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INTRODUCTION

La polypose nasale (PN) est une pathologie inflammatoire de la muqueuse non
olfactive de I’ethmoide’. La prévalence de la PN dans la population francaise est estimée a
2.1%2 Elle est définie par la présence, a I’endoscopie nasale, de polypes cedémateux
bilatéraux non purulents. Ces polypes sont initialement issus du labyrinthe ethmoidal, et
émergent dans la majorité des cas du méat moyen ou supérieur®. La PN peut donc étre
aisement distinguée des rhino-sinusites infectieuses ou des tumeurs unilatérales des cavités

nasales (polype antro-choanal, papillome inversé...).

Physiopathologie de la polypose nasale

La physiopathologie de la PN demeure encore débattue. La conception anglo-saxonne
considére la PN comme faisant partie de la sphere des rhino-sinusites chroniques
(CRSWNP)**. A ce titre, elle en partagerait les étiologies et les traitements. Toutefois, nos
connaissances clinico-radiologiques (figure 1) actuelles ainsi que la compréhension de
I’évolution embryologique de I’éthmoide dans la conception evo-dévo laissent a penser que la
PN est une pathologique spécifique de I’éthmoide?.

En effet, ’ethmoide est phylogénétiquement le réceptacle basi-cranien de la muqueuse
olfactive qui tapisse les ethmo-turbinaux. 1l s’est lentement remanié, et la résultante de ce
remodelage progressif est la formation, a partir de la capsule olfactive, du labyrinthe
ethmoidal au sein duquel la muqueuse olfactive a été remplacée par une mugueuse
respiratoire. Cette muqueuse respiratoire (non olfactive) a probablement perdu ses
caracteristiques histologiques mais aurait conservée le potentiel d’engendrer une réaction
inflammatoire ciblant spécifiquement la muqueuse ethmoidale.

Plusieurs études récentes tendent a suggérer que des mécanismes auto-immuns seraient
impliqués dans I’inflammation chronique a I’origine de la PN. Plusieurs éléments confortent
cette hypothése : présence d’anticorps anti-dsDNA IgG et IgA au sein méme des polypes®”’,
augmentation de la sécrétion d’Interleukine 108 et d’ostéopontine®, colonisation chronique des
polypes par le Staphylococcus aureus qui sécrete des entérotoxines susceptibles d’activer des
réactions immunitaires'®, efficacité des immunothérapies monoclonales dans la réduction du
volume des polypes™. Selon notre hypothése, la PN est générée par la présence d’une

muqueuse vestigiale non olfactive au sein du labyrinthe ethmoidal.
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La polypose nasale : quelle chirurgie ?

S’il est admis que la chirurgie de la PN améliore considérablement les symptémes naso-
sinusiens, un certain nombre des patients opérés nécessiteront une reprise chirurgicale en
raison du caractére récidivant de cette pathologie. Certains facteurs prédictifs de récidive ont
pu étre identifiés : tabagisme, asthme, intolérance & I’aspirine, allergies***...

Toutefois, le choix de la technique chirurgicale peut aussi influencer le taux de récidive. En
effet, deux grands courants de chirurgie endoscopique se différencient :

- la chirurgie endoscopique fonctionnelle, i.e FESS, dont la conception part du postulat que
I’ethmoide est un sinus, composé de cellules devant étre ventilées et drainées. La FESS
regroupe plusieurs procédures : La polypectomie, I’ethmoidectomie fonctionnelle.... Ces
techniques ameéliorent les symptémes naso-sinusiens de la PN, mais leur efficacité est souvent
de courte durée”.

- la nasalisation, en se basant sur les hypothéses physio-pathologiques décrites au paragraphe
précédant, a été développée afin de réduire le risque de récidive™. Le but de la nasalisation,
(i.e ethmoidectomie radicale), est la résection la plus exhaustive possible de la muqueuse
ethmoidale afin de transformer le labyrinthe ethmoidale en une unique cavité ouverte dans la
fosse nasale. La chirurgie intéresse le meat moyen, supérieur et supréme, permettant
d’accéder a la muqueuse ethmoidale au sein d’espaces délimités par des lamelles osseuses. La
nasalisation, en tant que chirurgie endoscopique de la PN, est donc congue comme une

chirurgie des espaces ethmo-turbinaux® et non comme une simple ethmoidectomie.

