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ABSTRACT
Dermoid cysts are uncommon cystic lesions in the head and
neck region (2% of all desmoid cysts), with a higher preva-
lence in young people, with no gender preference. It is con-
sidered a form of benign cystic teratoma derived mainly from
the embryonic germinal epithelium containing attached
structures on your wall, as sebaceous glands, sweat and hair
follicles, classifying it as a development cyst. This article aims
to inform clinical and histopathological aspects of dermoid
cyst and report a clinical case treated surgically in the ante-
rior mouth floor in the midline. The patient came in Oral and
Maxillofacial Surgery Service of the Federal University of
Rio de Janeiro (UFRJ), where he was treated with surgical
excision in the midline of the mouth floor under general an-
esthesia. Due to the process of evolution of the lesion and the
size that can achieve early diagnosis and surgical treatment
become imperative to improve the patient's condition. The
location of the lesion relative to mylohyoid andgeniohy-
oidmuscles is very important to determine the surgical ap-
proach that will provide the best treatment. Once the com-
plete excision of the lesion, the recurrence becomes rare.

KEYWORDS: Dermoid cyst, cysts, oral pathology, odonto-
genic.

1. INTRODUCTION
The dermoid cyst is a cystic malformation of the unu-

sual development. It is lined with epithelium similar to the
epidermis, and the wall contains skin appendages. Gener-
ally can be considered is a benign cystic teratoma of the
way. By definition, a true teratoma is a tumor development
comprises tissue derived from the three germ layers: (A)
ectoderm, (B) and mesoderm (C) endoderm1.

In 1955, Meyer updated the concept of dermoid cyst to
describe three histological variants, true dermoid cyst,
epidermoid and teratoid cyst2. Dermoid cysts are simpler
in structure than the complex teratomas. Although not
contain tissue of the three germ layers, probably represent
a failed form of teratoma. In the oral cavity can be ob-
served similar cysts coated by epithelium identical to the

skin, but skin appendages are not observed in the cyst
wall1.

They are coated by stratified squamous epitheli-
umorthokeratinized, with a prominent granular layer. It is
common to find abundant keratin inside the cyst light. The
cyst wall is composed of fibrous connective tissue that
contains one or more skin appendages, such as sebaceous
glands, sweat glands or hair follicles1.

Can be found most often in the midline of the oral
floor, a sublingual swelling can move the tongue superi-
orly and cause difficulties in feeding, speech or even
breathing. The cysts that appear above the genius-hioideo
muscle produce, often a submental swelling, with appear-
ance of "double chin". They are more common in children
and young adults; 15% of the reported cases are congeni-
tal1.

In general, the lesion grows slowly without causing
pain, presenting itself as a rubber-mass or paste, which
often retains the imprint of fingers under finger pressure.
Secondary infection may occur, and the lesion can drain
into the oral cavity or the skin1.

For diagnosis and delineate the extent of the injury, can
be used as the tests: Ultrasound, Computed Tomography,
Magnetic Resonance, Histopathological and X-rays.

Surgical removal is indicated in these cases, those lo-
cated above the geniohyoid muscle can be removed by
intraoral incision. It has recurrence is unusual. And there
are few reported cases where there was a malignant trans-
formation into squamous cell carcinoma.

2. CASE REPORT

The male patient, 15 years old, leucoderma, came in
Oral and Maxillofacial Surgery Service of the Federal
University of Rio de Janeiro (UFRJ). Complaining about
"a ball under the tongue" (Figure 1). During inspection
and palpation of the head and neck showed a swelling on
the floor of the mouth, in the anterior region, in the
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midline, with pinkish-yellowish color and intact mucosa.

Figure 1. Patient has a swelling on the floor of the mouth in the anterior
region

Figure 2. In the image oral Intra the patient has a sublingual mass.

Figure 3. In the surgical procedure an incision was made in the midline
to access the cyst.

The injury became more evident when the tongue was
lifted; to the palpation, showed soft and painless
consistency (Figure 2). It presents dysphagia and
discomfort to sleep. The clinical diagnosis was: dermoid
cyst. The patient was treated with surgical excision in the
midline of the mouth floor under general anesthesia (Fig-
ure 3). It was performed total excision of the lesion which
makes extremely rare the recurrence (Figure 4).

Figure 4. Total cyst removal.

Figure 5. Large volume removed during the surgical procedure.

Histopathological examination confirmed the initial
diagnosis (Figure 5).

The patient was followed by a two-year period and did
not present relapse (Figure 6).

3. DISCUSSION
The origin of dermoid cyst of mouth floor, like other

developing cysts is controversial. Two theories have been
proposed: congenital and acquired. Congenital theory is
that these cysts are derived from cellular debris, trapped
during the closing of the average of the first line and sec-
ond bilateral brachial arches. The theory proposes that the
cysts are acquired, they say they can be derived from a
traumatic or iatrogenic including epithelial cells or occlu-
sion of the sebaceous gland duct3,4.

The majority of cases occur between the ages of 15
and 35, with a slight male predilection. Authors reported
sudden increases in volume at puberty, related to increased



Mendes et al. / Braz. J. Surg. Clin. Res. V.14,n.2,pp.05-08 (Mar – May 2016)

BJSCR Openly accessible at http://www.mastereditora.com.br/bjscr

sebum secretion8. For oral lesions, the floor of the mouth
in the midline is the most common site. Injuries were also
reported in the buccal mucosa, tongue, lips4, 5.

Figure 6. Postoperative.

