Case report

Double Chin Deception: A Case of Intraoral Dermoid Cyst in the Floor of the Mouth


ABSTRACT
Dermoid cysts of the oral cavity are rare, benign developmental lesions most commonly found in the midline of the floor of the mouth. They can present as painless swellings and may mimic other soft tissue masses, making diagnosis challenging¹.We report a case of a 35-year-old male who presented with a slow- growing, painless swelling in the submental region for over six months. Clinical examination revealed a midline swelling mimicking a “double chin” with intraoral extension elevating the floor of the mouth. MRI confirmed a well-defined, encapsulated cystic lesion situated above the mylohyoid muscle. Surgical excision was performed via an intraoral approach. Histopathology confirmed the diagnosis of a dermoid cyst².Although uncommon, dermoid cysts should be considered in the differential diagnosis of midline submental swellings, especially when intraoral involvement is present. Early diagnosis and complete excision are crucial to avoid complications and recurrence²⁴.
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INTRODUCTION
Dermoid cysts are benign, slow-growing lesions of ectodermal origin that arise due to the entrapment of epithelial elements during embryological development³. While more commonly encountered in gonadal and periorbital regions, their occurrence in the oral cavity—particularly the floor of the mouth—is rare, accounting for less than 2% of all dermoid cysts¹. These cysts can be classified based on their anatomical relationship to the mylohyoid muscle: sublingual, submental, or submandibular².
Although they account for a small percentage of all cystic lesions of the head and

neck region, their clinical significance lies in the functional disturbances they can produce as they enlarge. Patients may experience difficulty in speech, swallowing, mastication, or, in advanced cases, breathing, depending on the size and anatomical location of the lesion. These cysts are typically soft, fluctuant, and painless, which can make early diagnosis challenging and may lead to confusion with other cystic entities such as ranula, epidermoid cyst, or thyroglossal duct cyst. Radiographic imaging plays an important role in assessing the lesion’s extent and its relationship to surrounding muscular structures, thereby guiding surgical planning. Histopathological evaluation is essential to confirm the diagnosis and differentiate dermoid cysts from related variants. Understanding the clinical presentation and management of intraoral dermoid cysts is crucial for accurate diagnosis and effective treatment 4.
The differential diagnosis includes ranula, thyroglossal duct cyst, lipoma, and lymphoepithelial cysts⁵. Imaging studies such as MRI are essential for preoperative evaluation and surgical planning³.
We present a rare case of a dermoid cyst located above the mylohyoid muscle in the floor of the mouth of a 35-year-old male, emphasizing the importance of thorough clinical and radiological evaluation for accurate diagnosis and management.

[bookmark: _GoBack]CASE PRESENTATION

A 35 year old male patient presented to our department with chief complaint of swelling below his lower jaw in the midline since more than 6 months. Swelling was of slow growing, painless and complained of mild difficulty in swallowing. But no difficulty in speech or breathing.
Patient did not have any relevant medical history nor any drug allergy.

EXTRA ORAL EXAMINATION Comment by nandhini s: Swelling size and extension

A diffuse swelling in the submental region mimicking a double chin noted in the midline.
Overlying skin appeared normal with no erythema, ulceration. No movement of swelling while swallowing.
Swelling was of semihard, non tender, fluctuant and not fixed to underlying

structures.Comment by nandhini s: Consistency - term semihard may be reconsidered and replaced with a better terminology
No local rise in temperature noted.
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FIG -1 : DOUBLE CHIN APPEARANCE


INTRA ORAL EXAMINATION
Mouth opening of 3 finger breadth noted.Comment by nandhini s: Mouth opening description in mm
Raised floor of mouth noted on left side.
Swelling was non tender, overlying mucosa appeared normal with no erythema, ulceration or sinus opening noted.Comment by nandhini s: Swelling extension and size
Swelling was semi hard , fluctuant and fixated to underlying structures.
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FIG 2 : RAISED FLOOR OF THE MOUTH NOTED.

INVESTIGATIONSComment by nandhini s: MRI Image ? Required more detailed description on MRI image
MRI revealed encapsulated cystic lesion above the attachment of mylohyoid with no invasion of adjacent structures or bone.
SURGICAL PROCEDURE
After basic blood investigations, patient was taken for the procedure under general anesthesia via nasal intubation.
After achieving the general anesthesia via nasal intubation, lignocaine with adrenaline 1:80000 administered intraorally to the proposed surgical site.
Tongue was retracted superiorly using the suture which was placed on the tip of tongue.
After that an incision of 2-3 cm was given lateral to lingual frenum
After the blunt dissection, cyst was located and was separated from surrounding tissues in toto.
Closure was achieved using 3-0 vicryl.
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FIG 3 : CYST EXCISED IN TOTO


Patient was extubated and shifted to post operative recovery where he was under observation for 6 hours.
After 2 days of hospitalization, patient was discharged uneventfully.
Patient was followed up for every week in fisrt month and twice in the second month. No recurrence, bleeding or signs of infection noted.



