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ABSTRACT
Spindle cell carcinoma (SpSCC) is a rare variant of squamous-cell carcinoma, concerning less than 3% of head and neck malignancies. SpSCC 
confined to the nasal cavity is even less frequently encountered, and there are only few case reports described. We present 2 cases of SpSCC 
of the nose and paranasal sinuses treated at our department in the past 5 years. The first case is of a 66-year-old man with sinonasal SpSCC, 
who presented with recurrent epistaxis from a mass confined to the left nasal cavity. Endoscopic excision of the mass was performed. The 
histopathological report showed a mixed tumor, mainly described as SpSCC. The second case is of an 82-year-old man who also presented 
with epistaxis. An exophytic mass originating from the anterior part of the nasal septum was discovered. The pathology report showed a diag-
nosis of SpSCC variant, and excision of the mass by means of lateral rhinotomy was performed. After 7 months of the operation, a metastatic 
lymph node at the ipsilateral neck was discovered, and the patient was subjected to lateral neck dissection and postoperative radiotherapy. 
In both cases, no evidence of residual or recurrent disease has been detected 2 years and 3 months post-treatment, respectively.
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Introduction

Spindle cell carcinoma (SpSCC) is a rare challenging variant 
of squamous cell carcinoma (SCC). SpSCC is predominantly 
located in the larynx (46.4%), followed by the hypopharynx 
and the oral cavity, and few cases have been reported on Sp-
SCC confined to the nasal cavity or maxilla. SpSCC of the 
head and neck is a biphasic neoplasm, including both epithe-
lial and sarcomatous components (1). Presence of malignant 
spindle cells in addition to invasive or in situ SCC is required 
to set the diagnosis according to the World Health Organi-
zation, although a monophasic lesion does not exclude the 
presence of an SpSCC because up to one-third of cases lack 
the second component (2). Conventional SCC cells have an 
epithelial origin and are usually positive (up to 62%) to com-
mon AE1/AE3 (pancytokeratin) stain, whereas spindle cells 
are stained positive with mesenchymal markers, such as vi-
mentin, in almost every case (100%) (3, 4).We present 2 rare 
cases of patients with sinonasal SpSCC who were treated in 
our clinic over the past 5 years.

Case Presentation 

Case 1

A 66-year-old Caucasian man presented to the emergency 
department with intermittent epistaxis from the left nasal 
cavity. Bleeding had already stopped by the time of admission. 
After the left nasal cavity was properly cleaned, nasal endosco-
py was performed, and an exophytic mass was revealed, orig-
inating from the middle nasal meatus. There was no evidence 
of disease in the right nasal cavity, and there were no palpable 
lymph nodes located in the neck.

A computed tomography (CT) scan and magnetic resonance 
imaging (MRI) with contrast of the head and neck were consid-
ered. The CT scan showed a mass of soft tissue density, which 
was enhanced after administration of intravenous contrast, 
and it fully occupied the left nasal cavity and the inferior part 
of the ethmoid cells. MRI was not performed because of a ma-
jor episode of epistaxis that led the patient to the operating 
theater as an emergency.
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Endoscopic sinus surgery was performed to achieve hemosta-
sis and gain sufficient material from the tumor. We decided to 
perform an extensive tumor debulking by means of total fron-
to-spheno-ethmoidectomy and maxillary sinusotomy. The fi-
nal histopathology report revealed the presence of epithelial 
cell carcinomatous blasts, and parts of the tissue were giant 
cells, with a high grade of mitotic count (Figure 1). Sarcoma-
tous transformation with the presence of spindle cells was 
encountered in many areas of the neoplasm. In conclusion, 
the resected neoplasm was characterized as a mixed tumor 
including SpSCC and giant cell–type carcinoma cells. The ini-
tial tumor staging was performed with 18F-fluorodeoxyglu-
cosepositron emission tomography (PET)-CT 6 weeks after 
surgery. PET-CT examination showed hypermetabolic tissue 
(Standarized Uptake Value SUV 21.3) in the posterior part of 
the right side of the nasal septum, whereas the left paranasal 
sinuses were disease free (Figure 2). Nasal endoscopy revealed 
a mass originating from the posterior part of the left nasal 
septum, which presented to the right nasal cavity through a 
wide septal perforation. Revision surgery was performed, and 
the tumor was removed en bloc with the medial and posterior 
parts of the nasal septum. The patient was discharged a few 
days later, and adjuvant radiotherapy and chemotherapy were 
scheduled.

Post-treatment, monthly follow-up was established, in-
cluding full clinical examination and periodic MRI. There has 
been no sign of residual or recurrent disease 4 years post-
operatively.