Anatomically the cysts in the floor of the mouth can be
further classified as: sublingual (located above muscle
genius-hyoid), submental (located between geniohyoid
and milohyoid) and submandibular gland (located on the
side of the floor of the mouth).

Histologically, the cysts were divided into the follow-
ing types of Meyer in 1955:

• Dermoid Cyst True: They are coated by keratinized
stratified squamous epithelium with dermal appendages on
the wall of connective tissue. The lumen contains keratin,
sebum and varying amounts of hair and fat

• Squamous cyst: They are coated by simple squamous
epithelium, with fibrous wall and there is no dermal ap-
pendages. The cystic cavity lacks sebum or hair. These
cysts develop from the top of the pilosebaceous unit

• Cyst teratoid:. They are covered with keratinized
squamous epithelium ranging from respiratory pseudo-
stratified columnar epithelium with dermal appendages the
wall of the connective tissue, along with derivatives from
all three germ layers (ectoderm, mesoderm and endo-
derm)2,5,6.

The differential diagnosis for this cyst includes ranula,
sialolithiasis ducts of submandibular glands thyroglossal
duct, cyst of brachial cleft mouth floor cellulitis, schwan-
noma, lipoma, lymphangioma etc5,7.

Lipoma is a benign tumor of slow growth, with in-
traoral incidence as low as 1%. Unavailability for lipid
metabolism, together with the autonomous growth of a
lipoma, made him a true neoplasm17. Cysts of gill slit are
developmental abnormalities that arise from incomplete
closure of gill arches. They usually appear in relatively

young patients as floating bumps previously located the
sternocleidomastoid muscle18.

The sublingual gland cyst, in the aspiration gets con-
tent mucus, while dermoid cyst content is thick, pasty,
granular and whitish. The lymphangioma is usually a
cystic mass insinuating multilocular. Thyroglossalduct-
cysts arise from remnants of the embryonic thyroid. They
normally present in the midline in close contact with the
hyoid bone, often producing a characteristic movement
during swallowing, it has a unilocular cystic mass that can
mimic an epidermoid cyst when it is in a supra-hyoid lo-
cation and the back of the tongue root ; however, it does
not have complex elements (without fat or calcifica-
tions)19.

Infections and inflammatory lesions of perioral tissues
may also present as a swelling of the submandibular area
extending into the floor of the mouth. Acute infections
may derive from an odontogenic source of infection, but
they were not considered in the differential diagnosis, be-
cause of the chronic nature of the disease. In addition,
fever, malaise and pain usually accompany the clinical
picture of an acute infection, and tenderness and overlying
fixed or fluctuant skin would be apparent on clinical ex-
amination20.

Injury in salivary glands are commonly seen intraoral
and in the submandibular triangle. The ranula is located
exclusively in the mouth floor. It appears as an extension
to the normal blue color, ranging from a floating process
for a soft consistency injury, depending on the thickness of
the overlying tissue. Children and young adults are most
frequently affected.

Another diagnosis to consider is lymphadenitis by dif-
ferent causes. Submandibular lymph nodes may be com-
monly affected by cat scratch disease, tuberculosis (scrof-
ula), or actinomycosis21. It is important to analyze the pa-
tient's medical history to rule out the possibility. Further-
more, lymphadenitis typically does not produce this de-
gree of intraoral swelling.

Inflammatory diseases of the salivary glands as: acute
sialoadenitis submandibular gland usually presents with
swelling associated with meals, pain and pus from Whar-
ton and chronic sialadenitis duct runs a protracted course
of remissions and exacerbations. Both conditions are more
frequent in the sixth decade of life and have no gender
preference. Moreover, both conditions usually involve a
number of predisposing factors such as sialolithiasis,
chronic disease, hospitalization, or drugs, which may be
associated with xerostomia22.

Malignant tumors of the soft tissues were considered to
be a remote possibility. The rapid growth, lack of division,
adjacent mounting structures, and ulceration of the muco-
sa that overlap are common features of malignancy were
observed in this patient.

The definitive diagnosis is provided by histological
sample. The imaging exams may aid in the diagnosis7. The
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ultrasound is the anechogenic cystic mass. A liquid fat-line
with fluid and/or a floating mass are suggestive. Comput-
ed tomography is the unilocular mass of thin-walled, with
fat content. The low amount of fluid, moving with position
change is characteristic. Computed tomography (CT) and
Magnetic Ressonâninca (RM) are important to identify the
agencies involved and guide the choice of surgical ap-
proach10.

The treatment includes surgical expected complete
enucleation13,14,15 without breaking the cyst as the intralu-
minal contents can act as irritants fibrovascular tissue,
producing postoperative inflammation. However, marsu-
pialization is another alternative for the management of
large cysts16. Based on the location of the cyst or an intra
or extra-oral surgical approach is followed7. The first is
the most suitable for small injuries, reserving the latter for
large lesions. In a study of mandibular osteotomy and in-
traoral approach and combined extra-oral9. An exclusively
intra-oral approach (as in our case) can be used in large
lesions if there is no superinfection or disability; which
implies a lower risk of postoperative superinfection, which
reduces the length of hospital stay, and provides an excel-
lent cosmetic result9.

4. CONCLUSION
Due to the process of evolution of the lesion and the

size that can achieve early diagnosis and surgical treat-
ment become imperative to improve the patient's condition.
The location of the lesion relative to mylohyoid andgen-
iohyoidmuscles is very important to determine the surgical
approach that will provide the best treatment. Postopera-
tive prognosis is good, and malignant transformation is
exceptional.
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