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Dermoid cyst located in the floor of the mouth: case report
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ABSTRACT

appropriate management, thus benefiting the patient.
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Objective: to report a case of dermoid cyst addressing the criteria of clinical and histopathological diagnosis. Case report: seventeen-year-old patient with
increased volume in the floor of the mouth. A biopsy was performed and the diagnosis was dermoid cyst. Intraoral enucleation of the lesion was performed, and no
recurrence was observed after an 18-month follow-up. Conclusion: although some clinical features and imaging tests suggest this diagnosis, only histopathological
examination can confirm it. Thus, it is important that the dental surgeon knows the lesion and possible morbidities that it can cause, enabling a precise diagnosis and
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Introduction
ermoid cyst is a developmental cyst,'* covered by
epithelium similar to the epidermis and contain-
ing cutaneous annexes on its wall."* The most ac-
cepted etiology refers to the imprisonment of embryonic
cells of 1st and 2nd branchial arches in the mesenchyme
region, during the 3rd and 4th week of embryonic life."”
According to statistics, about 1.6% of dermoid cysts are
found in the buccal cavity*?, the floor of the mouth being
the preferred location of this cyst,"* but it can also be found
in other regions, such as on the side of the tongue, lips and
jugal mucosa."*” The cyst does not have predilection for
sex"®” and it is more common in adults'® and children."*
Clinically, when it occurs in the floor of the mouth, the
cyst presents a volume increase, slow growth, it is usual-
ly near the midline, well circumscribed, with the mucous
membrane showing rosy yellowish color” and asymptom-
atic."® Depending on its size, the patient may exhibit symp-
toms, such as dysphagia, dysphonia and dyspnea because
of the superior displacement of the tongue.'*¢
During palpation, one can notice a lesion with a float-
ing”*” or doughy'*® consistency, for containing remains of
keratin and sebaceous secretions in its interior.
Histopathologically, these cysts are covered by orthoke-
ratinized stratified squamous epithelium, being possible to
observe a prominent granular layer. In addition, its cystic
wall consists of a fibrous connective tissue that contains
one or more cutaneous annexes, such as sebaceous glands,
hair follicles or sweat glands. The presence of abundant
keratin inside the cystic lumen is a common finding."*
Most authors include the following injuries as differen-
tial diagnosis: ranula, Wharton’s duct, thyroglossal tract
cyst, cystic hygroma, branchial cleft cyst, acute infection

in the floor of the mouth, infection of the adjacent salivary
glands, and mass of normal fat in the submental space.>”

The treatment of choice is determined according to each
case, considering the location and the size of the cyst, the
most employed is the complete enucleation of the lesion
through intraoral incision with referral of the piece to his-
topathological examination."” The prognosis of this lesion is
favorable®® and recurrence is rare.>*¢®

The objective of this study was to report a case of dermoid
cyst located in the floor of the mouth, addressing diagnostic
criteria and clinical manifestations, as well as the treatment
and clinical follow-up of 18 months.

Case Report

Brown-skinned patient, female, 18 years old, admitted
to the emergency Service of Oral and Maxillofacial Surgery
at Hospital Municipal Salgado Filho (HMSF), complaining
of “difficulty breathing and swallowing,” without painful
symptoms.

Anamnesis was held, in which the patient reported not
having systemic diseases and also denied any chemical al-
lergies. She also reported that never underwent a surgery in
the past and that was unaware of the family medical history.

In the oral physical examination (Figure 1), we noticed a
small increase in submental volume, which showed the pres-
ence of “double chin” (Figure 2), as well as volume increase
in the midline of the floor of the mouth, with normal col-
oring and texture, causing the superior displacement of the
tongue, which justified the main complaint of the patient.
During palpation, the lesion presented doughy consistency
and when subjected to digital pressure, the fingermarks re-
mained for a few seconds. The patient could not inform the
exact time of the lesion evolution, but reported that it was
growing slowly.
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Figure 1. Image showing the clinical aspect of double chin

Figure 2. Image showing the volume increase in the floor of the mouth

Ultrasound examinations (US) of the floor of the mouth
and facial computed tomography (CT) were requested. The
report on the ultrasound described “a cystic image with
high protein content located on the midline between the
extrinsic muscles of the tongue base. The relationship be-
tween the lesion and the submandibular gland was not ob-
served. The lesion measures 6.1 x 3.4 x 3.7 cm.”
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Figure 3. Computed Tomography scan in sagittal section

When assessing the tomographic image (Figure 3), a
cystic lesion was detected again in the sublingual region,
measuring 5.5 x 4.5 x 3.0 cm.