Case 2

An 82-year-old Caucasian man was referred to the otolaryn-
gologic clinic because of the episodes of recurrent epistaxis. 
A thorough examination of the nose was performed, includ-
ing nasal endoscopy. An exophytic mass originating from the 
anterior part of the nasal septum was found in the right nasal 
cavity. A CT scan and an MRI of the head and the neck were 
performed, which confirmed that the tumor was confined to 
the right nasal cavity. Tissue was collected under local anes-
thesia, and the histopathological report documented the pres-
ence of a sinonasal SpSCC. The staging by means of PET-CT 
scan showed no further disease. The tumor was removed en 
bloc with the quadrangular cartilage and the mucosa of the 
contralateral septal side with lateral rhinotomy under general 
anesthesia (Figure 3). The anterior nasal spine was drilled out 
with a diamond burr to secure macroscopic total tumor resec-
tion. Because of the patient’s comorbidities, no adjuvant treat-
ment was performed. After 7 months of the initial treatment, 

the patient presented with a swollen mass on the right side of 
his neck at the level Ib. The diagnostic workup using fine-nee-
dle aspiration biopsy set the diagnosis of cervical lymph node 
metastasis of the primary nasal tumor. Unilateral selective 
neck dissection of levels I to IV was performed, and the patient 
received adjuvant radiotherapy to the neck. To date (3 months 
after the completion of radiotherapy), the patient remains free 
of disease (Figure 4).

Informed consent was obtained by all patients included in the 
study.

Discussion

Nasal SpSCC is only incidentally referred as a case report. It is 
remarkable that over the past 20 years, only 12 cases of sin-
onasal SpSCC have been reported. In majority of patients, the 
tumor was originating from the paranasal sinuses (5-12), most 
frequently from the maxillary sinus (6 patients), and in only 3 pa-
tients, the SpSCC was originating from the nasal septum (13, 14). 
The tumor was diagnosed at an advanced stage in 9 patients, and 
only in 3 patients the diagnosis was set at an early stage, 2 of 
which presented with disease originating from the nasal septum.

Main Points:

•	 Sinonasal spindle cell carcinoma (SpSCC) is a rare variant of 
squamous cell carcinoma, including both sarcomatous and 
epithelial components.

•	 Surgery remains the mainstay of treatment for sinonasal Sp-
SCC, and radical excision should always be the primary goal.

•	 Management of the neck should be thoroughly considered 
when planning the treatment of sinonasal SpSCC.

•	 Close follow-up is required, because there is an important 
rate of recurrent disease or late neck metastases.
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Figure 1. Spindle and giant cells

Figure 2. Postoperative positron emission tomography–computed 
tomography showing residual disease in the posterior nasal septum



In the sinonasal SpSCC series, only 1 patient with very ad-
vanced disease with an unresectable tumor presented with 
nodal metastases at the time of diagnosis and another patient 
developed metastatic lymph nodes 2 months after the initial 
treatment (10, 13). Our patients’ case is only the third case of 
nodal disease to be reported. Both patients who developed 
late metastatic lymph nodes concerned early-stage disease 
(stage I) originating from the nasal septum and were treated 
with neck dissection and radiotherapy.

Surgery was performed in 10 of 12 patients, and adjuvant ra-
diotherapy and chemotherapy were opted in 7 patients. The 
other 2 patients underwent palliative chemotherapy and ra-
diotherapy because of the very advanced stage of the disease. 
Surgery remains the mainstay of treatment, and adjuvant 
chemoradiotherapy is recommended, if possible, in locally ad-
vanced disease.

Because radiation therapy and chemotherapy are considered 
accessory treatments and their efficacy in the management of 
nasal SpSCC remains questionable, it is important to provide 
negative surgical margins and minimize the chances of recur-
rence of this locally aggressive tumor. Even when en toto re-
section is not possible and a piecemeal technique is followed, 
the surgical margins should be carefully evaluated with multi-
ple frozen section biopsies. Of the 14 patients in the literature, 
13 presented with a clinical N0 neck. Of those 13 patients, 2 
(15.3%) presented with ipsilateral lymph node metastasis in 
the neck in the first 6 months after the initial tumor resection. 
According to the previously mentioned limited data, there is no 
clear recommendation concerning the value of neck dissection 
during the initial tumor resection, but it could be considered 
as a first-line treatment together with tumor resection. Close 
patient follow-up, especially in the first 12 months, is highly 
recommended.

Finally, no safe conclusions can be deduced concerning the 
survival of patients with sinonasal SpSCC. The mean follow-up 
period varies in the literature, and many patients were lost to 
follow-up. Long-term disease-free survival (over 3 years) was 
documented in 4 (28.5%) patients, whereas 5 (35.7%) of 6 pa-
tients who presented with residual or recurrent disease died 
within the first 12 months. All patients who died suffered from 
locally advanced disease (stages III and IV).
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Figure 3. The same patient 7 months postoperatively

Figure 3. Sinonasal spindle cell carcinoma of the anterior nasal septum
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