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Abstract: The frequency of epidermoid cysts in the maxillofacial region is relatively low. Reported: a
case of a giant sublingual epidermoid cyst on the floor of the mouth. Case: 38-year-old woman. Chief
complaint: oral swelling and respiratory distress. History of present illness: no special notes. Current
medical history: she was aware of swelling of the floor of the mouth six months before visiting our
department and was referred to our department because of increasing size. Present symptoms: at
the time of examination, forced respiration and dysarthria were observed and a spherical soft elastic
and well-defined mass was observed on the floor of the mouth. Due to the lesion, the tongue was
displaced to the pharyngeal side and the tip of the tongue could not be confirmed. Imaging tests
revealed a 65 mm × 76 mm × 54 mm well-defined mass on the mylohyoid muscle, and a dermoid
or epidermoid cyst was suspected. Based on the clinical diagnosis of the cyst, the bulk of the cyst
contents was reduced under general anesthesia, and the cyst was removed by intraoral surgery. The
pathological diagnosis was an epidermoid cyst. For sublingual giant epidermoid cysts, removal by
content reducing surgery was considered to be effective.
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1. Introduction

Epidermoid cysts and dermoid cysts can occur in any part of the body due to embry-
onic developmental disorders or acquired epithelium due to trauma or inflammation [1].
More than 80% of epidermoid cysts are identified as 30 mm or less, but giant cysts have
occasionally been reported [2]. These lesions rarely occur in the head and neck with an
incidence ranging from 1.6 to 6.9%, and they represent less than 0.01% of all oral cavity
cysts [3–5]. Here, we report a large sublingual epidermoid cyst on the floor of the mouth
excised by a using an intraoral method combined with content reducing surgery.

2. Case Presentation

The patient was a 38-year-old female who first visited our department with chief
complaints of dysarthria, eating disorders, and respiratory discomfort.

She noticed swelling of the floor of the mouth that gradually increased six months
before the first visit to our department.

She lost 6 kg in weight during the six-month period when the size of the mass on
the oral floor increased. She was slender, 158 cm tall, weighed 39 kg, and had a BMI of
15.6. Respiratory status was SpO2 96% with forced breathing. A soft elastic mass filling
the entire oral cavity was found under the mucosa of the oral floor and she had difficulty
closing her mouth (Figure 1A,B).
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entire oral cavity was found under the mucosa of the oral floor and she had difficulty 
closing her mouth (Figure 1A,B). 

 
Figure 1. (A) Intraoral photograph at the first visit. (B) The tongue was displaced to the pharyngeal 
side by the giant cyst. 

A mass of 40 × 30 mm was found in the median floor of the mouth, causing dysarthria 
and eating disorders. 

The tongue was displaced posteriorly and the position of the tongue tip could not be 
confirmed, making it difficult to inspect the entire mass. The surface was smooth and the 
content of the mass could not be seen. 

Computed tomography (CT) revealed a clearly defined cystic lesion with maximum 
dimensions of 65 mm × 76 mm × 54 mm that was observed on the hyoid muscle from the 
median floor to the septum of the tongue (Figure 2A–C). 

 
Figure 2. CT findings. (A–C) A well-defined cystic lesion with a maximum diameter of 75 mm was 
found on the mylohyoid muscle. 

Magnetic resonance imaging (MRI) showed a low signal at T1 and a high signal at T2 
and showed a contrast effect only around the disease lesion (Figure 3A–C). Diffusion-
weighted images showed an increase in the internal signal and a decrease in the diffusion 
coefficient, suggesting an increase in the internal viscosity (Figure 3D,E). 

Figure 1. (A) Intraoral photograph at the first visit. (B) The tongue was displaced to the pharyngeal
side by the giant cyst.

A mass of 40 mm × 30 mm was found in the median floor of the mouth, causing
dysarthria and eating disorders.

The tongue was displaced posteriorly and the position of the tongue tip could not be
confirmed, making it difficult to inspect the entire mass. The surface was smooth and the
content of the mass could not be seen.

Computed tomography (CT) revealed a clearly defined cystic lesion with maximum
dimensions of 65 mm × 76 mm × 54 mm that was observed on the hyoid muscle from the
median floor to the septum of the tongue (Figure 2A–C).
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Figure 2. CT findings. (A–C) A well-defined cystic lesion with a maximum diameter of 75 mm was
found on the mylohyoid muscle.

