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SUMMARY

Introduction Authors report their clinical experience in managing a 46-year-old male patient with long
lasting nose breathing difficulties caused by nasal obstruction due to a large bilateral tumor masses in
both nasal cavities.

Case Outline Physical examination, laboratory and biochemistry analyses, as well as computed tomogra-
phy showed an inhomogeneous soft-tissue tumor mass completely filling both nasal cavities, maxillary,
ethmoidal, sphenoidal, and frontal sinuses on both sides, accompanied by destruction of bony walls of
all sinuses. Preoperative histopathology analysis showed a polyp with squamous metaplasia. The gigantic
polypoid mass was removed by bicoronal approach to the frontal and ethmoidal sinuses and by direct
approach to the maxillary sinuses and nasal cavity. Definite histopathology analysis confirmed the initial
diagnosis, but the presence of fungal hyphae in allergic mucus was also observed.

Conclusion Polypoid growth in the nose rarely grow to such gigantic dimensions that it causes de-
struction of all walls of paranasal sinuses. Considering so far published reports from the literature, the

presented case is among the biggest nasal polyps reported until now.
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INTRODUCTION

Nasal polyposis is a chronic, inflammatory
disorder of mucous membranes of the nose
and paranasal sinuses, presenting with soft,
smooth, pedunculated, tumor-like masses in
the nasal cavity. According to the data from the
literature, the prevalence of nasal polyposis in
general population is 1-4% [1, 2, 3], while the
prevalence is much higher in persons with
comorbidities such as asthma, aspirin intoler-
ance or cystic fibrosis. In cases of allergic fun-
gal rhinosinusitis, nasal polyposis can be seen
in 66-100% of cases [4]. Etiopathogenesis of
sinonasal polyposis yet remains unclear, but it
has been shown that inflammation plays the
major role in the development and progression
of the disease [5-10]. The most common symp-
toms of nasal polyps include nasal obstruction,
nasal secretion and hyposmia. Others signs
and symptoms such as severe headaches and
eyelid proptosis may suggest imminent com-
plications, especially in patients with diabetes
mellitus who are more susceptible to fungal
infections. Furthermore, appearances of di-
plopia or VI cranial nerve paralysis are signs
of intracranial irritation.

Although in general sinonasal polyposis
does not belong to the group of life-threatening
conditions, cases of eosinophilic pansinusitis
with polyposis and destruction of bony walls
of the middle and posterior cranial fossa have
been described in the literature. Aspergilosis of
sinuses can have a complicated clinical course
with destruction of the skull base [11] and in
some cases eosinophilic fungal sinusitis can

cause destruction of frontal sinuses and com-
pression of the dura of the middle cranial fossa
in young adults [12].

We report a case of a massive, gigantic nasal
polyposis with destruction of bony structures
(medial and anterior walls of maxillary sinuses,
anterior and posterior walls of frontal sinuses)
in an adult patient who was successfully treated
surgically. The Ethic Committee of the Clini-
cal Centre of Serbia approved this case report.

CASE REPORT

A 46-year-old male patient was admitted at
the Clinic due to nasal obstruction and im-
paired nasal breathing lasting for several
years. Six months before admission, the pa-
tient noticed a left-sided edema of the face,
diplopia and inability to feel odors. Physical
examination of the patient revealed massive
polypoid masses completely filling both nasal
cavities (Figure 1). The patient had divergent
strabismus. Computed tomography (CT) of
the brain and paranasal sinuses showed an
inhomogeneous soft-tissue mass, which com-
pletely filled both nasal passages, maxillary
and frontal sinus on both sides, accompanied
by destruction of bony walls, medial and an-
terior walls of maxillary sinuses, both medial
orbital walls, ethmoidal cells, sphenoid sinus
and anterior and posterior walls of frontal
sinuses (Figure 2). The mass was in contact
with the dura.

