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ABSTRACT

Aims: The nasal septum is an unusual place for malignant tumors to occur. The condition may be accompanied by non-specific symptoms that may cause 
delays in seeking medical care or may misguide the physician due to the condition’s rarity. We hereby aim to present a rare case of a squamous cell carcinoma 
in a 65-year-old male patient with recently progressing symptoms. Case Report: A 65-year-old male patient was admitted to Private Keşan Hospital’s Ear-
Nose-Throat Department with swelling and wounds in the nose, and inability to breathe complaints. After the biopsy, pathological examination revealed 
moderately differentiated squamous cell carcinoma. The patient was operated with success; the mass was thoroughly dissected and a full-thickness skin graft 
from the left supraclavicular region was used in the reconstruction of defected areas. Recovery was uneventful due to early diagnosis and admission, with no 
relapse or cosmetic concern during monthly visits in the following years. Conclusion: As seen in this case, full-thickness skin grafts can be successfully used in 
intranasal and extranasal reconstructions, provided that they are obtained from areas with appropriate thickness. Early diagnosis and frequent monitoring are 
crucial in patients with squamous cell carcinoma since these tumors respond exceptionally well to treatment; although the recurrence rate is remarkably high. 
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INTRODUCTION

 Tumors of the nasal cavity and paranasal sinuses make up less 
than 3% of upper aerodigestive tract malignancies and less than 1% 
of all malignant tumors (1). Malignancies of the nasal septum are 
rare: only 9% of sinonasal malignancies are primary nasal septum 
malignancies (2). Even though their association with nasal septum 
malignancies is not yet fully known (partially because of the ab-
sence of standardized classification of nasal septum malignancies), 
smoking tobacco or occupational exposure to wood dust, petro-
leum products, chemicals used in nickel refining, leatherworking, 
textile, and isopropyl alcohol manufactory are among the risk fac-
tors for sinonasal adenocarcinomas (3-6). 
 Nasal septum tumors are generally seen in the 4th and 5th 
decades of males’ lives (7). There is an increased risk of nasal car-
cinoma in tobacco smokers (8). Squamous cell carcinoma (SCC) 
is the most common malignant tumor of the nasal septum, which 
accounts for 66% of primary carcinomas of the nasal septum (6, 9).  
 Patients with SCC of the nasal septum may delay seeking med-
ical care or their diagnosis may be delayed due to the non-specific 
symptoms that are similar to everyday rhinologic complaints. Pa-
tients present symptoms such as nasal obstruction, a nasal mass, 
recurrent epistaxis, pain, rhinorrhea, and facial edema. Common 
physical examination findings are nasal deformity, polyp, mucosal 
ulceration, and septal perforation (5, 9-11). Tissue biopsy is used 
for the diagnosis of nasal septum tumors (5).
 There are various treatment approaches for nasal defects. Skin 

flaps from the areas adjacent to the nose such as cheeks and nasola-
bial sulcus can be used to repair the area (12). Median or paramedi-
an forehead flaps can also be used (13). A full layer of skin cartilage 
graft can be taken from the auricle, especially in alar wing repairs 
that require skin and cartilage association (14). Repairment of the 
defected areas can be done with silicon septal buttons for defects 
that occur only in the septum, if there is no suitable tissue to cover 
the defected area, or if the patient especially requests it (15, 16). 
 In this article, we present the treatment approach to a rare case 
of SCC of the nasal septum. 

CASE REPORT

 A 65-year-old male patient was admitted to the Ear-Nose-
Throat Department of Private Keşan Hospital with swelling and 
wounds in the nose, as well as inability to breathe. The patient had 
been a tobacco smoker for 30 years, smoking one pack a day, and 
had quit smoking 5 years ago. The patient stated that he had these 
complaints for 5-6 months, yet they progressed recently.
 The patient went under ENT examination. The right nasal ves-
tibule and cavity were observed as normal in the nasal examination 
but the left nasal cavity was filled with ulcerovegetant mass. A bi-
opsy was recommended because of the patient’s history and the ap-
pearance of the mass. The biopsy was performed under local anes-
thesia. Pathological examination revealed moderately differentiated 
SCC. The patient’s head and neck examination, ultrasonography, 
and laboratory tests showed no pathological lymphadenopathy.
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 Detailed information about his disease and the pathological 
result was given to the patient. The patient was told that surgery 
was required to remove the mass in his nose and how the surgery 
would be performed. An informed consent form was obtained from 
the patient. To not disrupt the blood flow to the nasal cavity, sur-
gery under general anesthesia was decided, resulting in a success-
ful functional reconstruction due to the size and diffuseness of the 
tumor. After the patient's tests and consultations were evaluated as 
suitable for anesthesia, the day of surgery was determined. 
 The operation was started as the patient went under general 
anesthesia, in the supine position with his head turned slightly to 
his right. The left nasal cavity was made visible after making a left 
lateral rhinotomy incision. It was observed that the tumor involved 
the left anterior part of the septum, the skin of the left nasal vesti-
bule, and the left nasal ala (Figure 1). The incision, which had an 
adequate safety area from the tumor, was started from the left nasal 
vestibule.
 When the septum was reached, the opposite mucosa was partly 
preserved, the mass was removed with the cartilage and dissected 
until the safe area behind was reached. Starting from the intact skin 
edge inside the ala, on the upper side, the tumor tissue was total-
ly removed and continued downwards with sharp dissection. The 
tumor was approximately 15x20x10 mm in size. Surgical margins 
were marked with different suture materials. Where these margins 
coincided were written in detail before sending the samples to the 
pathology laboratory. Intranasal surgical margins were re-evaluat-
ed. The bleeding was controlled.  
 A left supraclavicular full-thickness skin graft was taken for the 
repairment of the septal, vestibular, and alar defect. The skin graft 
was 2x3 cm in size, the same as the defected area. The graft was 
sutured with an absorbable suture material inside the nose to the 
skin of the vestibule in the front, ala on the top and side, and septal 
mucosa on the back (Figure 2). The graft tissue was supported by 
placing an absorbable hemostatic gelatin sponge in the nasal cavity. 
There were no preoperative or postoperative complications. 
 No problem with the nutrition of the graft was observed. The 
patient was taken to his bed in good condition. Following the graft 
healing, no intranasal or extranasal problems were observed. The 
nasal passage continued to be completely open. There was no cos-
metic problem in the nasal appearance (Figure 3).
 Histopathological examination of the removed tissue con-
firmed moderately differentiated SCC. All of the surgical margins 
marked were reported as tumor-free and safe. The supraclavicular 
area (donor area) where the skin graft was taken, also healed with-
out any problem.