Magnetic resonance imaging (MRI) showed a low signal at T1 and a high signal at
T2 and showed a contrast effect only around the disease lesion (Figure 3A–C). Diffusion-
weighted images showed an increase in the internal signal and a decrease in the diffusion
coefficient, suggesting an increase in the internal viscosity (Figure 3D,E).
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Figure 3. MRI findings. (A) Low signal at T1. (B) High signal at T2. (C) Contrast effect only around 
lesion. (D) Diffusion weighted image. (E) Apparent diffusion coefficient image. 

Clinical and radiographic findings suggested an epidermoid or dermoid cyst (sub-
lingual type). Monitoring at the time of admission revealed that SpO2 declined repeatedly 
during nighttime sleep. With a decrease in SpO2, the patient was diagnosed with second-
degree atrioventricular block and QT prolonged syndrome. It was pointed out that hy-
poxia due to sleep apnea could worsen the atrioventricular block and a temporary extra-
corporeal pacemaker was inserted as a preoperative procedure the day before the opera-
tion. General anesthesia was performed by nasal intubation using a fiberscope and ultra-
sound. The tumor was so large that it was difficult to secure a visual field of view and to 
perform surgery. Removal of the entire cyst by surgical resection using an intraoral 
method combined with content reducing surgery was planned. 

Since it was difficult to secure a field of view and to perform surgery due to the large 
size of the tumor, a part of the tumor was opened to reduce the content. A 15 mm incision 
was added to the clearly indicated cyst wall to reduce the content (Figure 4A,B). 

Milky-white mud-like contents were observed coming from inside the cyst (Figure 
4C). After reducing the size, the incision in the cyst wall was sutured with nylon thread, 
and the posterior detachment was advanced while pulling (Figure 4D). If an operative 
field of view could not be obtained, the content was again reduced as necessary to proceed 
with the exfoliation. 

The inferior aspect of the tongue and the cyst wall were easily detached, but the 
mylohyoid muscle and the genioglossus muscle were partly adhered making detachment 
difficult. 

Figure 3. MRI findings. (A) Low signal at T1. (B) High signal at T2. (C) Contrast effect only around
lesion. (D) Diffusion weighted image. (E) Apparent diffusion coefficient image.

Clinical and radiographic findings suggested an epidermoid or dermoid cyst (sublin-
gual type). Monitoring at the time of admission revealed that SpO2 declined repeatedly
during nighttime sleep. With a decrease in SpO2, the patient was diagnosed with second-
degree atrioventricular block and QT prolonged syndrome. It was pointed out that hypoxia
due to sleep apnea could worsen the atrioventricular block and a temporary extracorporeal
pacemaker was inserted as a preoperative procedure the day before the operation. General
anesthesia was performed by nasal intubation using a fiberscope and ultrasound. The tu-
mor was so large that it was difficult to secure a visual field of view and to perform surgery.
Removal of the entire cyst by surgical resection using an intraoral method combined with
content reducing surgery was planned.

Since it was difficult to secure a field of view and to perform surgery due to the large
size of the tumor, a part of the tumor was opened to reduce the content. A 15 mm incision
was added to the clearly indicated cyst wall to reduce the content (Figure 4A,B).
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Following cystectomy, the wound was closed and a Penrose drain was placed (Figure 
4E,F). 

 
Figure 4. Intraoperative images. The cyst was reduced in size by removing contents to obtain a field 
of view and the necessary space to perform the surgery. (A,B) A 15 mm incision made in cyst wall. 
(C) Milky-white contents removed. (D) Posterior detachment while pulling. (E,F) Wound closed 
and a Penrose drain placed. 

The total mass of the cyst was 105 g, and the size of the cyst was equivalent to one 
baseball ball (Figure 5A,B). The patient was returned to the ICU without extubation be-
cause there was concern regarding airway closure due to postoperative bleeding and 
swelling of the wound. 

Figure 4. Intraoperative images. The cyst was reduced in size by removing contents to obtain a field
of view and the necessary space to perform the surgery. (A,B) A 15 mm incision made in cyst wall.
(C) Milky-white contents removed. (D) Posterior detachment while pulling. (E,F) Wound closed and
a Penrose drain placed.

Milky-white mud-like contents were observed coming from inside the cyst (Figure 4C).
After reducing the size, the incision in the cyst wall was sutured with nylon thread, and
the posterior detachment was advanced while pulling (Figure 4D). If an operative field of
view could not be obtained, the content was again reduced as necessary to proceed with
the exfoliation.

