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CASE REPORT

INTRODUCTION

Inverted papilloma is a benign tumor that represents between
0 and 5 to 7% of all nasal neoplasms, with an incidence of
1.5 cases per 100,000 persons-year.1-3

Histologically, these tumors show patterns of inversion
of epithelial growth without transgression of the basement
membrane.

The etiology is unknown. The role of human papilloma
virus (HPV) has been advocated. Viral subtypes 6, 11, 16
and 18 were the most frequently found which could be
implicated in 33 to 42% of cases of inverted papilloma.4,5

The multifocal origin of these tumors and its rate of
recurrence, supports its viral etiology as well as the
established association with other papillomas in other areas
of the body.

The association of malignancy and inverted papilloma
is controversial. The review of the literature shows the
presence of a metachronous malignant lesion in 1 to 3% of
patients and a synchronous lesion in a 7 to 8% of cases.3-6

There is a male predominance and most of the cases are
diagnosed in adult age. The endoscopic exploration usually
shows a mass with multiple digitations located in lateral
nasal wall. The maxillary sinus is the second most frequent
site, while the frontal and sphenoid sinuses’ primary
localization is quite rare. Intracranial presentation is an
unusual feature, yet possible, which is usually associated
with recurrent disease. The site of intracranial extension in
most of the patients is the cribiform plate ethmoid roof area.7

The orbit can be displaced laterally but the involvement
of orbital structures by the tumor is infrequent.8 The
papilloma usually grows in one side of the nose and it is
essential to do a differential diagnosis with other unilateral
lesions, such as sinonasal carcinoma, esthesioneuro-
blastoma, choanal polyp and other tumors. We present
an unusual case of a patient with a bilateral inverted
papilloma.

CASE REPORT

A 65-year-old male consulted our department because of
unilateral left nasal obstruction and intermittent epistaxis
during the last year. He also complained of anosmia and
bilateral epiphora for the past 2 years. He did not present
visual dysfunction and the ocular motility was normal
without proptosis. He did not refer toxic consumption.

Anterior rhinoscopy and nasal endoscopy with 0° and
30° rigid endoscope showed a tumor in the left nasal fossa,
involving the lateral nasal wall, including the middle and
inferior meatus. A biopsy of this nasal mass was performed
and revealed an inverted papilloma.

On the other side, we observed a polypoid mass that
seemed to emerge from anterior ethmoid sinus. We did not
make a biopsy of this lesion.

Computed tomography demonstrated a bilateral mass
occupying both nasal fossae, maxillary and ethmoid sinuses
(Figs 1A and B). Magnetic resonance showed a left
unilateral mass with intermediate signal intensity occupying
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the maxillary sinus, involving the anterior and inferior wall,
and the upper surface of the inferior turbinate. In the right
fossa, we observed a similar mass limited to the anterior
ethmoid without extension into the ethmoid roof neither
the maxillary sinus, which was very small. The high signal
intensity in the lateral portion of the left maxillary sinus
suggested the presence of secretions (Figs 1A and B).
Endoscopic endonasal surgery was performed under general
anesthesia, using 0°, 30° and 45° rigid endoscopes.
Cottonoids soaked with tetracaine and adrenaline were
previously placed in both nasal cavities. The mass in the
left side was removed carefully verifying the origin in the
inferomedial maxillary wall. We also removed the entire
inferior turbinate. The ethmoid anterior cells were removed
without evidence of invasion.

Complete sphenoethmoidectomy and middle antrostomy
were carried out in the right side. We noted the mass was

attached to the vertical portion of uncinatus processes and
did not involve the maxillary sinus. During the surgery, it
was assessed that no communication existed between the
right and left side, confirming the bilateral independent
lesions.

The postoperative pathologic features were reported as
a bilateral nasal inverted papilloma with no signs of
malignancy. The nasal cavities were packed for 24 hours
without intraoperative or postoperative complications.
During the follow-up, no recurrence was observed in the
following 18 months (Fig. 2).

