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Abstract- Dermoid cyst, Epidermoid cyst and Teratoid cyst are
congenital lesions which are histologically related and frequently
found in ovaries and scrotal region. The rate of occurrence in
craniofacial region is quite low. It is very rare to encounter a true
dermoid cyst in postauricular region. A case of unusual
presentation of peripheral dermoid cyst in postauricular region is
reported here with discussion regarding clinicopathological
features and types. Emphasis is on early diagnosis, evaluation and
complete excision keeping in mind associated complications and
carcinomatous transformation.

rarity of the lesion. Various aspects related to the pathology and
management are discussed.

II. CASE REPORT

ermoid cysts are congenital lesions. They have an epithelial
lining and contain ectodermal or mesodermal derivatives.1
About 7% of these involve head and neck with varying degrees of
predilection to the orbit, nose or floor of mouth. A dermoid cyst
occurring in postauricular region is a rare entity, mandates sound
clinical evaluation and complete excision to avoid recurrence. We
are reporting a case of postauricular dermoid cyst owing to the

52 years old female presented with complaints of swelling
behind her left ear for past 3 years. The swelling was insidious in
onset, gradually progressive in size, occasionally painful and
persistent. There was no history of fever, preceding trauma or
discharge from the swelling. On examination, a single globular
swelling (Figure-1) about 2x2 cm in size was noted in the left post
aural region with no overlying skin changes or pulsations. It was
non tender, soft, had dough like consistency on palpation and was
mobile. Her general physical examination revealed no significant
abnormality. There was no other ENT complaint. Ultrasonography
was performed as a preliminary investigation to rule out any bony
defect. After thorough pre anaesthetic evaluation, the patient was
taken up for Excision of the swelling under local anaesthesia.
Intraoperatively, a cystic mass with pale yellow smooth surface
was found in subcutaneous plane, free from surrounding tissue.
The cyst was removed in-toto. The cyst was cut open to reveal
pultaceous material inside with hair (Figure-1). The specimen was
sent for histopahtological examination.

The surgical wound healed well and sutures were removed
after 7 days. The patient remained asymptomatic during her follow
up visits and has developed recurrence or other fresh complaints
over last 18 months while compiling of this report.
Histopathological Examination: Gross- The specimen was
oval in shape, yellowish white in colour, cystic in consistency and

measured 1.5x1x1 cm. On cut section, thick greasy yellowish
coloured material seen. Multiple blackish hair noted. On
palpation, the cyst wall appeared thickened at some places.
Microscopy- HPE showed Keratinised stratified squamous
epithelium along with multiple hair shafts and sebaceous glands.
Focal areas showed collection of mesodermal elements in the form
of immature cartilaginous cells.

Index Terms- Dermoid cyst, Epidermoid cyst, Teratoid cyst, Sack
of marbles
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III. DISCUSSION
Dermoid cyst or true dermoid cyst or compound cyst as
defined by Batsakis is an epithelial lined cavity with variable
number of skin appendages (hair, follicles, sebaceous glands,
etc.)1. Other two histologically related clinicopatholgical lesions
of developmental origin are Epidermoid cyst and Teratoma.
Epidermoid cyst is lined with simple squamous epithelium with a
fibrous wall and has no adnexal structures while a Teratoid cyst
lining ranges from simple squamous to ciliated epithelium and
may contain derivatives of all three germ layers.2 The dermoid
cyst originate from congenital inclusion of germ layers in the
deeper tissues along the lines of embryonic fusion. Other theories
proposed include entrapment of ectodermal tissue of the first and
second branchial arches during fetal development or previous
surgery or injury leading to traumatic implantation of epithelial
cells into deeper tissues. Dermoid cyst as a variant form of
thyroglossal duct cyst has also been postulated.3
Dermoid cysts are frequently found in ovaries and testicles.
Rarely do they present in head and neck region (about 7%) during
second or third decade of life as subcutaneous swellings, firm,
rubbery, mobile and gradually increasing in size. They are usually
painless and may be associated with pain in case of recurrent
infections in the cyst. Gradual accumulation of cellular debris,
sebum and hair causes characteristic slow growth. New and Erich
classification based on the site suggests four types for craniofacial
dermoid cysts with occurence:
(1) In the eyes and orbits,
(2) In the nose area,
(3) In the floor of mouth, submental and submaxillary
regions
(4) Miscellaneous group
It is rare to encounter dermoid cysts in auricular or
postauricular region. New and Erich in their analysis of 1495
patients did not report even a single case of postaural presentation
of the cyst.4 Various studies have reported prevalence rate of 9.9%
( out of 231 cases), 3% (out of 33 cases) and 5.5 % (out of 183
cases).5 The peripheral dermoid cysts comprise 80% of the
dermoid cysts and form during calvarial maturation near suture
lines. They may erode underlying bone but an intracranial
involvement in highly unlikely. On the other hand, midline
dermoid cysts are associated with persistent fusion of underlying
dura to the overlying ectoderm. During fetal development the
latter gets dragged with dura creating an intracranial connection
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and forms an inclusion cyst.6 Peripheral cysts may thus pose no
problem during clinical evaluation. However, it is imperative to
radiologically ascertain intracranial connections in midline cysts.
USG findings for dermoid cyst comprise solid and cystic
structures within a heterogenous mass.7 Unilocular masses filled
with a homogenous, hypoattenuating fat nodules give “sack of
marbles” appearance on CT scan.8 Fine Needle Aspiration
Cytology also facilitates to distinguish these from other lesions
like epidermoid inclusion cyst, sebaceous cyst, subperiosteal
abscess, lymphadenopathy, trichilemmal cyst, lipoma and
hemangioma.9 Histopathologically, the cyst contains pulatceous
material with hair. Microscopical examination reveals presence of
stratified squamous epithelium, sebaceous glands and hair
follicles.
Simple excision remains the mainstay management for
peripheral cysts while a coronal approach with frontal craniotomy
for complete excision may be required for midline inclusion cysts
with a multidisciplinary team including a neurosurgeon.10
Excision of dermoid cyst is warranted to prevent secondary
infection, neurological complications in midline cysts and avoid
functional complications depending on the site of presentation like
proptosis, diplopia, restricted eye movement (eye and orbit),
dysphagia, difficulty breathing and dysphonia (intraoral and
neck). Better aesthetics remain a major indication for excision.
Although benign lesions, dermoid cysts have been reported to
undergo carcinomatous transformation.11-14 Recurrence may be
encountered after incomplete excision or in case of infected cyst.
Therefore, need for early diagnosis, evaluation and complete
excision is emphasised for such lesions.

IV. CONCLUSION
Dermoid cysts of postaural region are a rare entity. The
management for peripheral occurring lesions may not require
extensive evaluation before excision however, a midline lesion
should rare suspicion for intracranial involvement. The latter may
require multidisciplinary team management. Recurrence may
occur in case of incomplete excision or infected cysts. Malignant
transformation has been reported in some cases.11-14
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