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Summary
We present the case of a 32-year-old male, without pathological antecedents, who reported to the
Clinic of Oral and Maxillofacial Surgery in Timisoara, with tongue movement, speaking and deglutition difficulties, as a result of a sublingual tumor with a slow and long evolution, hyperdimensioned
during the last three months. The clinical examination of the oral cavity reveals a median sublingual
prominence, which exposes the phrenum and dislocates the tongue. The interstice formation exteriorizes through the skin and massively deforms the submental area. Due to its large size, the tumor
swells out exo and endooraly, crossing through the mylohyoid muscle fibers. It is hard to establish,
through anamnesis, whether the initial location was above or below the mylohyoid muscle. The CT
images show a homogeneous, clearly marked cystic tumor formation, which does not affect the surrounding tissues. The histopathological examination confirms the clinical diagnosis for dermoid
cyst. The cyst is to be treated by surgery and consists of enucleating the cystic formation through the
mouth, followed by the restoration of the normal oral functions.
Keywords: dermoid cyst, mouth floor, large cyst.

are limited and a local pressure is present,
therefore the patient decides to see the doctor.
The clinical examination reveals a
deformation of approximately 12 centimeters in diameter, symmetrically located on
the median line, covered by teguments
which are not modified in aspect and color,
not painful, spontaneously or by pressure
(Figure 1).

Case report
The sublingual dermoid cysts are most commonly encountered with young adults, may
have considerable dimensions and they frequently have a small number of symptoms.
We present this case study in order to prove
the slow, expansive and relatively not
painful growth of the formation at the level
of the mouth floor, during a period of
approximately two years. The 32 years old
male patient with a giant suprahyoid tumor
generating breathing, speaking and mastication difficulties was hospitalized in January
2005, within the Clinic of Oral and
Maxillofacial Surgery in Timisoara. The
endooral tumor, first noticed by the patient
two years ago, as a nodule, has grown dramatically during the last three month,
deforming the mouth floor and the submental area. When eating and swallowing difficulties appear, the movements of the tongue

Figure 1. Exooral aspect
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Figure 3. The image resulted from the computed
tomography

During the endooral examination
(Figure 2), the pronounced protrusion of the
mouth floor is revealed, by pushing the
tongue backwards and upwards, towards the
pharynx. The transparency reveals a grayyellowish content. The consistency is soft
and leaves bucket when pressed. When palpating it with both hands, it is found that the
tumor is clearly marked, it does not adhere
to the mental arch and it is mobilized together with all the structures of the mouth floor.
This case is interesting due to the considerable size, the endo-exo-oral location and the
resulting difficulties in removing it by surgery.
Figure 2. Endo-oral aspect

Figure 4. Intrasurgical aspects

The computed tomography (Figure 3)
shows an ovoid, homogeneous cystic formation located on the median line, clearly
marked, with no effect on the surrounding
tissues.
When planning the surgical treatment,
it has been decided to tackle the tumor endoorally (Figure 4), thus respecting the
patient’s request. The surgery has been performed under general anesthesia by nasotraheal intubation.
After locating the orifices of the
salivary glands’ canals located under the
mandible, which may not be intersected, an
incision in the mouth floor is performed,
protecting, at the same time, the Wharton
canals
and
the
lingual
nerves.

