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ABSTRACT

Introduction: Inflammatory masses include polyps which are usually allergic in origin and the commonest nasal masses, the aim
of our study was to look for various masses arising from sinonasal tract and to correlate between clinical presentation and
histopathological classification.

Materials and Methods: This prospective study was conducted on 80 patients having masses of nasal cavity, paranasal sinuses
and nasopharynx attending in department of Pathology.A detailed history with reference to age, sex, occupation, residence was
made. Routine biochemical and haematological evaluation were done. Detailed history was taken considering the patient’s
complaints, mainly nasal obstruction, mass in the nose, epistaxis, rhinorrhoea, hyposmia and deformity of nose and face. The
clinical details and imaging studies were obtained from medical record section.

Results: Majority of patients were in age group of 25-35yrs. 58(72.5%) patients were male and 22(27.5%) patients were female.
The mean age for male was 32.2 years and that for female was 26.25 years. This shows that male were predominant sex. The
incidence of various presenting symptoms were nasal obstruction (88.11%) in non-neoplastic lesion, 82 % in benign tumor and
75.33% in malignant tumor. Other symptom including nasal discharge (49.28%) in non-neoplastic lesion, 58.24 % in benign
tumor and 50.3% in malignant tumor, followed by postnasal discharge (19%).

Conclusion: The presenting features, symptomatology and advance imaging techniques help to reach presumptive diagnosis, but
histopathological examination remains the mainstay of final diagnosis.
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INTRODUCTION

Neoplasms of the sinuses and nasal cavity account for 0.2-0.8% of all carcinomas.' Prevalence rate of nasal polyp is
about 2%.’They may be congenital, inflammatory, neoplastic, non-neoplastic or traumatic in origin. Inflammatory
masses include polyps which are usually allergic in origin and the commonest nasal masses. Most of the patient

present with complaint of nasal obstruction.’Other symptoms include nasal discharge, post nasal discharge, mass in
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nasal cavity. Clinical features and imaging techniques help us in reaching a provisional diagnosis but
histopathological examination remains the main stay for making a final definitive diagnosis.*

Inflammatory polyps are a common cause of nasal obstruction, with a prevalence of 4% in the general
population.’Benign tumours are relatively common, but malignant neoplasms are rare. Malignant tumours account
for 0.2% to 0.8% of total malignancies and only 3% of all malignant tumours of upper aerodigestive tract.’Nasal
obstruction is the most common symptom. Other symptoms include nasal discharge, epistaxis and disturbances of
smell.’

Tumours of schwan cell origin, neurofibroma and neurilemoma occurs in nasal fossa very rarely.® The neoplasm
deserving most attention is the olfactory neuroblastoma.” The sinonasal malignancy may be found to be arising from
the tissues & structures of the nasal cavity &paranasal sinuses.'’ Even pathologies, which are arising from cranial
cavity, may also appear as mass in the nasal cavity or paranasal sinuses.'' The presentation of sinonasal malignancy
depends on the primary site, the direction and extent of spread. The most common initial symptoms are nasal
obstruction, epistaxis, proptosis, epiphora, diplopia, loose teeth, facial pain & swelling, buccal or palatal swelling.
The presence of nodal involvement drastically reduces the prognosis and 5 years survival rate come down from
27.2% to 6.8%."

The presenting features, symptomatology and advanced imaging technique help to reach a presumptive diagnosis
but histopathological examination remains the mainstay of final definitive diagnosis.*The aim of our study was to
look for various masses arising from sinonasal tract and to correlate between clinical presentation and
histopathological classification.

MATERIALS AND METHODS

This prospective study was conducted on 80 patients having masses of nasal cavity, paranasal sinuses and
nasopharynx attending in the department of pathology, SGRRIMHS, Dehradun

Written consent for the study was taken from all the patients. Ethical clearance from institutional ethical committee
was obtained. A detailed history with reference to age, sex, occupation, residence was made. Inclusion criteria for
selection of cases was medically untreatable cases of masses in nasal cavity, paranasal sinuses and nasopharynx
requiring surgical treatment and are fit for surgery. Routine biochemical and haematological evaluation were done.
Detailed history was taken considering the patient’s complaints, mainly nasal obstruction, mass in the nose,
epistaxis, rhinorrhoea, hyposmia and deformity of nose and face. Occupational history, personal habits and
socioeconomic status of patients were documented. Nasal endoscopy, CT nose and paranasal sinuses, coronal and
axial view. FNAC and biopsy were conducted. The tissues were processed for histopathological examination and
stained by haematoxylin and eosin stain.

