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Introduction:
Nasal gliomas are rare benign congenital midline 
masses with the potential for intracranial exten-
sion.1,2 Approximately 100 cases were reported 
in literature till 1999.3 Th ese are neurological 
malformations that should be considered in the 
presence of a congenital nasal mass.4 Th ese le-
sions most oft en present to the neurosurgeon, 
otolaryngologist or sometimes even to the der-
matologist and plastic surgeons. Nasal gliomas 
may not be clinically recognised. Th erefore, it can 
lead to dangerous mismanagement.5 Magnetic 
resonance imaging (MRI) is the investigation of 
choice. It helps in ruling out intracranial exten-
sion as one of the most important diff erential di-
agnoses is nasal encephalocele.6Surgical excision 
is the gold standard treatment.2

Case report:
One month old boy presented with history of a 
congenital nasal mass. It was coming out of the 
right nostril. Th e mass was fi rm in consistency, 
non-pulsatile, non-tender, non-compressible and 
non-reducible (Figure 1). Th e colour was brown-
ish orange. It was causing nasal deformity. Th ere 
was no history of discharge from the mass. It 
was also not associated with cerebrospinal fl uid 
(CSF) rhinorrhea, hypertelorism and respiratory 
distress. Th ere was no other congenital anomaly 

seen in the child. MRI scan showed that the mass 
was intra-nasal, extra-nasal and was hyperintense 
as shown in (Figure 2,3). It had no connection 
with intracranial cavity. Th ere was no defect in 
cribriform plate. It was extending into the right 
ethmoidal sinus. Th ere were no signals of fat, 
fl uid and calcifi cation. Surgical resection of the 
mass was done on the next available list on pri-
ority to prevent respiratory distress. Trans-nasal 
approach was done. It was completely removed 
(Figure 4). Nasal packing was done which was 
removed on second postoperative day. Th ere was 
no complication. Histopathology revealed astro-
cytes in connective tissue alongwith occasionally 
scatt ered ganglion cells. Th ere was no evidence of 
neurons. Mitosis, necrosis, hemorrhages and en-
dothelial proliferation were not seen (Figure 5). 
Postoperatively the child remained well and was 
followed up for three years. 

Discussion:
Nasal gliomas are one of the rare developmen-
tal abnormalities. Th ese are more accurately 
referred to a sequestrated glial tissue.1 Azumi7 
believed that it is a heterotopic brain tissue that 
is displaced during fetal development by similar 
pathogenic mechanisms of sincipital and basal 
encephalocele, although its communication to 
the brain is lost. 
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Th ese are most commonly seen in neonates and 
children but rarely in adults.2 Rahbar8 found that 
the mean age was nine months. Ma9 reported 
nasal glioma in a 51 days old child. In our case, 
patient was one month old boy. Th ere is no re-
port that shows any grade predominance.

Nasal gliomas are classifi ed into three types ac-
cording to the location; extra-nasal (60%), in-
tra-nasal (30%) and combined (10%).10 In our 
case, it was combined type of nasal mass. Th ese 
lesions are usually fi rm, non-compressible and 
non-pulsatile and cause nasal deformity. Few 
patients may have hypertelorism, respiratory 
distress even when small in size, CSF rhinorrhea 
and meningitis.1Our patient had none of these 
associated features.

Neuroimaging is essential for identifying nasal 
lesions and for determining the exact location. 
Th orough preoperative evaluation must be done 
to identify the possible intracranial extent which 
is present in 15-20% of the cases.4 Th ese radio-
logical factors will help in planning the surgical 
approach.8 Computed Tomography (CT) scans 
are useful in visualizing bony deformities and 
defects. However, MRI off ers superior soft  tis-
sue delineation and clearly shows the intracrani-

al connection that is also known as a “pedicle”.2 
In our case, only MRI scans were done. Th ere 
was no pedicle and no bony defect. Th e mass 
was entirely extracranial. It is the same observa-
tion noted by Gebhart.11Moreover, a pedicle is 
almost always present in encephaloceles and is 
known to be distinctively uncommon in nasal 
gliomas.3 Th erefore, presence of a pedicle does 
not necessarily exclude a nasal glioma. 

Surgical excision is the treatmentof choice.2,8 
However, surgical approach depends on 
whether intracranial connection (pedicle) is 
present or not.4 If there is pedicle, intracranial 
approach is needed followed by extracranial 
resection. It is also indicated when the patient 
has CSF rhinorrhea or meningitis. If there is 
no evidence of pedicle, extracranial approach is 
recommended.8In our case, the mass was com-
pletely removed through extracranial approach. 
Chang used transfacial lateral rhinotomy for ex-
tracranial lesions.10 Endoscopic surgery can also 
be performed for extracranial nasal gliomas.12 
Early surgery is advocated to prevent local re-
currence, secondary visual involvement and re-
spiratory distress.6 Total excision is usually not 
associated with recurrence.1 In our case, surgery 
was done on priority and there was also no re-
currence upto three years. Although, inadequate 
resection is related to recurrence (4-10%).2Rah-
bar observed that there was no postoperative 
complication upto 3.5 years of follow up.8

Histopatholgy of nasal glioma reveals astrocytes 
embedded in fi brovascular connective tissue. It 
may be surrounded by capsule reminiscent of 
meninges, respiratory mucosa or skin.10,11 Most 
of the reports (90%)show that neurons and 

Figure 4: Photograph of the child postop-
eratively with complete excision of the tumor

Figure 5: Photomicrograph of the biopsied 
tissue

Figure 1: Photograph of the mass 
coming out of the right nostril.

Figure 2: MRI Brain Axial view, T-2 
weighted image.

Figure 3: MRI Brain Sagital view, 
T-2 weighted image.
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ganglion cells are not present.10 However, oth-
ers state that these are also present in interlac-
ing stroma with astrocytes.3 Th e presence of glial 
fi brillary acidic protein (GFAP) is useful histo-
logical tool to establish the pathological diag-
nosis.7 In our case, astrocytes and ganglion cells 
were present but there were no neurons. Nasal 
glioma represents an ectopic focus of astrocytes 
rather than a true tumor or a herniation of brain 
tissue.
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