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ABSTRACT:
The nasolabial cysts (NAC) are uncommon, developmental, non-odontogenic soft tissue cysts that are formed in the
lower region of the nasal ala. According to most authors, they originate from trapped epithelium in line of fusion of the globular,
lateral nasal and maxillary processes, due to atypical changes in entrapped epithelium along the fusion line during development
process. These lesions are predominantly unilateral; grows slowly and size usually ranges between 1.5 and 3 cm. Clinically, they
may be characterized as a floating tumefaction in the nasolabial sulcus, which leads to elevation of upper lip. They may result in
esthetic problems so are diagnosed earlier. The preferred treatment modality is surgical excision. Here we present a rare case of
Infected Nasolabial cyst reported in 10 years old male patient.
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INTRODUCTION
NAC are developmental, non-odontogenic,
soft tissue lesions which account for 0.7% of all jaw
cysts. In 1882, these were first reported by
Zuckerkandl.1-3 In 1989 these lesions were described
in greater detail by Brown-Kelly while the first case
itself was reported by McBride in 1892. These
lesions were then termed after the name of Klestadt
who investigated NAC in depth.4,5 The origin of NAC
is somewhat controversial. It is thought that it is
formed between the 4th and 8th weeks of intrauterine life; when the base of nose & nasal alae are
developed from the maxillary process of the second
brachial arch and the hard palate is formed by the
midline fusion between each maxillary lateral
palatine process and the base of the septum, at the
same time initiating formation of the nasal fossa.
Atypical variations at any of these fusion points may
give origin to a fissure cyst.6 But the most recent and
widely accepted theory is that it originates from the
inferior and anterior portion of the nasolacrimal
duct.7-9 NAC usually affect women in 75% of cases
and predominantly affecting patients in the fourth and
fifth decades of life.9,10 These lesions are usually
unilateral in 90% of cases and are bilateral in rest
10% of cases. The characteristic clinical features may
include local pain, nasal block, and may lead to
tumefaction with significant inflammation and
infection; a floating mass in the nasolabial sulcus area
that involves the nasal alae, extending to the ventralinferior portion of the pyriform margin.11-13 The
pathologies that may be considered in differential
diagnosis of NAC include odontogenic cysts,
periapical abscesses & granulomas in maxillary
anterior teeth region; dermoid & epidermoid cysts.
The pulp vitality testing of the regional teeth is
important for proper diagnosis, as the teeth will be

vital in cases of NAC & non-vital in case of
odontogenic lesions. The dermoid and epidermoid
cysts may be associated with yellow discoloration of
the overlying mucosa, whereas in NAC, the mucosa
retains its normal pink hue. 14 On periapical
radiographs, they may present as a radiolucent area in
the apical region of the maxillary incisors. The
standard occlusal views show posterior displacement
of the radiopaque line respective to the bony margins
of the anterior nasal aperture. Computed tomography
is the imaging modality of choice when a definite
analysis of the lesion is required.15-17 The
histopathology of this lesion was described by Brown
Kelly in 1898 according to whom the cyst is
composed of respiratory epithelium (pseudostratified
or stratified ciliated cylindrical epithelium), although
in cases of infected cysts squamous metaplasia may
occur. Fluid contained within cysts is produced by
goblet cells.17,18,19 The diagnosis of NAC is
essentially clinical.
The present case report aims to describe in
detail the clinical presentation, diagnosis and surgical
treatment of NAC.
CASE REPORT
A 10 year old male patient reported to the
department of Oral Medicine & Maxillo- facial
Radiology with the chief complaint of creamish
discharge in upper front teeth region since 1 month &
swelling on middle third of face since 10 days.
History of presenting illness revealed swelling on
inner aspect of lip since birth raising the upper lip
after which patient consulted the local dentist and
symptoms relieved on medication but didn’t get
complete treatment; again it aggravated 1 month back
when patient noticed creamish discharge from an
extra oral sinus in region of philtrum which was
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somewhat healed now and swelling on labial mucosa
aggravated 10 days back. There was no history of
trauma, fever or similar swelling elsewhere in the
body with positive history of nasal discharge. The
extraoral examination revealed a diffuse swelling
present on middle third of face causing obliteration of
both nasolabial folds & philtrum with extraoral sinus
in upper part of philtrum. (Figures: 1&2)
Intraoral Examination revealed a solitary
well defined, oval shaped yellowish colored swelling
present on upper labial mucosa irt 11, 21 region with
obliteration of vestibular region; On palpation, it was
soft , fluctuant & tender(Figure:3). Hard tissue
Examination did not reveal any significant findings.
Based upon history & clinical findings, Provisional
Diagnosis of Infected developmental cystic lesion
was made and the differential diagnosis of benign