La récidive de la polypose : quel site ?

I*2 avaient mis en évidence

Une seule étude, a notre connaissance, a été menée. Bassiouni et a
que les récidives de PN se situaient dans la région du sinus frontal dans 55% des cas, dans
I’éthmoide dans 37% des cas, et dans la FO dans 8% des cas. Cette étude présente toutefois
plusieurs biais : i) Chirurgie impliquant plusieurs opérateurs, ii) Techniques chirurgicales non
standardisées : FESS, ethmoidectomie radicale, draf 2a, draf 3..., iii) Evaluation du site de
récidive menée en consultation, sous AL, rendant I’exploration de la FO difficile.

La FO est définie comme une cavité delimitée : en avant par le bord antérieur du cornet
moyen, en arriere par la face antérieure du sphénoide, en bas par une ligne tangentielle au
bord inférieur du cornet moyen, en haut par la lame criblée, médialement par le septum nasal
et latéralement par le cornet moyen, supérieur +/- supréme et la lame conchale de Mouret*’.
Cette fente olfactive peut étre subdivisée en deux compartiments : 1) le vestibule de la fente

olfactive : situé a hauteur du cornet moyen et tapissé majoritairement de muqueuse
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respiratoire™®, et 2) le RO : situé & la hauteur de la lame conchale et tapissée majoritairement
de muqueuse olfactive et dans une moindre mesure de muqueuse respiratoire. Dans notre
expérience, la majorité des récidives de la PN semblaient plutét se localiser dans le récessus
olfactif (RO).

La récidive de la polypose nasale : quelle histologie ?

Bien que plusieurs auteurs se soient intéressés aux taux de récidive de la PN et aux techniques
chirurgicales, aucune publication ne s’est focalisée sur I’histologie de la récidive de la PN.
Notre expérience chirurgicale nous laisse a penser qu’une grande proportion d’hamartomes
respiratoires epitheliaux adénomatoides (HERA) est retrouvée aux analyses histologiques
dans ces cas de récidives. L’HERA est une entité décrite par Wenig et Heffner. 1l apparait
microscopiquement bordé par une muqueuse respiratoire bien différenciée, reposant sur une
membrane basale épaissie avec un chorion lache et cedémateux, abritant des glandes
séromuqueuses parfois en dilatation kystique et comportant un infiltrat inflammatoire.

Gauchotte et al*°

a identifié la présence de HERA chez 35% des patients opérés de PN. Ces
Iésions étaient bilatérales dans 72% des cas et issues exclusivement de la fente olfactive dans
67% des cas. Dans 33% des cas, elles ont été identifiees a la fois dans la fente olfactive et
dans le labyrinthe ethmoidal, mais jamais constatés de maniere isolée dans les cellules
ethmoidales.

L’étiologie du HERA demeure inconnue, mais son origine au sein de la fente olfactive et
I’association fréquente avec la PN suggére qu’il s’agisse d’une tumeur induite par une
inflammation chronique. De récentes études montrent au sein de ces HERA le recrutement de
mastocytes producteurs de triptase, et I’expression de métalloprotéase MMP9 et de MMP2,
suggérant ainsi que les mastocytes joueraient un rdle central dans la formation de cette
entité”. Plusieurs facteurs prédictifs du développement du HERA ont été identifiés par

Nguyen et al** : la durée d’évolution de la PN, I’asthme et les antécédents chirurgicaux de PN.

Obijectif de I’étude :

Le but de cette étude est donc de vérifier les hypothéses basées sur I’empirisme clinique en
comparant, chez les patients opérés d’une premiére récidive de PN, le site et I’histologie de la

récidive au site et a I’histologie de la PN initiale.
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ABSTRACT :

Objectives : The aim of this study was to focus on the site and histology of recurrent nasal
polyposis (NP).
Study Design : Retrospective study.

