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A Case of Huge Nasolabial Cyst in 56 Year-Old Patient

Yong Seok Jo, MD and Ick Soo Choi, MD, PhD

Department of Otorhinolaryngology-Head and Neck Surgery, Inje University of College of Medicine, llsan Paik Hospital,
Goyang, Korea

A nasolabial cyst is a rare, non-odontogenic cyst that develops within the area adjacent to the ala of the nose around the upper-
most portion of the nasolabial crease. The origin of such a cyst is unclear but may be due to developmental problems. Clinical
characteristic of asymptomatic nasolabial swelling and radiological findings are important for diagnosis. Treatment is usually
surgical resection via a sublabial approach but can also involve incision and drainage or marsupialization. Unlike the typical
clinical features reported in other cases, we experienced a case of a giant nasolabial cyst of 4.4 cm in a 56-year-old male with
elevation of the nasal cavity base, gingival swelling, and perilesional bony destruction. In this case, we discussed the growth po-
tential of a nasolabial cyst and proper timing of treatment.

KEY WORDS: Non-odontogenic cyst - Nasolabial fold.

N B Ml Ee AV O R Qhulo] Ealg £8 47o] 1A
U o] A9 Zujgh vl YAk 279 Futehsd, of
H] =S (nasolabial cyst)e FQHH 7948 ARZA A = F2 F5AY T AAAY FH ot T2
27 #Pgsh 1214 (on-odontogenic) ¢4 o2 sto] Fgk FA] 2717k B 165£0.72 emo] 7] wjEo]
"@174 9lom 18929 Zuckerkandleoll 913 A& HILE QL oY ARE-S o]2gh vlimdEo] ARkA oFiat Fel 564 &
oh. 7 Rl e A QA oLt QbR A AolA I AR A, SLER B R JAEAL S N
A OV A7) B4 7| Ustehs ZhAT) ol B 5 93] A4S Kol 44 em?] AY) vledEe) SUE A
Aol TR il o8] BAYTCH JHdo] fElet  sigon], B SelE Botol vledEol YAH 4 7HsA
P 2 40~50tofl HAYske] HA Mk o AolAl S 3 28] HAe Al7]o) Bl s akskaa; ke
ek A Qlon] ) g uleTe] Hado] 14 &
Tk S/dolal WFol Aol HodE Bfols 55 2 e = |
U S ol At O R 53 L AF5o)
ULAL B AFAZR o] Fol P o] ke = 564 @70l -5 vz FF(nasolabial fold) 591 B3
Aol £47 Ao IA gk’ & F42 PYUsHEch Bk 79 ARE 3 ujeT 29
=E2EaY 20194 1€ 25 / AR 2019 58 32 / MAFAEY 20193 5 13Y
WAIKXE: Z[9), 10380 &7| Al LAMT 512 170 UH|THE e QlubehSt YAHHHE O[H[QlS aistuA
Tel: +82-31 910 7250, Fax: +82-31-910-7518, E-mail: leochoics@gmail.com

m Copyright © 2019 Journal of Rhinology



Sl AnlstAl Ao Ssolu sddel glof Ak H itk
2 F 49 A AFAALR FEE A o) T =Tt 2 vFHE diket &5 FFolA AT Eska
TR ofBkE RHEstH A A S| S7FRCAL skt oF I - EEH ¢4 Ww o] HIe R (nasolabial area)®] HEE el 9
AHEE oo Bl 75 79 B8 st obd 9 A[8FAAL, 4435 cme] 2719 29 S dHol ¥
PO Haprt ot 11 9] 5ol T4l glof SR RS HUTH(Fig. 2A). 34 B2 AVIEH I Tl F2348l
2] R WSk b W FAl ] S HjaE Rl A st lR A7) A B S HAIL(Fig. 2B), T2 =29/l
TS o bR Ao QR vEAY EHe Ae odT =Y AEE BHFig. 20). olol 95 vl
Tasion, o|2 s e Aol AR EE2d  &dF sl e Adslen dAlvk o A4
ZAAE B HFig. 1A). 7 A& A 24 o] F(mu- <= 8F A7l (sublabial incision)E &5t A= ALk =&
cobuccal fold) 2ol g 2Fe] FH7F WAL (Fig. A% FH 2243 FA 7L gestA BEE = erelg el &
1B), ¥4 & §3 Bl dAtoll A vl7ke) shitol] oFzke] ) AFmol W E UL (Fig. 3), ¥ FHOZ 242l =3
o) Aglom, iAol ArEA Rl vFk W ek 2 ¥ AFOR Holx= ooy v & njEade W
sHA BEE oY -5 Hiute] v BEE AR wE D 5 ARk B A= farado] Hylo) BEfsh=t|

Fig. 1. Preoperative photographs of the patient. A: The right nasolabial fold has partially disappeared due to the swelling of the alar
base of nose. B: The upper gingiva around gingivobuccal sulcus is bulged in oral examination.
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Fig. 2. Preoperative CT and MRI findings. A: PNS CT: well defined homogenous cystic lesion (4.4 x3.5 cm) and perilesional bony de-

struction are observed. B: T1 weighted MRI: a cystic lesion with homogenous hypointensity. C: T2 weighted MRI: a cystic lesion with
homogenous hyperintensity.
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Fig. 3. Intfraoperative finding: a large cystic lesion and perilesion- _
al bony destruction are observed. ]

Fig. 4. Histologic finding of the lesion. A: Perilesional inflammation and hemorrhage (H&E, x 100). B: The cystic lining is consist of pseu-
dostratified columnar epithelium (H&E, x 400).
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