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Chondrosarcoma of the nasal septum*
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SUMMARY Chondrosarcoma of the nasal septum is a rather uncommon tumour. Therefore, only limited
numbers of cases have been described in the literature. This paper reveals one more case
observed at the ORL department of Dicle University. In the present case, by using a transna-
sal and transpalatal approach, total resection of the tumour was performed in conjunction
with postoperative radiotherapy.
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INTRODUCTION

Chondrosarcoma is a malign cartilaginous tumour. It occurs
most frequently in the long bones, pelvis and ribs, but rarely ari-
ses in the head and neck (Jones, 1973; Hornibrook et al., 1983).
Ten percent of all cases occur in the maxillofacial region and the
larynx, but it arises rarely in the nasal septum (Mc Coy et al.,
1981). In another series, 80% arose from nasal structure (turbi-
nates, septum), with only 20% found in the maxilla (Kragh et al.,
1960).

CASE REPORT

The patient, a 25 years-old man, Mr. M.C., was admitted to
ORL Physician at Medical School of Dicle University in 1997.
He complained of having nose bleeding, swelling in the hard
palate and of headaches. The nasal obstruction of the patient,
which had started four months earlier, had increased in time. A
swelling in the hard palate, that started two months earlier, had

Figure 1. Coronal CT scan demonstrating a mass on nasal septum.
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grown and developed into an ulceration. The patient was, there- For e
fore, referred to the ORL Clinic of Dicle University for further A - Th "'q:
L
evaluation and operation. : E::"'

During clinical examination, anterior rhinoscopy showed that
both nasal cavities were filled with a hard mass that had a
smooth mucosal surface. Mouth examination revealed a hard
mass of about 3x3 cm with smooth mucosal surface at the left ’ g 4
front of the hard palate. B RN T e e i S e, T
A computed tomographic scan revealed soft tissue filling the [ v 3
left nasal cavity and extending into the nasopharynx (Figure 1).
The tissue was characterized by calcified centers and the depo-
sition of contrast agent was absent. The left cavity was enlarged.

The nasal septum was replaced to the right and had eroded. Figure 2. The nuclei are plump and hyperchromatic, and there are two
Furthermore, Figure 2 shows a lacunar structure containing or more nuclei per cell and two or more cells per lacuna.
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pleomorphic cells surrounded by a highly cellular sarcomatous
area, which includes atypical cells with hyperchromatic nuclei
(H.E. x41). By using a transpalatal and transnasal approach the
mass was excised, together with the hard palate, 2/3 of the pos-
terior nasal septum and the inferior vomer.

During the postoperative period, the patient received 5000 cGy
radiotherapy in total to the neck and 7000 cGy radiotherapy to the
nasopharynx and the nasal cavity. At 16 months follow-up, the
patient was well without evidence of recurrence or metastasis.

DISCUSSION

Characteristically, chondrosarcoma arises in the extremities,
but some cases may be originated from the septal region (Jones,
1973; Hornibrook et al., 1983; Mc Coy et al., 1981). Most author-
ities agree that distinguishing chondrosarcoma from chondro-
ma is histologically very difficult. However, some typical aspects
such as hypercellularity, hyperchromatism, irregular multiple
nuclei and an appearance convenient to sarcoma can be con-
sidered in favour of malignity (Randall et al., 1984). The histo-
pathological examination of the specimens from our patient
exhibited all these aspects.

The immunohistologic investigation may facilitate differentia-
tion of mesenchymal cells (positive for vimentin) from epithe-
lial cells (positive for cytokeratin, epithelial membrane antigen)
(Roessner et al., 1984; Wang et al., 1993). The observation of a
positive reaction to the S-100 protein and vimentin, and a nega-
tive reaction to cytokeratin and epithelial membrane antigen by
the tumour cells of the chondrosarcoma, proves that this
tumour has its origin in the cartilaginous tissue. Therefore, they
have been used as important criteria to diagnose whether the
tumour is chondrosarcoma.