Based on the clinical and tomographic characteristics
and on the aspects observed in the ultrasound, two hy-
potheses were formulated: dermoid cyst and epidermoid
cyst.

The surgery was performed in the hospital’s surgical
center under general anesthesia with nasopharyngeal intu-
bation, where an intraoral vertical incision was conducted
in the midline of the ventral surface of the tongue and floor
of the mouth to access the anatomical region where the
cyst was, above the geniohyoid muscle. Blunt dissection
was performed, separating the fibrous cystic capsule from
the surrounding tissues, allowing the removal of the lesion
(Figures 4 and 5). We observed doughy mass of whitish
coloration in the interior of the lesion. The surgery showed
no complications and the material was referred to histo-
pathological examination in the Pathology Service of the
HMSE. The day after surgery, the patient was discharged
with the necessary guidelines, presenting a good postop-
erative recovery.



Figure 4. Enucleation of the lesion

Figure 5. Macroscopic aspect of the lesion after longitudinal section. To
observe the keratinized material in its interior

Gross examination of the lesion Showed “a nodular for-
mation apparently encapsulated, measuring 4.0 x 3.5 x 3.0
cm, submitted partially open, represented by cyst-like lesion
with doughy yellowish content.” The histopathological cuts
stained with hematoxylin and eosin (HE) showed a cystic le-
sion covered with orthokeratinized stratified squamous epi-
thelium with a prominent granular layer, containing keratin
on its cavity. The presence of sebaceous cells was observed
on the cystic wall (Figure 6). With these microscopic char-
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acteristics the diagnosis of dermoid cyst was completed.
After 18 months, the patient returned to the outpatient

Figure 6. Histopathological exam showing the cyst covered by an or-
thokeratinized stratified squamous epithelium and cutaneous annexes
(sebaceous glands) in the fibrous capsule (HE 40x)

clinic of Oral and Maxillofacial Surgery of the HMSF for
the follow-up, and no sign of cyst recurrence was detected.

Discussion

In a study at the Mayo Clinic, in 1937, a total of 1,495
dermoid cysts, 103 (6.9%), occurred in the head and neck
region, of these, 24 (1.6%) cysts occurred in the floor of the
mouth.?

The dermoid cyst can be classified into two large cate-
gories: congenital and acquired.>>® The congenital theory
suggests that the cyst comes from pluripotent tissues that
are trapped in the midline during the merger of the first and
second branchial arches in the 3rd and 4th week of intra-
uterine life.**” The acquired theory suggests the formation
of the cyst through the implantation of epithelial cells in
deep tissue after a trauma. Makos et al.,® even suggest a third
theory for the origin of this cyst, which is a variation of the
thyroglossal duct cyst.

In histopathological terms, the dermoid cysts were classi-
fied by Meyer in 1955° into 3 types: epidermoid cyst, show-
ing the wall limited by stratified squamous without cutane-
ous annexes; dermoid cyst, limited by stratified squamous
epithelium with one or more cutaneous annexes, such as
sebaceous and sweat glands and hair follicles; and teratoma,
which represents a cavity surrounded by epithelium with
mesoderm, ectoderm and endoderm derivatives, showing,
besides the typical cutaneous annexes of the dermoid cyst,
vascular formations, muscle, bone, cartilage, dental tissues
and even entire teeth.>*¢5?
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No clinical characteristics can differentiate these three
types of cysts, however, the epidermoid cyst is less com-
mon than the dermoid cyst in the head and neck region.®

According to this classification, the cyst reported in this
study is qualified as a dermoid cyst, for showing cutaneous
annexes (sebaceous glands) in its fibrous capsule.

Another classification has the anatomy as reference, in
which Katz & Passy* classified dermoid and epidermoid
cysts of the floor of the mouth as: sublingual located in
the midline under the tongue, between the geniohyoid and
mylohyoid muscles, and when it reaches large proportions,
the tongue is shifted to the oropharynx; geniohyoid, in the
midline of the submental region between the skin and the
geniohyoid muscles, leading to a clinical appearance of
double chin; lateral cyst in the submandibular region, usu-
ally showing a growth toward the hyoid bone or superiorly
compressing the floor of the mouth, forcing the tongue to
the opposite side.* Makos et al.® call these types of cysts
previously classified as genioglossus median, geniohyoid
median, and lateral, respectively.®

Therefore, the anatomical location of this cyst will in-
terfere in the clinical aspect.®® The symptoms of dyspha-
gia, dyspnea and dysphonia occur by displacement of the
tongue because of this sublingual increase.’

