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A Case of Recurrent Basal Cell Adenocarcinoma Arising from Nasal Septum

Jun Sang Cha, MD', Sun-Ju Oh, MD?, Jae Hwan Kwon, MD, PhD' and Jooyeon Kim, MD, PhD'

'Department of Otolaryngology-Head and Neck Surgery; *Pathology, Kosin University College of Medicine,
Busan, Korea

— ABSTRACT —

Basal cell adenocarcinoma of the nasal cavity is a rare lesion of the head and neck, besides it is often misdiag-
nosed as adenoid cystic carcinoma and other tumor disease. We encountered a 65-year-old patient with a re-
curred basal cell adenocarcinoma arising from the nasal septum and hard palate. This patient was treated with
preoperative concurrent chemo-radiation therapy (CCRT), the tumor was radically removed through midfacial
degloving approach and postoperative additional radiation therapy. We present this rare case with a review of
related literatures. (J Clinical Otolaryngol 2019;30:261-265)
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Fig. 1. Preoperative endoscopic view of nasal cavity (A)
and oral cavity (B). A : Mass with iregular margin is found
in left nasal cavity. It is easily bleeding tumor. B : Hard
palate mucosa membrane is preserved but palpated
focal bony erosion.

262

slsh] $lstel Alset £
52, s, Arotel 7] 57
o 380l B W92
* B
].

“

Fol

o]

[}

= A Q]EHOH/\J] /\]ﬁﬁﬂ Y
= 7| AN GO R 13’—5104‘:}
T FRISRE 4 AR
29 FAIE #017] flel, = A f%%“'o”\}’ﬂtg
OS2 Cisplatin W5 70 mg ZWFALE
i, ZOQA 4,000 cGyHA A =25 A3
1% 5 & H3F= HolA] gkotrh
A

o

A

o2 ’

i)
ol
12 rlo o

s

=

2 o
>

it

-
ol

~

jm:&;.ﬂ*
e >
iy

o Qg

¥0 o 3 O oo
o

oﬁl

T S - ol

o

"
% o
e AN

o &

il

=
©]
o
=
o
=
o
8
o
\"i/
ﬂ.l

76‘ %ﬂ'olE EH?'— 23 10%‘1
(HEx4)oll A FFA 2= /\‘HE
AT L 7E
A, AEstE o R = "ﬂﬁﬁé‘o] @,J_
TH e AEZZ F4E0] jlon f£2E 7
ZEF] I oFul & (palisading) &
S ECECECER T



AEY 2 HISZ0IAM e gy 7 M2 HYES

Fig. 2. Preoperative CT and MRI scan. Axial (A) and coronal (B) CT scans, and T1 weighted magnetic resonance images
(C., D) reveadled a heterogeneous, lobulated about 4.0x2.9 cm sized mass originating from the nasal septum and involv-
ing the hard palate, inferior turbinates and palatine process of maxilla bilaterally. CT : computed tomography, MRI :
magnetic resonance images.
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Fig. 3. After 1 month postoperative endoscopic view of 4 AR IAF AAT S dZAxo g 2 AoA
nasal cavity. Cancer tissue clearly removed and healed o Eori L &
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Fig. 4. M|croscop|c fi ndlngs of The onglnql tumor, first operated 10yec:rs ago (A B) and the recurrent tumor (C, D). A :
Tumor cells are mainly composed of solid and trabecular pattermns (HE x4). B : The higher magnification reveals basa-
loid cells with scant cytoplasm, indistinct cell borders, and round to oval nuclei. Peripheral palisading (arrow) is ob-
served (HE x200). C : Recurrent tumor shows extensive necrosis (right lower) due to chemo-radiation effect with viable
tumor cells (Ileft upper). D : The residual tumor cells are intermingled with inflammatory cells in the fioromyxoid stroma.
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Fig. 5. Postoperative 17 months endoscopic view of nasal
cavity. Image shows no evidence of fumor recurrence
and good hedling state of nasal cavity and hard palate.
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