The inferior aspect of the tongue and the cyst wall were easily detached, but the
mylohyoid muscle and the genioglossus muscle were partly adhered making detachment
difficult.

Following cystectomy, the wound was closed and a Penrose drain was placed (Figure 4E,F).
The total mass of the cyst was 105 g, and the size of the cyst was equivalent to one

baseball ball (Figure 5A,B). The patient was returned to the ICU without extubation because
there was concern regarding airway closure due to postoperative bleeding and swelling of
the wound.
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Figure 5. (A) Removed cyst, weight 105 g. (B) Milky-white mud-like contents of cyst. 

3. Histological Diagnosis 
Histopathology confirmed an epidermoid cyst lined with squamous cells without 

any skin adnexa. A layered keratinized substance was found in the lumen (Figure 6A–D). 

 
Figure 6. Histological images of epidermoid cyst. (A,B) Macroscopic view of epidermoid cyst. (C) 
Cyst with keratinized squamous epithelium (H-E × 20, Bar 100 μm). (D) A keratinized substance 
was found in the cyst cavity (H-E × 200, Bar 100 μm). 

Swallowing training was started on the 6th postoperative day, and on the 17th post-
operative day, the patient was transferred to the cardiology department for pacemaker 
implantation. She was discharged on the 25th postoperative day due to good progress. 

Figure 5. (A) Removed cyst, weight 105 g. (B) Milky-white mud-like contents of cyst.

3. Histological Diagnosis

Histopathology confirmed an epidermoid cyst lined with squamous cells without any
skin adnexa. A layered keratinized substance was found in the lumen (Figure 6A–D).
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Figure 6. Histological images of epidermoid cyst. (A,B) Macroscopic view of epidermoid cyst.
(C) Cyst with keratinized squamous epithelium (H-E × 20, Bar 100 µm). (D) A keratinized substance
was found in the cyst cavity (H-E × 200, Bar 100 µm).
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Swallowing training was started on the 6th postoperative day, and on the 17th post-
operative day, the patient was transferred to the cardiology department for pacemaker
implantation. She was discharged on the 25th postoperative day due to good progress.

Figure 7A,B shows intraoral photographs taken 4 months after the operation. There
were no cyst recurrences, dysarthria or dysphagia, and functional recovery was observed.
Follow-up was planned on an outpatient basis but the patient discontinued examination
on their own accord.
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Figure 7. (A,B) Four months after surgery. Swallowing function and articulation function improved
and the course was good.

4. Discussion

In general, the histological classification of this cyst is determined by Meyer’s classifi-
cation [6]. They can be classified as epidermoid (lined with simple squamous epithelium),
dermoid (when skin adnexa are found in the cyst wall) or teratoid (when other tissues,
such as muscle, cartilage and bone are present). This case was diagnosed as an epidermoid
cyst because there was no skin adnexa.

It has been reported that the onset of cysts tend to increase at the age when the activity
of skin adnexa such as sebaceous glands and sweat glands are activated and are often
observed after puberty [6]. Epidermoid cells do not have skin adnexa, it is thought that
there is a tendency to increase autonomously at the same time as the cell [2]. In this case,
subjective symptoms occurred in the late thirties, and no history of trauma or inflammation
was observed. Therefore the cause was unknown. Surgical excision is generally selected
as the method of treatment [2]. Although there are reports of recurrence in cases where
the capsule remains at the time of removal, there are no reports of recurrence after total
removal [2].

Many reports have been made on the size of this type of cyst [7]. This cyst is slow
growing and does not cause any dysfunction (dysphonia, dysphagia, dyspnea, or mastica-
tion disorders) until it is relatively large [8]. As a result, the period of time until a hospital
visit is delayed, and the cyst at that time is often huge [9].

In some instances, where the differential diagnosis of sublingual swellings is more
challenging, imaging techniques may be used for preoperative diagnosis and surgical
planning [10]. MRI and CT allow more precise localization of the lesion, and also enable
the surgeon to choose the most appropriate approach [10]. Characteristics upon imaging
show that CT images have an encapsulated low-signal similar to adipose tissue and often
show a contrast effect around the cyst. An MRI image with a high signal on T2 and a low
signal on T1-weighted imaging typically indicates the presence of cystic structures [11].

