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Nasal septal cyst: a case report

Nazal septal kist: Olgu sunumu

Hakan CINCIK, M.D.,1 Atila GÜNGÖR, M.D.,1 Hakan MUTLU, M.D.,2 Engin ÇEK‹N, M.D.1

Nasal septal cyst is a rare complication seen after sub-
mucous resection of the nasal septum. A 25-year-old
male patient presented with a complaint of nasal
obstruction four years after submucous resection.
Physical examination revealed a grey mass obstruct-
ing both nasal cavities and the nasal airway. Magnetic
resonance imaging showed a nasal septal cyst filling
the nasal cavity. Following aspiration of the cyst con-
tent, endoscopic examination was performed and per-
foration of the lower part of the nasal septum was
noted. Under local anesthesia, superior, posterior, and
anterior parts of the cyst and the left wall of the septum
were endoscopically released and prepared to be
used as a flap. It was sutured on the lower part of the
septal perforation. No recurrence was seen during a
follow-up of 18 months.
Key Words: Nasal septum; cyst; submucous resection;
nasal obstruction.

Nazal septal kist, submuköz rezeksiyon ameliyat›
sonras› nadir görülen bir komplikasyondur. Dört y›l
önce submuköz rezeksiyon ameliyat› geçiren 25
yafl›nda erkek hasta, burunda t›kan›kl›k yak›nma-
s›yla baflvurdu. Fizik muayenesinde her iki nazal
kavite ve hava yolunu t›kayan gri renkli kitle görül-
dü. Manyetik rezonans görüntülemede nazal kavi-
teyi dolduran nazal septal kist saptand›. Öncelikle
kist içeri¤i aspire edilerek endoskopik muayene
yap›ld› ve septumun alt k›sm›nda perforasyon ol-
du¤u görüldü. Lokal anesteziyle, endoskopik ola-
rak kistin ve septumun sol duvar› ön, arka ve üst-
ten kesilerek serbestlefltirildi ve flep olarak haz›rla-
narak septal perforasyonun alt k›sm›na dikildi.
Hastan›n 18 ayl›k izlemi s›ras›nda kist rekürensi
gözlenmedi.
Anahtar Sözcükler: Nazal septum; kist; submuköz rezek-
siyon; nazal obstrüksiyon.

Deformity of the nasal septum occurs in more

than 20% of the population and contributes to

restricted nasal airflow in 25% of these individuals.[1]

In the early 1900s, Freer and Killian independently

popularized the practice of submucous resection

(SMR).[2] Septal surgery is still being performed reg-

ularly in rhinology practice. The usual complica-

tions of SMR are septal hematoma, septal abscess,
infection, epistaxis, septal perforation and nasosep-
tal deformity.[3]

Nasal septal cyst (NSC) is a rare complication of
SMR.[4] There is a limited knowledge about NSC in
the literature. In this report we present a case with
NSC four years after SMR.
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A 25 years old male was admitted to our clinic
with a complaint of bilateral nasal obstruction.
History revealed that the patient underwent SMR
operation in a medical center four years ago. He
mentioned that an anterior nasal packing was insert-
ed into both of his nasal cavities and kept for 48
hours. Epistaxis occurred two days after taking out
nasal packing. The patient was managed again with
anterior nasal packing. His nasal obstruction devel-
oped gradually.

Rhinologic examination revealed saddle nose
deformity and a grey mass completely obstructing
both nasal cavities and the nasal airway. MRI
revealed a 4x4x3 cm mass with low signal intensity
on T1-weighted images and high signal intensity on
T2-weighted images similar to fluid density and
compatible with large nasal septal cyst. The cyst
filled the entire anterior nasal cavity and expanded
on middle, inferior turbinates and ethmoid sinus.
The cyst had straight border, homogeneous dense
content and 4x4x3 cm in size (Fig. 1a-c). Needle aspi-
ration of 20 ml brown mucoid material was per-
formed to reduce the pressure of the cyst and allow
diagnostic endoscopy. Endoscopy revealed nasal
septal perforation involving lower part of the sep-
tum. Routine bacteriologic cultures were negative.

Under local anesthesia, a left-sided Killian-type

mucosal incision was made and the remaining

mucoid content was evacuated. The septal cartilage

had been resorbed completely. Anterior, superior

and posterior portions of the left septum and adja-

cent cyst wall were freed and turned down. It was

trimmed and sutured on the lower part of the sep-

tal perforation. We did not dissect between septum

and cyst due to severe adhesion and very thin wall.

Anterior nasal pack was not inserted because

bleeding did not occur. Histopathologic examina-

tion revealed a cyst wall lined with respiratory

epithelium.

Endoscopic examination revealed closed septal

perforation and no cyst recurrence after eighteen

months. There was only a synechia between the

nasal septum and the right inferior turbinate. We

incised the synechia and placed silicon sheet

between them. Computed tomography (CT) scan

(Fig. 2) demonstrated no recurrence. We recom-

mended a rhinoplasty operation for treatment of

saddle nose deformity but the patient did not want

to another operation.

