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ABSTRACT

Objectives: sublabial approach and lateral rhinotomy have been widely used in the past for nasolabial cysts, but are accompanied by
various complications. For this reason, we designed a less invasive, safer and more effective procedure for thorough transnasal
extirpation of cystic lesions under microsope. Between 1995 and 1999, 11 patients were treated with the new method. Patients and
Methods: All procedures were performed using local anesthesia. Under microscope, the operative field was clear and the cyst could
be easily separated from surrounding tissue by bimanual manipulation. The cyst was removed as a whole in all 11 patients. Results:
There were none of the cosmetic problems associated with traditional approaches and tissue damage was minimal. Nasoendoscopy
showed normal epithelialization without pus accumulation at the operative site four to six weeks after surgery. Conclusion: We feel
that the transnasal microscopic method described is a useful alternative to traditional approaches. (Tzu Chl Med J 2002: 14:359-
363)
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INTRODUCTION

The nasolabial cyst is an uncommon non-odonto-
genic cyst in the nasofacial area. These cysts typically
present in the 4 th and 5 th decades, but can appear from
four months up to 76 years of age. In terms of gender,
male: female ratios of 1:3.5 and 1:4 have been previ-
ously reported [1]. Klestadt [2] hypothesized that the
etiological basis of these cysts was embryonic epithe-
lium trapped in the developmental fissures between the
lateral nasal, medial nasal and maxillary processes, and
this is the theory generally accepted by most authors.
Bruggemann [3] hypothesized that these cysts may origi-
nate from degeneration of part of the nasolacrimal duct,
and Lopez-Rios et al [4] found extensive apocrine
changes in cyst lumens on microscopic examination.
Bruggeman's hypothesis has been discounted due to lack

of evidence of apocrine cells in the nasolacrimal ducts
[4].

Clinical symptoms include swelling in the nasal
vestibule, disappearance of the nasolabial fold, flaring
of the nasal ala and even nasal and facial asymmetry.
These cysts may grow large enough to cause unilateral
nasal obstruction. If secondary infection occurs after
trauma or surgical intervention, pain may be the chief
complaint. Spontaneous rupture of the cyst may occur
with discharge of fluid into the oral or nasal cavities.
Though its diagnosis is readily made on clinical grounds
due to the typical location and significant features, ra-
diographic findings help to exclude cysts of dental origin.

Owing to the risk of facial deformity and infection,
surgical excision is always indicated. Extranasal
approaches, sublabial extirpation [5-8] and lateral
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rhinotomy [9], have frequently been used for removal
of nasolabial cysts. However, post-operative hemor-
rhage. wound infection and painful swelling have been
reported. In this article, we introduce a new method al-
lowing thorough transnasal extirpation of nasolabial
cysts under a microscope. This method allows complete
removal with minimal complications.

PATIENTS AND METHODS

Between 1995 and 1999, 11 patients (two men and
nine women) with nasolabial cysts were treated using
our transnasal microscopic approach. The patients’ ages
ranged from 41 and 68 years, with a mean of 55.6 years.
The table lists the age, sex. involved side and whether
or not there was infection for each of the patients. Most
patients presented with unilateral painless swelling be-
hind a nasal ala with minimal disappearance of the na-
solabial fold, except for one patient who described ten-
derness when the area was palpated. Fluctuation was
noted and secondary infection seemed likely in this pa-
tient , and transnasal microscopic extirpation took place
after a five-day course of antibiotics. All patients had
computerized tomographic scans of their sinuses which
typically revealed a soft tissue mass, with or without a
hypodense core, Jocated between the inferior meatus
down to the labio-gingival sulcus beneath the nasal floor
(Fig. 1).

All operations were performed with local anesthesia.
The procedures were performed with bimanual
transnasal manipulation under a microscope. Cotton
pledgets rinsed in two percent xylocaine containing 1:
10000 epinephrine were used to shrink the nasal mu-
cosa of the affected side and were removed after 10
minutes. Using a microscope, the nasolabial cyst and
inferior turbinate were clearly identified. A 2% xylocaine
solution containing 1:10000 epinephrine was then infil-
trated into the anterior nasal vestibule and the area around
the nasolabial cyst. A small scalpel was used to make a
curved incision along the anterior border of the cyst near
the mucocutaneous junction of the anterior nasal floor
(Fig. 2). If excessive bleeding occurred at the incision,
epinephrine-rinsed cotton pledgets were applied unti the
bleeding subsided enough to leave a clear operative field.
Two small skin hooks were used to retract the edges of
the incision to provide clear exposure of the operative
field. Small sharp scissors were then used to dissect and
find the cystic wall. Separation of the cystic wall from
the surrounding tissue then proceeded. Dissecting along
the plane, the cyst was freed from its superior relation
(nasal mucosa) and anteroposteriorly, back to its poste-
rior aspect. The lower half of the cyst was separated

inferolaterally from the surrounding tissue in the same
way (Fig. 2). If the cyst was too large to manipulate,
some of the mucus in the cyst was aspirated to debulk
the cyst. Finally, the posterior aspect of the cyst was
separated from the nasal floor with scissors, allowing
the cyst to be extirpated as a whole (Fig. 3). Then, the
upper covering nasal mucosa was replaced over the raw
surface of the inferior meatus (Fig. 4). Vaseline impreg-
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Fig. 1. Preoperative sinus computed tomography images of
a 34-year-old woman showing a nasolabial cyst over
the left premaxillary area.

