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ABSTRACT: Nasoalveolar cyst is a rare, non odontogenic cyst that constitute about 0.7% of all the
jaw cysts. It is a soft tissue cyst present extraosseous as a slowly enlarging mass in the region of
nasal ala. This paper presents a case of nasoalveolar cyst with focus on its clinical, radiological and
histological features along with its surgical removal procedure.
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INTRODUCTION: Nasoalveolar cysts are less commonly occurring non odontogenic cysts of soft
tissues. It was first described by Zuckerkandl!l. These cysts unless infected, presented as painless
slowly enlarging mass resulting in swelling around the nasal vestibule and upper lip leading to facial
asymmetry and infrequently nasal stuffinessl. Though these are soft tissue cysts and are situated
extraosseous, they may cause bone destruction. With the increasing size, nasoalveolar cysts may
impinge on the anteroinferior turbinate and push against the septum. Long standing pressure may
cause erosion of the nasal floor or premaxilla. This paper report a case of NAC present on left side of
the face in a female patient which was managed successfully by surgical excision.

CASE REPORT: A 51 year old female presented with chief complain of facial asymmetry because of
presence of mass on the left side of her nose that had been slowly increasing in size for several years.
The patient could not recall any history of surgery or trauma. Anterior rhinoscopic examination
revealed a fluctuant, well circumscribed, rounded soft tissue mass of dimension 2.5 x 3 c¢cm that
protruded to the anterior nasal vestibule in the left superior gingival region and at the base of the
left mesial aperture (fig 1). The left half of the upper lip had been altered by the cyst.

On aspiration straw coloured fluid was found. CT of paranasal sinuses revealed presence and
extension of the lesion on the left side of the nose (fig 2a) and bone resorption in the area of anterior
surface of maxilla (fig 2b). Diagnosis was made as nasoalveolar cyst. Surgical excision of cyst
(enucleation) was planned under general anaesthesia. Patient’s medical history was unremarkable.
Treatment was explained to the patient and consent was obtained.

A 4 cm incision was made from mid line in the gingivolabial fold over the convexity of the
swelling which was followed by blunt and sharp dissection to free the lesion from the surrounding
tissues (fig 3). During procedure the nasal floor lining was perforated which was sutured after
complete excision. Immediately after the procedure remarkable decrease in the swelling extra orally
was noticed. There were no postoperative complications.

Microscopic examination revealed that the cyst wall was lined with low cuboidal epithelium
at places and pseudostratified columnar epithelium at other places. No reoccurrence has been
reported after 3 months of excision.
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DISCUSSION: Nasoalveolar cyst is a non odontogenic soft tissue lesion of the nasoalveolar region i.e.
lateral to anterior maxillary area between upper lip and nasal aperture. It was first described by
Zuckercandl!. It is synonymous with nasoalveolar cyst, nasal vestibule cyst, Klestadt's cyst, mucoid
cyst of the nose. It is a benign type of lesion which remains asymptomatic for years and usually
become symptomatic when they grow and indent the overlying mucosa or become infected. Infected
cyst may become swollen and tender. The lesion may spontaneously rupture and drain nasally,
orally or even though rarely, via a cutaneous fistula.

NACs constitute 0.7% of all the jaw cysts and are more frequently seen in women, black race
and in 4th to 5th decade of life.! NAC are occurring mostly unilaterally and are more common on the
left side. Bilateral incidence has been reported in 10-11.2% of casesz Through they are
developmental in origin; clinical manifestations do not exist until adulthood. 3

Regarding pathogenesis of nasolabial cysts there are three theories for the formation of the
cystt. (1) The cyst is formed embryologically by detention cells in the maxilla, medial, and lateral
nasal wall. This theory is widely accepted and given by Klestadt. (2) The cyst is formed
embryologically by detention cells from inferior nasolacrimal channel redundant cells? (3). The cyst
is formed embryologically by detention cells from the inferior nasolacrimal channel ectodermal
cells. Exposure to trauma may accelerate the formation of the cyst.

Clinically the cyst is best palpated bimanually with a finger in the floor of the nose and other
in the sublabial sulcus. The localization and structure of the cyst can be demonstrated with CT scan;
especially the relation of the cyst to the surrounding tissues and assessment of bony erosion can be
imaged.

The differential diagnosis should include odontogenic, developmental and neoplastic
lesions®. Another possible cyst of non odontogenic origin is epidermoid or epidermal inclusion cyst.
As opposed to normal pink or bluish coloration of nasolabial cyst, this cyst is yellow hue in colour.
An example of neoplasm that needs to be excluded in this area is minor salivary gland tumors. As
oppose to nasolabial cyst, minor salivary gland tumors are usually non fluctuant. There is a reported
case using MRI for diagnosing nasolabial cyst to differentiate it from minor salivary gland tumor. In
minor salivary gland tumor, MRI will show contrast enhancement of internal lesion compared to non
enhancement in nasolabial cyst. Computed tomography is able to demonstrate the soft tissue nature
of the cyst as well as bony involvement. As the cyst is benign in nature, there is no bony erosion
other than expansile lesion causing thinning of the bone®.

Microscopically, this cystic structure is composed of a fibrous capsule with an unremarkable
layer of pseudo stratified columnar epithelium? 3. In our case, the cyst was lined by low cuboidal
cells at places and pseudostratified epithelium at other places, possibly owing to the fact that
pluripotent embryonic epithelial nests have the capacity of transformation from respiratory to
squamous epitheliums.

The current recommended treatment of nasolabial cyst is complete excision via sublabial
incision® which can be performed under LAS, however we used general anaesthesia as the patient
was anxious. The incision should be made in the gingivobuccal fold over the convexity of the
swelling, rather than through the mucoperiosteum. Recurrence after treatment has not been
reported up to now and malignant degeneration had been determined in one case only>.

Other mode of treatment that had been described is simple aspiration, injections with a
sclerosing agent, destruction by cautery. However these methods are associated with high
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recurrence rates. Marsupialization of cyst had been previously reported to have high recurrence
rate. Alternatively endoscopic cyst marsupialization via transnasal approach can be considered for

treatments.
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Figure 1: Cyst protruding in the anterior nasal

Figure 2a: CT axial section revealing extension of the cyst.
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Figure 2b: CT axial section revealing resorption

of anterior surface of maxilla.
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Figure 3: Sublabial Incision exposing cyst in situ.
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