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Abstract. Nasoseptal cyst after septorhinoplasty: late and unusual but preventable complication. Introduction: Formation
of a slowly growing cyst following septorhinoplasty is a rare but serious complication. Mucous cyst is more common
than foreign body inclusion cyst. Typically, these cysts present as a solitary lesion that develops in the subcutaneous
space over the nasal bone along the line of nasal osteotomy several months or years after initial surgery. Rarely, the cyst
connects with the nasal septum. Surgery is the treatment of choice and consists of either complete excision of the cyst
capsule or marsupialization of the cyst.

Case report. A nasoseptal mucous cyst developed in a 46-year-old woman 10 years after septorhinoplasty. We successfully
marsupialized the cyst with an endonasal endoscopic approach.

Conclusion: Cysts can be removed by either complete resection of the cyst capsule or marsupialization via endonasal
endoscopy. To prevent cyst formation, initial surgery must be conducted nontraumatically and tissue remnants cleared to

prevent dispersion into subcutaneous spaces.

Introduction

Septorhinoplasty is a common procedure that is
performed by both ENT and plastic surgeons for
functional and/or aesthetic purposes. Results are,
for the most part, satisfactory, and patients are
pleased. However, complications do occur* and
are classified as hemorrhagic, infectious, traumatic,
systemic, functional, aesthetic, or soft tissue. The
development of a cystic lesion is considered a
noninflammatory, late, and rare complication, with
<40 cases published in the literature.*>'' We report
the case of a nasoseptal mucous cyst that developed
10 years after septorhinoplasty that we successfully
marsupialized with an endonasal approach.

Case report

A 46-year-old woman presented with a deformity
of the nasal dorsum that she stated had been slowly
growing over the past few years. Ten years
previously, she had undergone a cosmetic septo-
rhinoplasty. At that time, there were no complica-
tions and she was satisfied with her appearance and
the nasal patency.

Clinical examination identified a relatively
smooth lesion on the nasal dorsum, and nasal

endoscopy revealed bulging of the anterosuperior
aspect of the nasal septum on the left side. Computed
tomography (CT) showed an expansile process
eroding the nasal bone (Figure 1a-d) and extending
to the superior aspect of the nasal septum on the left
side (Figure la,). Magnetic resonance imaging
(MRI) confirmed the cystic composition of the
lesion (Figure 2a,b).

Marsupialization of the lesion was conducted
endonasally with a microdebrider under endoscopic
guidance. The lesion was filled with a thick,
yellowish, mucoid secretion.

Short-term  postoperative  outcome  was
uneventful, and there was no recurrence of the cyst
at a 1-year follow-up visit, as confirmed by nasal
endoscopy and CT (Figure 3a,c). The aspect of the
dorsum was acceptable. The patient did not seek a
revision rhinoplasty.

Discussion

Although the outcome of septorhinoplasty is
generally satisfactory," complications do occur."*
Early complications are usually the consequence of
inadequate surgical planning, surgical technique, or
postoperative care. Delayed complications are
mostly related to functional and/or aesthetic
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Figure 1
Preoperative CT showing nasoseptal cyst with erosion of nasal bone and connection with
superior aspect of the nasal septum.

problems, such as nasal collapse or persistent
external nasal deformities. Development of a cystic
lesion is considered a late and potentially serious
complication.*!" Fortunately, it is also rare:
<40 cases have been published in the literature
since the first description by McGregor et al. in
19587 The limited number of published cases can
be explained by the fact that this complication is
probably  seldom  recognized and  thus
underdiagnosed. In most cases, the cyst is
symptomatic within 2 years after the initial surgery
(range 6 months to 40 years).

There are two different types of cystic lesion:
mucous cyst and foreign body inclusion cyst.
Foreign body inclusion cysts, also known as
paraffinomas, lipogranulomas, or oilgranulomas,
result from a foreign body reaction to oil-based
ointments used in nasal packing after leakage
through damaged mucosa.*'® This type of cyst

develops more quickly when rhinoplasty was
combined with endoscopic sinus surgery.

Mucous cysts are the more common type of cyst.
They are lined by ciliated columnar respiratory
epithelium with dispersed goblet cells, identical to
that of the nasal cavity,”*'*'“ and they are filled
with a yellowish, thick, mucoid secretion. This is
what we observed in our case, although we did not
perform a histological evaluation, since the surgery
was performed with a microdebrider.

