associated 
with incomplete removal of cyst wall is the increased chance 
of recurrence and the potential of the cyst to become 
malignant.

Conclusion

In this case report, we present an atypical presentation of 
epidermoid cyst having an occluded punctum with no dis-
charge on the facial skin. The constant denial of patient of 
trauma made the diagnosis of epidermoid cyst difficult to 
establish. Proper history taking including the inclusion of 
details regarding occupational habits and practices is crucial 

for proper management of the epidermoid cysts to prevent 
recurrence and malignancy.
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