Fig. 2. A curved incision was made between the nasolabial
cyst and its surrounding tissue. (IT: inferior turbinate,
MT: middle turbinate, NC: nasolabial cyst, S: septum,
SP: speculum)
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nated gauze strips were inserted for compression of the
wound and hemostasis in the anterior nasal chamber.
The gauze was removed two days after surgery.

RESULTS

We were able to remove the cyst as a whole in all
11 patients. The time required to complete the proce-
dures ranged between 20 and 30 minutes and blood loss

Fig.

(5

Dissection was performed between the cystic wall
and surrounding tissue. The upper covering (nasal
mucosa) has been reversely flapped from the upper
cystic wall. (IT: inferior turbinate, MT: middle

turbinate, NC: nasolabial cyst, S: septum, SP: -

speculum, UC: upper covering)

Fig. 4. The upper covering (nasal mucosa) of the nasolabial
cyst was replaced in the fossa. (IT: inferior turbinate,
MT: middle turbinate. S: septum, SP: speculum)
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Fig. 5. The cavity of the nasolabial cyst was obliterated to
become a shallow groove 1 year after surgery.

was always less than 20 mL. After surgery, there were
no obvious complications such as recurrent hemorrhage,
painful nasal or facial swelling, purulent discharge or
spiking fever. Nine patients complained of nasal obstruc-
tion on the involved side one to three days after removal
of the nasal packing. This was due to obstruction of the
inferior and common meati by crusting as the wound
healed. All cases of nasal obstruction resolved within
one to two weeks with only local measures and close
observation required. Nasoendoscopy showed that epi-
thelialization of the wound was complete four to six
weeks after surgery in all patients. The cavity of the na-
solabial cyst was obliterated to become a shallow groove
in the 11 patients | year after surgery (Fig. 5). The pa-
tients also had computed tomographic scans of their si-
nuses six months after surgery which revealed normal
soft tissue density on the operative site and no recur-
rence of cystic lesions.

DISCUSSION

Various management strategies for nasolabial cysts
have been reported over the past few decades. Sublabial
approaches and lateral rhinotomy have been widely used
and discussed in the past, however, with these approaches
there is typically more hemorrhage, scarification of nor-
mal tissue, postoperative bleeding, painful nasal or fa-
cial swelling and wound infection. David and O'Connel
(81 reported complications in a case where a sublabial
approach was used for an oronasal fistula. Additionally,
cosmetic considerations are important if a lateral
rhinotomy is to be performed.
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Table 1. Subject Details

No. Sex Age (years) Involved side Secondary infection
] Female 54 Right no
2 Female 47 Right no
3 Female 56 Left no
4 Female 41 Right no
5 Male 66 Left no
6 Female 53 Left yes
7 Female 58 Right no
8 Male 57 Right no
9 Female 68 Left no
10 Female 59 Left no
il Female 53 Left no

Recently, transnasal endoscopic marsupialization
was described [10]. The cyst was partially resected, leav-
ing the pathogenic cystic wall in place. A new opening
was created as an additional ostium of the normal
paranasal sinus, Though neither mucus accumulation in
the pocket nor recurrence of the cyst have been reported,
this approach may require further study for it to gain
wide acceptance. In addition, the majority of cysts tack-
led in that study were at the larger end of the spectrum.
It could be that a large stoma created in a larger cyst has
less chance of closing and causing recurrence than in
smaller cysts.

Our new method uses a transnasal approach and
hemorrhage is less likely to occur because the size of
the incision is somewhat smaller than in open procedures.
Additionally, over-destruction of surrounding normal
tissue and post-operative bleeding are easily avoided.
We had no cases of wound infection and vestibular ste-
nosis. Since the procedure is performed transnasally, cos-
metic disturbance is minimal. Another advantage is that
the operative field can be magnified under the micro-
scope to provide more direct visualization as needed.
Unlike nasoendoscopic marsupialization, the pathogenic
cystic tissue is extirpated as a whole, minimizing the
risk of cyst recurrence. The transnasal microscopic
method is suitable for both large and small nasolabial
cysts. But when the anterior nasal orifice is too small
for manipulation, marsupialization is preferred. After
surgery, normal epithelium spreads over the operative
site in place of the formerly pathogenic epithelium. To
date, neither pus accumulation nor cyst recurrence have
been found on patient follow-up.

The transnasal microscopic method described allows
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magnification of the operative field and provides a ciear
view as needed to faciliate en bloc extirpation of the
nasolabial cyst. It avoids the disadvantages of extranasal
approaches and nasoendoscopic marsupiliazation. With
practice, the method is easily performed. We feel that
the transnasal microscopic method is less invasive, sufer
and a more appropriate method for removal of nasola-
bial cysts.
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