DISCUSSION

Inverted papilloma is a locally aggressive benign nasal
tumor with a high recurrence tendency. Although lateral
rhinotomy or sublabial degloving has been the traditional
approach for decades, in the recent literature, an endoscopic
approach has been considered, showing similar results than
the previous and avoiding the morbidity associated with
open approaches. Some of these advantages are the lack of
facial incision, decreased crusting, less postoperative pain,
decreased postoperative bleeding and less health care costs.
The first report on endoscopic treatment of inverted
papilloma dates back to 1981 when Stammberger
documented 15 patients treated by a purely endoscopic
approach.9 Since then, numerous authors have reported their
experience in the treatment of this lesion by exclusively
endocopic approach showing successful results comparable
to external techniques.

The local recurrence after endoscopic resection has been
reported by several studies with an average recurrence that
ranges from 0 to 24% of the patients who underwent an
endoscopic approach.10-16 Lawson et al10 employed a

Figs 1A and B: Coronal computed tomography and coronal
magnetic resonance demonstrating a left mass occupying the
maxillary sinus involving the anteroinferior wall. In the rigth side,
we observe a mass limited to the anterior ethmoid sinus

Fig. 2: Postoperative coronal magnetic resonance showing
complete removal of the tumors

A

B



Bilateral Inverted Papilloma of the Paranasal Sinus: Literature Review

Clinical Rhinology: An International Journal, September-December 2011;4(3):141-144 143

AIJCR

Caldwell-Luc procedure with endonasal approach for
tumors extending to the lateral portion of the maxillary sinus
and external frontoethomidectomy when the tumor extended
into the nasofrontal duct, superoethmoid cells, perilacrimal
cells and orbit. Lane and Bolguer17 advocate that Caldwell-
Luc approach should be used when the tumor involves
lateral, inferior or anterior wall of the maxillary sinus.

Pasquini et al13 concluded that Krouse system stages
T1-T2 and selected T3 cases are suitable for endoscopic
resection. Banhiran and Casiano18 perform a Lothrop
procedure in cases of inferomedial wall of frontal sinus
invasion and osteoplastic flap in cases of lateral or more
superior involvement.

 In our center, inverted papillomas are mainly treated
with endoscopic approach. We indicate external surgery
when the papilloma involves the alveolar recess (Caldwell-
Luc procedure or sublabial approach), when the tumor
erodes the anterior skull base (craniofacial resection) or
when the lesion involves the lateral and superior walls of
frontal sinus (osteoplastic procedure or a subciliary incision).

After reviewing the literature, we have only found three
cases of noniatrogenic bilateral inverted papilloma.19-21

We present a case of a patient with an ethmoid papilloma
in the right nasal fossa associated to another inverted
papilloma in the left side with an origin in the maxillary
sinus.

We decided to perform an endoscopic approach in both
fossae but informed the patient about the possibility to
extend the surgery with a sublabial incision if the mass in
the left side was found to be attached at the alveolar recess.
The inferior turbinate was included in the surgical specimen
because of the suspicion of its infiltration by papilloma as
well as to gain access to the anteromedial maxillary sinus
due to the proximity of the lesion. The tumor’s surrounding
mucosa was completely removed. The ethmoid anterior cells
were removed without evidence of invasion.

In the right side, the mass was attached to the lateral
wall, at the vertical portion of uncinate process and did not
involve the maxillary sinus, thus, performing a complete
sphenoethmoidectomy and middle antrostomy. The
dissection of the ethmoid sinus was carried out in a
subperiostical plane. The papiracea was not rejected.

During the 18 months follow-up, no recurrence was
observed by endoscopic examination. Computed
tomography scan and magnetic resonance imaging were
performed on the first postoperative year without showing
any recurrence.

It is the unique bilateral case in our database of 79
inverted papillomas treated in our center from 1978 to 2008
and it is a rare entity in the literature. There is no doubt that
it is an exceptional case that demonstrates that in most of

the cases inverted papilloma is an unilateral lesion but it
may occasionally be bilateral.

CONCLUSION

Sinonasal inverted papilloma is a benign epithelial tumor
that in most cases occur unilaterally. We present a rare entity
of bilateral independent papilloma located in the ethmoid
and maxillary sinus respectively. This patient was treated
successfully with endoscopic sinus approach.
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