In this case as well, CT images showed a relatively thick capsule-like structure around
the lesion and MRI images showed a low signal at T1 and a high signal at T2. The contrast
effect was observed only around the lesion.

According to the anatomic relationship between the cyst and the muscles of the floor
of the mouth, epidermoid cysts can be designated as: submental (between geniohyoid
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and mylohyoid muscles), sublingual (above mylohyoid and genioglossal muscles), and
submandibular (lateral to the musculature) [10,12]. In our case, the cyst was located above
the mylohyoid muscle and designated as a sublingual type.

To identify patients who might develop dysfunction and to survey therapeutic meth-
ods, we examined dermoid and epidermoid cysts in the oral region with the assumption
that these cysts have similar clinical features. Cases with descriptions of cyst size, dys-
function, and therapeutic methods were found using a search in PubMed, Google Scholar
and CiteSeerX with “oral”, “sublingual”, “epidermoid”, and “dermoid” used as keywords.
This search was performed by three authors and identified 56 reports over the 25 years
from 1995 to 2020 (Table 1). There was no difference in sex, and the ages of the patients
ranged from day 1 after birth to 60 years (mean: 15 years), indicating that dysfunction can
develop in any age group. Histopathological type included 30 cases of dermoid cysts and
26 cases of epidermoid cysts. Larger cysts were associated with dysfunction and tended to
undergo tracheostomy (4/56, 7%) before removal. The surgical methods selected included
the extraoral method (4/56, 7%) and a combination extraoral and intraoral method (3/56,
5%). This study is inadequate due to lack of all item data, but past case experience has a lot
of useful information.

In addition, there were no cases in which content reducing surgery was performed
as in our case. The anatomical location of the cyst is the most significant factor when
considering the selection of surgical method. The method is generally selected by the
positional relationship with the mylohyoid muscle. The intraoral method is preferred for
sublingual types, the extraoral method for submental types and a combination of intraoral
and extraoral for submandibular types [10,12].

In principle, the treatment method for epidermoid cysts that have developed in the oral
cavity is total excision including the cyst wall. Incision and puncture are not recommended
because they may cause recurrence or infection [2]. However, there is no consensus on
the surgical procedure for giant cysts, such as our case. Previous papers suggest the
effectiveness of a combination of extraoral and intraoral approaches. The method used
in our case of making a vertical incision in the midline of the sublingual and reducing
the amount of cyst contents was considered to be a good method without damage to the
Wharton’s canal or nerves. Kobayashi et al. [2] reported that the cause of recurrence was
damage to the cyst wall during excision. In our case, the cyst was incised to reduce the
size of the cyst during the excision, but the site of the incision was made in a location that
had already been detached. Therefore, we considered that it would not increase the risk
of recurrence.

It is necessary to carefully consider the location of the lesion, securing an operative
field of view, the possibility of wound infection by the intraoral method, the aesthetic
affects caused by the extraoral method, and the possibility of damage to surrounding
tissues, taking into consideration age and gender. As in this case, the case of a relatively
young woman, the scar formation caused by a tracheostomy was also a cause for concern.
It should also be taken into consideration that endotracheal intubation is difficult during
general anesthesia. In our case, the tongue base was displaced posteriorly, and normal oral
intubation was not possible for laryngeal deployment. Therefore, nasal intubation under
bronchial fiberscope was performed. After the operation, intubation management was
performed in the ICU, but we feel that for safer anesthesia management and postoperative
management, it is necessary to consider respiratory management by tracheostomy.
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Table 1. List of cases: oral dermoid and epidermoid cysts.

