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Abstract: Background: Nasal dermoid sinus cyst is a rare congenital anomaly affecting approximately 1 in 20,000-40,000 live
births. It is liable for infection and may communicate with the central nervous system. The treatment is complete surgical
excision. Case history: Nine months old male presented by a pea-size fronto-nasal swelling over the nasal bridge since birth,
gradually increasing in size with recent history of local redness and discharge. Sagittal CT of the skull showed osteolytic lesion at
the fronto-nasal bone with eroded inner and outer tables). MRI showed no intracranial extension. Surgical excision was done by
combined nasal and bicoronal incisions. A big abscess cavity was encountered at the fronto-nasal bone junction. The diagnosis of
Nasal dermoid sinus cyst was confirmed by histopathology. The patient was followed in the outpatient clinic; MRI was done after
one month. No recurrence was detected.
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1. Introduction 2. Case Report

Nasal dermoid is a rare congenital anomaly affecting ) L
approximately 1 in 20,000-40,000 live births. [1, 2] Nine months old male was referred from dermatology clinic.

The patient had a pea-size fronto-nasal swelling over the nasal
bridge. The swelling was noticed since birth, gradually
increasing in size with recent history of local redness and
discharge. No past history suggesting intracranial infection or
meningitis. On local examination; a small swelling about
0.5x0.5 cm was seen over the nasal bridge with hair tufts
projecting through it. The overlying skin was mildly inflamed
(figure 1). On palpation the lesion was non pulsatile,
non-compressible, no visible discharge with normal midline
nasal septum. No visible associated craniofacial anomalies.
No positive family history. Sagittal CT of the skull showed
osteolytic lesion at the fronto-nasal bone with eroded inner
and outer tables, a small sinus tract and bifid crista galli
suggesting a possible intracranial extension (figure 2). MRI
was requested, it showed no intracranial extension (figure 3).

A combined nasal and bicoronal incisions was the approach
of choice. Under general anesthesia, the bicoronal incision

Although it is quite rare, they are one of the more common
congenital midline nasal masses identified in children. [3]
Nasal dermoids usually present as a painless subcutaneous
mass or pit often with a tuft of short, fine hair near the
junction of nasal bones and upper lateral cartilages of the
nose, also known as the rhinion. [4] Complicating features
associated with nasal dermoids include sinus tracts,
intracranial extension, and infections. It is liable for infection
and may communicate with the central nervous system. The
treatment is complete surgical excision. [2, 5] Imaging is
required for surgical planning. CT scan is helpful to evaluate
for any bony lacunae, patent foramen cecum, patent fonticuli,
or bifid crista galli that might point to skull base involvement,
and MRI is used to rule out an encephalocele, glioma, or
other intracranial process. [6]
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was made with dissection of the anterior flap down to the root
of the nose. A big abscess cavity was encountered at the
fronto-nasal bone junction (figure 4). The cavity was full of
yellowish purulent material and bone fragments. A culture
swab for taken, abscess cavity was drained, the bone was
curetted and filled with BioGlue. The sinus tract was
cannulated with lacrimal probe through the external opening
up to the internal one (figure 5), then the whole tract was
completely excised from inside-out to avoid making large
external scar.

The diagnosis of Nasal dermoid sinus cyst was confirmed
by histopathology. The patient was followed in the outpatient
clinic; MRI was done after one month. No recurrence was
detected (figure 6, 7).

Figure 1. Pre-operative.

Figure 2. Sagittal CT of the skull showing osteolytic lesion at fronto-nasal
Bone with eroded inner and outer tables.
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Figure 3. Mid sagittal T1 Post contrast MRI. Frontal bone osteolytic lesion
with marginal enhancement (arrow). No intracranial extension.

Figure 5. A probe in the internal end of the sinus (white arrow) after
dissection of the anterior flap (black arrow).
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Figure 6. Post-operative axial T2 showing the BioGlue filling the abscess
cavity.

Figure 7. One month post-operative.

