PICTORIAL INTERLUDE
Nasolabial cysts − a rare case
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Nasolabial cysts are benign, slow-growing cysts occurring in the nasolabial folds below the alae nasi. We report on a rare case of bilateral nasolabial
cysts, of which only 30 cases have been described previously.
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Nasolabial cysts are benign,
slow-growing cysts occurring
in the nasolabial folds
below the alae nasi.[1] These
developmental cysts are nonodontogenic,
extraosseous and locally expansile.[2] After
initial description by Zukerkandl in 1882,
approximately 300 cases have been reported
in the English literature, with only an
estimated 10% occurring bilaterally.[3] The
topographical term ‘naso-labial’ was initially
coined by Rao in 1955 and is the preferred
term as the cyst does not originate from
the alveolus.[1,4] Synonyms include Klestadt’s
cyst, nasal vestibule cyst, nasal wing cyst and
nasoalveolar cyst. We report on a rare case
of bilateral nasolabial cysts, of which only 30
cases have been described previously.

blocking. The right-sided mass had previously
ruptured into the right nostril, draining a seromucoid material. As plain film does not show
the full extent of these lesions, and does not
obviate the utility of computed tomogrpahy
(CT) scanning, plain film radiography was
not performed. CT showed bilateral, well
demarcated, ovoid soft tissue lesions anterior
to the premaxilla (Fig. 1). There was subtle
smooth remodeling of the adjacent maxilla
(Fig. 2). No inferior turbinate involvement or
nasolacrimal duct extension was present.
Management took the form of surgical
excision via a sublabial incision (Fig. 3).
Histological sections revealed fibrocollagenous
cyst walls bilaterally, lined by pseudostratified
ciliated columnar epithelium with areas of
squamous metaplasia.

Case report

Discussion

A 48-year-old woman presented with a
3-year history of painless, bilateral, infranasal
swellings that caused limited anterior nasal

Nasolabial cysts comprise approximately
0.6% of all jaw cysts. They most commonly
affect patients in the 4th and 5th decades of

life, and have a female predominance of 3.7:1.
The presentation is usually that of localised
painless swelling, sometimes associated with
numbness and loosening of incisor teeth.
Slow growth and development of symptoms
over months to years is typical. Spontaneous
rupture into the nose or oral cavity may
occur. Pain may be a feature during secondary
infection. Malignant transformation is rare,
documented in only one case.[5]
The favoured aetiological theory, posited by
Bruggeman in 1920, suggests an origin from
the remnant of the embryonic nasolacrimal
duct, and is is supported by the fact that both
the nasolacrimal duct and nasolabial cysts are
lined by the same pseudostratified columnar
epithelium, and also by the fact that the cyst
is located subjacent to the wing of the nose, in
line with the naso-optic fissure.[3]
The differential diagnosis includes naso
lacrimal duct cysts, periapical cysts and
dermoid or epidermoid cysts of the oral
cavity.

Fig. 1. Bilateral well-demarcated ovoid lesions
of soft tissue density anterior to the premaxilla.

Fig. 2. Subtle smooth remodeling of the adjacent
premaxilla and no inferior turbinate involvement.

Fig. 3. Surgical approach via a sublabial incision
demonstrates the bilateral soft tissue nasolabial
cysts.

SAJR August 2013 Vol. 17 No. 3

113

PICTORIAL INTERLUDE
Treatment usually comprises in toto surgical enucleation via a sublabial
incision, although open and edoscopic transnasal approaches have been
described.[6]
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