DISCUSSION Comment by nandhini s: Lack of information about histological examination of the cyst.The case report has not been included the provisional diagnosis.
Dermoid cysts in the oral cavity are considered developmental anomalies arising from pluripotent cells that become trapped during midline fusion of the first and second branchial arches¹. Histologically, they can be classified into three types: epidermoid (lined with squamous epithelium only), true dermoid (containing skin adnexa), and teratoid (containing multiple germ layer derivatives)². These cysts are generally considered congenital in origin, arising from entrapment of ectodermal elements during embryologic fusion of the first and second branchial arches, although acquired forms related to traumatic or iatrogenic implantation of epithelial cells have also been described. Clinically, they often present as slow-growing, painless swellings in the midline of the floor of the mouth, and depending on their size and anatomical position relative to the mylohyoid and geniohyoid muscles, they may cause dysphagia, dysarthria, difficulty in mastication, or even respiratory compromise in severe cases.
The typical doughy or fluctuant consistency on palpation reflects their keratinaceous and sebaceous content, yet this feature alone is not pathognomonic, necessitating careful differential diagnosis. Conditions such as ranula, epidermoid cyst, thyroglossal duct cyst, lymphangioma, cystic hygroma, and obstructive salivary gland pathologies must be considered, as clinical overlap is common 7.
Imaging modalities play a crucial role in preoperative evaluation; ultrasonography provides an initial, noninvasive assessment, whereas computed tomography and

magnetic resonance imaging offer superior delineation of lesion extent, internal composition, and relationship to adjacent musculature. Accurate localization above or below the mylohyoid muscle is particularly important in determining the optimal surgical approach. Histopathological examination remains the gold standard for definitive diagnosis, distinguishing dermoid cysts from epidermoid and teratoid variants based on the presence of skin appendages such as hair follicles, sebaceous glands, and sweat glands within the cyst wall 9.
Complete surgical excision is the treatment of choice and is generally curative, with recurrence being rare when removal is thorough and the cyst wall remains intact. The choice between intraoral and extraoral approaches depends largely on lesion size and anatomical position; smaller cysts located above the mylohyoid muscle are typically managed intraorally to avoid external scarring, while larger or submental lesions may require an external approach for adequate exposure and safe dissection. Potential complications include infection, rupture, damage to adjacent neurovascular structures, and postoperative edema, underscoring the need for meticulous surgical planning. Although malignant transformation is exceedingly rare, long-standing lesions warrant timely intervention to prevent functional impairment and secondary complications. From a clinical perspective, awareness of intraoral dermoid cysts is essential for dental practitioners, oral surgeons, and otolaryngologists, as early recognition facilitates appropriate referral, imaging, and management 11.
Given their indolent growth pattern, patients may delay seeking care until symptoms interfere with daily activities, highlighting the importance of routine oral examinations in detecting asymptomatic swellings. Overall, intraoral dermoid cysts, while benign and uncommon, require a comprehensive diagnostic approach and individualized surgical management to ensure favorable functional and aesthetic outcomes, reinforcing the value of interdisciplinary collaboration in the management of lesions of the floor of the mouth 2.
Top of Form

Bottom of Form
In this case, although histological details were not elaborated, the clinical and radiological features were consistent with a dermoid cyst.
The patient’s presentation was typical: a painless, slow-growing midline swelling in the submental region with a concurrent intraoral elevation of the floor of the mouth⁴.

The absence of symptoms such as pain, infection, or respiratory difficulty helped rule out acute or aggressive pathology. MRI served as the ideal imaging modality, clearly delineating the cystic nature, location above the mylohyoid muscle, and absence of invasion into adjacent tissues³.
Surgical excision remains the definitive treatment, with the approach (intraoral vs. extraoral) guided by the cyst’s location in relation to the mylohyoid muscle²,⁴. In our case, an intraoral approach allowed complete removal of the lesion with minimal morbidity and satisfactory esthetic results.
Differential diagnoses considered included plunging ranula, thyroglossal duct cyst, and lymphadenopathy—all of which were ruled out based on location, consistency, and radiological findings.

CONCLUSION
Dermoid cysts of the floor of the mouth, though rare, should be considered in the differential diagnosis of midline submental swellings¹,². A careful clinical examination supported by imaging helps in accurate diagnosis and planning the surgical approach³. Complete surgical excision offers an excellent prognosis with minimal recurrence risk²,⁴. Early intervention also aids in preventing complications such as infection or interference with oral functions.
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