Methods : All consecutive patients undergoing a first revision surgery between January 2008
and December 2015 for recurrent NP after prior nasalization were enrolled in this study.
Results : 62 patients (124 nasal cavities) were analyzed. The histological feature was
inflammatory polyps (IP) in 91% of nasal cavities at primary surgery whereas it was
respiratory epithelium adenomatoid hamartoma (REAH) or REAH associated to IP in 54.8%
at revision surgery (p<0.0001). Polyps were removed from the ethmoid lateral masses in 70%
of nasal cavities during primary surgery and from the olfactory recesses in 88.7% during
revision surgery (p< 0.0001). The mean interval between primary and first revision surgery
was 8.8 * 4.4 years (median, 8.8 years; range, 0.4-21.7 years). This interval was significantly
shorter after primary surgery with preservation of the middle turbinates (p < 0.0001), grade 3
polyps (p = 0.012), polyps removed from both ethmoid lateral mass and olfactory recess (p =
0.009), and association of IP and REAH (p = 0.0066).

Conclusion : Recurrences after nasalization appear mainly in the olfactory recesses and can
develop under three different histological presentations : as inflammatory polyps , respiratory
epithelial adenomatoid hamartoma, or a combination of both lesions.

Key words: nasal polyposis, respiratory epithelium adenomatoid hamartoma, REAH,
inflammatory polyp, olfactory recess, recurrent, site, histology, nasalization.
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INTRODUCTION

Nasal polyposis (NP) is in our conception a chronic inflammatory disease of the non-
olfactory mucosa of the ethmoid leading to the formation of bilateral nasal edematous
polyps*. Diagnosis of NP is based on nasal endoscopy showing bilateral nasal edematous
polyps, after excluding other pathologies such as unilateral polyps or edemato-purulent
rhinosinusitis. The prevalence of NP in the French population is estimated at 2.1%°. It was
proven that endoscopic sinus surgery improved symptoms of NP which could not be
controlled by medical treatment. However, revision surgery is often required in a large
number of patients because of the high recurrence rate of the disease. In primary surgery,
inflammatory polyps (IP) have been observed within different subcompartments of the
ethmoid bone, especially the lateral ethmoid masses from which polyps protrude through the
middle or superior meatus®. According to our knowledge, the site of recurrence of NP was
reported in only one paper®. These authors found, during revision surgeries, recurrent polyps
stemming mostly from the frontal sinus area (55%) or the ethmoid lateral masses (37%).
However, according to our clinical observation it seems that a large number of recurrent
polyps were originated from the olfactory recess (OR) which is the upper portion of the
olfactory cleft’ and that respiratory epithelium adenomatoid hamartoma (REAH) was
frequently associated to IP in revision surgery after nasalization®. Thus, the aim of this paper
was to compare the site and histology of removed nasal polyps of primary and revision

surgery for NP.
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MATERIALS AND METHODS

Study design: Retrospective study

Patient population : The charts of all patients having undergone between January 2008 and
December 2015 a first revision surgery after a prior nasalization for NP were included into
this study. The first and the second surgeries in each patient were performed by the same

surgeon (RJ) in our tertiary university hospital.

Patients under 18 years old, or those suffering from cystic fibrosis, primary mucociliary
dyskinesia syndrome (Kartagener syndrome), Mounier Kuhn syndrome, Churg-Strauss

syndrome,or chronic edemato-purulent rhinosinusitis were excluded.

