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Introduction

Nasal polyps most often originate
in the lateral wall of the nasal
cavity, especially in the anterior
ethmoid region. In a 1991 study
of 200 patients, Stammberger1

established that the most common
site of polyp origin is the contact
area of the uncinate process,
middle turbinate, and the ethmoid
infundibulum. Very rarely do
polyps arise directly from the
septum. In 2000, Yanasigawa and
Klenoff2 found only three cases
of nasal septal polyps (NSPs) in
200 consecutive sinonasal surgical
cases.

Polyps have a broad range of
clinical manifestations. Some are
glassy, oedematous, or cystic,
whereas others are coarse and
fibrotic. Patients usually present
with nasal obstruction, hyposmia/
anosmia, and sometimes sinusitis.3

Nasal polyps begin to develop
with the appearance of submucos-
al oedema. Over time, gravity,
aerodynamic forces, and local

inflammation cause the oede-
matous site to enlarge and eventu-
ally protrude from its base.3

Histologically, nasal polyps are
easily distinguished from normal
nasal mucosa. In the majority
of the cases, polyps are made
of oedematous stroma that is
infiltrated by a number of inflam-
matory cells, mostly eosinophils,
and are covered with respiratory
epithelium.4 Differently in the
Chinese population, the nasal
polyp is characterized by minor
eosinophilic inflammation, with
an important presence of
neutrophilic infiltration.5

Here, we present two cases of
isolated polyps pediculated on the
nasal septum diagnosed in our
centre from 150 consecutive func-
tional endoscopic sinus surgeries
(FESS).

Case 1

A 33-year-old man presented with
unilateral left nasal obstruction
and epistaxis; his problem had

persisted for two years. He reported
a history of nasal discharge and
allergies to common dermato-
phagoydes Pteronissimus and
Farinae (house dust mites), which
had been confirmed previously by
serological assay. He was treated
with corticosteroid nasal spray
and oral antihistamine therapy for
two months by the local otolaryn-
gologist. With this treatment, he
experienced partial improvement
of his nasal obstruction.
Endoscopic nasal examination
showed a septum deviation with a
yellowish polyp arising from the
postero-superior portion of the left
concave nasal septum. Computed
tomography (CT) revealed that the
paranasal sinuses were clear and
confirmed polyp formation origi-
nating from the left nasal septum
(Figure 1). 

The patient underwent endo-
scopic surgery, and the pedicle of
the NSP was identified and the
lesion completely excised. The
base of the lesion was cauterized
with bi-polar cautery. Histological
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examination confirmed the NSP
surface to be composed of respira-
tory epithelium. The stroma
beneath the epithelium was loose,
mucoid, and contained benign
mucous glands with cystic dilata-
tion. The stroma also contained
a small inflammatory cell infil-
trate, with an accumulation of
eosinophils, neutrophils, plasma,
mast cells, macrophages, and lym-
phocytes. Immunohistochemical
evaluation revealed the presence
of substantial amounts of IgE and
a variety of different cytokines
including interleukins (ILs) 3, 4,
5, 6, and 8, transforming growth
factor b (TGF b) and granulocyte-
macrophage stimulating colony
factor (GM-CSF). 

After three years of follow-up,
the patient is free of disease.

Case 2

A 57-year-old woman presented
to our centre with a history of
right nasal obstruction associated

with purulent rhinorrhea and ipos-
mia since one year previous. She
had no history of allergy, asthma,
or any other nasal disease.
Endoscopy of the nose revealed a
nasal septal deviation with a con-
cavity in the right fossa and a
large, isolated, yellowish NSP
in the right nasal fossa arising
from the postero-inferior portion
of nasal septum. CT scans of
paranasal sinuses confirmed the
endoscopic diagnosis and showed
that the paranasal sinuses were
clear (Figure 2). 

The patient underwent endo-
scopic surgery for polyp excision.
As in the first case, the pedicle of
the NSP was identified and the
lesion was excised. The base of
the lesion was cauterized with bi-
polar cautery. The histology report
confirmed that the lesion was a
benign nasal polyp; immunohisto-
chemical analysis revealed the
presence of IgE, ILs 3, 4, 5, 6, and
8, and cytokines, including TGF b
and GM-CSF.

There was no evidence of recur-
rence at two years follow-up.

Discussion

Numerous hypotheses have been
formulated to explain the origin of
nasal polyposis. Although theories
involving dysfunction of the nasal
autonomic nervous system6 and
abnormalities of carbohydrate
metabolism and vasomotor imbal-
ance7 have been suggested, the
two most plausible, widely dis-
cussed theories are based on aller-
gy8 and inflammation.9 However,
mechanisms other than allergy
appear to be involved in the accu-
mulation of inflammatory cells in
nasal polyps. This assumption is
based on the observation that there
is an increase in the number
of mucosal mast cells in nasal
turbinate epithelium of patients
with polyps, and who do not have
IgE-mediated hypersensitivity.10

Epidemiologic data also suggests
that nasal polyposis can occur in
non-atopic patients.11

Most nasal polyps arise from
the lateral wall of the nasal cavity,
anterior ethmoidal sinus mucosa,
contact area of the uncinate
process, and the middle turbinate;
rarely do polyps arise from the
nasal septum.1 The lateral walls of
the nasal passages are exposed
to more air turbulence than are
other nasal structures. As a result,
irritants are more likely to be
deposited and trigger inflamma-
tion in these regions. The combi-
nation of turbulent airflow and
virus- or bacteria-host interactions
can produce inflammatory changes
in the mucosa of the lateral wall of
the nose. Also, compared with the
mucosa of nasal septum (medial
wall), the mucosa of the lateral
wall is thinner, less vascular, and
more loosely adherent to the

Figure 1
Axial CT image shows the NSP arising from the left posterior
septum. Maxillary sinuses are free of disease.
NSP: Nasal Septal Polyp.