Special stains were used wherever required. The clinical details and imaging studies were obtained from medical
record section. Detailed microscopic study was done and then the final diagnosis was given. Typing of the
neoplastic lesions was carried out following WHO classification. Immunohistochemistry was carried on cases with

diagnostic difficulties.
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RESULTS

Majority of patients were in age group of 25-35yrs. 58(72.5%) patients were male and 22(27.5%) patients were
female. The mean age for malewas 32.2 years and that for female was 26.25years. This shows that male were
predominant sex. The incidence of various presenting symptoms were nasal obstruction (88.11%) in non-neoplastic
lesion, 82 % in benign tumor and 75.33% in malignant tumor. Other symptom including nasal discharge (49.28%) in
non-neoplastic lesion, 58.24 % in benign tumor and 50.3% in malignant tumor, followed by postnasal discharge
(19%).Youngest patient affected was 18 years and oldest was 72 years. Overall, inflammatory nasal polyps were
most common lesions (76.25%)Figure 1. The masses were predominantly bilateral in case of nonneoplastic masses
but were unilateral in case of benign and malignant neoplastic masses. There were no bilateral or multilateral masses
seen in benign or malignant mass. Most of the masses originated from middle meatus, followed by lateral wall of
nasal cavity. Histopathologically, predominant feature was allergic polyps, followed by inflammatory
fungalrhinosinusitis and rhinosporidiosis were other non-neoplastic lesions. The most common malignant tumor was
Sinonasal Carcinoma Figure 2. Table 1 showing theHistopathological diagnosis of lesions and table 2 were

showing its clinical features.

Table 1: Histopathological diagnosis of lesions

Histopathological diagnosis No. of cases (%)
Benign tumours

Inverted papilloma 3(3.75%)
Angiofibroma 1(1.25%)
Solitary fibrous tumour 1(1.25%)
Malignant tumours

Squamous cell carcinoma 1(1.25%)
Sino-nasal undifferentiated carcinoma 2 (2.5%)

Non-neoplastic lesions

Inflammatory nasal polyp 61 (76.25%)
Fungal rhinosinusitis 9 (11.25)
Rhinosporidiosis 2 (2.5%)
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Table 2: Clinical features

Clinical features Non-neoplastic Benign Malignant
lesions (%) tumours(%) tumours(%)
Nasal obstruction 88.11 82 75.33
Nasal discharge 49.28 58.24 50.3
Anosmia/ Hyposmia 41.31 17.2 26.9
Breathlessness 15.32 0.3 0.21
Epistaxis 19.66 48.32 75.24
Headache 23.21 8 30.7
Facial swelling 0.84 7.6 38.4

AN
Figure 1: Inflammatory polyp

Fig 2: Sino nasal undifferentiated carcinoma
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DISCUSSION

In present study majority of patients were in age group of 25-35yrs. 58(72.5%) patients were male and 22(27.5%)
patients were female. The mean age for male was 32.2 years and that for female was 26.25 years. This shows that
male were predominant sex. The incidence of various presenting symptoms were nasal obstruction (88.11%) in non-
neoplastic lesion, 82 % in benign tumor and 75.33% in malignant tumor. Other symptom including nasal discharge
(49.28%) in non-neoplastic lesion, 58.24 % in benign tumor and 50.3% in malignant tumor, followed by postnasal
discharge (19%) . Youngest patient affected was 18 years and oldest was 72 years. Overall, inflammatory nasal
polyps were most common lesions (76.25%).

Bakari et al showed that there is high incidence of benign non neoplastic lesions in their study, constituting about
77.6% of cases while 2.6% were malignant and 19.7% had no pathologic diagnosis.'*The 2nd and 4th decades of life
are the most vulnerable periodfor development of sinonasal masses. Bakari et al.'* hadreported a peak incidence of
33 years, while for Zafar et al.’the mean age of presentation was 22.5 years. Malignancieshave been reported
generally after the fourth decade of life.Non neoplastic lesions formed 80% of the total cases of NC,PNS and NP in
our study. Such a high proportion of nonneoplasticlesions have been reported in previous studies.* '*Zafar U et al,*
conducted a study over a period of sevenyears in the department of Pathology and Otolaryngologyat Jawaharlal
Nehru Medical College, Aligarh and revealedthat non-neoplastic lesions outnumber the neoplastic lesionswith a
percentage of 89% which is similar to our study.

Davidsson and Hellquist'’classified polyps histologically into four categories: edematous or eosinophilic polyps,
fibroinflammatory polyps, polyps with seromucinous gland hyperplasia and Polyps with stromal atypia.Inverted
papillomas are comparatively rare, but this morphological variant is the most commonly encountered lesion of all
sinonasal neoplasms.'® Inverted papillomaformed 31.5% of all benign neoplastic masses in our study, which was
similar to a study done by Humayun et a'" who reported 33.33% and marginally higher from the findings of Bakari
et al.7 who reported as 14.5% amongst all the sinonasal masses. The rate of malignant transformation may be as
high as 11%."" Inverted papilloma was associated with squamous cell carcinoma of the sinonasal cavity in 6 (21.4%)
of the 28 cases studied by Califano et al.'"® According to Jayachandran and Meenakshi;cemento-ossifyingfibroma is a
rare benign, non-odontogenic tumour-like lesion ofjaw, a subdivision of fibro-osseous lesions. The age of
occurrenceis between 20 and 40 years with female-to-male predilection of2:1. In our study, the lesion was seen in
maxilla of a 12-year-oldgirl. The most striking feature if this lesion on microscopy was thepresence of large, sharply
defined, irregularly shaped, calcifiedspherules set in a densely fibrotic stroma.

