
[image: cover]


[image: ]

[image: ]





	Editorial
	Glob J Otolaryngol




	Volume 12 Issue 3 - December 2017    
DOI: 10.19080/GJO.2017.12.555839

	Copyright © All rights are reserved by Dunja Milicic











	Surgery of Nasolabial Cyst: Current Trends vs. Common Sense





 
Dunja Milicic*

Department of Otorhinolaryngology, Hospital da Luz Arrabida, Porto, Portugal 




Submission: December 17, 2017;       Published: December 21, 2017

*Corresponding author: Dunja Milicic, Hospital da Luz Arrabida, Department of Otorhinolaryngology, Praceta de Henrique Moreira 150, 4400346 Vila Nova de Gaia, Portugal, Tel: +351 22 377 6800; Email:   dmilicic@hospitaldarrabida.pt


Abstract

Nasolabial cyst, a relatively rare lesion, is lately treated by endoscopic endonasal access. In specific cases, intraoral enucleation or even more recommendable combined access is suggested. 
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Introduction


A nasolabial cyst, a relatively rare entity of developmental origin, more frequent in middle aged women, is a benign lesion localized in the nasal alar region, in general without endonasal manifestations [1,2]. An intraoral surgical approach, as Denker, even though provides a lager access to the lesion, with visualization of the limits and sensitive structures, it is lately put aside [3]. All complications and pitfalls from this type of surgery are widely known, resulting in a traumatic memory of the surgery by the patients [3]. Lately, there is an urge to resolve everything by endoscopical approach [4,5]. Elegant visualization of all structures with high magnification is very attractive for surgeons and the actual absence of external complications or signs from the surgery makes it very appealing to the patients [6]. 
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Figure 1:    Patient I.M.C.A.P. female, 42 years old, CT scan images of nodular tumor in the right nasolabial region.
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Figure 2:    Patient I.M.C.A.P. female, 42 years old, on the day of surgery, with the hardly visible lump in the right nasolabial fold.












Results

I.M.C.A.P. female, 42 years old, ASA1, noticed a lump on the right nasal ala with right nasal obstruction. The lump, hardly noticeable on the face, was visible under the inferior turbinate by endoscopy and confirmed by CT scan (Figures 1 & 2). On the day of surgery, approximately 2 months after first observation, the patient referred a pressure on the right side of the nasal pyramid and under the right eye. A surgery, after written informed consent, was performed by combined approach: intraoral and endoscopic access. A typical Denker incision (exposure of nasal sidewall) was performed with enucleation of the cyst externally. The monitoring of nasal mucosa was performed by the aid of endoscopy (there was no tearing of nasal mucosa intraoperatively) (Figure 3). The extension of the cyst was 2x2,4 cm, corresponding to the area referred by the patient (a sensation of pressure) with the following limits:
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Figure 3:    Patient I.M.C.A.P. female, 42 years old, a surgical image of enucleation of the cystic tumor through the Denker's incision on the right side.









a.	Anteriorly: wall of maxilla, out of the limits of the sinus cavity.

b.	Medially: confirmed erosion of the lateral wall of pyriform aperture in extension of 1 cm.

c.	Cranially: at the border of the right orbit.

d.	Laterally: at the orifice of the right infraorbital nerve (ramification of trigeminal nerve).

During immediate postoperative course, there was no swelling or hematoma, neither pain nor alteration of the sensibility of the face or teeth. The Pathological Anatomy confirmed a cyst structure lined with pseudostratified columnar epithelium, with complete extraction (in toto).

Discussion

Lately, an endoscopic approach is used whenever possible, but a critical attitude is necessary versus a real utility of the approach in specific cases [7]. A surgical procedure should not be elected due to its attractiveness or ease in performing it. The importance should be given to techniques that give a definitive resolution of the problem/ disease, as well as improving patient's comfort [8]. Endoscopic surgery could provide all of this [9,10]. It is extremely easy in the right hands [10]. But it obliges to have adequate training and equipment, what can be a problem in low and medium- income countries [11]. In this specific case, the opening of the cyst by an endoscopic approach would make an orifice with large communication between the nasal and cyst cavity. The extension of the cavity would make it difficult to monitor and control. The crusting, retention of pathological secretions (inflammatory healing secretions or pathological nasal secretions), could lead to a variety of complications as well as possible fistulation. Debriding and toilette of a cavity becomes almost impossible. The use of a curved microdebrider is obligatory to remove pathological tissue, which could be a problem in profound cysts, especially with cranial projections. Preservation of the cyst epithelium would lead to recurrence of the lesion and failure of the surgery.

For the patient, all of this translates in discomfort and failure in the resolution of the problem. The first positive patient's reaction, of "easy" and quick resolution surgery can be substituted by angry and understandable in satisfaction. Nowadays, an intraoral approach has negative connotations such as obsolete, "old fashioned", "bloody", traumatic, nor recommendable in simple words. Every surgical technique has its disadvantages. The cost-benefit judgment is sometimes tricky. In this specific case, a combination of traditional surgery with endoscopic endonasal monitoring of mucosa was applied. The extraction was done by a large approach which secured the complete evacuation of the cyst and complete visibility of the lesion's extent, without any of the complications mentioned in the literature. Nasal endoscopy provided an accurate monitoring of the status of nasal mucosa and prevented possible endonasal damage. It was not used as the principal surgical method due to the extension of the lesion, namely cranial progression and to avoid eventual fistulation.

Conclusion

A critical attitude towards the choice of a surgical technique is essential. Sometimes, a traditional old procedure can still give a better solution then an up-today and recommendable procedure. The importance of endoscopy is not questioned, but in some cases, it could be just an adjuvant component of the surgery, providing a different point of view and therefore promoting security of the surgical procedure. In process of ENT surgery learning, the familiarization with the traditional techniques is mandatory, not only with procedures which are a current trend in surgery.
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