Chondrosarcomas are classified into three main groups:

1- primary chondrosarcomas, arising from undifferentiated
perichondrial cells, occur usually in younger patients. These
are highly vascularized, extend into veins, and metastasize
early.

2- secondary chondrosarcomas, arising from metamorphosed
cells, occur in older patients.

3- mesenchymal chondrosarcomas, arising from primitive
mesenchymal cells, occur predominantly in women and
rarely in the head and neck (Myers and Thawly, 1979).

The criteria for the diagnosis of primary and secondary chon-
drosarcoma are 1- development from mature cartilage, 2- deri-
vation from sarcomatous stroma (never osteoid tissue), and
3- cellular and nuclear irregularity (Lichenstein and Jaffe, 1942).
The tumour in our case was present in the nasal perpendicular
plate, in the septal cartilage and in the vomer. It was therefore
considered to be primary chondrosarcoma. Nasal obstruction is
the major symptom in 78% of the cases (Nishizawa et al., 1984).
The main complaint of our case was also nasal obstruction.
Wide surgical resection is the main treatment of choice for the
chondrosarcomas of the head and neck (Hornibrook et al., 1983;
Nishizawa et al., 1984). Although radiotherapy or chemotherapy
alone is reported to be less effective, postoperative convention-

Meric et al.

al high-dose radiotherapy and fast-neutron radiation are sug-
gested as adjuvant treatments (Harwood et al., 1980).

Various surgical approaches such as antrectomy by a Weber-
Ferguson incision, sublabial transnasal approach, the lateral rhi-
notomy approach and the craniofacial approach have been used
to deal with chondrosarcomas (Arestsky et al., 1970). However,
a standard approach should be a combination of approaches
that provide the widest visualization of tumour and with the
widest circumferential resection margins. The transpalatal com-
bined with the transnasal approaches used in our case provide
these conditions.

The factors affecting prognosis are the degree of tumour diffe-
rentiation, adequacy of resection, location and the extent of the
tumour (Harada et al., 1990; Beneck et al., 1984). The tumours
were grouped to into Grade I, IT and III on the basis of mitotoic
rate, cellularity , and nuclear size. The five-year survival rates of
Grades I, II, and III were 90%, 81%, and 43%, respectively. The
overall five-year survival rate was 77%, and the 10-year survival
rate was 67%. The initial surgical treatment (curettage or resec-
tion of all the involved bone) has an important role in local
recurrence, but not survival (Evans et al., 1977). The nasopha-
rynx, sphenoid sinus and skull base are the sites with the poor-
est prognosis (Hornibrook et al., 1983). No invasion in the pos-
terior nasal cavity was a positive aspect for the present case.

It has been reported that the local recurrence rate increased
about 25% after three years follow-up (Randall et al., 1984).
Local recurrence developed in 93% of chondrosarcoma patients
with Grade I and II who were initially treated by local excision
or curettage, but in only 16% of those treated by resection
(Evans et al., 1977). In our case, recurrence and metastasis had
not occurred during the 16 months follow up.

REFERENCES

1. Arestsky PJ, Kantu K, Freund HB, Polisar IA (1970) Chondrosarco-
ma of the nasal septum. Ann Otol Rhinol Laryngol 79:328-388.

2. Beneck D, Seidman I, Jacobs J (1984) Chondrosarcoma of the nasal
septum: a case report. Head Neck Surg 7:162-167.

3. Evans HL, Ayala AG, Romsdahl MM (1977) Prognostic factors in
chondrosarcoma of bone. Cancer 40:818-831.

4. FuY, Perzin KH (1974) Nonepithelial tumors of the nasal cavity,
paranasal sinuses and nasopharynx: A clinicopathological study.
Cancer 34:453-463.

5. Harada T, Kanzaki J, Oouchi T, Kunihiro, T, Satoh A, Saito A
(1990) A case of giant chondrosarcoma of the nasal septum ORL
(Tokyo) 33:471-479.

