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ABSTRACT 

Adenosquamous carcinoma is a rare variant of squamous cell carcinoma of the nasal septum which is very 

aggressive and metastasise early. We present a case of a gentleman who presented with left nasal septal 

swelling for 4 months. Examination showed a lesion at the left nasal septum extending to the dorsum of the 

nose and right upper lip region. Computed tomography scan of the paranasal sinuses and neck showed an 

enhancing lesion with ulceration at the left nasal septum, with regional metastasis to the neck. He under-

went a subtotal rhinectomy, inferior maxillectomy, and bilateral modified radical neck dissection type III. 

Unfortunately, he succumbed to a cardiac arrest 5 days after surgery.  

 

Keywords: Keywords: Adenosquamous carcinoma, Advance stage, Rhinectomy, Nasal septum, 

Squamous cell carcinoma.  
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ABSTRACT 

Adenosquamous carcinoma is a rare variant of squamous cell carcinoma of the nasal septum 

which is very aggressive and metastasise early with poor prognosis. We present a case of a gen-

tleman who presented with left nasal septal swelling for 4 months. Examination showed a lesion 

at the left nasal septum extending to the dorsum of the nose and right upper lip region. Comput-

ed tomography scan of the paranasal sinuses and neck showed an enhancing lesion with ulcera-

tion at the left nasal septum, with regional metastasis to the neck. He underwent a subtotal rhi-

nectomy, inferior maxillectomy, and bilateral modified radical neck dissection type III. Unfortu-

nately, he succumbed to a cardiac arrest 5 days after surgery.  

 

Keywords: Adenosquamous carcinoma, Advance stage, Rhinectomy, Nasal septum, 

Squamous cell carcinoma.  

INTRODUCTION  

Malignancy of the nasal septum are infre-

quently encountered, and it comprises less 

than 10% of sinonasal malignancies.1 The 

most common type of malignancy is the squa-

mous cell carcinoma. The adenosquamous 

variant of the squamous cell carcinoma is very 

rare. Only about a hundred cases in the head 

and neck region are reported so far in litera-

ture. When present, it is known to be ex-

tremely aggressive and shows very rapid local 

and distant spread with poor prognosis.2 We 

present a case of a 72-year old gentleman 

who presented with a nasal septal adenosqua-

mous carcinoma, stage IVA (T4a N2c M0), 

who underwent a subtotal rhinectomy, inferior 

maxillectomy, and bilateral modified radical 

neck dissection type III, but succumbed to a 

cardiac arrest 5 days after surgery.  

mailto:eyzawiah@usim.edu.my


posterior half of the septum (Figure 1B). Oth-

erwise, the bilateral inferior turbinates, osteo-

meatal complexes, nasopharynx and Fossa of 

Rosenmuller were normal. Intraoral examina-

tion showed normal hard and soft palates and 

oropharynx. Upon examination of the neck, 

there was a painless palpable 2x1cm neck 

lymphadenopathy at right level Ib.  

 

Radiological assessment via contrast-

enhanced computed tomography (CECT) scan 

of the nose and paranasal sinuses revealed an 

enhancing soft tissue lesion at the left side of 

the cartilaginous nasal septum, measuring 4.4 

x 2.7 x 4.7cm (AP x W x CC) (Figure 2). There 

was involvement of external nasal cartilages, 

the subcutaneous tissue and the skin of the 

nose, with partial encasement of bilateral nos-

trils. Posteriorly, there was encasement and 

erosion of the anterior part of the bony nasal 

septum. Superiorly, the lesion abuts the nasal 

bone with bony erosion demonstrated. Inferi-

orly, there was erosion of the anterior cortex 

of the hard palate. Antero-inferiorly, it in-

volved the philtrum and encroached the upper 

lip with no clear fat plane demonstrated. 

CASE REPORT 

A 72-year-old Malay gentleman, with underly-

ing diabetes mellitus, hypertension and is-

chaemic heart disease, presented with history 

of progressive left-sided nasal blockage for 4 

months. It was associated with nasal pain, 

swelling and left blood-stained nasal dis-

charge. Otherwise, there was no associated 

history of foul smelly rhinorrhea, headache, 

visual impairment, hyposmia, epiphora, facial 

numbness or neck swelling. He was a non-

smoker, however, he worked as a farmer with 

prolonged exposure to pesticides.  

 

 Examination of the nose showed nasal 

tip depression, and a lesion at the dorsum of 

the nose measuring 2 x 2 cm with central ul-

ceration (Figure 1A). Anterior rhinoscopy re-

vealed a mass extending from the left nasal 

septum to the columella and the right upper 

lip region. It was firm-to-hard in consistency, 

erythematous and was tender on palpation. 

