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ABSTRACT 

Nasal septal abscess is an uncommon condition, yet presents as a rhinological emergency. Its symptoms resemble upper 
respiratory tract infection and the diagnosis may be missed leading to intracranial complication and cosmetic deformity. 
We present a healthy patient with idiopathic nasal septal abscess who complained of acute complete nasal obstruction, 
fever and nasal pain. Common aetiologies, causative agents, complications and management of nasal septal abscess are 
discussed. 
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1. Introduction 

Nasal septal abscess is an uncommon condition. High 
index of suspicion and prompt drainage is required to 
prevent intracranial infection and future nasal deformity. 
However the clinical manifestations may be subtle and 
mimic upper respiratory tract infection. It usually hap- 
pens after surgery or trauma. Here we present a case of 
spontaneous nasal septal abscess and discuss the man- 
agement plan. 

2. Case Report 

A 41-year-old gentleman who enjoyed good past health 
was referred to our ENT clinic by his family physician 
with four days history of complete nasal obstruction, 
fever and nasal pain. He also had prior history of myalgia 
and headache for 1 week. There was no prior history of 
nasal surgery, trauma. On physical examination, his nasal 
dorsum was swollen and tender. Anterior rhinoscopy 
revealed bilateral cherry red septal bulge (Figure 1). 
Other than running a fever of 38.8˚C, there was no asso- 
ciated neurological deficit or neck stiffness. The rest of 
the examination including nasoendoscopy was unre- 
markable. The diagnosis of nasal septal abscess was con-
firmed by needle aspiration of pus. The sample was sent 
for culture and sensitivity testing. His white blood cell 
count was elevated to 2.1 × 1010/l with neutrophil pre-  

dominance. Blood glucose was normal. Urgent CT scan 
revealed a 3 cm × 1.2 cm × 1.6 cm ill-defined rim en- 
chancing hypodense collection at the anterior nasal sep- 
tum (Figures 2(a) and (b)). The rest of the paranasal 
sinuses were clear. Dental assessment later could not 
identify any infection of dental origin. 

Emergency transnasal drainage of the abscess under 
general anaesthesia was subsequently performed. Intra- 
operatively, the central portion of cartilaginous nasal sep- 
tum was necrotic and destroyed by infection. The supe- 
rior and caudal septal cartilage struts were still intact, but 
soften and thinned as a result of inflammation (Figure 3). 
A drain was anchored in the abscess cavity and both na- 
sal cavities were packed with merocele. 
 

 

Figure 1. Nasal septal abscess resembling hypertrophic tur- 
binates. *Corresponding author. 
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Figure 2. Computer tomographic scan: (a) Axial cut show- 
ing abscess involving anterior cartilaginous nasal septum; 
(b) Coronal cut showing showing no intra-cranial extension. 
 

Bacteriological culture yielded methicillin-sensitive 
Staphylococcus aureus that was sensitive to Augmentin. 
Patient was treated accordingly for 2 weeks. Follow up 
nasoendoscopy at 2 weeks showed intact nasal septum 
and complete resolution of the abscess. At 6 months later, 
he noted a mild depression over his nasal dorsum. Aug- 
mentation rhinoplasty has been suggested, but he refused. 

3. Discussion 

Nasal septal abscess is a collection of pus between the 
nasal septal cartilage or bony septum and the mucoperi- 
chondrium or mucoperostium [1]. This entity was first  

 

Figure 3. Central cartilage destruction by inflammation, 
superior and caudal strut (S) still preserved. 
 
reported in 1810 by Arnal who assisted Cloquet to drain 
a nasal septal abscess in a patient suffering from “coryza” 
[2]. The commonest aetiology is nasal trauma leading to 
haematoma formation and subsequent infection [2,3]. 
Nearly 75% are secondary to nasal injury [1]; less fre- 
quently following septal surgery. Other causes include 
localized nasal sinusitis, vestibulitis [3-5]; nearby dental 
abscess, infected dentigerous cyst [6]; an immunocom- 
promised state in patients who suffered from diabetes 
mellitus, HIV infection or receiving chemotherapy [2,7]. 
In the literature, there are only two idiopathic nasal septal 
abscesses reported previously [8], similar to the present 
case. Most of the abscess cavity situated at the anterior 
cartilaginous nasal septum. Posterior septal abscess may 
be missed if only anterior rhinoscopy is performed [4]. 

The most common presenting symptom of nasal septal 
abscess is nasal obstruction and pain [2], in distinction 
with uncomplicated septal haematoma which usually 
presents as painless nasal obstruction after injury. Other 
symptoms include fever, malaise, headache and epistaxis. 
On rhinoscopy, this uncommon pathology is often mis- 
taken as inferior turbinate hypertrophy, deviated nasal 
septum or simple mucosal oedema [2,4] by less experi- 
ence physicians and causal examination. This may be 
avoided by cautious inspection and palpation, confirming 
a fluctuant swelling arises from nasal septum. 

The accumulation of pus between the cartilage and 
perichondrium will lead to ischaemia and pressure necro- 
sis of the cartilage. Together with the digestive process 
of leukocytes and Cathepsin D, an enzyme responsible 
for reshaping the quadrangular cartilage, this may result 
in septal cartilage destruction, saddle nose deformity and 
lead to both functional and cosmetic problems [9]. In a 
growing child in particular, there may be additional dis- 
turbance of the normal development of the nose and 
maxilla [9,10]. Delayed diagnosis and management may 
also lead to life-threatening intracranial infective com- 
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plications such as brain abscess, meningitis and cavern- 
ous sinus thrombosis, especially in immunocompromised 
patients [2-8]. 

Prompt recognition with surgical drainage of nasal 
septal abscess and antibiotic administration is thus re- 
quired. The commonest aetiological agent is Staphylo- 
coccus aureus [3], others include Haemophilus influen- 
zae, Streptococcus pneumonia and group A beta-hae- 
molytic streptococcus [5]. In immunocompromised pa- 
tients, the abscess may be caused by anaerobes or po- 
lymicrobial infections. Opportunistic fungal agents, for 
instance Candida, Cryptococcus and Aspergillus have 
been reported in HIV or poorly controlled DM patients 
resulting in a high mortality [2,7]. With this knowledge 
of microbiology, together with the general condition of 
the patient, empirical antibiotic treatment can be started 
immediately once diagnosis is made before the organism 
is isolated and its sensitivity is identified.  

In case of nasal deformity after complete or near com- 
plete septal destruction, reconstruction of the nasal sep- 
tum may be performed to address both functional and 
cosmetic problems. It may be carried out immediately 
after drainage of the abscess as a primary treatment, or 
secondary treatment after resolution of the infection [6,9]. 
Reconstruction of the destroyed septal infrastructure may 
be made use of residual septal cartilage by mosaicplasty 
or exchange technique; or autologous cartilage grafts 
from tragus, auricle or rib [9,10]. 

In conclusion, non-traumatic nasal septal abscess is a 
rarely seen rhinological emergency. High index of suspi- 
cion and careful examination is essential because of its 
non specific flu-like symptoms. Early drainage would 
prevent nasal deformity and intra-cranial complications. 
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