Year Author Age
(Years) Sex Disease Duration

(Months) Tracheostomy Category 1 Size
(mm) Surgical Method Reduction

Performed Dysarthria Dysphagia Breathing
Disorder

1999 Obiechina [13] 5 M 60 (-) D 45 × 50 × 35 intraoral (-) (+) (+) (-)

2003 Ho [11] 0.125
(1.5 months) M 0.07 (-) D 11 × 10 × 7 intraoral (-) (-) (+) (-)

2004 Seah [14] 19 M 0.1 (-) D 35 × 26 intraoral (-) (-) (-) (-)

2007 Jham [15] 25 M 2 (-) E 50 × 50 intraoral (-) (+) (+) (-)

2008 El-Hakim [16] 22 M 120 (-) D 120 × 120 extraoral (-) (+) (-) (-)

2009 Papadogeorgakis [17] 21 F 120 (+) D 75 × 55 × 35 intraoral/extraoral (-) (+) (+) (+)

2009 Tsirevelou [18] 14 F 120 (-) E 14 × 12 intraoral (-) (-) (-) (-)

2009 Patil [19] 28 M 5 (-) E 30 × 20 × 20 intraoral (-) (-) (-) (-)

2009 Jadwani [20] 22 M 12 (-) D 40 × 20 intraoral (-) (-) (-) (-)

2010 Anantanarayanan [21] 12 F 12 (-) E 40 intraoral (-) (+) (-) (-)

2011 Pan [22] 0.4
(5 months) M 0 (-) D 30 × 20 × 10 intraoral (-) (+) (-) (+)

2012 Jain [23] 17 F 48 (-) D 90 × 90 intraoral (-) (-) (+) (+)

2012 Ohta [24] 21 F 24 (+) D 55 × 56 × 45 intraoral (-) (-) (+) (-)

2012 Assaf [25] 39 M no data (-) E no data intraoral (-) (+) (+) (+)

2012 Verma [26] 16 F 5 (-) E 70 × 50 × 45 intraoral (-) (-) (+) (-)

2013 Dutta [27] 23 F 360 (+) E 75 × 60 × 45 extraoral (-) (+) (+) (-)

2013 Dutta [27] 36 M 60 (-) E 60 × 40 × 30 intraoral (-) (-) (-) (-)

2014 Aydin [28] 30 M 36 (-) D 36 × 39 intraoral (-) (-) (-) (-)

2014 Oginni [29] 0.67
(8 months)

no
data 0.9 (-) E 40 × 30 intraoral (-) (-) (-) (-)

2014 Viera [30] 29 M no data (-) D 45 × 55 intraoral (-) no data no data no data

2014 Yoshida [31] 39 F 48 (-) E 95 × 80 × 40 intraoral (-) (+) (-) (+)

2015 Gordon [32] 79 F 300 (-) D 53 × 29 × 27 intraoral (-) (-) (-) (-)

2015 Kyriakidou [7] 17 F 3 (-) D 60 × 50 × 35 intraoral (-) (+) (-) (-)

2015 Gulati [33] 16 M 3 (-) E 62 × 60 × 57 intraoral/extraoral (-) (-) (+) (-)

2015 Dabán [34] 3 F 2 (-) E 20 × 15 intraoral (-) (-) (-) (-)

2016 Nishar [35] 60 M 360 (+) E 100 × 80 extraoral (-) (-) (-) (-)

2016 Berbel [8] 8 F 36 (-) D 60 × 50 intraoral (-) (+) (-) (-)
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Table 1. Cont.