CONCLUSION

Most common presenting symptom of sinonasal masses was nasal obstruction. Nasal polyposis was the most
common benign lesion and Squamous cell carcinoma was the most common malignant lesion. Surgery was the
treatment modality of choice for most of non-neoplasticsinonasal masses. The presenting features, symptomatology
and advance imaging techniques help to reach presumptive diagnosis, but histopathological examination remains the

mainstay of final diagnosis.

239
www.ijbamr.com



Indian Journal of Basic & Applied Medical Research; March 2012: Issue-2, Vol.-1, P. 235 - 240

REFERENCES

1. Watkinson JC, Gaze M, Wilson JA, et al. Stell and Maran’s head and neck surgery. 4. Oxford: Butterworth-
Heinemann; 2000.

2. Settipane G. Nasal polyps: epidemiolgy, pathology, immunology and treatment. Am J Rhinol. 1987;1:119-26.

3. Somani S, Kamble P, Khadkear S. Mischievous presentation of nasal masses in rural areas. Asian J Ear Nose
Throat. 2004;2;9-17.

4. Zafar U, Khan N, Afroz N, Hasan SA. Clinicopathological study of non-neoplastic lesions of nasal cavity and
parasinuses.Indian J PatholMicrobiol. 2008;51(1):26-9.

5. Hedman J, Kaprio J, Poussa T, Nieminen MM. Prevalence of asthma, aspirin intolerance, nasal polyposis and
chronic obstructive pulmonary disease in a population-based study. Int J Epidemiol. 1999 Aug; 28(4): 717-22.

6. Barnes L, Tse LL, Hunt JL, Gensler BM, Curtin HD, Boffetta P. Tumours of the nasal cavity and paranasal
sinuses. In: Leon B, John WE, Peter R, David S, editors. IARC WHO classification of tumours, pathology and
genetics of head and neck tumours. Lyon: TARC Press:2005.9-82.

7.Humayun AHM, ZahurulHuqg AHM, Ahmed SMT et al. Clinicopathological study of sinonasal masses.
Bangladesh J Otorhinolaryngol 2010;16:15-22.

8. Haque and Islam. A review of the Pathology of nasal mass.Bangladesh Med. J. 1972; 2: 217-24.

9. Segal K et al. Inverting Papilloma of the nose and paranasal sinuses. Laryngoscope 1986; 96: 394-398.

10. Kristensen S. et al. Nasal schneiderianPapillomas.Clinc otolaryngology 1985; 10: 125-134.

11. Richard T. Juvenile nasopharyngeal angiofibroma.Ann otol. 1981; 90: 20- 423. 9.

12. Perzin, K.H., and pushparaj, N; Nonepithelial tumours of the nasal cavity, paranasal sinuses and Nasopharynx,
cancer 1984; 54: 1860-1869.

13. Khan N, Zafar U, Afroz N, Ahmad SS, Hasan S. Masses of nasal cavity, paranasal sinuses and nasopharynx: a
clinicopathological study. Indian Journal of Otolaryngology and Head and Neck Surgery 2006;58(3):259-63.

14. Bakari A, Afolabi OA, Adoga AA, Kodiya AM, Ahmad BM. Clinico-pathological profile of sinonasal masses:
an experience in national ear care center Kaduna, Nigeria. BMC Research Notes. 2010;3:186.

15. Davidsson A, Hellquist HB. The So-Called “Allergic” Nasal Polyp. ORL J Relat Spec 1993;55:30-5.

16. Syrjdnen KJ. HPV infections in benign and malignant sinonasallesions.J ClinPathol. 2003;56:174-81.

17. Barnes L, Tse LLY, Hunt JL. Schneiderianpapillomas. In: BarnesL, Eveson JV, Reichart P et al., editors. World
health organizationclassification of tumors. Lyon: Pathology of the Head and NeckTumors. Lyon: IARC
Press;2005.pp28-32.

18. Califano J, Koch W, Sidransky D et al. Inverted sinonasal papilloma:a molecular genetic appraisal of its putative
status as a precursor tosquamous cell carcinoma. Am J Pathol 2000:156333-156337.

19.Jayachandran S, Meenakshi R. Cemento-ossifying fibroma. Indian J DentRes 2004;15:35-9.

240
www.ijbamr.com



