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Cysts are epithelium-lined pathological cavities, usually filled with fluid, semi-

solid material, or cellular debris. 

Also are called fissural cysts or occlusion cysts, because they arise from 

embryonic epithelium that becomes entrapped during embryogenesis. 

Clinically, they present as a soft or fluctuant swelling.  

Cysts of the oral and maxillofacial region are divided into odontogenic, 

nonodontogenic, pseudocysts, and neck cysts. 

Pseudocysts differ from true cysts in that they lack an epithelial lining. 

 Nasolabial Cyst (Nasoalveolar cyst) is a rare developmental soft-tissue cyst 

that develops in the upper lip in the canine region. 

Etiology: Unclear. Although there are two major theories:- 

One theory considers this cyst to be a fissural cyst arising from epithelial remnants 

entrapped along the line of fusion of the maxillary, medial nasal and lateral nasal 

processes.  

A second theory suggests that these cysts develop from misplaced epithelium of 

the nasolacrimal duct. 

Clinical and radiographical  features: -  It appears as a soft-tissue swelling in the 

mucobuccal fold of the maxilla, lateral to the midline . Occasionally, the patient 

may complain of nasal obstruction, discomfort, or difficulties in wearing dentures. 

The cyst is more common in women, usually between 40 and 50 years of age. 

Because this cyst arises in soft tissues, in most cases there are no radiographic 

changes, but resorption of the underlying bone may occur. 

Histopathological examination shows lining of the cyst by pseudo stratified 

columnar epithelium, often show goblet cells and cilia. The cyst wall is composed 

of fibrous connective tissue with adjacent skeletal muscle. 

Differential diagnosis:- 

Soft-tissue abscess, tooth abscess, mucocele, radicular cyst, salivary gland 

neoplasms, and mesenchymal neoplasms. 

Treatment: Surgical excision. 

Nasopalatine duct cyst(Incisive canal cyst) :  

It is the most common non-odontogenic cyst of the oral cavity. 
Etiology: It arises from epithelial rests in the incisive foramen. 



Clinical and radiographical features: It appears as a slow-growing soft swelling 

of the palatine papilla, covered with normal mucosa. The cyst, after mechanical 

irritation, may be inflamed and becomes painful due to local infection.  

Radiographically: usually demonstrates a well circumscribed RL in or near the 

midline of the maxilla, between and apical to the central incisor teeth. It may be 

difficult to distinguish a small nasopalatine duct cyst from a large incisive 

foramen. It is generally accepted that a diameter of (6 mm) is the upper limit of 

normal size for incisive foramen. Therefore, a radiolucency that is (6 mm) or 

smaller in this area is usually considered a normal foramen unless other clinical 

signs and symptoms are present. 

The clinical diagnosis should be confirmed by histopathological examination 

that showed epithelial lining composed of either:- 

1- Stratified squamous epithelium.  

2- Pseudostratified columnar epithelium. 

3- Simple columnar epithelium. 

4- Simple cuboidal epithelium. 

Differential diagnosis: - Tooth and periodontal abscesses, mechanical trauma of 

the palatine papilla, fibroma, lipoma. 

N.B.: to distinguish between the nasopalatine cyst & P.A. cyst: 

1- N.P.cyst, the tooth is vital, but in case of P.A. cyst the associated tooth is 

nonvital. 

2- Because the N.P.cyst is not related (attached) to the apex of the root, so 

by changing the direction of the X-ray beam we see if the lesion remain 

attached to the apex of the root, so it mean it’s radicular cyst, if not it means 

N.P. cyst. 

Treatment: Surgical removal. 

 Globulomaxillary cyst 
Globulomaxillary cyst were once considered fissural cyst, located between the 

globular and maxillary processes. The former theory of origin related to epithelial 

entrapment within a line of embryologic closure with subsequent cystic change. 

Embryologic evidence now shows that the premaxilla and maxillary processes do 

not fuse in this manner, and thus there can be no fusion-related mechanism to 

account for a distinct globulomaxillary cyst in this location that’s why a current 

theory holds that most of cysts that develop in the globulomaxillary area, are of 

odontogenic origin. 

Radiolucencies in this location, when reviewed microscopically, have been shown 

to represent radicular cysts, periapical granulomas, lateral periodontal cysts, OKCs, 

central giant cell granulomas, calcifying odontogenic cysts, and odontogenic 

myxomas. Thus today the term globulomaxillary can be justified only in an 



anatomic sense, with definitive diagnosis of lesions located in this area made by 

combined clinical and microscopic examination. 

Radiologically: a globulomaxillary lesion appears as a well-defined radiolucency, 

often producing divergence of the roots of the maxillary lateral incisor and canine 

teeth. Radicular cyst and periapical granuloma can be ruled out with pulp vitality 

testing. 
Histologically: - lining epithelium is stratified squamous and some times 

pseudostratified ciliated columnar respiratory epithelium. Thin C.T. wall which is 

free from inflammation.  

Treatment and prognosis are determined by the definitive microscopic diagnosis. 