NSP
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underlying structures. In addition,
the medial wall of nasal fossa has
fewer pressure points that are
exposed to becoming foci of
inflammation.4 On occasion, how-
ever, polyps do arise directly from
the nasal septum.

In 2004, Larsen and Tos12

reported that NSPs were found in
4% of 69 autopsies, and that
anatomical variations such as sep-
tal deviation were not related to
polyp formation. Nevertheless,
Ogawa3 noted that the air stream
on the concave side of the
deviated nasal septum was much
stronger than that on the convex
side. Jang et al.13 showed that the
concave side of a septal deviation
exhibited disturbed mucociliary
clearance and loss of cilia as com-
pared to the convex side. As men-
tioned by Passali et al.14 in 1998,
nasal mucociliary clearance is a
fundamental function required to
maintain the health and defence
of nasal cavities. Evidence of

relationships between loss of cilia
and nasal polyposis are present
in literature,15 but in 2005, Yigit
et al.16 demonstrated that septal
deviation is not a risk factor for
decreased cilia distribution on the
nasal septum of patients who do
not have a pre-existing nasal
mucosal disorder. 

Septal deviation surely causes
increased turbulent airflow (with
transport of irritating factors) on
the concave side of the medial
wall. This turbulence could have
caused mucociliary disorder, with
loss of the natural defence of the
nasal medial wall in our patients.
But certainly, nasal septum devia-
tion did not cause NSP formation
in these two patients. Indeed, our
patients remain free of recurrence
two and three years after surgical
treatment without septoplasty.

Allergy and nasal discharge are
important factors in the develop-
ment of NSP; however, our second
patient did not have a history of

allergy or nasal disease. It is more
likely that local nasal inflamma-
tion factors play a more important
role in NSP development. In fact,
the increased presence of inflam-
matory mediators is a prominent
and common factor in nasal
polyps, indicating that chronic
inflammation is a major factor in
polyposis, regardless of aetiology.

Nasal endoscopy and histology
studies help to confirm the diag-
nosis and rule out other lesions
that can involve the medial and
lateral walls of nose or the olfac-
tory cleft, such as papilloma,
hemangioma, dermoid, glioma,
nasal septal chondrosarcoma,17

squamous cell carcinoma, adeno-
carcinoma, olfactory neuroblas-
toma, and particularly adenoma-
toid hamartoma and inverted
papillomas. In 2004, Delbrouck et
al.18 showed that adenomatoid
hamartoma can be associated with
nasal polyposis, and they theo-
rized that same local inflammato-
ry factors lead to the formation of
nasal polyposis and adenomatoid
hamartoma. It has been estimated
that 70% of adenomatoid hamar-
tomas occur in the nasal cavity,
most often localized to the posteri-
or nasal septum.19 Adenomatoid
hamartoma appears as shiny
oedematous polypoid mass on
gross evaluation and as glandular
proliferation on microscopic 
evaluation. The glands themselves
consist of pseudostratified ciliated
epithelial cells with no atypia or
metaplastic changes.18 Adenoma-
toid proliferation and the absence
of a seromucous gland component
differentiate this benign malfor-
mation from inflammatory polyps.19

According to the World Health
Organization, inverted papilloma
is defined as a benign epithelial
tumour20 associated with squa-
mous cell carcinoma in 5-15% of

Figure 2
Coronal CT image showing the NSP in the right side arising
from the concave surface of the deviation of the septum.
NSP: Nasal Septal Polyp.
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cases.19 On endoscopy, inverted
papilloma commonly appears as
one or more polypoid masses; but,
when the lesion is associated with
secondary inflammatory polyps or
develops in a patient with pre-
existing bilateral polyposis, the
endoscopic features can be less
specific. Histologically, inverted
papilloma arises from the strati-
fied squamous epithelium and
is characterized by a markedly
thickened proliferative epithelium.
This lesion also shows invagina-
tion of the surface epithelium into
the underlying stroma.19

Because there is no strong evi-
dence to suggest that septal devia-
tion by itself can give rise to sep-
tal polyposis, we – in consultation
with our patients – decided to treat
only the polyp surgically without
correcting the septal deviation. In
addition, we did not treat the
patients with corticosteroid nasal
sprays postoperatively due to the
lack of evidence supporting its use
for septal polyposis. Medical
treatment with corticosteroid
nasal spray in association with
antihistaminic therapy is indicated
only to reduce the size of the
polyp in preparation for an
endoscopic surgical approach.21 In
fact, after such medical treatment,
our first patient had partially
improved nasal breathing, but the
treatment did not eradicate the
polyps. 

Conclusion

In conclusion, isolated NSPs are
rare. The differential diagnoses
are inverted papilloma, adeno-
carcinoma, meningocele, glioma,
and adenoid hamartoma. Septal
deviation does not seem to play an
important role in NSP, as evi-
denced by the outcome of both of
our patients. Local nasal inflam-

mation factors appear to be most
important for the genesis of NSPs.
Limited resection of the polyps,
including the stalk and base of
implantation, using a functional
endoscopic surgical approach is
the best choice of treatment to
prevent recurrence,22 with or 
without preoperative medical ther-
apy. 
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