In the case exposed, the patient presents two clinical
characteristics mentioned above, which are the superior
displacement of the tongue and double chin, indicating
that the dermoid cyst could be classified as either Sublin-
gual or Geniohyoid, according to the classification by Katz
& Passy.*

Teszler et al. apud Sahoo et al."” classified dermoid cysts
into three anatomical-surgical types: supramylohyoid (in-
traoral or sublingual), inframylohyoid (cervical) and peri-
and transmylohyoid (intraoral and cervical)."

The lesion is most common between 15 and 35 years
old*? as presented in the case reported, in which the pa-
tient was 18 years old. However, these cysts may develop in
children and can even be present at the moment of birth.*

In cases where the volume increase is sudden, some
causes can be associated, such as the onset of puberty,
when there is an increase in the secretion of sebum by the
sebaceous glands®, and secondary infection caused by sal-
ivary ducts blocked by the cyst or by oral microorganisms
formed by trauma in the region, thus causing pain, fever,
trismus, dysphagia, odynophagia, and cervical lymphade-
nopathy.®*In the case presented it was not possible to know
the time of evolution, because the patient had not noticed
the lesion, just reported breathing difficulty. In addition,
we did not observe any symptoms that would indicate an
infectious process in the location.

Imaging tests such as the computed tomography and
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magnetic resonance may show the exact location and size
of the lesion and its relationship with adjacent structures,
being of great value to the decision of surgical strategy.>***
The ultrasound examination besides helping to identify the
location and size of the structure,>*%? also can be useful in
differentiating between a vascular or cystic lesion,***® and
fine needle aspiration can be the first step for the differen-
tial diagnosis, in which a creamy and whitish content with
keratin debris can be observed.*® However, for Santos et
al.,’ aspiration biopsy is not indicated because of the pos-
sibility for a secondary infection to develop. These authors
report a case of dermoid cyst infected after the aspiration
procedure that clinically mimicked a Ludwig's angina.’

Despite the assistance of these procedures in the dif-
ferential diagnosis and in the assessment of extension,
location and relation between the lesion and the adjacent
structures, only the histopathological examination can
confirm the diagnosis.*®

The enucleation of the lesion can be made by intraoral
access, when the lesion is located above the geniohyoid
muscle, or extraoral when the lesion is located below this
muscle,”* in a large lesion or one associated with infec-
tious processes that may interfere with the patient’s air-
way.>® Also, a combination of the two techniques can be
chosen.”® In this case, we chose an approach only through
intraoral access because of the superficial location of the
cyst in this region, avoiding to compromise the patient’s
aesthetics.

During excision, lacrimal probes or gutta-percha cones
can be used to protect the ducts of the salivary glands, pre-
venting these structures from injury during the surgical
procedure.® One must also be careful not to rupture the
cyst during surgery, because the cystic content can irritate
the fibrovascular tissue, causing postoperative inflamma-
tion.’?

The prognosis of this lesion is great,*® however Utumi
et al.* suggest a postoperative follow-up of at least three
years in all cases. Despite the rarity, the possibility of ma-
lignant transformation to squamous-cell carcinoma must
be considered."** Some authors relate a greater chance of
malignancy for teratomas.®

The chance of recurrence is very low"**?, mainly be-
cause of the thick fibrous capsule of this cyst, which facili-
tates the removal.®

Conclusion
The dermoid cyst is a rare developmental cyst in the
head and neck region. Although some clinical character-
istics and images obtained in the computed tomography
and ultrasonography exams suggest its diagnosis, only the
histopathological examination can confirm it. Thus, it is



important that the dental surgeon knows this lesion and
possible morbidities that it could cause, enabling a precise
diagnosis and appropriate management, thus benefiting
the patient. Tumor enucleation is the treatment of choice
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and the prognosis is usually good, with low rates of recur-
rence. In this case, after an 18-month follow-up, no signs of
recurrence were observed.
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