Surgery : Nasalization is a surgical technique designed to remove as completely as possible
the non-olfactory mucosa of the ethmoid lateral mass (ELM). A large middle antrostomy is
the guide to safely dissect and remove the mucosa on the lateral wall of the lateral mass.
Frontotomy (dissection of the anterior lateral mass to free the frontal ostium) and
sphenoidotomie (a key to identify the roof of the lateral mass) are associated to middle
turbinate resection to finely dissect and remove the mucosa inside the lateral mass and both
on the ethmoid’s roof and conchal lamina’s lateral aspect. The conchal lamina is a thin plate
of bone which is preserved as the upper part of the turbinate wall of the lateral mass®; it
anatomically protects the OR in which most of the olfactory mucosa is located. In some
selected patients of this series, the middle turbinate was preserved (see discussion).

Revision surgery after nasalization starts by looking for the conchal lamina. Recurrent polyps
are endoscopically followed to their pedicle before being removed with Blakesley forceps at
their origin, which is located either lateral (lateral mass compartment) or medial to the
conchal lamina (OR compartment). Complete dissection and removal of the diseased mucosa
inside the previous exenterated lateral mass is then performed only when recurrence is
originating from it. Removal of the diseased mucosa in the OR is performed with different-
angled and non-cutting Blakesley forceps; it consists to perform a mucosectomy to reach and
preserve the periosteum on both parasagittal walls (nasal septum and conchal lamina) of the
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OR while looking carefully to preserve the mucosa on the cribriform plate.

Pathology : All polyps and mucosa removed from the OR compartment and the (ELM)
compartment were sent separately for pathological processing. The histological diagnosis of
REAH was based on Wenig & Heffner’s criteria’: « lesions dominated by a glandular
proliferation composed of widely spaced, small to medium-sized glands separated by stromal
tissue. In areas, the glands arise in direct continuity with the surface epithelium, which
invaginates downward into the submucosa. The glands are round to oval, and composed of
multilayered ciliated respiratory epithelium often admixed with mucocytes». The
pathological diagnosis of REAH was obtained when « presence of fragments> 5 mm, made
of pseudoglands lined by ciliated respiratory epithelium separated by thin bands of
intervening stroma with a width lesser or equal to the average mean diameter of glands »® was
detected.

Data Collection: The followind data were collected from medical, operative and
histopathological records of the primary surgery: age, gender, asthma status (yes/no), aspirin
intolerance status (yes/no), date of surgery, staging of polyps (according to Malm’s
classification’ modified by Benamara et al®), site of origin of polyps (ELM, OR, or both),
middle turbinate status (removed/preserved), and histopathological feature of polyps (IP or
REAH). Data of the revision surgery were: date of surgery, surgical staging of polyps, site of
origin of polyps (prior ELM, OR, or both) and histopathological feature of polyps (IP or
REAH). The time interval between primary and revision surgery was calculated.

Statistical analysis: Descriptive statistics for quantitative variables were expressed as mean +
standard deviation (SD) and qualitative variables as percentages. All data were examined for
normality using Shapiro-Wilk's tests. Chi-square or, when necessary, Fisher's exact tests were
used for categorical variables. For continuous variables, the Wilcoxon-Mann-Whitney test
was used for the comparison of two groups and the Kruskal-Wallis test for the comparison of
three groups because of the non-normal distribution of samples. Analyses were conducted
using SAS v9.1 statistical software (SAS Inst., Cary, NC). A two-tailed value of p < 0.05 was
considered statistically significant.
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RESULTS

A total of 62 patients (27 women and 35 men; mean age, 44.9 +12.1 years; age range, 22.1 -
72.7 years) undergoing revision surgery between January 2008 and December 2015 for
recurrent NP after primary nasalization were included. Twenty-four patients (38.7%) were
asthmatic with aspirin intolerance (Widal's triad) and twenty patients (32%) were asthmatic at
the first surgery. Hence, 124 nasal cavities (ELM and OR) were analyzed. Middle turbinates
were removed at primary surgery in 111 cavities (89.5%) and preserved in 13 cavities
(10.5%).