minor salivary gland pathology, nasal abscess,
nasopalatine duct cyst, periapical inflammatory
lesions & dermoid cyst were considered. The electric
pulp vitality tests were done irt 11, 12, 21 &22 which
showed early response to all teeth. On aspiration,
blood tinged creamish discharge was present.
(Figure: 4). IOPA revealed widening of PDL space
around the root of 21 (Figures: 5 & 6)
The histopathology revealed a cystic lesion
with signs of chronic inflammation having a fibrous
capsule made up of ciliated pseudo stratified
columnar epithelium and the presence of seromucous
contents confirming the diagnosis of NAC. The
patient was advised surgical resection of the lesion
for which the patient was referred to the Department
of Pedodontics & preventive dentistry.

Figure 1: Extraoral photographs showing facial asymmetry

Figure 2: Extraoral photographs with sinus in region of philtrum & obliteration of nasolabial sulcus.
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Figure 3: Intraoral photograph showing cystic lesion.

Figure 4: Blood tinged creamish discharge on aspiration

Figure 5: Intra-oral periapical radiograph with Gutta percha point
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Figure 6: Orthopantomogragh showing no bony changes.
DISCUSSION
This case report demonstrates the features
common to those found in patients with NAC. The
history & clinical features described earlier were seen
in this case, particularly the history of lesion since
birth; specific site of lesion and the most marked
signs, such as effacement of the nasolabial sulcus and
elevation of the ala nasi. The different terms used for
NAC are nasal vestibular cyst, mucoid cyst of nose,
Klestadt’s cyst.20 These approximately account for
7% of maxillary cysts & are usually unilateral; if
unilateral involvement, left side is more commonly
involved. Our case is not typical in terms of age &
gender as these are found frequently in women in
fourth & fifth decades. These are not painful, unless
these are secondarily infected; in our case, it is
secondarily
infected.
They
may
rupture
spontaneously and drain nasally. Rarely, they may
drain via a cutaneous fistula as in our case. Pulp
vitality tests were positive irt respective teeth
suggestive of non odontogenic causes.14 They are
usually not detected on conventional radiography, as
these are soft tissue lesions except in cases where
erosive changes of maxilla are seen. The different
radiological features are described by various
authors. According to Seward, there are two possible
radiographic aspects: increased radiolucency adjacent
to the apical region of the incisors and deformity of
the radiopaque line respective to the inferior border
of the piriform aperture. Nixdorf et al. confirmed the
signs described by Seward with the help of occlusal
radiography; whereas counteracting opinion was
made by other authors who claim there are no
radiographic signs of the NAC. No radiographic
abnormalities were even found in our case. 20
CT, MRI may reveal the cystic nature of
these lesions in greater detail about the relationship of
the nasal alae with the maxillary bone, as well as

bone involvement but patient was not willing for the
same.20
Treatment of choice for these cysts is
surgical resection. In the literature described upto
now; recurrence has not been reported.
CONCLUSION
Based on the literature and the present case
report, it is concluded that, although NACs are rare,
dental practitioners should be able to recognize the
important and diagnostic features of these lesions so
as to separate them from odontogenic lesions and
thus enabling safe and proper treatment planning.
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