 Lymphoepithelial Cyst 
Definition: Lymphoepithelial cyst is an uncommon developmental lesion of the 

oral mucosa. 

Etiology: Probably caused by cystic degeneration of glandular or surface 

epithelium entrapped in lymphoid tissue during embryogenesis. 

Clinical features: It presents as an asymptomatic, mobile, well-defined nodule, 

usually firm on palpation and elevated, with a yellowish or whitish color. The size 

ranges from 0.5 cm to 2 cm in diameter. The floor of the mouth is the most 

frequent location, followed by the posterior lateral border and the ventral surface of 

the tongue. 

Lymphoepithelial cysts are histologically similar to the branchial cleft cysts that 

develop in the lateral neck. 

Histopathological examination which showed epithelial lining of stratified 

squamous that may or may not be keratinized. The wall of the cyst typically 

contains lymphoid tissue often demonstrating germinal center formation.   

Differential diagnosis: lymphoid tissue aggregation, dermoid cyst, mucocele, 

lipoma, fibroma and other benign tumors. 

Treatment: Surgical removal. 

 Thyroglossal Duct Cyst 
Definition: Thyroglossal duct cyst is a rare developmental lesion that may form 

along the thyroglossal tract. 

Etiology: Remnants of thyroglossal duct epithelium. 

Clinical features: The cyst is usually located under the hyoid bone but can be 

located anywhere from the suprasternal notch to the foramen cecum of the dorsal 

tongue. Intraorally, it appears as a painless, fluctuant swelling usually 1–3 cm in 

diameter, located in the midline of the dorsum of the tongue close to the foramen 

caecum.  Occasionally, a fistula may form following infection. The cyst is most 

often diagnosed in patients less than 20 years of age. 



Histopathological examination, showed a lining epithelium of stratified 

squamous, or columnar or small intestinal epithelium, or mixture of them. The C.T. 

tissue wall may contain normal thyroid tissue. 

Differential diagnosis: Median rhomboid glossitis, benign and malignant tumors. 

Treatment: Surgical removal. 

 Median mandibular cysts:- 
  Recently it is thought to be of odontogenic origin. 

Clinical and radiographical features: Swelling In the midline of the mandible 

.In x-ray it appears as a well circumscribed RL between the two lower central 

incisors in the midline.  

HISTOPATHOLOGY: Lining epithelium is mainly stratified squamous. C.T. 

wall is free from inflammation.  

Treatment: surgical removal 

 Median palatal cyst (palatine cyst): 
It is rare fissural cyst that develops from epithelium entrapped along the embryonic 

line of fusion of lateral palatal shelves. This cyst may be difficult to distinguish 

from nasopalatine duct cyst. 

Clinical and radiographical features: 

This cyst is present as firm or fluctuant swelling in the midline of the hard palate 

posterior to the palatine papilla. Most of these cysts are asymptomatic, but 

sometimes pain may be present. 

X-ray: occlusal radiograph showed a well –circumscribed RL in the midline of the 

hard palate. 

A midline RL without clinical evidence of expansion is probably a nasopalatine 

duct cyst. 

Histopathology: - Cyst is usually lined by stratified squamous epithelium. Areas 

of ciliated pseudostratified columnar epithelium may be present in some cases. 

Chronic inflammation may be present in the cyst wall. 

Treatment: surgical removal. 

 Dermoid & Epidermoid cyst 
The dermoid cyst is a simple form of cystic teratoma derived from skin 

epithelium entrapped during embryonic development. Most of these cysts occur in 

the head & neck region, primarily in the skin around the eyes & the anterior upper 

neck, extending superiorly into the floor of the mouth. 

Clinically: Mostly occur in young adults, present as painless swelling exhibiting a 

doughy consistency on palpation & may cause elevation of the tongue & can 

interfere with eating & speaking. 

Histopathology: The cyst lined by a layer of orthokeratinized squamous 

epithelium, surrounding by C.T. capsule. In dermoid cyst in addition to these, the 



lesion exhibiting variable numbers of dermal appendages including hair follicles, 

sebaceous glands. 

Treatment:  surgical excision. 

Epidermoid cyst :a cyst of skin with a lumen lined by keratinizing stratified 

squamous epithelium usually filled with keratin and without skin appendages in the 

capsule  wall. 

   

Stafne Bone Cyst ( Stafne's mandibular lingual cortical defect) 
This entity is also known by several other terms including lingual mandibular bone 

cavity, static bone cavity, and lingual salivary gland defect. This is an 

asymptomatic lesion. It usually occurs in adults over the age of 25. 

Radiographically: the lesion is a solitary radiolucency below the inferior alveolar 

canal near the angle region of the mandible. The lesion is usually oval and exhibits 

no growth over long periods of time. The periphery is smooth and symmetric. The 

lesion is benign, has no growth potential, and a classic radiographic appearance 

that makes diagnosis without biopsy possible and observation without active 

intervention is the treatment of choice. Submandibular salivary gland depression, 

Incidental finding, it is not a true cyst.    

Radiographs - small, circular, corticated radiolucency below         mandibular 

canal  

Histology - normal salivary tissue   Treatment - routine follow up  
 