Nasoendoscopy showed a mass at the left na-

sal septum about 2 x 2cm, extending superi-

orly to the roof of the nasal septum, inferiorly 

to the floor of nasal cavity, and posteriorly to 

Figure 1: (A) Lesion at the dorsum of the nose with central ulceration (yellow arrow). (B) Nasoendoscopy show-
ing a left septal mass with visible vessels on its surface (red arrow).  
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There were enlarged bilateral level Ib lymph 

nodes, measuring 1.2cm in largest diameter, 

with subcentimeter level II and III nodes, 

clinically Stage IVA (T4a N2c M0). Otherwise, 

there were no distant metastases noted on 

CECT scan of the thorax, abdomen, pelvis 

and bony structures. 

 

Multiple biospsies of the left nasal 

mass revealed multiple fragments of tumour 

tissue partly covered by stratified squamous 

epithelium with intermingling respiratory type 

epithelium. These features favoured the clini-

cal diagnosis of a nasal septal adenosqua-

mous carcinoma. The patient was consented 

and underwent a subtotal rhinectomy, inferior 

left maxillectomy, bilateral modified radical 

neck dissection type III and local upper lip 

advancement flap. Unfortunately, the patient 

succumbed to a cardiac event 5 days post-

surgery. 

 

Histopathological examination of the 

resected specimen showed a tumour tissue 

covered partly by stratified squamous epithe-

lium and partly by respiratory-type columnar 

epithelium, with presence of adnexal struc-

tures of sebaceous glands and hair follicles 

(Figure 3). These tissues were infiltrated by 

malignant cells arranged in irregular clusters 

and many forming central lumen or glandular 

structures. The cells in tight irregular clusters 

showed squamoid differentiation with polygo-

nal shape and dense eosinophilic cytoplasm 

and individual keratinization. The surrounding 

stroma showed desmoplastic reaction which 

was heavily infiltrated by plasmolymphocytic 

cells, and presence of seromucinous glands. 

The neoplastic cells exhibit moderate nuclear 

pleomorphism, mitosis, vesicular nuclei and 

prominent nucleoli. Immunohistochemistry 

studies showed the neoplastic cells were posi-

tive for p40, p16, CK 5/6, CK7, EMA and CEA 

(Figure 4 and 5). The superior, inferior and 

left lateral margins were involved by the tu-

mour, however, other margins were clear. No 

malignancy was seen in all the lymph nodes 

dissected.  

 

 

DISCUSSION  

Adenosquamous carcinoma (ASC) is a rare 

variant of squamous cell carcinoma (SCC), 

and the WHO has defined it as a malignant 

tumour with mixed differentiation of both SCC 

and true adenocarcinoma, with both compo-

nents occurring in close proximity but distinct 

Figure 2: Axial (A), coronal (B) and sagittal (C) views of CECT scan of the nose and paranasal sinuses showing 
the enhancing soft tissue lesion (red arrows) at the left side of the cartilaginous nasal septum. (Click on image 
to enlarge) 

Figure 3: Histopathological findings of tumour tissue 
with both stratified squamous and respiratory-type 
columnar epithelium differentiation. (Click on image 
to enlarge) 
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from one another. Gerughty et al in 1968 first 

described it as a type of malignant salivary 

gland tumor.2 The most common sites of oc-

currence of this malignancy are at the head 

and neck region, and the subsites that are 

frequently involved include larynx (48.4%), 

followed by the oral cavity (30%). The nose 

and paranasal sinuses are rare sites for oc-

currence of this tumour, making the present 

case a unique and interesting one. To date, 

only 7 cases have been reported in litera-

ture.3 It has a predilection among the male 

population with a male to female ratio of be-

tween 9:1 and 2:1. The median age of occur-

rence is about 60 years.4 Risk factors for the-

se tumours include cigarette smoking and 

exposure to wood dust, nickel, and chemical 

solvents.5 In our case, the prolonged expo-

sure to chemical solvents in pesticides may 

be a risk factor. 

 

 Histologically, diagnosis of 

ASC requires two distinct components. Squa-

mous cell carcinoma is usually the predomi-

nant subtype, which may be well or poorly 

differentiated. The squamous epithelium is 

characterized by two or more of the following 

features, which are; intercellular bridging, 

formation of keratin pearls, parakeratotic dif-

ferentiation, individual cell keratinisation and 

cellular arrangements which show pavement 

or mosaic pattern.  The adenocarcinomatous 

component may show a tubular, alveolar and/

or glandular morphology. The gland for-

mation, predominantly in the deepest neo-

plastic areas, classically consists of ‘punched 

out’ spaces with smooth edges. Mucin pro-

duction is typically present. The glandular 

epithelium shows characteristic demonstra-

tion of intracytoplasmic or intraductal sialo-

mucin by high iron diamine (alcian blue or 

periodic acid–Schiff stain retention after dia-

stase digestion) and Mayer's mucicarmine. 6 

These tumours always have infiltrating mar-

gins, usually with solid small tumour nests or 

thin trabeculae in a desmoplastic stroma, as 

is noted in our case. 

