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Abstract:
Epidermoid cyst (EPC) of the clitoris is a very rare cause of non-hormonal acquired
clitoromegaly. Clitoral EPCs are extremely uncommon without prior history of genital surgery,
trauma, circumcision, or piercing. Surgical removal with special care to avoid compromising
neurovascular bundle of the clitoris is the preferred treatment. To our best knowledge, only three
cases of adult female clitoral EPC without history of genital surgery, female circumcision, or
medications including oral or implantable contraceptives have been reported. Herein, we
describe three cases of primary EPC of the clitoris, their management, unique histopathology
report, safe surgical approach, and their follow up course.
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Introduction:
Clitoromegaly can be classified into two distinct categories. It can be acquired or congenital.
Acquired clitoromegaly may have hormonal or non-hormonal etiologies. (1)
EPC of the clitoris is an infrequent cause of non-hormonal acquired clitoromegaly. These cysts
are formed when the epidermis is traumatically transplanted, or idiopathically present in the
dermis or the subcutis. EPCs are usually solitary, round, and elevated tumors commonly found
on the back, chest, neck, face, or scalp. They often stop growing after reaching a size of 1-5 cm
in diameter. External genitalia can also be involved with clitoral, labial, or scrotal implantation.
The cyst is characterized by an outer wall of epidermis with a center filled with keratinaceous
material arranged in laminated layers. (2, 3) Clitoral EPCs are extremely rare without prior anterior
surgical excision, infibulation, circumcision, or genital piercing with epidermal clitoral inclusion
involved. (4) Due to exclusive role of the clitoris in female orgasm and sexual activity, any kind
of surgery at this site should be performed with special care. To our best knowledge, only three
cases of adult female clitoral EPC without history of genital surgery, female circumcision, or
medications including oral or implantable contraceptives have been reported. Three cases of
primary EPC of the clitoris, their management, unique histopathology report, safe surgical
approach, and their follow up course are described in this article.
Case one:
A 45-year-old female presented with a six-month history of progressively painless enlarging
clitoral mass. She did not have any history of genital surgery or genitourinary symptoms. Pelvic
examination revealed a mobile, non-tender, soft, well defined clitoral mass measuring
approximately 5×2 cm. General physical examination was normal and there was no sign of
hyperandrogenism.
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Routine lab tests were within normal limits. The patient was scheduled for surgical exploration
and excision of the mass. Under a spinal anesthesia, a Foley urethral catheter was inserted and a
supra-meatal inverted-U incision was made. (Figure1a) The cyst was removed with combination
of sharp and blunt dissection (Figure 1b) Special care was given to avoid compromising the
neurovascular bundle of the clitoris. Hemostasis was achieved and the incision was repaired with
interrupted 3-0 absorbable sutures. The patient was discharged the same day and the postoperative period was uneventful. The histopathology report revealed a 5 × 1.5 × 0.5 epidermoid
cyst. The cystic structure in the majority of areas was lined with stratified keratinizing epithelium
(Figure 2a), which was supported by chronically inflamed dense fibro-connective tissue. At one
focus features of tubal metaplasia including ciliated cells (clear cytoplasm, abundant apical cilia),
secretory cells (non-ciliated with eosinophilic apical cytoplasmic protrusions but not mucin
vacuoles) and intercalated cells were identified. (Figure 2 b) No evidence of nuclear atypia
and/or dysplasia was seen. At two-week office visit, the incision was healed completely with
excellent cosmetic appearance. At six-month follow up visit, tactile and sexual sensation were
preserved and there was no recurrence at the surgical site.