Table 1 shows the polyps’ characteristics at primary and revision surgery. Grade 1 polyps
were observed in 37.4% of cases in revision surgery in contrast to 48% in primary surgery.
The main polyps’ histological feature was IP at primary surgery (91%) while it was REAH or
REAH associated to IP in 54.8% at revision surgery (p < 0.0001). Polyps originated
exclusively within the lateral mass of the ethmoid in 70% of nasal cavities at primary surgery
in contrast to 11.3% at revision surgery (p<0.0001). Inversely, recurrent polyps originated
mainly in the OR after nasalization : exclusively within the OR in 41.1% (vs 5.8% at primary

surgery) and both in OR and ethmoid lateral mass in 47.6% of cavities (vs 24.2% at primary
surgery).

Table 2 shows the histological feature of polyps according to their location in revision
surgery. There was a significant difference in the histological aspect of relapsed polyps
according to the location (p<0.0001). For nasal cavities in which polyps were relapsed
exclusively within ELM (14 nasal cavities), the histological feature of polyps was IP in 12
nasal cavities. In nasal cavities in which polyps relapsed exclusively in the OR (51 nasal
cavities), the histological aspect of polyps could be IP (21cases), or REAH (17 cases), or a
mixture of IP and REAH (13 cases). For nasal cavities in which polyps relapsed in the ELM
and OR (59 nasal cavities), the histological feature could be IP (23 cases), or a mixture of IP
and REAH (33 cases), or isolated REAH (3cases).

Mean time interval between primary and first revision surgery was 8.8 + 4.4 years (median,

8.8 years; range, 0.4-21.7 years). Table 3 shows the interval between primary and revision

surgery according to clinical characteristics at primary surgery. This interval was significantly
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shorter in cases with middle turbinate preservation (p < 0.0001), grade 3 polyps (p = 0.012),
presence of polyps both in the ELM and OR (p = 0.009), or association of IP and REAH (p =
0.0066) at primary surgery. Gender and Widal’s triad did not impact significantly on the

mean interval between primary and first revision surgery.

DISCUSSION

Our findings show that : i) the OR is a frequent location of NP recurrence after nasalization;
i) 54.8% of recurrent polyps are REAH or REAH associated to IP; iii) the mean interval
between the primary and first revision surgery after nasalization with middle turbinate
resection at the primary surgery is 9.5 years (range: 0.6 — 21.7 years); and iv) some factors
may shorten the interval to revision surgery, i.e. middle turbinate preservation, grade 3
polyps, polyps initially developed both in the ELM and olfactory recess, or the association of
REAH to IP at the first surgery.

The pathophysiology of NP is still under debate. Most expert panel documents are based on
the assumption that rhinitis and sinusitis coexist and are concurrent in most individuals*®**.
These current consensuses consider NP as a form of chronic rhinosinusitis (CRS)™. Hence,
CRS with or without nasal polyps share the same etiological factors and same medical and
surgical treatments. However, the respective developments of the ethmoid complex and

paranasal sinuses are quiet different'*2.

The human ethmoid complex is anatomically
compartmentalized into a lateral mass and an olfactory cleft in each nasal fossa. In NP,
edematous polyps develop from the non-olfactory mucosa of the ELM and prolapse into the
nasal fossa through the middle meatus and in the olfactory cleft through the superior and
supreme meati and sphenoethmoidal recess®. Polyps that develop from the mucosa of the OR
(i.e. the upper portion of the olfactory cleft in which olfactory mucosa lays mixed with non-
olfactory mucosa) can be, after pathological examination, either classic edematous polyps or
REAH™. Together with these observations, the specific evo-devo origin of the human
ethmoid complex lead us to consider that NP could be a specific disease of the ethmoidal,
non-olfactory mucosa. Nasalization is a surgical procedure which aim is to remove as

completely as possible the ethmoidal, non-olfactory mucosa in order to restore the respiratory
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and olfactory functions of the nose and to control the symptom and recurrence of the disease

on a long term basis.