Year Author Age
(Years) Sex Disease Duration

(Months) Tracheostomy Category 1 Size
(mm) Surgical Method Reduction

Performed Dysarthria Dysphagia Breathing
Disorder

2017 Basterzi [36] 10 M no data (-) E 30 × 40 × 40 extraoral (-) (-) (+) (+)

2018 Brunet-Garcia [37] 43 M 24 (-) D 40 × 32 × 34 intraoral (-) (-) (-) (-)

2019 Silveira [38] 26 M 24 (-) E 70 × 70 intraoral (-) (+) (+) (-)

2020 Baliga [39] 26 F 36 (-) E 30 intraoral (-) (+) (+) (-)

2020 Oluleke [40] 0.002 (1 day) M Birth (-) D no data intraoral (-) (-) (+) (+)

2020 Oluleke [40] 0.002 (1 day) F Birth (-) D no data intraoral (-) (-) (+) (+)

2020 Oluleke [40] 0.002 (1 day) M Birth (-) D no data intraoral (-) (-) (+) (+)

2020 Oluleke [40] 0.002 (1 day) M Birth (-) D no data intraoral (-) (-) (+) (+)

2020 Oluleke [40] 0.002 (1 day) F Birth (-) D no data intraoral (-) (-) (+) (+)

2020 Oluleke [40] 0.16 M 2 (-) D no data intraoral (-) (-) (+) (+)

2020 Oluleke [40] 1 F 12 (-) D no data intraoral (-) (-) (+) (+)

2020 Oluleke [40] 7 M 84 (-) E no data intraoral (-) (-) (-) (+)

2020 Oluleke [40] 9 M 108 (-) E no data intraoral (-) (-) (-) (-)

2020 Oluleke [40] 10 F 120 (-) E no data intraoral (-) (-) (-) (-)

2020 Oluleke [40] 13 M 156 (-) E no data intraoral (-) (-) (-) (-)

2020 Misch [41] 12 F no data (-) D 54 × 38 × 41 intraoral no data no data no data no data

2020 Misch [41] 8 F no data (-) D 14 × 10 × 15 intraoral no data no data no data no data

2020 Misch [41] 1 F no data (-) E 4 × 4×2 intraoral no data no data no data no data

2020 Misch [41] 16 F no data (-) D 44 × 21 × 26 intraoral no data no data no data no data

2020 Misch [41] 11 M no data (-) D 43 × 20 × 28 intraoral no data no data no data no data

2020 Misch [41] 0.17 M no data (-) E 22 × 16 × 20 intraoral no data no data no data no data

2020 Misch [41] 14 F no data (-) D 37 × 38 × 31 intraoral no data no data no data no data

2020 Misch [41] 8 F no data (-) D 19 × 12 × 24 intraoral no data no data no data no data

2020 Misch [41] 0.5 M no data (-) E 6 × 5×5 intraoral no data no data no data no data

2020 Misch [41] 2 F no data (-) D 10 × 10 × 10,
12 × 10 × 12 intraoral/extraoral no data no data no data no data

2020 Misch [41] 6 F no data (-) E 12 × 11 × 5 intraoral no data no data no data no data

2020 Misch [41] 3 M no data (-) E 6 × 5×3 intraoral no data no data no data no data

2020 Klibngern [42] 26 F no data (-) E 65 × 32 × 25 intraoral (-) (+) (+) (+)

2020 Vélez-Cruz [43] 0.58 F 8 (-) D 25 × 20 × 10 intraoral (-) (-) (+) (-)

Present Case: Hikasa 38 F 6 (-) E 65 × 76 × 54 intraoral (-) (+) (+) (+)

1 Category: dermoid (D), epidermoid (E).
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5. Conclusions

We reported on a giant sublingual epidermoid cyst excised by a using an intraoral
method combined with content reducing surgery. During surgery, it is necessary to consider
the size of the cyst, anatomical positional relationship, and securing an operative field of
view for extirpation. Furthermore, postoperative respiratory management should also
be considered.
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28. Aydın, S.; Demir, M.G.; Demir, N.; Şahin, S.; Kayıpmaz, S.S. A Giant Plunging Sublingual Dermoid Cyst Excised by Intraoral
Approach. J. Maxillofac. Oral Surg. 2016, 15, 277–280. [CrossRef]

29. Oginni, F.O.; Oladejo, T.; Braimah, R.O.; Adenekan, A.T. Sublingual epidermoid cyst in a neonate. Ann. Maxillofac. Surg. 2014, 4,
96–98. [CrossRef]

30. Vieira, E.M.M.; Borges, A.H.; Volpato, L.E.R.; Porto, A.N.; Carvalhosa, A.A.; Botelho, G.A.; Bandeca, M.C. Unusual dermoid cyst
in oral cavity. Case Rep. Pathol. 2014, 2014, 389752. [CrossRef]

31. Yoshida, N.; Kodama, K.; Iino, Y. Sublingual epidermoid cyst presenting with distinctive magnetic resonance imaging findings.
Clin. Pract. 2014, 4, 664. [CrossRef] [PubMed]

32. Gordon, P.E.; Faquin, W.C.; Lahey, E.; Kaban, L.B. Floor-of-mouth dermoid cysts: Report of 3 variants and a suggested change in
terminology. J. Oral Maxillofac. Surg. 2013, 71, 1034–1041. [CrossRef] [PubMed]

33. Gulati, U.; Mohanty, S.; Augustine, J.; Gupta, S.R. Potentially fatal supramylohyoid sublingual epidermoid cyst. J. Maxillofac. Oral
Surg. 2015, 2015 (Suppl. 1), 355–359. [CrossRef] [PubMed]

34. Dabán, R.P.; Díez, E.G.; Navarro, B.G.; López-López, J. Epidermoid cyst in the floor of the mouth of a 3-year-old. Case Rep. Dent.
2015, 2015, 172457. [CrossRef]

35. Nishar, C.C.; Ambulgekar, V.K.; Gujrathi, A.B.; Chavan, P.T. Unusually Giant Sublingual Epidermoid Cyst: A Case Report. Iran J.
Otorhinolaryngol. 2016, 28, 291–296.