Case two:
A 35-year-old female was consulted for a two-year history of non-tender clitoral mass. She
complained about difficulty in voiding and also some degrees of dyspareunia, lately. Medical
history was unremarkable. She didn’t mention any history of genital trauma, piercing, or surgery.
There was no sign of virilization. On local examination, a mobile, fluctuant, and firm cystic
lesion was palpated at the clitoral site. (Figure 3a). Lab investigations were within normal limits.
During the operation, the cyst was excised through a supra-meatal inverted-U incision. The
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ventral wall of the cyst was densely attached to the base of the clitoris. Some amount of
sebaceous material leaked from the cyst during dissection. The cyst was removed without
compromising the neurovascular bundle of the clitoris. (Figure 3b) The incisional site was closed
with separate 3-0 absorbable sutures and the patient was discharged at the same day.
Histopathology report of the specimen confirmed a 3 ×1.5 ×1 epidermoid cyst lined with
stratified squamous epithelium containing keratinous debris. At one-month post-operative
evaluation, genitourinary symptoms of the patient were all disappeared. Two-year follow up of
the patient was satisfactory.
Case three:
A 25-year-old virgin female patient presented with gradual swelling of the clitoral region since
two years ago. She did not mention any history of genital trauma or hormonal treatment. She
complained of urinary frequency and difficult voiding. In physical examination. We detected a
5×2 cm, round and slightly tender clitoral mass with surface ecchymosis. (Figure 4) There was
no signs of hyperandrogenism. Routine blood tests seemed to be normal. Microscopic hematuria
was found in urine analysis. Urine culture did not show urinary tract infection and urine cytology
was negative for malignancy. Bladder and kidneys ultrasound study was normal. Under spinal
anesthesia, the patient underwent cystourethroscopy which was normal. At the same session a
supra-meatal inverted-U incision was made and the clitoral lesion excised completely. The
histopathology report revealed a 5 ×1.5 ×1 epidermoid cyst of the clitoris. Urinary symptoms of
the patient were disappeared in one- month post-operative visit. Sensory content of the clitoral
region was preserved and there was no visible scar tissue at the surgical incision site. In four
years follow up course, there was no recurrence at the surgical area. The patient had sexual
intercourse and she did not mention any problems.
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Discussion:
Tumors of the clitoris are uncommon. They include a variety of benign, malignant, and rarely
metastatic lesions. (5) Female external genitalia may have a multitude of cysts. Such cysts can be
vaginal (hymenal), para-urethral, or clitoral. Clitoral cysts are most infrequent of these. They are
usually presented as painless, soft, and mobile mass in the absence of any virilization sign. (6)
EPCs of the clitoris are commonly seen after type I genital mutilation/female circumcision
performed in some ethnic communities in Africa and West Asia. (7) Pure adult spontaneous EPCs
without infibulation, genital cutting, or piercing are extremely rare. (8) Three cases of primary
EPC of the clitoris following contraceptive implants or pills have been reported. (1, 8, 9)
Only one case of pregnancy-associated clitoral epidermoid cyst has been described by Jing W.
Hughes et al. (10) To our best knowledge, three cases of primary EPC of the clitoris non-related to
any medication, genital trauma, or pregnancy in adult females have been reported in the
literature. (6, 7, 11)
Pre-operative evaluation of the patients in the literature consisted of hormonal and chromosomal
analysis, abdominopelvic or trans-vaginal ultrasonography, or even pelvic MRI. (1, 3, 5, 7, 12) In our
opinion, in the absence of hyperandrogenism signs, these types of lesions should be
differentiated from clitoromegaly. Therefore, a detailed history and performing a complete
physical examination before the surgical removal would be the only required course of action.
Imaging studies will not add further essential information and should be restricted to complicated
situations. Knowing the anatomy of the vulva and clitoris is critical prior to performing any kind
of surgery. The major goals of surgery involving the clitoris include preservation of sensory
function for future sexual health and restoration of normal anatomy. Various surgical techniques
in management of clitoromegaly have been described, previously. (12) Cystectomy with total
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clitoridectomy was the surgical option as described by some authors. (4) However, this resulted in
significant sensory loss. We believe a supra-meatal inverted – U incision is a very safe approach
toward the clitoral lesions. The clitoral body is substantial in length, mostly lying superficially
under the clitoral hood and mons pubis. The dorsal nerves of the clitoris are large and superficial,
terminating at or near the base of the clitoral glans. (13) Regarding the superficial location of the
terminal branches of the dorsal clitoral nerve, performing the surgical incision over the clitoral
skin may harm these structures. Almost all reported cases made vertical, elliptical or inverted –
V incision over the clitoral skin, clitoral hood, or the cyst itself. (2, 7, 11, 14) In supra-meatal
approach, we can safely preserve the neurovascular bundle of the clitoris. There would be no
need to trimming the skin, or reconstruction of labia minora or clitoris. Excellent cosmetic
results, no scar formation, and preserving the tactile and sexual sensation are the advantages of
this approach. Special care should be given to the urethra. Insertion of a urethral catheter and
meticulous dissection should be considered. Complete surgical removal of the clitoral cysts is the
ideal therapeutic approach and definite diagnosis is made by histopathology report. In case one a
focal point of tubal metaplasia including ciliated cells was identified on microscopic
examination. The origin of cysts lined by ciliated or mucinous epithelium, is debated, and they
may be of Müllerian, Wolffian, or urogenital sinus origin, or may represent metaplasia or
heterotopia. (15) This is the first report of primary EPC of the clitoris with focal ciliated tubal
metaplasia.

Conclusion:
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Even though the primary EPC of the clitoris in female adult population is very rare, it should be
considered as one of the differential diagnosis of any soft, non-tender and mobile mass of the
clitoris. In the absence of hyperandrogenism signs, a detailed medical history and careful
physical examination facilitates the diagnosis and prevents unnecessary hormonal or
chromosomal analysis. In most cases, imaging studies would not add further helpful information
and should be performed only in complicated cases. Since the definitive diagnosis is made by
histopathology, immediate surgical excision would be a complete diagnostic and therapeutic
approach of these lesions. A supra-meatal inverted-U incision will provide a safe access to the
clitoral masses without compromising the neurovascular bundle of the clitoris.
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Figure legends:
Figure 1a: Supra meatal inverted-U incision.
Figure 1b: Removal of the cyst with blunt and sharp dissection.
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Figure 2a: Stratified keratinizing squamous epithelium, keratin material in lumina and dense
fibro-connective tissue of the cyst wall. (×100 H&E Staining)
Figure 2b: Mixture of secretory cells, intercalated cells, and ciliated cells (×400 H&E Staining)
Figure 3a: Gross appearance of the clitoral cyst.
Figure 3b: Excised specimen of the cyst.
Figure 4: Clitoral cyst with surface ecchymosis.
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14

Figure 3a:

15

Figure3b:

16

Figure 4:

17