 Following the discharge of the patient, a detailed epicrisis was 
written and sent to the oncology clinic, with the pathology reports 
attached. As a result of the patient's oncological examination, it was 
stated that the surgery performed was sufficient, and did not re-
quire any additional treatment or procedure.
 The patient was called for monthly follow-up visits during the 
first year after the operation and was followed up for both local re-
lapse and metastasis. Local areas and the areas with high drainage 
possibility were followed by ultrasonography in terms of lymphade-
nopathy. In the second year, he was called and followed up every 
three months. The patient completed his third year without local 
relapse and metastasis. During all these follow-ups, the patient had 
no clinical complaints.

DISCUSSION

 To the best of our knowledge, fewer than 400 nasal septum ma-
lignancies had been reported up until the year 2010, making it quite 
a rare case (5). The diagnosis of nasal septum malignancies is often 
delayed due to the nonspecific symptoms. Tissue biopsy is the most 
straightforward way for diagnosis (5). Our patient came with non-
specific symptoms such as swelling and wounds in the nose, and 
an inability to breathe. With further examination an ulcerovegetant 
mass was observed in the left nasal cavity, then it was decided for 
the patient to have a biopsy. The final diagnosis after the patholog-
ical examination was moderately differentiated SCC. Correct sur-
gical excision is the gold standard for the diagnosis and treatment 
of SCC (17). Our patient had surgery under general anesthesia and 
the tumor was removed successfully. 

Figure 2: Placement of the supraclavicular skin graft to the nose.

Figure 3: A, B: Patient’s postoperative appearance.

Figure 1: Intraoperative image of the tumor. Tumor involves the 
left anterior part of the septum, the skin of the left nasal vestibule, 
and the left nasal ala.
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 After the surgery, septal, vestibular, and alar defects were seen. 
Various treatments can be applied to nasal defects. The case's spec-
ificities, patient's age, and medical history, the experience of the 
surgeon are the criteria in determining the appropriate way of re-
construction. Flaps of the cheek, nasolabial sulcus, median, and 
paramedian forehead or grafts obtained from conchal cartilage can 
be used for the repairment of nasal septal defects (12-14). Small or 
medium-sized defects can also be repaired with the advancement 
flaps, which can be applied in all anatomic regions of the nose (18). 
Silicon septal buttons can be used if there is no suitable tissue to 
cover the affected area (15, 16). In total or subtotal nasal reconstruc-
tions, forehead flaps may be considered primarily. However, since 
the face is the most striking part in terms of cosmetics, choosing a 
donor site further away from the face, and which will not cause cos-
metic problems, will increase patient satisfaction. Refined aesthetic 
outcomes and preserving nasal functions are crucial in a nasal op-
eration, thus the surgeon should decide the best and most suitable 
method for the patient. Sapthavee et al. (19) stated that skin grafts 
provided aesthetic outcomes comparable to those of local flap pro-
cedures. In this case, since the mucosal and cartilage tissue defects 
that occurred after the removal of the tumor were large, a large and 
solid tissue was required for repairment. Therefore, a full-thickness 
skin graft from the supraclavicular area was successfully used for 
the reconstruction of the defected areas.
 When the diagnosis is made in the early stage, tumors respond 
well to treatment. Close and frequent monitoring after treatment 
is crucial in nasal septum malignancies because of its high local 
recurrence rate (7). Our patient made monthly follow-up visits 
during the first year after the operation and visited every three 
months in the second year. No local relapse, metastasis, or clinical 
complaints were observed for three years. This good prognosis and 
healing process of the patient may be a result of early diagnosis.
 Our patient was a former smoker for 30 years and smoked 
around 1 cigarette pack per day. This is a risk factor for cancers, 
including nasal carcinomas. Bosch et al. (20) reviewed 40 patients 
with nasal cancer over 15 years. There was an association between 
patients who smoked from an early age (median age=14 years) 
and nasal cancer. Another study also found out that the highest 
risk of nasopharyngeal cancer was observed among men who have 
smoked for 30 years or more (21). Direct contact of the tobacco 
smoke on nasal mucosa may explain the increased incidence. 
 Due to the rarity of nasal septum malignancies, the understand-
ing of the disease is still limited. We believe that this case report will 
provide physicians a different perspective and make a contribution 
to the literature.
 In conclusion, full-thickness skin grafts can be successfully 
used in intranasal and extranasal reconstructions as long as they 
are obtained from the areas with appropriate thickness. Early di-
agnosis and frequent monitoring are crucial in those patients with 
squamous cell carcinoma, as these tumors respond exceptionally 
well to treatment but the recurrence rate is remarkably high.
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