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CASE PRESENTATION: TACHYPNEA AND EPISTAXIS IN A
FULL-TERM INFANT

A 3.8-kg male infant is bornQ:2 at 40 weeks’ gestation to a 30-year-old primigravida

woman via normal spontaneous vaginal delivery. The pregnancy is uncomplicated,

with appropriate prenatal care. Delivery is uneventful; the patient receives routine

delivery care with Apgar scores of 7 at 1 minute and 9 at 5 minutes. The infant is

transferred to newborn nursery with no complications. At 19 postnatal hours, he

develops persistent tachypnea and stertor. The patient’s nares are suctioned bilaterally,

followed by frank epistaxis and 2 episodes of bloody emesis. As a result, he is admitted

to the NICU due to concern for respiratory distress and evaluation of bloody emesis.

Initial examination in the NICU reveals an appropriate for gestational age term

infant with mild tachypnea with RR 80, no increased work of breathing, saturating

> 97% on room air. Chest radiograph demonstrates no abnormalities. The results of

a complete blood cell count and coagulation studies are within normal limits. The

examining NICU physician notes a soft-tissue mass in the left nasal meatus, without

facial asymmetry or visible oropharynx abnormality noted. Pediatric otolaryngology

(ENT) department is consulted and via flexible fiberoptic laryngoscopy visualizes a

“soft, pink, mass in the left nare that fluctuates with valsalva with ball-in-valve phe-

nomenon” (F1 Fig 1). Considering the broad differential from nasal polyp to encepha-

locele, neurosurgery was consulted. Magnetic resonance imaging (MRI) of the brain

and computed tomography (CT) scan of facial bones show a left intranasal mass with

rightward septal deviation with no definite tract diagnostic of an encephalocele (F2 Figs 2

andF3 3), and the patient is scheduled for surgery with ENT for removal of mass.

DISCUSSION

Actual Diagnosis
Endoscopic resection of tumor is performed under general anesthesia. The tumor is

polypoid in nature, broadly based along the lateral nasal wall, along the superior

border of the left inferior turbinate, extending anterior to middle turbinate between

the lateral nasal wall and nasal septum with right septal deviation, nearly obstruc-

ting the right nasal cavity (F4 Fig 4). Endoscopic, gross total resection is performed.

Intraoperatively, no definite intracranial connection is identified. The tissue is

stained with immunohistochemical for glialQ:3 fibrillary acid protein and is positive for

glial tissue, consistent with diagnosis of nasal glial heterotopia.

The Condition

Congenital nasal anomalies occur in 1 in 20,000 to 40,000 live births with 5%

of them being nasal glial heterotopia or nasal gliomas with a male-to-female
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predominance of 3:1. (1)(2) Sixty percent of these masses

will be identified in the nasal subcutaneous tissue, 30% in

the nasal cavity, and 10% will be a mixed presentation. (3)

Overall, 10% to 15% of gliomas have a connection to the dura.

(4)(5) Though not a true neoplasm, they can present similarly

to other tumorlike conditions in newborns or young chil-

dren. For the neonate who presents with a nasal mass, a high

index of suspicion is required, despite a benign appearance.

Differential Diagnosis
Though rare, congenital nasal masses can be a diagnostic

challenge for clinicians. Categorizing congenital nasal

masses into embryological origins can be helpful in broad-

ening a clinician’s differential, including ectodermal tumors

(such as dermoid), mesodermal lesions (lipomas, rhabdo-

myosarcomas, sinus pericranii), and neuroectodermal ab-

normalities (neurofibromas and basal encephaloceles). (6)(7)

The differential diagnosis should also include other causes of

nasal obstruction that though not congenital, can present with

similar clinical symptoms. These include the following:

1. Vascular lesions, such as hemangiomas, the most com-

mon benign head and neck tumor in the pediatric pop-

ulation. If present on the nose they tend to grow rapidly

and often show limited tendency toward involution,

which can lead to signs similar to our patient; (8)

2. Choanal atresia, the most common cause of neonatal

nasal obstruction, is often associated with other malfor-

mations, and is more commonly found unilaterally. If

bilateral, choanal atresia can present with significant re-

spiratory distress, which improves with crying, and an

inability to pass a catheter through either nasal passages;

(9) and

Figure 1. View of mass during initial physical examination.

Figure 2. MRI of the brain showing a left intranasal mass with rightward
septal deviation.

Figure 3. CT scan of face showing a left anterior nasal lesion with
localized mass effect. No evidence of direct connection with intracranial
parenchyma.

Figure 4. Anterior aspect of left nasal mass illustrating mobile, polypoid
lesion in the anterior nare.
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3. other nasal abnormalities such as nasal polyposis, or other

noncongenital lesions.

Management
Based upon clinical suspicion for a possible nasal glioma, the

use of adjunctive imaging such as CT scans and MRIs is

recommended to evaluate for a possible intracranial com-

ponent or bony defect in the floor of the anterior cranial

fossa, with MRI being the preferred modality for assessing

the frontonasal region in the pediatric population. (10)

However, even with high resolution imaging, the intracranial

communication may be too small for adequate visualization,

and a definitive diagnosis is often only available once surgical

excision is completed. (1) Though there has been a push

toward using endoscopy to aid in the evaluation of nasal

masses, it presents a special challenge in pediatrics, espe-

cially in the newborn population, due to small nasal cavities

and anatomical variation of landmarks. A multidisciplinary

approach involving otolaryngology, neurosurgery, and neu-

roradiology becomes indispensable in determining the best

surgical approach. (11)

Treatment

The treatment of choice is surgical excision, with a prefer-

ence toward endoscopic extracranial resection. Though these

masses are benign and slow growing, if left untreated they

can often lead to distortion of the nasal septum or nasal bone

and can predispose the patient to infection. Overall, the

recurrence rate is between 4% and 10%, requiring close

follow-up and providing anticipatory guidance to parents or

caretakersQ:4 . (11)(12)(13)

Patient Course
The patient was discharged from the hospital 2 days after

surgical intervention with no further complications, for close

follow-up by ENT and primary care providers. A 5-week

postoperative nasal endoscopy showed no clinical evidence

of recurrence ( F5Fig 5).

Lessons for the Clinician
• Nasal masses in newborns are a rare occurrence re-

quiring clinicians to be aware of the broad differential,

and a high suspicion for anomalies with intracranial

extension.
• It is important that while awaiting radiographic confir-

mation, aspiration or instrumentation of a nasal mass

should be avoided, as manipulating an encephalocele can

be dangerous, and could lead to serious infections.
• Parents should be reassured that outcomes tend to be

favorable, but there is a risk for recurrence. Anticipatory

guidance should focus on signs of recurrence such

as increase work of breathing, tachypnea, or noisy

breathing.
• Due to the risk of recurrence, and thus the need for further

surgical intervention, patients should be closely followed

by their subspecialty physicians. (7)
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Figure 5. Five weeks postoperative
nasal endoscopy; no clinical evidence
of recurrence.
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