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SUMMARY Nasal dorsal cyst formation after rhinoplasty is considered a rare complication. These
cysts are due to entrapment of mucosal remnants in the subcutaneous space.
Meticulous surgical technique aimed at preserving the mucosal lining may prevent cyst
formation. Surgical excision with the open approach is a reliable treatment. A case of
nasal dorsal cyst after previous rhinoplasty is presented. After four years no sign of
recurrence is noted.
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INTRODUCTION

Rhinoplasty is considered a major challenge in facial
plastic and reconstructive surgery. In fact, the nose is the
most prominent part of the face. Moreover, failures are
difficult to correct and may put the surgeon's reputation at
stake. Late complications of rhinoplasty are not common,
but may be serious and difficult to manage. Nasal dorsal
cyst formation is such a rare complication. Only several
case reports have been presented in the literature
(McGregor et al., 1958; Mouly, 1970; Anderson et al., 1982;
Lawson et al., 1983; Suhlman and Westreich, 1983;
Johnson and Toriumi, 1990).
This case report adds one more patient with a nasal dorsal
cyst to the previous reported cases. The possible etiology,
prevention and management of this rare condition fol-
lowing rhinoplasty will be discussed.

CASE REPORT

In 1978, a 31-year-old female underwent a septal correc-
tion, five years after her first rhinoplasty. In 1979 she was
surgically treated because of an apparent dorsal swelling,
present for already several years. In an attempt to remove
the swelling, using an endonasal approach, the cyst rup-
tured at the beginning of the procedure, and the swelling
re-occurred in a few months' time. In 1988 she was seen at
our hospital, complaining of continuous pressure over the
nasal dorsum and an unaesthetic appearance of her nose.
On inspection (Figures 1A and B) the swelling was
obvious. The nasal tip was relatively overprojecting, in
consideration of the very low bony and cartilaginous
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dorsum, which has been over-resected previously. The
skin over the lesion was extremely thin, with some tele-
angiectasis.
An open rhinoplasty was carried out in an attempt to
remove the lesion radically and to reconstruct the dorsal
profile. The swelling could be removed in toto. The large
dorsal defect caused by previous over-aggressive surgery
was reconstructed with homologous cartilage. As some
resorption of the graft is to be anticipated over the years a
slight over-correction was carried out. The nasal tip was set
back by reducing the length of the lateral crus of the alar
cartilages at the hinge area with concomitant reduction of
the medial crural height at both sides. After a two-year
follow-up our patient is free of complaints and no sign of a
recurrence is seen (Figures 2A-C).

AETIOLOGY
Most nasal cysts are attributed to entrapment of nasal
mucosal remnants in the subcutaneous space. An en-
trapped mucosal remnant can be considered a free graft
and is assumed to develop a cyst. Entrapment of epi-
thelium from the nas'al vestibule or mucosal lining may be
caused by transcutaneous osteotomies. In our patient, the
high bony and cartilaginous dorsum had been excessively
reduced during the first operation. The cyst is probably
caused by free mucosal remnants, as there was no connec-
tion with the internal nasal lining. One may conclude that
retention cysts are likely to occur once the intranasal
mucosal lining is violated and mucosal remnants become
displaced, when allowed to remain subcutaneously.
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Figures 1A-B. Nasal dorsal cyst obvious in our pre-operative
photographs. The cartilaginous and bony dorsum are extremely
low, with relatively overprojected nasal tip.

PREVENTION

In order to prevent iatrogenic cyst formation it is important
to keep the mucosal lining intact during the subsequent
rhinoplasty manoeuvres, or to meticulously restore the
disturbed mucosal lining. Mucosal liningcan be preserved
when subperichondrial and subperiosteal tunnels are
being established over the septum and under the nasal
dorsum before any surgical alterations be made to these
structures.

MANAGEMENT

Complete surgical extirpation of the lesion, with recon-
struction of the resulting defect, sets the goals of surgical
treatment of this rare condition. Satisfactory exposure of
the area is critical in this respect. Exposure can be obtained
by using traditional endonasal or external transcolumellar
incisions (Berendes, 1962; Anderson et al., 1982; Adam-
son, 1987; Zijlker and Vuijk, 1990). Direct exposure with
incisions in the dorsal skin over the cyst is a third option to
be considered. The endonasal approach using inter- or
intracartilaginous incisions offers limited exposure. The

Figures 2A-C. Post-operative result after eighteen months
follow-up. The cyst is removed in toto, the dorsal defect
reconstructed with homologous cartilage. Some overcorrection
performed in view of a possible slight resorption in the future.
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external rhinoplasty approach using bilateral rim and
transcolumellar incisions is recommended as it offers
excellent exposure greatly facilitating complete extir-
pation of the lesion and reconstruction of the defect with
an unconspicious scar in the long run. In contrast, direct
dorsal approach, even when a geometrically broken line
incision is used, does preclude direct reconstruction of the
defect and may well result in a visible scar on the nasal
dorsum.
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