 

Among the differential diagnoses of 

ASC are salivary gland mucoepidermoid carci-

Figure 4: Immunohistochemistry studies show the neoplastic cells are positive for p40 (A) and CK5/6 (B) show-
ing the squamous component of the tumour. 

Figure 5: Immunohistochemistry studies show the 
neoplastic cells are positive for p16, which is a sur-
rogate marker for Human papillomavirus infection. 
(Click on image to enlarge) 
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noma (MEC) and acantholytic and basaloid 

squamous cell carcinoma. MEC are composed 

predominantly of intermediate or epidermoid 

cells but without keratin formation. MEC usu-

ally has a lobular pattern and infiltrates form-

ing wide sheets of neoplastic cells with round 

contours; but lacks the severe dysplasia or 

carcinoma in situ component that is found in 

ASC. It is crucial to differentiate between the-

se two entities as ASC is a very aggressive 

tumour with a worse prognosis than high-

grade MEC. To differentiate from SCC, be-

sides the presence of mucin production; im-

munohistochemical staining of ASC shows 

positivity for CEA (92%), CK7 (75%) and 

CAM 5.2 (58%), while SCC, though positive 

for CK 5/6 and p40; is either negative or fo-

cally reactive for these markers. The high 

molecular weight cytokeratin 34BE12 is posi-

tive in both ASC and SCC.7 

 

Nasal obstruction is the commonest 

symptom at presentation, followed by epi-

staxis. In patients with more advanced dis-

eases, they may present with nasal swelling, 

epiphora, diplopia, proptosis, or palatal ulcer-

ation. Upon examination, a nasal mass is the 

most common finding, followed by nasal sep-

tal ulcers. Endoscopic nasal examination is 

useful to aid in the diagnosis. Definitive diag-

nosis is made by histopathological examina-

tion.8 CECT and magnetic resonance imaging 

are useful to evaluate the extent and the 

characteristics of the tumour. Pre-operatively, 

they are helpful to rule out anatomical varia-

tions and assist in surgical planning.  

 

Treatment includes surgery, radiation 

therapy or combined therapies. Surgical re-

section with one centimeter margins and the 

removal of full thickness mucosa, cartilage 

and/or bone is the preferred choice of treat-

ment modality as the septum is easily acces-

sible.1 Some smaller lesions could be com-

pletely excised with wide local resection and 

frozen sections. In some early-stage diseas-

es, endoscopic resection provides good tu-

Treatment includes surgery, radiation 

therapy or combined therapies. Surgical re-

section with one centimeter margins and the 

removal of full thickness mucosa, cartilage 

and/or bone is the preferred choice of treat-

ment modality as the septum is easily acces-

sible.1 Some smaller lesions could be com-

pletely excised with wide local resection and 

frozen sections. In some early-stage diseas-

es, endoscopic resection provides good tu-

mour control and is cosmetically favoura-

ble.3,8  

 

Rhinectomy is indicated if the anterior 

nasal bone is involved, and in large anterosu-

perior nasal septum malignancies.9 Postoper-

ative radiotherapy is required in large tu-

mours (AJCC Stage T3 or greater), tumours 

in which one-centimeter clear resection mar-

gin is not achieved, tumours which involved 

critical regions like the anterior skull base and 

orbit; tumours with lymph node metastasis, 

and recurrent disease.10 Reconstruction is 

offered after all tumour treatment is complet-

ed to avoid compromising tumour treat-

ment.11 

 

Only small accessible lesions of the 

nasal septum are treated primarily by radio-

therapy as a single modality of treatment. 

However, radiotherapy is not indicated in su-

perior nasal septum tumours due to the prox-

imity of the optic chiasm. Side effects of radi-

otherapy such as chronic nasal pain, perior-

bital swelling and blindness have been report-

ed. Systemic therapy is not routinely used in 

managing these tumours.12 

 

Overall, these tumours are extremely 

aggressive and highly malignant. Some of 

these tumours harbour Human papillomavirus 

and show overexpression of p16. However, 

unlike oropharyngeal cancers that are HPV-

related, this does not seem to be a good 

marker of prognosis. 13 Therefore, should our 

case survive the initial surgery, he should be 

planned for adjuvant radiotherapy as well. 
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ASC have a high propensity to recur. 

47% of patients developed local recurrence, 

while 65% developed nodal metastasis and 

23% experienced distant metastasis, with a 5

-year survival rate of 13%. Therefore, early 

and frequent follow-up is vital.14  

 

 

CONCLUSION 

Adenosquamous carcinoma of the nasal sep-

tum is an extremely rare tumour that histo-

logically incorporates both squamous cell car-

cinoma and adenocarcinomatous morphology. 

It is known to be locally aggressive and high-

ly malignant. Early detection, with surgery 

and radiotherapy offers the best hope for 

long term survival. 
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