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CASE SUMMARY

A 7-year-old female presented to
the emergency department with a one-
week history of sore throat, dysphagia,
and a “slimy” sensation in her poste-
rior pharynx. Her parents reported that
she had been snoring while sleeping.
Upon examining her pharynx, a 1 cm
purple, cobblestoned mass with white
exudate was visible in the posterior
pharynx and the uvula was displaced
to the left. The mass appeared to orig-
inate from the nasopharynx, and its
inferior aspect was at the level of the
epiglottis.

IMAGING FINDINGS

Based on the initial symptoms, an
airway radiograph was obtained. The
radiograph showed a large polypoid
mass obstructing the right nasal cavity,
the nasopharynx, and extending to the
epiglottis (Figure 1).

A flexible fiber optic exam was
performed in the emergency depart-
ment; an obstructive polypoid lesion
in the right nasal cavity was noted. A
CT scan of the sinuses was performed
with intravenous contrast (Figure 2).

The CT showed opacification of the
right maxillary sinus with thickening
of the maxillary sinus walls, consis-
tent with osteitis secondary to chronic
inflammation. A low-attenuation,
nonenhancing mass was also present,
extending from the right maxillary
sinus through an enlarged ostium and
then projecting posteriorly through the
right nasal cavity into posterior naso-
pharynx. Its diameter in the nasophar-
ynx was approximately 3 cm. There
was moderate mucosal thickening in
the right sphenoid sinus. The remain-
ing paranasal sinuses were clear. There
was no adenopathy or other soft tissue
mass.

DIAGNOSIS
Antrochoanal polyp

DISCUSSION

The antrochoanal polyp is an
inflammatory nasal polyp found more
frequently in children than adults. It
represents up to 42% of all nasal pol-
yps in children and 4-6% in adults.'-
Killian first described the polyp as a
solitary mass with both cystic and solid

Standing

FIGURE 1. Lateral airway radiograph
shows a large lobulated mass (arrows)
occupying the majority of the nasopharynx
and extending to the oropharynx with its tip
near the epiglottis.

components in the maxillary sinus
extending into the nasopharynx.’ The
polyp can enlarge enough to be visi-
ble in the oropharynx, similar to the
patient presented in this case.

In the pediatric population, the
most common symptoms of an antro-
choanal polyp are nasal obstruction
and discharge. However, other rou-
tine findings include epistaxis, snor-
ing and obstructive sleep apnea.’ The
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FIGURE 2. CT of the sinuses. (A) Axial image shows opacification of the right maxillary
sinus. The ostia (white arrow) is widened by the soft tissue mass. The mass fills the right
nasal cavity and extends to the nasopharynx (black arrows). (B) There is thickening of the
walls of the right maxillary sinus, consistent with osteitis secondary to chronic inflammation.
(C) Coronal image shows opacification of the right maxillary sinus, widening of the ostia
(arrow), and opacification of the right nasal cavity. (D) Sagittal inage shows the hypoat-
tenuating soft tissue mass (arrows) occupying the right nasal cavity and extending to the

nasopharynx.

true etiology of antrochoanal polyps
is unknown but a case series review of
200 antrochoanal polyps found that the
only significant risk factor is an ana-
tomic anomaly.? The most common
abnormalities, as noted by the authors,
were nasal septal deviation, inferior
turbinate hypertrophy and concha
bullosa.?

Nasal polyps are benign mucosal
growths indicative of chronic inflam-
mation. They arise most commonly
in the setting of chronic sinusitis in

adults. In children, allergic polyps
are more common than inflammatory
polyps.? There is debate regarding
whether an association exists between
allergic rhinitis and antrochoanal pol-
yps.* In adults, histologic findings
such as inflammatory cell infiltration
and lack of eosinophils suggest that
antrochoanal polyps are a result of
inflammation and are less of an aller-
gic process.’ On microscopic exam-
ination, antrochoanal polyps are lined
by pseudostratified ciliated columnar
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epithelium, which is similar to nasal
mucosa. The stroma is composed of
loose connective tissue and is edema-
tous.* Allergic polyps also contain an
edematous stroma but are predomi-
nantly composed of eosinophils.

The gold standard for diagnosing an
antrochoanal polyp is a CT scan show-
ing a hypodense mass arising from an
enlarged, opacified maxillary sinus.?
The polyps do not cause bony destruc-
tion. However, when large, they can
expand and enlarge the ostium. The
location of the polyp and its soft con-
sistency, cause its characteristic dumb-
bell shape.

On MRI, antrochoanal pol-
yps follow water signal on T1- and
T2-weighted images, unless they are
proteinaceous, in which case they will
demonstrate areas of increased T1 and
intermediate-to-decreased T2 signal
intensity. After administration of con-
trast, there may be a thin rim of muco-
sal enhancement. However, the central
portion of the polyp does not enhance.*

The only definitive treatment is
surgery. In performing the surgery,
it is important to remove the whole
mass, as opposed to a simple polyp-
ectomy, because of the high rate of
recurrence. Historically, the Cald-
well-Luc procedure was performed
to remove the antral portion of the
polyp. However, this procedure has
fallen from favor due to potential
complications, such as facial pares-
thesia, injury of the infraorbital nerve
and risk of damaging the maxillary
growth centers in children.* Currently,
the treatment of choice is functional
endoscopic sinus surgery (FESS).
This procedure involves removal of
both the solid nasal and cystic antral
portions of the polyp. This technique
minimizes the risk of complications
and recurrence, with some studies
showing complete resolution.* In gen-
eral, the rate of recurrence can reach

January-February 2019

www.appliedradiology.com

APPLIED RADIOLOGY W 39



APPLIED

RADIOLOGY

up to 15%, depending on the surgical
approach and technique.”

In our case, the patient was taken to
surgery and underwent a right maxil-
lary antrostomy and polyp exterbation
with curetting of mucosa in the maxil-
lary sinus. She has received follow-up
care from ENT specialists who have
noted no evidence of recurrence of the
antrochoanal polyp. In general, follow
up care should be continued for at least
2 years after surgery in order to detect
95% of recurrence. Our patient will
continue to receive routine follow-up
care over this span, and her prognosis
is excellent.

CONCLUSION
The antrochoanal polyp is a rare,
benign, nasal polyp found primarily in

children. The risk factors leading to its
etiology are unclear. Comprising nasal
mucosa, it originates in the maxillary
sinus and can cause symptoms of nasal
obstruction. The polyp can be defin-
itively diagnosed on CT. Treatment
involves surgery and recurrence is rare
if the entire polyp is removed.
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