The cystic membrane is covered only by the
mucous membrane, from which it can be
easily detached. By being very large, the
cyst is inserted between the geniohyoid
muscles, after dissociating the fibers of the
mylohyoid muscles. A splitting surface is
identified, and the cystic membrane is
detached and isolated lengthwise. In order to
facilitate the dissection, it is necessary to
partially evacuate the content, which has the
shape of a semi-solid, yellow paste containing also hair fibers (Figure 5). Due to the
fact that the space remaining after enucleating the cyst is considerable, an aspirating
drainage is performed.
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birth but they become manifest (visible)
later, when they get secondarily infected.
This is not the case of the present patient
who suffered from a hyper dimensioning
lacking signs of inflammation over a period
of two years. The pre-surgical imaging
examinations provide anatomical and diagnosis information, which are important to
the therapy of the patient.
The term „dermoid cyst” has been
sometimes incorrectly used to describe
related cystic formations, which were, in
fact, epidermoid or teratoid cysts [8]. From
histological point of view, all the real dermoid cysts are delimited by an epidermic
layer, containing skin annexes such as sebaceous glands and sudoriferous glands, hair
and/or hair follicles. If the annexes are
absent, the entity is called epidermoid cyst.
If the cyst’s wall contains structures derived
from all three germinal embryonic layers,
the entity is called teratoma or teratoid cyst
[9].
The anatomical classification is useful
for the intra- or extra oral surgical approach
[10]. In our opinion, the decisive elements
are the size of the tumor, its relation with the
anatomical elements of the mouth floor and
the presence or the lack of infection.
Clinically, the cysts are painless formations, which grow slowly and develop without symptoms until noticed by the patient or
by the accompanying people. They have a
pasty appearance; they are soft and well
encapsulated, without associated lymphadenopathy. The sudden increase in size
is supposed to be due to the beginning of
puberty, when the secretion of sebaceous
glands increases. In some cases, the severe
growth of the cyst is due to infection. The
infection may occur due to blocking of the
salivary glands within the cyst or by the septic insemination of the cyst due to trauma.
Pain, trismus, fever, swallowing disorders
and cervical lymphadenopathy may occur.
The content of the cyst may be keratinous, caseous, sebaceous or suppurating,

Figure 5. The appearance of the cyst after excision

The post-surgical evolution has had no
incidents, following the protection with
antibiotics and efficient aspirating drainage.
Six weeks after the surgery the patient is
cured and completely recovered from morphological and functional point of view.

Comments
The dermoid and epidermoid cysts are
development injuries which may appear
anywhere within the body. Between 1.6 and
6.9 percents of such cysts appear at the level
of the head and of the neck, such cysts representing less than 0.01% of all cystic formations [1,2,3,4].
The dermoid cysts of the mouth floor
are uncommon (rare) injuries, most likely
caused by the retention of the germinal
epithelium during the growth of the
mandible and hyoid branchial arches [5].
Such formations are encountered, most frequently, with patients between 15 and 35
years of age, but may be encountered with
other age categories, as well. The male
patients are more frequently affected, with a
male-female ratio of 3:1 [6]. The dermoid
cysts are more frequent than the epidermoid
cysts, with a 2:1 ratio. Such cysts are most
frequently located on the median line of the
mouth floor [7]. Usually, they are present at
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with hair, nails, fat, cholesterine crystals and
even cartilage. In this case, the presence of
hair led to the diagnosis of dermoid cyst or
teratoma.
Due to the relatively exceptional incidence, the differentiated diagnosis is not
always easy. It includes development, infectious and tumoral processes. The sublingual
tumefaction may be caused by the blocking
of the salivary canals, the infection of the
sublingual or submandibular glands and a
lateral sublingual swelling may direct the
diagnosis towards a salivary cyst. The
neck’s midline and lateral cysts, located
under the mylohyoid muscle must be differentiated from the odontogenous cysts, lipoma, angioma, limphangioma, thyroglossal
cyst, neurofibroma and severe infections.
Also, metastatic nodes, which mimic a cystic conduct, may be found [11].

mouth floor muscles used to be settled especially intrasurgically. The intraoral approach
is recommended when the tumors are small
and located above the geniohyoid muscles.
The tumors located under such muscles, the
very large ones, and the infected tumors,
should be tackled cervically. However, as
demonstrated by the present case report,
even the large cysts may be excised intraorally. When the cyst is clearly marked, the
intraoral approach must be definitely taken
into consideration [13].
The surgical excision is the treatment of
choice for the dermoid cyst and the recurrence ratio is low. The fibrous capsule surrounding the cyst makes it easy to be enucleated, even with the finger. The tear
probes may be used for tubulating the salivary canals, in order to prevent them from
being injured during the dissection.
In the present case report the surgical
removal of the large dermoid cyst has been
performed intraorally. By using such technique, the surgical access for a very large
cystic tumor, which is important both for the
mouth floor and for the submental area, has
been achieved [14]. The intraoral surgical
approach has been proven to be conservative, efficient and the most convenient
method from aesthetical point of view
[15,16].