DISCUSSION

In rhinology practice, postoperative cystic com-

plications are rare including nasal dorsal cyst after

Fig. 1 - MR images in a 25-year-old patient who had large nasal septal cyst. (a) Axial T2-weighted turbo spin-echo MR
image shows hyperintense signal in the nasal septum. (b) Coronal T1-weighted spin-echo MR image shows
hypointense signal in the nasal septum. The nasal cavity completely filled up with cyst and expanded on
turbinates and ethmoid sinus. (c) Sagittal T2-weighted turbo spin-echo shows hyperintense signal in the nasal
septum. The cyst has straight border, homogeneous content and 4x4x3 cm in size.
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rhinoplasty,[5-7] maxillary cheek cyst after surgical
intervention in the maxillary sinus[8] and nasal septal
cyst after SMR.[4]

Nasal dorsal cyst formation is a rare complica-
tion. These cysts are due to entrapment of mucosal
remnants in the subcutaneous space and appear sev-
eral days to several years after rhinoplasty.
McGregor et al.,[9] theorized these cysts were caused
by herniation of the nasal mucosa when the patient
blew her nose. The cause of the complication is
unknown; however, entrapment of nasal mucosa
and subsequent growth through osteotomy sites
and then an accumulation of secretion are thought to
be the basis for formation of these masses.[5,6]

Chiang et al.,[4] believe that formation of the dor-
sal nasal cyst is similar to that of NSC. The NSC is
probably caused by entrapment of free nasal mucos-
al remnants or inward folding of septal nasal
mucosa during SMR. They explain that with two
theories why the cyst could not cause any symptoms
until 20 years after SMR. The first suggestion is that
chronic rhinitis may stimulate the mucosal epitheli-
um of postoperative septal space to undergo cystic
degeneration. The second possibility is that blocked
septal mucosa may go on making secretion and sub-
sequently slowly accumulation of this causes cyst
formation and expansion.

Chiang et al.,[4] believe that characteristic of NSC
is also similar to that of cheek cyst.[4] Postoperative
maxillary cheek cyst develops as a delayed compli-
cation many years after surgical intervention in the
maxillary sinus. Kaneshiro et al.[8] reported 71 such
cysts. The cysts occurred most frequently ten to 30
years after radical operations. The most common
symptoms were swelling or pain of the cheek and
the mucogingival fold of the maxilla. Most of them
had a thin wall, lined with ciliated columnar epithe-
lium.

Complications associated with septal surgery
may originate in incomplete analysis of the anatom-
ical structures of the nose and nasal function tests.
Complications can arise from technical failures dur-
ing the procedures of septal surgery starting from
the incision to the reconstruction of the septum.
Classical complications can be caused by infections
in the postoperative period. Postoperative and late
complications may also arise from damage to the
septal soft and hard tissues. Septal surgery compli-
cations may often interfere with nasal function and
cosmetics, but sometimes affect general health.[10]

In our case, the cyst obstructed both nasal cavi-
ties and expanded to the middle and inferior
turbinates and ethmoid sinus gradually in 4 years.
Walls of the septal cyst were lined with respiratory
ciliated columnar epithelium. Septum had a perfo-
ration under the cyst. Septal perforation may have
probably occured because free mucosa in the infe-
rior part of the septum folded inward. These find-
ings support the theory that cyst was caused by
folding of septal mucosa inward and continued
secretion.

Nasal septal abscess, nasal polyposis, septal
mucocel, Schwannoma and pleomorphic adenoma
of the nasal septum should be considered for the dif-
ferential diagnosis. A computed tomography scan
clearly depicts the relationship of the lesion to the
surrounding bony structures; erosion is more com-
mon with large mass of septum. Magnetic resonance
imaging (MR) is superior to CT in differentiating a
tumor from inflammatory changes and normal tis-
sues; furthermore, intracranial extension can be bet-
ter delineated.[11] The cyst is clearly differentiated
from other pathologies by the CT; therefore, MR
would not have added any information relevant to
the therapeutic planning. In our case we used MR
because we thought it was a solid mass.Fig. 2 - CT image, postoperative appearance, 18 months later.
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Chiang et al.[4] reported that these cysts may be
treated with lateral rhinotomy to achieve a better
exposure of the nasal septum than the endonasal
approach due to severe adhesion between cyst and
septum mucosa and avoidance of septal perfora-
tion.[4]

Because of the patient had the septal perforation
and the cosmetic deformity, we prefered endonasal
surgery with endoscopy; therefore, we did not want
to make another scar on patient’s face. We repaired
septal perforation with septum mucosa together
with adjacent cyst wall. Thus, a scar of lateral rhino-
tomy was prevented and septal perforation was
closed.

Septal surgery is a common procedure nowa-
days. In order to prevent its complications, the
operation decision should be given after complete
analysis of the anatomical structures of the nose and
nasal function. Furthermore, procedures of septal
surgery should be performed appropriately. To
avoid NSC, mucosal lining should be kept intact.
The incised or free septal mucosa should be sutured
end-to-end or be prevented folding inward. All free
mucosal remnants, blood clot and necrotic tissue
must be removed. Patients should be followed reg-
ularly to avoid cosmetic deformity such as saddle
nose.
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