Routine laboratory and biochemistry analy-
ses were within the normal range, except el-
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Figure 1. Massive polypoid masses completely filling both nasal cavi-
ties

evated total serum levels of IgE. Cutaneous PRICK test for
standard inhalation allergens was negative.

The tissue sample was obtained and histopathology
analysis showed a polyp displaying combination of stro-
mal edema and containing a mild infiltrate of eosinophils,
plasma cells and lymphocytes. The surface epithelium was
of the respiratory type, with areas of squamous metapla-
sia (Figure 3). Allergic mucus was observed with sporadic
fungal hyphae.

After a thorough preoperative preparation, the patient
was treated surgically by bicoronal approach. During
surgery a defect of bony anterior wall of the frontal si-
nus was found measuring 10x10 mm on the right and
8x5 mm on the left side. Both frontal sinuses were filled
with polyps, mucosa with chronic changes and with thick,
mucous secretion. The defect of the posterior wall of the
sinus was almost % of the area, with no signs of lesion of
the dura and cerebrospinal fluid leakage. Defect of both
superior orbital walls was noted. Bilateral ethmoidectomy
was also performed and polyps from ethmoidal cells and
sphenoid sinus were removed. The maxillary sinus was
accessed using Caldwell-Luc approach, and destruction of
both anterior walls was observed. Medial walls were also
completely missing. In the end, the polyps were removed
from the nasal cavity and endoscopic examination was
performed. Defect of the posterior wall of frontal sinus
was reconstructed with a pericranial flap and sealed with
Beriplast®, and the defect of orbital roof was reconstructed
with aliphatic polyester urethane (Neuro-Patch®) and also
sealed with fibrin sealant (Beriplast®). Repositioning of the
anterior wall of the frontal sinus and its fixation was done
with two titanium microplates.

Antibiotic and corticosteroid treatment was adminis-
tered immediately after surgery. Moreover, antimycotic

Figure 2. Computed tomography (CT) of the brain and paranasal sinuses showed a soft-tissue mass completely filling both nasal passages,
maxillary and frontal sinuses, ethmoidal cells, sphenoid sinus, accompanied by destruction of bony walls
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Figure 3. Polyp displays combinations of stromal edema and contains
a mild infiltrate of eosinophils, plasma cells and lymphocytes (HE, 40x).
The surface epithelium is of the respiratory type (lower part of the
figure), with areas of squamous metaplasia (upper part of the figure).

drug ketoconazole (daily 200 mg) and topical nasal steroid
mometasone furonate (Nasonex®) was used during two
weeks and 6 months after surgery, respectively. Intensive
saline solutions irrigations were applied.

Histopathology analysis of material obtained during
surgery confirmed the findings of preoperative biopsy and
specific Grocott staining for mycotic infection was applied.

The patent was under regular follow-up regularly and
7 years after surgery. There are no signs or symptoms of
relapse.

DISCUSSION

Sinonasal polyposis is a chronic, inflammatory disease of
mucosal membranes of the nose and paranasal sinuses.
Apart from the patient’s history, clinical and endoscopic
examination, CT scans of paranasal sinuses are the golden
diagnostic standard for accurate diagnosis. If there is sus-
picion regarding the development of intracranial compli-
cations, magnetic resonance imaging has higher sensitivity
and specificity than CT scan.
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Clinicians must always maintain a high level of suspi-
cion in patients with nasal polyps, because allergic fungal
sinusitis is commonly seen in these patients and it usu-
ally exhibits recurrent and intractable course of the dis-
ease. It was reported that in 20% of patients with allergic
fungal sinusitis the propagation of pathologic process in
the paranasal sinuses and erosion of bony structures was
observed [13].

In polyposis with squamous metaplasia, the destruction
of bony walls is rarely seen. If such destruction is present,
a potential malignancy should be excluded. The necrosis
of bone may appear due to the compression of polypoid
tissue and can cause serious morbidity such as seen in
our patient. Use of radiotherapy in such cases is proved
to be inefficient and there is always the risk of neoplastic
proliferation. The standard in treating patients with this
condition is surgery [11].

