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CASE REPORT
A 38 years-old lady was referred to open access clinic by her
family physician, with a four days history of painful, swollen,
erythematous and stuffy nose. Oral antibiotic did not improve
her condition. There was no history of trauma, recent sinusitis,
or dental infection. Her past medical history revealed arthritis
affecting her knees; otherwise she was fit and healthy. Physical
examination revealed the patient to be slightly febrile, also
swollen and erythematous nose was noted. Anterior
rhinoscopy showed a swollen, tender anterior nasal septum,
yielding to probing. The postnasal space, oropharynx, oral cavi-
ty, neck and remaining nasal examination using endoscope
were normal. Her white blood count was raised to 14.7 x 109 /l
and neutrophil count to 12.59 x 109 / l. Platelets were 267. She
was commenced on intravenous Augmentin 1.2 g, three times
a day. The abscess was drained under GA. Nasal septum was
found to be intact, a drain was sutured in the abscess cavity,
and both nasal fossae were packed with BIPP. Her nasal
swelling, erythema and congestion improved over the next 48
hours, packs and drain were removed then. The patient was
discharged home on the third day, with oral Augmentin for a
further five days. On review appointment, 10 days later her
nasal mucosa had healed well except for slight oedema. There
was good septal support with no cosmetic deformity.

DISCUSSION
Nasal septal abscess is defined as a collection of purulent mate-
rial between the cartilaginous or bony septum and overlying
mucoperichondrium or mucoperiostium (1). It is a rare entity.
Nasal septal abscess was first reported nearly one hundred

years ago by Arnal in Paris. Arnal reports of “Falls, beats on
the nose, nasal infections and violent actions by foreign bodies
in the nasal cavity” as potential etiologies. Nearly 75% (1) of
septal abscesses are secondary to trauma. Less frequently nasal
septal abscess occurs following nasal surgery. Other reported
cases are due to furunculosis (2) of the nasal vestibule, dental
disease and extractions (3), influenza, acute sphenoiditis (4) and
acute ethmoiditis. Non-traumatic nasal septal abscess has also
been reported in immunocompromised patients (5). There has
been one previous report of non-traumatic, spontaneous nasal
septal abscess in an immunocompetent patient (6). Septal
abscess usually presents as bilateral nasal obstruction due to
tender, swollen anterior nasal septum and associated symp-
toms of toxaemia, such as pyrexia, raised pulse rate, headache
and malaise. Commonest organisms cultured from septal
abscesses are Staphylococcus aureus, S. epidermidis,
Streptococcus pneumonia, S. milleri, S. viridians, Haemophilus
influenza and anaerobic organisms (7). Late diagnosis and treat-
ment is associated with increased incidence of serious compli-
cations. Rich perineural lymphatics at the anterior skull base
and valve less venus communications between the angular
vein and cavernous sinus through the ophthalmic veins can
facilitate the spread of infection, leading to cavernous sinus
thrombosis, meningitis (8), brain abscess and subarachnoid
empyema (9). Contiguous spread of infection can also cause
orbital cellulitis and abscess. Since the septal cartilage is avas-
cular, deriving its nourishment from overlying mucoperichon-
drium, the stripping of mucoperichondrium that occurs in
abscess formation can cause ischemic necrosis and subsequent
septal perforation resulting in a saddle deformity. In children
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this can result in abnormalities of nasal and facial growth.
Prompt diagnosis and treatment is of paramount importance.
Incision and drainage of the abscess as well as broad-spectrum
intravenous antibiotic, to include anaerobic cover is advised.
The aspirate is sent for culture and sensitivity. A soft drain is
inserted in the abscess cavity and nose is packed bilaterally for
48 hours, to prevent re accumulation. Patients are generally
discharged with 5-7 days course of oral antibiotic, adjusted to
the results of the culture and sensitivity.

CONCLUSION
Nasal septal abscess is a rare entity, if treated promptly it can
be cured. However any delay in the treatment can lead to cata-
strophic complications. We would like to emphasize the
importance of being attentive to the possible presence of nasal
septal abscess in a patient complaining of nasal obstruction.
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