Conclusions
The cystic tumors of the mouth floor are relatively uncommon (scarce). The decision
concerning the best surgical approach may
be difficult, at least regarding big formations
[12]. In planning the surgical treatment it is
very important to locate the cystic tumor in
relation to the mylohyoid muscles. The
exact location of the cysts in relation to the

5. Black EE, Leathers RD, Youngblood D. Dermoid
cyst of the floor of the mouth. Oral Surg Oral Med
Oral Pathol. 1993 May; 75(5): 556-558.
6. Longo F, Maremonti P, Mangone GM, De Maria
G, Califano L. Midline (dermoid) cysts of the floor of
the mouth: report of 16 cases and review of surgical
techniques. Plast Reconstr Surg. 2003 Nov; 112(6):
1560-1565.
7. Lozano Blanco I, Perez Climent F, Carbonell
Sanchis R, Gimenez Vaillo F, Oliver Guasp C. Giant
dermoid cyst of the floor of the mouth. An
Otorrinolaringol Ibero Am. 1995; 22(6): 601-608.
8. King RC, Smith BR, Burk JL. Dermoid cyst in the
floor of the mouth. Review of the literature and case
reports. Oral Surg Oral Med Oral Pathol. 1994 Nov;
78(5): 567-76.
9. Seah TE, Sufyan W, Singh B. Case report of a
Dermoid Cyst at the floor of the mouth. Annals

References
1. Turetschek K, Hospodka H and Steiner E. Case
report: epidermoid cyst of the floor of the mouth:
diagnostic imaging by sonography, computed tomography and magnetic resonance imaging. The British
Journal of Radiology 1995; Vol 68, Issue 806: 205207.
2. Harada H, Kusukawa J, Kameyama T. Congenital
teratoid cyst of the floor of the mouth - a case report.
Internat J Oral Maxillofac Surg 1995; 24: 361-362.
3. Ege G, Akman H, Senvar A, Kuzucu K. Case
report: Sublingual dermoid cyst. Tani Girisim Radyol.
2003 Mar; 9(1): 57-59.
4. Din SU. Dermoid cyst of the floor of mouth. J
Coll Physicians Surg Pak. 2003 Jul; 13(7): 416-417.

66

OHDMBSC - Vol. IV - No. 4 - December, 2005

Academy of Medicine July 2004; Vol. 33 (Suppl) No.
4: 133-135.
10. Lima SM Jr, Chrcanovic BR, de Paula AM,
Freire-Maia B, de Souza LN. Dermoid cyst of the
floor of the mouth. Scientific World Journal 2003;
Mar 24(3): 156-162.
11. Fuchshuber S, Grevers G, Issing WJ. Dermoid
cyst of the floor of the mouth-a case report. Eur Arch
Otorhinolaryngol. 2002 Feb; 259(2): 60-62.
12. Grevers G, Ihrler S, Vogl T. Current diagnosis
and therapy of cysts of the mouth floor.
Laryngorhinootologie. 1991 Dec; 70(12): 690-694.
13. Oatis GW Jr, Hartmen GL, Robertson GR, Sugg
WE. Dermoid cyst of the floor of the mouth. Report of

a case. Oral Surg Oral Med Oral Pathol. 1975 Feb;
39(2): 192-196.
14. Di Francesco A, Chiapasco M, Biglioli F,
Ancona D. Intraoral approach to large dermoid cysts
of the floor of the mouth: a technical note. Int J Oral
Maxillofac Surg. 1995 Jun; 24(3): 233-235.
15. Thomas MR, Nofal F, Cave AP. Dermoid cyst in
the mouth: value of ultrasound. J Laryngol Otol. 1990
Feb; 104(2): 141-142.
16. Akao I, Nobukiyo S, Kobayashi T, Kikuchi H,
Koizuka I. A case of large dermoid cyst in the floor of
the mouth. Auris Nasus Larynx. 2003 Feb; 30 Suppl:
S137-139.

Correspondence to: Dr. Emilia Ianes, Lecturer, “Victor Babes” University of Medicine and
Pharmacy, Timisoara, Faculty of Dental Medicine, Oral and Maxillofacial Surgery Department.
Home Address: Martir Dan Carpin str., no. 22, bl. 101, apt. 4, Timisoara 300289, Romania.
E-mail: ianese@yahoo.com

67