3. Discussion

Naso-frontal masses in pediatrics belong to a group of
congenital midface anomalies (CMFA). [2] The CMFA result
from faulty regression of the embryologic dural diverticulum
from the prenasal space due to delayed closure of patent
fonticulus nasofrontalis (a temporary gap at the junction of
nasal and frontal bones). [7] Nasofrontal masses are usually
manifest at birth but can appear at any age. Most patients
present in infancy and early childhood. [7] The most common
midline nasofrontal anomalies are: nasal dermoid or
epidermoid, nasal encephlocele and nasal glioma. [8] A clear
understanding of several features of nasal dermoid sinus cysts
is critical to the diagnosis and management of this condition.

The nasal dermoid, unlike the other craniofacial dermoids, can
present as a cyst, sinus or fistula. [9] The nasal dermoid cyst
with hair containing sinus opening on the dorsum of the nose
was first described in 1817. [10] the terminology has been
confusing for long period until Sessions coined the term nasal
dermoid sinus cyst (NDSC) to include all lesions containing
ectoderm (stratified squamous epithelium) and mesoderm
(adenexal structure) located in the nose. They represent less
than 1% of all dermoids of the body. [11] NDSC are usually
localized to the nasal dorsum but may occur less frequently in
the nasal septum, glabella, tip, and columella. [12].
Progressive enlargement of the NDSC can cause skeletal
deformity, local infection, meningitis and brain abscess. [9, 13]
Presented with the need for excision, an consideration is how
to best establish the true extent of the lesion so that an
appropriate surgical plan is developed. The objective of
imaging studies is to confirm the clinical diagnosis and to
delineate any intracranial involvement if present. The
complementary roles of CT and MRI appear well established
in congenital midline nasal masses. [14] CT imaging is
crucial for evaluation of the osseous involvement while MRI
provides vital information about the intracranial extent and
detailed tissue characterization. [15] Many children will
require general anesthesia for adequate MRI evaluation, and
the invasiveness of this procedure has been justified by
improved planning by several authors [14] Surgical excision
of NDSC remains the standard of care. Surgical strategy is
determined by the presence or absence of intracranial
extension and the presence or absence of a sinus tract. [2] In
the absence of intracranial extension, a variety of extracranial
techniques were employed. Excision and direct primary
closure is the most straightforward and has the advantage of
removing abnormal skin overlying a cyst or the opening of a
sinus. Incisional wounds, particularly those oriented
vertically, are well tolerated. Surgical scars generally settle
well, and the surgeon has an opportunity to remove
dysplastic or stretched skin over a sinus. Open rhinoplasty,
either alone or combined with a direct excision, offers the
opportunity to correct the position of the alar cartilages,
which are often splayed by a lesion at the nasal tip. A sinus
tract may be followed to the nasofrontal suture via an open
rhinoplasty. Endoscopic approaches are useful for superficial
lesions with no extension that lie in the glabellar region. The
need for an exposed scar is avoided. [16, 17] However, if the
NDSC has intracranial extension then a craniotomy is
required. Various techniques have been described, removing
all or part of the frontal bones via a coronal or subcranial
approach. [14] The technique used in our case was a
combined nasal and bicoronal incisions to approach both the
intracranial and extracranial components of the NDSC.
Debridement of necrotic, infected frontal bone was required
to eliminate chronic osteomyelitis. This resolved successfully
with antibiotics in the postoperative period. Few details exist
in the literature about the rate of recurrence and other
complications after treating nasal dermoid sinus cysts. In our
case, no recurrence was detected during the follow up period.
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4. Conclusion

Nasal dermoid sinus cysts are rare congenital midline nasal
lesions. Some patients might have intracranial extension so
that CT imaging is crucial for evaluation of the osseous
involvement while MRI provides vital information about the
intracranial extent and detailed tissue characterization and
tailoring the definitive surgery. The gold standard for the
treatment is surgical removal with complete excision of
associated sinus and skin tract.
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