With the development of functional endoscopic sinus
surgery (FESS), the indications for classical surgical pro-
cedures are much narrowed. Endoscopic frontal sinusot-
omy is used even in cases of refractory chronic sinusitis
with erosion of the posterior wall of the frontal sinus [14]
and there are cases of endoscopic sphenoidectomy with
removal of extensive allergic mucus and destruction of
the clivus and parasellar region reported in the literature
[13]. In diagnostically challenging cases with fungal coin-
fection even today, the conventional surgery of sinuses is
justified [11].

Reported relapse in cases of sinonasal polyposis after
endoscopic surgery is even more than 60% [15, 16, 17],
and patients with this condition may be an important
group of patients in whom conventional surgery provides
a better control of the disease over a prolonged period of
time [15, 18]. Postoperative administration of systemic or
topical antifungal treatment in these patients is still con-
troversial, but it has been shown that oral corticosteroid
drugs are justified in preventing immunological response
of the host on residual fungi and to minimize the need for
further surgical interventions [19, 20].

Due to the elevation of total serum levels of IgE and
histopathologic confirmation of fungal infection, we de-
cided to perform the classical surgical intervention with
reconstruction of eroded bony walls. We also avoided the
need for revision of surgical interventions, which are very
common in patients with this condition.
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KPATAK CAAPXKA)J

YBopa AyTopy NpurKasyjy CBOje KIMHUYKO NCKYCTBO Y fleuetkby
46-roguwber MyLKapLa ca gyrotTpajHum cMeThama y anca-
HbY Ha HOC ycne[ BeNMKMX TYMOPCKMX NpoMeHa y obe HocHe
Wyn/buHe.

Mpukas 6onecHnka OrsnkanHn nperneq, nabopaTopujcke 1
6110XeMUjCKe aHanM3e 1 Hanas KoMMjyTepu3oBaHe TOMOrpa-
¢mje napaHa3anHVX CMHyca yKasanu Cy Ha HEXOMOreHy, MeKoT-
KMBHY TYMOPCKY Macy, Koja MoTMyHO UCMyHaBa 06e HOCHe Luy-
N/bUHE, MaKCUNAPHE, ETMOUAANHE, ChbeHouaanHe n GpoHTaNHe
cnHyce c obe cTpaHe y3 owuTtehere KOLTaHKX 31[0Ba CBUX CU-
Hyca. [peonepaLmoHa XxMcTonaTonoLLKa aHanmsa ykasana je Ha
MoANn ca CKBaMO3HOM MeTarnnasmjom. LinHoecka nonmnonaHa
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Maca je yKrnoteHa 61IKOPOHaPHUM NPUCTYNOM GPOHTATHNAM 1
eTMOMJANHNM CYHYCMMa U AVPEKTHUM MPUCTYNOM MaKcunap-
HWUM CMHYCMMa 1 HOCHOj WYy MbMHW. KOHauHa X1CTonaTosoLKa
aHanu3a je NOTBPAMNA NOYETHY AnjarHo3y, y3 NPUCyCTBO rbU-
BUYHUX XMda Y aneprujckoj crysu.

3aksbyyak onvnongHu n3patuTtajy y HoCy peTKo AOCTUXY
OBaKBe BeNlMKe ANMeH3uje Koje Y3POKYjy YHULITaBakbe CBUX
31j0Ba NapaHa3anHux cuHyca. Vimajyhu y Bupy pocap objassbe-
He pafoBe y n1TepaTypu, MprKasaHu ciyyaj CHOHa3aHe rno-
nunose je mehy Hajsehum NpujaBbLEHMM A0 AaHAC.

KrbyuHe peun: LIMHOBCKaA CMHOHa3aHa NOAMNO3a; CKBaMO3Ha
MeTannasuja; XvpypLIKO neyere
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