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ABSTRACT: Nasal polyp is a benign polypoidal lesion which usually arises in maxillary sinus, 

radiologically opacifying and enlarging the sinus cavity without bone destruction, allergy, chronic 

sinusitis and cystic fibrosis have all been implicated in the etiology of nasal polyp. Our case is A 37 

years old female who presented with bilateral nasal obstruction. Clinical examination and computed 

tomography shows malignant mass. Under general anaesthesia mass was removed by simple 

avulsion.  Histopathologically, the mass showed benign allergic polyp. 
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INTRODUCTION: Nasal polyps are described as abnormal lesions that emanate from any portion of 

nasal mucosa or paranasal sinuses. They are typically smooth, round, semi translucent and 

commonly located along the middle meatus and ethmoid sinus. Nasal polyps are present 1-4% of the 

population. They are found more commonly in adults than in children and more commonly in males 

than in female.1 

Etiology of nasal polyp has been debated for many years. The prevailing theory is that nasal 

polyp are formed in response to inflammatory and infectious stimuli.2 

Nasal polyp may be managed medically and surgically. The most common and preferred 

medical treatment for nasal polyp is corticosteroid nasally or orally.3 

 

CASE REPORT: A 37 year old female presented with complaints of bilateral nasal obstruction and 

nasal twang of voice since 5 months, which progressively associated with headache, blurring of 

vision and swelling in mouth since 2 months. There was no history of bleeding from nose, sneezing, 

allergy and asthma. 

Physical examination revealed right deviated nasal septum with no mass in nasal cavity. A 

pinkish mass present behind the left side of the soft palate, uvula shifted to right side and bulge 

present on left side of soft palate. Mass was insensitive to touch, does not bleed on touch and surface 

was irregular. 
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Pre-operative     Follow up 

 

           
 

Computed tomography shows soft tissue density heterogenous mass with multiple 

calcifications is noted in nasopharynx and left parapharyngeal space completely obliterating the 

nasopharyngeal lumen with near complete effacement of pharyngeal lumen measures about 6.4 * 

5.4* 3.5 cms at maximum transverse diameter. Superiorly the mass shows erosion/destruction of 

sphenoid bone/clivus and base of skull with complete opacification of sphenoid sinus. The mass 

shows intracranial extension involving pituitary fossa and suprasellar cistern region. 

 

 

 

Histopathological Report reveals lack of basement 

membrane thickening, stroma is less edematous and more 

fibrotic than inflammatory polyp and large vascular spaces 

may be present. 

 

 

 

DISCUSSION: The antrochoanal polyp is a benign solitary polypoidal lesion that usually arises from 

maxillary sinus. It passes through the ostium of the sinus into the choana and from there into 

posterior nasopharynx.4 
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Nasal polyp is about 2% in general population. It increases with age reaching a peak in those 

aged 50 years and older. The male: female ratio is 2:1.6 

The more common symptoms are nasal obstruction, rhinorrhoea, sneezing, headache, 

epistaxis and anosmia.5 

Polyp usually show a decrease blood flow and decrease in number of blood vessels 

compared with nasal mucosa.7  Approximately 5% inflammatory  or allergic nasal polyp develop 

extensive vascular proliferation and ectasia with deposition of pseudo amyloid. These so called 

angiectatic nasal polyp. Can grow rapidly and exhibit an aggressive clinical behavior that could 

simulate malignancy preoperatively. 8 

The diagnosis is based on anterior rhinoscopy or preferably endoscopy. A computed 

tomography scan is necessary when malignancy is suspected and before endoscopic surgery. 

Treatment consists of corticosteroid and severe cases surgery is done. Intranasal corticosteroid 

reduces rhinitis symptoms, improves nasal breathing, reduce size of polyp and prevent in part there 

recurrence but it has little effect on the sense of smell. Intra nasal steroids can, as basic long term 

therapy, be used alone in mild cases and together with systemic steroids and surgery in severe cases. 

Systemic steroid for 2 or 3 weeks have an effect on all types of symptoms and pathology include the 

sense of smell. This type of treatment can serve as medical polypectomy. When blockage is the 

problem in spite of medical treatment, surgery is recommended. Simple polypectomy is still 

performed but in the more severe and persistent cases endoscopic surgery is recommended.6 

So in our unusual case, its location was not in the most common area of the nose neither the 

examination pointed to be a polyp and nor the radiological examination was revealing it to be a 

polyp. 

So radiological study normally confirms the nature of lesion and extent of disease according 

to CT scan paranasal sinus reports it was misdiagnosed as a malignancy but histology confirmed it to 

be a polyp. 

 

CONSENT: Written informed consent was obtained from the patient for publication of this case 

report and accompanying images. 
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