6. Harwood AR, Krajbich JI, Fornasier V (1980) Radiotherapy of
chondrosarcoma of bone. Cancer 45:2769-2777.

7. Hornibrook J, Robertson MS (1983) Chondrosarcoma arising in the
nasal septum. J Laryngol Otol 97:1163-1168.

8. Jones HM (1973) Cartilaginous tumours of head and neck. J
Laryngol Otol 87:135-151.

9. Kragh IV, Dahlin DJ, Erich JB (1960) Cartilaginous tumors of the
jaws and facial regions. Am J Surg 99:852-856.

10. Lichtenstein L, Jaffe HI (1942) Chondrosarcoma of bone. Am J
Pathol 19:553-589.

11. Mc Coy JM, Mc Connel MS (1981) Chondrosarcoma of the nasal
septum. Arch Otolaryngol 107:125-127.

12. Myers EM, Thawly SE (1979) Maxillary chondrosarcoma. Arch
Otolaryngol 105:116-118.

13. Nishimura Y, Amano Y, Ogasawara H (1993) Chondrosarcoma of
the nasal septum: Surgical considerations on Le Fort I osteotomy.
Eur Arch Otorhinolaryngol 250:59-62.



Nasal Chondrosarcoma

14. Nishizawa S, Fukaya, T, Inouye K (1984) Chondrosarcoma of the
nasal septum: A report of an uncommon lesion. Laryngoscope
94:550-553.

15. Randall CJ, Gray R (1984) Nasal Septal Chondrosarcoma (A long-
term follow-up report). J Laryngol Otol 98:635-638.

16. Roessner A, Mellin W, Hiddemann W, Voss B, Vollmer E, Grund-
mann E (1984) New cytomorphologic methods in the diagnosis of
bone tumors: possibilities and limitations. Semin Diagn Pathol
1(3):199-214.

17. Wang LT, Liu TC (1993) Clear cell chondrosarcoma of bone. A
report of three cases with immunohistochemical and affinity histo-
chemical observations. Pathol Res Pract 189(4):411-415.

Dog. Dr. Faruk Meric,

Dicle Universitesi Tip Fakiiltesi K.B.B.
Anabilim Dali 21285, Diyarbakir Turkey
Tel.: +90-412-2488322

Fax: +90-412-2488520

E-Mail: uosma@hotmail.com

ADVERTISEMENT

XIIth International Course on Endoscopic Surgery
of the Paranasal Sinuses

5 - 9 September 2000

Brussels (Belgium) - Cologne (Germany)

A five days during course in two major capital cities in Europe
Language: English

International faculty: Bachert C. (Ghent), Bleys R. (Utrecht), Clement P. (Brussels), Close L. (New York), Hosemann W. (Regens-
burg), Michel O. (Cologne), Rettinger G. (Ulm), Rice D. (Los Angeles), Schaefer S. (New York), Stennert E. (Cologne), Thumfart
W. (Innsbruck)

The course features lectures, video sessions, cadaver head demonstration of Messerklinger and Wigand technique, hands-on
cadaver dissection, live surgery, post-operative care demonstration and interactive discussion with the faculty members. Basic as
well as advanced techniques will be discussed. Every participant can familiarize himself with these types of surgery on 2 cadaver
heads, one documented by high resolution CT-scan.

Registration fee Information/course secretariat

Including cadaver workshop Free Univ. Hospital Brussels (AZ-VUB)
ENT Specialist 1050 US $ Dept. of ENT, Head and Neck Surg.
ENT Resident 850 US $ Prof. P. CLEMENT/Mrs. K. Nuyts
Lectures only 650US $ Laarbeeklaan 101-1090 Brussels
Accompanying person 300 US $ Belgium

Late registration (After August 5,2000) +50 US $ Fax: +32-2-477-6423

E-mail: knoctp@az.vub.ac.be




