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Sir,
Dermoid cyst is a rare developmental anomaly that often 
arises in lines of embryologic fusion. It is a subcutaneous 
cyst that is originated in ectoderm. It contains multiple 
ectodermal structures and also mesodermal elements. [1] 
Nasal dermoid cysts usually present in children and 
are diagnosed in the first 3 years of life; however, 
some lesions progress to adulthood.[2] A 21-year-old 
male admitted to our clinic with a chronic exudative 
ulcer at the bridge of the nose [Figure 1]. The lesion 
had started as a small subcutaneous mass when the 
patient was 3 years old. The lesion had been operated 
by another surgical clinic when the patient was 12 years 
old. It has been exudative and foul-smelling since then. 
It did not recover and was treated with topical and 
systemic antibiotherapies by various clinics. Physical 
examination revealed an exudative ulcer, 8 mm in 
diameter in the midline of the nose skin. On palpation, 
the underlying nasal bone appeared normal. The nasal 
septum was in the midline. Craniofacial abnormalities, 
including craniosynostosis, hemifacial microsomia, 
bilateral lacrymal duct cyst, and cleft lip/palate, were 
not found. No abnormality was found on systemic 
examination. Surgical excision was performed with 6× 
loop magnification. Many terminal hairs were seen in 
macroscopy [Figure 2]. Histopathological examination 
of biopsy sample showed that the cyst is lined by 
keratinizing squamous epithelium with attached 
pilosebaceous structures. Histopathological examination 
of biopsy was assessed as dermoid cyst. The surgical 
wound healed uneventfully. No recurrence was seen 
during the follow-up period [Figure 3]. 

The incidence of dermoid cyst is estimated at 1:20,000 to 
1:40,000 births.[1] They may be seen on the outer third of 
eyebrow (external angle dermoid), the midline of scalp 
(the occipital area), the midline of nose, the submental 
area, the anterior neck, and the anterior chest wall. 
The management of dermoid cysts requires complete 
surgical excision without rupture. However, not 
uncommonly, ruptures occur, and incomplete removal 
may lead to recurrence.[3] Recurrence rate of dermoid 
cyst is approximately 20%. The use of microsurgical 
instruments and microscope or endoscope to aid in total 
excision is recommended.[3] We used 6× loop for surgical 
intervention. Preoperative computerized tomography/
magnetic resonance imaging evaluation must be done 
to identify intracranial extension of nasal dermoid cyst 
and for preoperative planning.[4, 5] After he had admitted 
to our clinic, computerized tomography imaging was 
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Figure 1: A 21-year-old male admitted to our clinic with a 
chronic exudative ulcer at the bridge of the nose

Figure 2: Intraoperative view of the operating site and lesion

Figure 3: Early and late postoperative view of the operating 
site. Patient healed without problem

performed to further evaluate the mass. Intracranial 
extension was not seen. 

In conclusion, nasal dermoid cyst is very rare pathology 
in adulthood and physicians should be aware. Complete 
excision is necessary to avoid future recurrences.
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Sir,
An intramuscular lipoma or infiltrating lipoma is a 
slow growing painless lesion, typically found in the 
large muscles of the extremities, usually characterised 
by diffuse infiltration of the striated muscle fibres, but 
is exceedingly rare in the tongue.[1] A literature search 
reveals only few such cases, however, none have 
been reported from India. We hereby report a case of 
intramuscular lipoma of the tongue, describing the 
clinical and histopathological characteristics.

A 55- year-old, North Indian male, presented with 
a history of a swelling in the left lateral border of 
the tongue, with pain and difficulty in deglutition, 
since one-and-a-half years. A clinical examination 
revealed a sessile, nodular lesion, with the colour 
of normal mucosa, measuring approximately 1 cm 
[Figure 1]. The clinical diagnosis was suspicious of 
malignancy and an excisional biopsy was performed. 
On gross examination, the specimen was greyish 
white and irregular, measuring 0.7 × 0.5 × 0.4 cm. 
A microscopic examination revealed a hyperplastic 
stratified squamous epithelium covered soft tissue, 
comprising predominantly of smooth muscles 
encircling the lobules of the mature adipose soft tissue. 
There was no evidence of malignancy. No cellular 
atypia, necrosis, mitotic activity, vascularisation or 
lipoblastic proliferation was observed. [Figure 2] The 
histopathological findings confirmed the diagnosis 
of intramuscular lipoma and the patient is currently 
on follow-up.

Intramuscular lipomas are rather rare tumours, 
characterised by invasion into the muscle tissues or 
growth between the muscle fibres.[2] Intramuscular 
lipomas were first described in 1946.[3] A Japanese 
study on 40 patients with intramuscular lipomas 
found that the lesions most commonly occurred on the 
thigh, however, none were oral. Turkish researchers 
reviewed 13 cases of intramuscular lipomas on the 
tongue, five of which occurred in males and eight in 
females, with the patients’ age ranging from 37 to 81 
years. A Brazilian study reported the median patient 
age of 53 years; similar to the present case.[2,4]

Clinically, the oral intramuscular lipoma presents 
as a well-circumscribed, painless, solitary, rubbery, 
submucosal swelling. Although it arises in the deeper 
tissues of the tongue, a protrusion from the lingual 
mucosa can be documented in a large-sized lesion. 
In the present case, although the size of tumour was 
small, it interfered with the speech and swallowing, 
and because of these complaints, the case was clinically 
misdiagnosed as carcinoma. Similar findings have 
been reported in other series. However, larger-sized 
giant intramuscular lipomas with sizes of up to 10 cm 
have been reported.[1,5] 

Intramuscular lipomas are of primary importance 
because of their differential diagnosis with liposarcoma, 
due to their large size, deep location, and their ability 
to infiltrate the adjacent muscles, and recur locally. 
Therefore, a detailed histological examination is 
essential for all intramuscular lipomas.
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