36. Basterzi, Y.; Sari, A.; Ayhan, S. Giant Epidermoid Cyst on the Forefoot. Dermatol. Surg. 2002, 28, 639–640.
37. Brunet-Garcia, A.; Lucena-Rivero, E.; Brunet-Garcia, L.; Faubel-Serra, M. Cystic mass of the floor of the mouth. J. Clin. Exp. Dent.

2018, 10, e287–e290. [CrossRef]
38. Silveira, H.A.; Almeida, L.Y.; Dominguete, M.H.L.; Graciano, K.P.P.; Bufalino, A.; León, J.E. Intraoral epidermoid cyst with

extensive elastofibromatous changes: An unusual finding. Oral Maxillofac. Surg. 2019, 23, 493–497. [CrossRef]
39. Baliga, M.; Shenoy, N.; Poojary, D.; Mohan, R.; Naik, R. Epidermoid cyst of the floor of the mouth. Natl. J. Maxillofac. Surg. 2014, 5,

79–83. [CrossRef]
40. Oluleke, O.O.; Akau, K.S.; Godwin, A.I.; Kene, A.I.; Sunday, A.O. Sublingual Dermoid Cyst: Review of 14 Cases. Ann. Maxillofac.

Surg. 2020, 10, 279–283. [CrossRef]
41. Misch, E.; Kashiwazaki, R.; Lovell, M.A.; Herrmann, B.W. Pediatric sublingual dermoid and epidermoid cysts: A 20-year

institutional review. Int. J. Pediatr. Otorhinolaryngol. 2020, 138, 110265. [CrossRef] [PubMed]
42. Klibngern, H.; Pornchaisakuldee, C. A large sublingual epidermoid cyst with parapharyngeal space extension: A case report.

Int. J. Surg. Case Rep. 2020, 72, 233–236. [CrossRef] [PubMed]
43. Vélez-Cruz, M.E.; Gómez-Clavel, J.F.; Licéaga-Escalera, C.J.; Pérez, L.A.M.; Fandiño, J.J.T.; Iriarte, C.J.T.; Ramírez-Cano, M.F.;

García-Muñoz, A. Sublingual dermoid cyst in an infant: A case report and review of the literature. Clin. Case Rep. 2020, 8,
1403–1408. [CrossRef] [PubMed]

http://doi.org/10.1007/s12663-009-0094-8
http://doi.org/10.1007/s12105-010-0164-8
http://www.ncbi.nlm.nih.gov/pubmed/20512639
http://doi.org/10.1016/j.joms.2010.02.060
http://www.ncbi.nlm.nih.gov/pubmed/20739110
http://doi.org/10.1007/s12663-010-0093-9
http://www.ncbi.nlm.nih.gov/pubmed/23730076
http://doi.org/10.1155/2012/634949
http://www.ncbi.nlm.nih.gov/pubmed/23056976
http://www.ncbi.nlm.nih.gov/pubmed/22351678
http://doi.org/10.4103/0975-5950.111386
http://www.ncbi.nlm.nih.gov/pubmed/23833501
http://doi.org/10.1007/s12070-011-0363-y
http://doi.org/10.1007/s12663-015-0829-7
http://doi.org/10.4103/2231-0746.133080
http://doi.org/10.1155/2014/389752
http://doi.org/10.4081/cp.2014.664
http://www.ncbi.nlm.nih.gov/pubmed/25332766
http://doi.org/10.1016/j.joms.2012.12.008
http://www.ncbi.nlm.nih.gov/pubmed/23434158
http://doi.org/10.1007/s12663-013-0594-4
http://www.ncbi.nlm.nih.gov/pubmed/25848141
http://doi.org/10.1155/2015/172457
http://doi.org/10.4317/jced.54604
http://doi.org/10.1007/s10006-019-00785-y
http://doi.org/10.4103/0975-5950.140185
http://doi.org/10.4103/ams.ams_207_19
http://doi.org/10.1016/j.ijporl.2020.110265
http://www.ncbi.nlm.nih.gov/pubmed/32795730
http://doi.org/10.1016/j.ijscr.2020.06.014
http://www.ncbi.nlm.nih.gov/pubmed/32544835
http://doi.org/10.1002/ccr3.2823
http://www.ncbi.nlm.nih.gov/pubmed/32884763

	Introduction 
	Case Presentation 
	Histological Diagnosis 
	Discussion 
	Conclusions 
	References