From a clinical perspective, these cysts present
as a solitary lesion. The majority are located along
the nasal pyramid. Different areas (e.g., the glabellar
region, inner canthus, alar cartilage, alar base, and
tip base) have been reported, but the most common
site is the nasal dorsum.” The cyst is usually over
the nasal bone in the subcutaneous space along the
line of nasal osteotomy and/or hump reduction.
Very rarely, the cyst is nasoseptal,, with a connection
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Figure 2
MRI confirming cystic contents of the lesion. T2-weighted sequence was used

to the nasal mucosa and the superior aspect of the
nasal septum. This occurred in our patient and in
cases reported by Bracaglia ef al.” and Abid et al."
The differential diagnosis for nasal dorsal and
endonasal cysts includes neoplastic lesions and
benign processes, such as encephalocele, glioma,
dermoid, osteoma, lipoma, granulomatous diseases
(e.g., Wegener granulomatosis, sarcoidosis, and
rhinscleroma), and infections (e.g., fungus, syphilis,
and tuberculosis). Clinical examination, imaging
(CT and MRI), and histolopathological examination
of the surgical specimen are necessary to make a
differential diagnosis from among these entities.
The etiopathogenesis of these postoperative
cysts remains unclear. Three leading theories have
been proposed to explain their origin. The first
theory was reported by McGregor et al. in 1958
after a patient blew her nose on postoperative day 5
and subsequently experienced the development of a
cyst.? The authors postulated that the cyst resulted
from nasal mucosal tissue forcibly herniated
through the infracture site. The second theory was
proposed by Flaherty et al. in 1996. They suggested
that nasal mucosa grew postoperatively through
osteotomy lines into subcutaneous pockets.” The
most widely accepted theory is the one published
by Mouly in 1970. ¢ He noted that rather than being
herniations, these cysts were probably free mucosal
grafts in ectopic positions. He suggested that
fragments of traumatized nasal mucosa were
displaced in an ectopic position and entrapped in

the subcutaneous space during improperly
performed transmucosal osteotomies and/or hump
reduction followed by subsequent growth and
encystation. This theory is also applicable to cyst
formation after chin augmentation, genioplasty,
and rhinoplasty for cleft lip surgery.'*** Regardless
of the -etiopathogenesis, these cysts are the
consequence of septorhinoplasties conducted in a
traumatic manner, and they are associated with
incomplete cleaning of epithelial remnants. In our
patient’s case, it was obvious that the nasal bones
and mucosa were dislocated and damaged during
the lateral osteotomies.

Surgery is the treatment of choice for post-
operative nasal cysts. When the cyst has no
connection with the nasal cavity, most authors
recommend complete excision of the cyst capsule,
performed via either direct transcutaneous incision,
inter- or transcartilaginous incision, or open
approach. Corrections of any resulting defects and/
or remaining deformities are usually performed
during a revision rhinoplasty conducted in the same
operative setting.™' When the cyst has an endonasal
connection, endonasal endoscopic marsupialization
of the cyst may be successful, as it is in cases of
paranasal sinus mucocele >

Cyst formation is a preventable complica-
tion.>>'*""2* The initial septorhinoplasty must be
conducted in a nontraumatic manner, and dissection
must be performed carefully. The nasal mucosa
must be preserved during osteotomy and hump
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Figure 3
Postoperative CT confirming absence of cyst recurrence 1 year after endoscopic marsupialization

removal. Any adherent tissue remnants must be
removed completely, particularly when an
autologous graft is used. All debris must be cleaned
away meticulously to avoid dispersion into
subcutaneous spaces. Intranasal incisions must be
sutured properly, except for those associated with
lateral osteotomy. Finally, nasal dressings must be
put in place without any excessive pressure.

Conclusions

Formation of a cyst after septorhinoplasty is a
serious noninflammatory complication. It typically
presents some years after the surgery as a slowly
growing solitary lesion. The nasal dorsum is the
most common site, but endonasal localization has
also been reported. Treatment consists of either
complete resection of the cyst capsule, performed
via an open approach, or marsupialization via an
endonasal approach under endoscopic guidance.
Correction of the resulting bony defect and/or other

remaining deformities often requires revision
rhinoplasty. Finally, to prevent cyst formation, the
initial surgery must be conducted nontraumatically,
mucoperichondrial layers must be preserved during
osteotomy and hump removal, and tissue remnants
must be cleared meticulously to prevent dispersion
into subcutaneous spaces.
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