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A B S T R A C T 

Introduction: Nasal septal abscess (NSA) in the pediatric population is an uncommon condition, but it can 

cause devastating complications (such as potentially life-threatening intracranial infections and cosmetic 

nasal deformity). The objective of this study is to report a case of an pediatric patient presenting with NSA 

in association with frontal-ethmoid acute sinusitis and intracranial abscess. 

Method and Results: In this study, we report a case of an 8-year-old patient who progressed from 

spontaneous nasal septal abscess to sinusitis (maxillary, frontal and ethmoidal), cosmetic nasal deformity 

(destruction of septal cartilage) and intracranial complication. The purulent collection necessitated urgent 

surgical drainage and adequate medical treatment. 

Conclusion: Nasal septal abscess in children is a rare condition that necessitates early appropriate drainage 

in order to prevent severe life-threatening complications. Furthermore, in the growing child, in case of total 

destruction of the cartilaginous septum, immediate reconstruction with autologous cartilage graft is essential 

for normal development of the nose and maxilla. 

 

                                                                               © 2021 Fabrizio Cialente. Hosting by Science Repository.  

 

Introduction 

 

Nasal septal abscess (NSA) is defined as a collection of pus between the 

nasal septal cartilage and the overlying mucoperichondrium or 

mucoperiosteum, with most cases affecting the anterior septal cartilage 

[1, 2]. This rare entity, usually presenting after trauma to the nose, can 

result in devastating complications. On clinical examination, the nasal 

septum appears swollen on one or both sides, with a bluish or reddish 

colour over the mucosa, with symptoms of nasal obstruction and facial 

pain. The surgical drainage must be prompt to prevent severe life-

threatening complications, such as devascularization of the septal 

mucoperichondrium leading to cartilaginous destruction, osteomyelitis, 

orbital and intracranial abscess, meningitis, and cavernous sinus 

thrombosis [1-5]. We report the clinical, radiologic, and histopathologic 

findings for NSA in an 8-year-old boy complicated with a right 

maxillary, ethmoid and frontal sinusitis and intracranial abscess. 

 

 

Case Report 

 

An 8-year-old boy presented to the Emergency department of our tertiary 

children’s hospital with a progressive, worsening and painful, right peri-

orbital oedema extending over the right cheek and nasal ridge for five 

days. He also complained of bilateral nasal obstruction of seven days 

duration. The child was initially treated with systemic antibiotics 

(Amoxicillin/Clavulanate) and oral corticosteroids by his family 

physician, without benefits, for a diagnosis of acute monolateral 

pansinusitis (maxillary-ethmoid and frontal), made in another hospital 

with the use of CT scan (Figure 1). At the emergency room, the child 

was febrile with 38° Celsius. Blood study revealed a white cell count of 

31.0×103 /uL with a differential count of 87.7% neutrophils. Physical 

examination revealed bilateral dull red-purple swelling of the nasal 

septum (Figure 2). Otoscopy, oral cavity and neck examination were 

unremarkable, such as the post-nasal space. A plain-axial urgent sinus 

computed tomography (CT) revealed NSA with opacified right 

maxillary, ethmoid and frontal sinuses. Bone abnormalities of the frontal 
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sinus and continuity with the intracranial space are also observed (Figure 

3). The magnetic resonance (MRI) with contrast confirmed the diagnosis 

of nasal septal abscess complicated by acute sinusitis and the presence 

of intracranial subdural abscess (Figure 4). The patient was started on 

intravenous ceftriaxone and systemic corticosteroid. 

 

 

 

 

 

 

 

 

 

 

Figure 1: Coronal CT scan of the paranasal sinuses which demonstrates 

the right frontal A) maxillary-ethmoid sinus B) opacification. 

 

 

 

 

 

 

 

 

 

 

Figure 2: Right and left nostril: obstruction due to significant septal 

swelling (arrow). 

 

 

 

 

 

 

 

 

 

 

 

Figure 3: Axial CT scan of the paranasal sinuses; A) nasal septal 

abscess; B) presence of bone interruption and continuity with the 

intracranial space (white narrow). 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4: Magnetic resonance imaging studies performed on the day of 

TC. The imagines confirmed the presence of nostril obstruction and 

intracranial abscess. 

On the second day of hospitalization, the patient was taken to the 

operating room: after local infiltration of 2% lidocaine and 1:80 000 

adrenaline into the left nasal septal mucosa, a septal incision was made 

and the nasal abscess was drained (Figure 5). An aspirate from 

mucopurulental secretions was sent to the laboratory for culture, but this 

did not grow any pathogens. After, a nasal endoscopy was performed to 

ensure the drainage of maxillary-ethmoid and frontal sinuses and a 

Jackson Pratt drain was inserted into the frontal sinus to prevent a re-

accumulation of fluid [6]. At the end of procedure, bilateral n° 8 Merocel 

nasal packing was inserted. The frontal sinus drain was kept in situ for 

six days. Ten days post-treatment MRI of the paranasal sinuses also 

showed resolution of the nasal septal abscess and of the intracranial 

subdural abscess (Figure 6). The patient responded well to drainage of 

pus and medical management and was discharged after full recovery in 

3 weeks on oral antibiotic therapy for a week. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5: Septal incision and nasal abscess was drained. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 6: MRI of the paranasal sinuses performed 10 days after 

intervention showed resolution of the nasal septal abscess intracranial 

subdural abscess. 

 

Discussion 

 

Nasal septum abscess (NSA) is defined as a collection of pus in the 

subperichondrial/subperiosteal plane of the septum. In the antibiotics 

era, NSA is a rare condition that occurs mostly in children, with a male 

predominance (male: female ratio ranging from 2:1 to 6:1) [7]. 

According to the literature, the majority (>70%) of NSA cases typically 

result from trauma that induces hematoma that become infected, 

separating the mucoperichondrium from the nasal septum, leading to 
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ischaemia and necrosis of the septal cartilage [3, 7, 8]. Major causes of 

non-traumatic NSA are sinusitis, vestibulitis, dental pathologies and, 

more rarely, spontaneous cases [8]. NSA, when associated with acute 

sinusitis (AS) has been proposed to result from contiguous spread of 

infection along tissue planes and/or under the periosteum/perichondrium 

[8, 9]. According to the literature, the majority of AS-associated NSA 

cases involved the ethmoid and sphenoid sinuses, more rarely the frontal 

sinus [9, 10]. Generally, NSA patients present with nasal obstruction, 

facial pain, fever, general malaise and, in case of delayed diagnosis, 

cosmetic deformity of the nose or intracranial complication [7, 10]. The 

characteristic appearance of NSA on anterior rhinoscopy and nasal 

endoscopy is septal swelling, usually bilateral due to septal cartilage 

reabsorption as a consequence of ischaemia and necrosis [10, 11]. Our 

patient’s case shows that a timely diagnosis is important in case of NSA 

because delayed treatment may lead to life-threatening complications 

such as intracranial abscess or cosmetic deformities [9, 11-13]. After 

appropriate radiological investigation, immediate surgical bilateral 

drainage of abscess is necessary, along with parenteral antibiotic 

therapy. In our case, the septal cartilage destruction was minimal and no 

reconstruction was needed at the time of drainage. 

 

Conclusion 

 

The most common presentation of NSA is bilateral nasal obstruction. 

Sinus CT-scan is an excellent diagnostic tool for detection of the 

presence of the subperichondrial/subperiosteal abscesses, and 

identification of possible causes and complications. Although, to date is 

an uncommon pathology, NSA can lead to important complications, so 

early diagnosis and immediate surgical intervention are mandatory, 

along with parental antibiotics treatment. 
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