


Case report 
External Angular Dermoid Excision via Sub-brow Approach: An Excellent Aesthetic Outcome

Abstract
External angular (frontozygomatic) dermoid cysts are congenital Chrostomas arising from ectodermal sequestration along embryonic suture lines. They typically present as painless, slow-growing swellings near the lateral eyebrow, often noticed in childhood or early adulthood. While benign, their proximity to the orbital rim and frontal bone warrants careful evaluation for possible bony remodelling or intracranial extension. We discuss the case of young male presenting with a gradually progressive, non-tender swelling at the right lateral eyebrow. Preoperative imaging with computed tomography revealed a well-defined, cystic lesion located superficial to the frontozygomatic suture without intraorbital extension. Surgical excision was performed via a sub-brow incision to ensure optimal cosmetic outcome. The cyst was dissected meticulously, preserving capsule integrity to prevent recurrence. The postoperative course was uneventful, with an excellent aesthetic result and a well-concealed scar. Microscopic examination confirmed a dermoid cyst lined by stratified squamous keratinized epithelium containing adnexal structures such as sebaceous glands and hair follicles, consistent with a benign developmental choristoma. The sub-brow approach offers a safe and cosmetically favourable route for superficial lesions. This report highlights the diagnostic nuances, surgical strategy, and review of outcomes supporting conservative yet precise management of such cysts.
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Introduction
Dermoid cysts arise from sequestration of ectodermal elements along embryonic fusion lines and are the most common congenital orbital lesion encountered in childhood and early adulthood (1,2). External angular dermoids (frontozygomatic) typically present as firm, non-tender lumps at the lateral eyebrow and, when superficial, can be managed with a variety of incisions that balance exposure with cosmesis (3-5). Various surgical approaches exist, including a direct incision over the mass, an upper eyelid crease incision, a lateral orbitotomy, and a sub-brow incision (6-8). The sub-brow approach has recently gained preference due to its superior aesthetic outcomes, ease of access, and lower recurrence rates (9). Complete excision without capsule rupture is the operative goal to minimize inflammation and recurrence (6,7). We present a case managed with a sub-brow approach, achieving excellent aesthetic and functional outcomes, and review the rationale for this approach compared with alternative techniques (8-10). This report details the presentation, surgical management, and postoperative outcome of a patient treated using this method.
Case Report
A young male presented with a 3-year history of a slowly enlarging, painless swelling at the lateral third of the right eyebrow. Her primary concern was cosmetic. There was no pain, discharge, trauma, or visual disturbance. Examination revealed a well-circumscribed, firm, nontender, mobile mass measuring approximately 1.5 × 1.5 cm at the frontozygomatic suture. The skin temperature of the overlying mass was normal, with no visible pulsation and a Valsalva maneuver negative. Visual acuity was 6/6 and N6 for distant and near vision. Extraocular movements were full in all gaze, and there was no complaint of diplopia. The rest of the ocular examination was within normal limits. CT scan confirmed a superficial anterior orbital non-enhancing hypodense lesion with smooth bony remodelling and no intracranial extension, consistent with an external angular dermoid. The patient was prepared for surgical excision of the mass after obtaining written and informed consent. A sub-brow approach was selected for its aesthetic advantage. Under local anaesthesia, a curvilinear incision was made along the inferior brow margin. The cyst was carefully dissected without rupture and completely excised. Closure was done in layers using 6-0 vicryl and nylon sutures. Postoperatively, the patient recovered uneventfully. At three months, the scar was well concealed beneath the brow with no recurrence or deformity.
Histopathology
On gross examination, The specimen consisted of a well-circumscribed cystic mass measuring approximately 1.5 × 1.2 × 1.0 cm.The external surface appeared smooth and glistening. On cut section, the lesion revealed a unilocular cystic cavity filled with yellowish-white, pultaceous material and a few fine hair shafts. No hemorrhage, calcification, or necrosis was noted. On microscopic examination, Histopathological sections showed a cystic lesion lined by stratified squamous keratinized epithelium.
The cyst wall contained skin adnexal structures, including sebaceous glands, hair follicles, and sweat glands, confirming the presence of dermal differentiation.
The lumen was filled with laminated keratinous debris. The surrounding connective tissue stroma showed mild chronic inflammatory cell infiltrate composed predominantly of lymphocytes and plasma cells. No evidence of atypia, dysplasia, or malignancy was observedTop of Form.Bottom of Form Histopathological examination revealed a cyst wall lined by keratinised stratified squamous epithelium containing hair follicles and sebaceous glands, confirming a dermoid cyst.
Postoperative Course
The patients reported minimal pain and swelling postoperatively. The follow up of patient was done at post op day 1, at 1 week, at 4 weeks, at 12 weeks. On post op day 1, wound healthy and sutures are intact, healing process start. At one-month follow-up, the incision had healed well with no hypertrophic scarring or pigmentary change. By three months, the scar was almost imperceptible within the brow contour, and there was no recurrence at the one-year follow-up.
Discussion
Dermoid cysts are benign developmental lesions frequently seen at the frontozygomatic suture (1,2). Early excision prevents enlargement, rupture, and secondary inflammation (7,8). The lesion may cause bony remodelling due to chronic pressure on the underlying bone (3). Various approaches have been described for external angular dermoids: the direct incision, upper eyelid crease incision, lateral canthal incision, endoscopic-assisted incision, and the sub-brow approach (4,9,10). Each has its merits and drawbacks. The direct incision offers straightforward access but risks a visible scar. The upper eyelid crease incision hides the scar but may require extensive dissection when the lesion is lateral to the orbital rim (9). The sub-brow approach combines excellent exposure with minimal scarring concealed within the brow (4,5). In this case, the sub-brow route offered direct visualizations of the cyst and facilitated atraumatic dissection. Avoiding cyst rupture was key, as rupture can result in lipogranulomatous inflammation and recurrence (7,8,11). The incision’s placement in a natural crease promoted optimal cosmetic results. A literature review supports the sub-brow incision for lesions confined laterally and superficially to the orbital rim, which may extend medially, resulting in excellent functional and aesthetic outcomes (4,9,10). Endoscopic or minimally invasive approaches have been introduced for cosmetic improvement, but they require specialised equipment and training (12–14). Another case study shows that, for small, superficial cysts, these offer limited benefit over the sub-brow method. Recurrence is rare after complete excision with an intact capsule (7,12). Ersahin (16) also emphasised the aesthetic superiority of the sub-brow incision, noting that its alignment with natural brow lines camouflages the scar effectively. Dave et al. (17) observed that scars from sub-brow incisions were almost invisible after  6 months, and patient satisfaction scores were significantly higher than other techniques. In our patient, careful preoperative imaging played a crucial role in establishing the correct diagnosis and effectively excluded any possibility of deeper tissue extension, thereby allowing for a more targeted surgical approach. During the postoperative period, the patient was closely monitored with regular follow-up visits, which consistently demonstrated stable and favourable results without any evidence of recurrence over time. The surgical technique employed was designed to minimize tissue dissection and visible scarring, which not only contributed to a swift recovery but also resulted in a high level of patient satisfaction. This outcome is in line with findings from previous studies, further supporting the effectiveness and patient-centred benefits of this approach. (4,9,10,13).
[image: ]
Figure: (A) Preoperative image shows a well-defined lesion on the right supraorbital margin in the outer quadrant. (B) Preoperative CT scan shows a well-defined, low-attenuation lesion at the right frontozygomatic suture with smooth bony remodelling and no intraorbital extension. (C) Postoperative photograph at day 2 showing an intact suture, good healing and minimal oedema over the surgical site.
Conclusion
External angular dermoid cysts, though rare, should be considered in the differential diagnosis of lateral eyebrow masses. Detailed preoperative imaging and meticulous surgical planning are crucial to achieving complete excision while maintaining aesthetic integrity. The sub-brow approach is a safe and cosmetically favourable technique for excision of external angular dermoid cysts. It provides optimal surgical access and aesthetic outcomes, reinforcing its role as a preferred method for lesions at the lateral eyebrow.
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