We report here a series of 62 consecutive patients with a first recurrence of NP after
nasalization, who needed to be reoperated after a mean interval of nine years (range: 0.4-21.7
years). One patient was reoperated at 0.4 years. Another patient of this series required
revision surgery after 21 years, and we incidentally know about many patients who feel free
of symptoms and did not recur after even more than 21 years. We tried to assess the
recurrence rate after nasalization but this study aborted because patients free of symptoms do
not spontaneously come back to their surgeon and also because the very long interval to
recurrence in some patients lead to high numbers of lost to follow-up, as some patients move
without leaving an address or die from other causes. As an approximation, we noticed in the
last ten years that around 8 patients per year were reoperated for NP recurrence, while
nasalization for primary NP was performed in 60 to 80 patients each year by the senior
surgeon since 1990.

Nasal polyposis has been shown to be frequently associated to REAH?

and, while
edematous polyps mainly originate from the ELM, REAH mainly develop from the non-
olfactory mucosa of the OR?®?’. REAH present as a benign proliferation of the surface
respiratory epithelium which folds like pseudoglands into the submucosa’. REAH formation
seems to be induced by local inflammation? but we don’t know why some patients with nasal
polyposis develop REAH and others do not?’. This series shows a high rate of REAH in
recurrent nasal polyposis, either as the only histological feature of the recurrence (17/51
cases) or in association with edematous polpys (13/51 cases). Moreover, REAH were mostly
found in the olfactory recess. We could not look, however, for a correlation between the
finding of REAH at first surgery and the REAH recurrence at revision surgery because we
systematically looked for the presence of small REAH during primary nasalization only since
2008. Thus, in this series we missed the REAH diagnosis at first surgery in all patients

operated before 2008 who went on revision surgery between 2008-2015 (n=50).

Interestingly only 14/124 operated ethmoid lateral masses were the site of a recurrence,
mainly under the form of edematous polyps. This result could mean that the removal of the
non-olfactory mucosa of the ELM had not been complete during the nasalization procedure in
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14 cases while it had been complete in the 110 other cases. The shorter interval to recurrence
when the middle turbinate was preserved is also in accordance with our hypothesis that the
aim of surgery in nasal polyposis should be to remove as completely as possible the ethmoidal
non-olfactory mucosa. Others have shown that the resection of the middle turbinate decreases
the rate of or delays the time to recurrence?®*°. By contrast, it has been shown that functional
results and recurrence rates are not different after simple polypectomy and polypectomy with
additional surgery®*2. The concept of functional endoscopic sinus surgery (FESS), which is
based on preservation of the healthy ethmoidal mucosa, does actually not seem to fit with the
pathophysiology of nasal polyposis. Removing polyps and restoring ventilation and drainage
of the ostio-meatal complex seems even not in tune with the current concept of paranasal
sinus physiology®, as these cavities are probably not ventilated during nasal breathing but are
more probably involved in the production, storage and intermittent release of nitric oxide

(NO) in the respiratory airflow®*=.

Our results support the hypothesis that nasal polyposis should not be mixed up with chronic
rhinosinusitis, and that surgery for nasal polyposis should be aimed at the removal of the non-
olfactory mucosa of the ethmoid. This aim looks, however, not reachable if one considers that
olfactory and non-olfactory mucosae are mixed up in the olfactory recess. This may actually
be an explanation to the OR as the main site of recurrence of nasal polyposis after

nasalization.
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CONCLUSION:

Complete removal of the non-olfactory mucosa of the ethmoid seems to prevent or delay
reccurence of nasal polyposis. Recurrences after nasalization appear mainly in the OR and can
develop under three different histological presentations : as inflammatory polyps ,

respiratoryepithelial adenomatoid hamartoma, or a combination of both lesions.
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ANNEXES

Table 1. Polyps' characteristics at primary and revision surgery.

Primary surgery Revision surgery P

| Polyp staging (n=107) (n=100)

1 40 (37.4%) 48(48.0%) 0.3
2 57(54.2%) 45(45%)
3 9(8.4%) 7(7%)

Histological feature (n=124) (n=124)
IP 113(91.1%) 56(45.2%) < 0.0001
REAH 0 21(16.9%)
IP+REAH 11(8.9%) 47(37.9%)

Site of origin of polyps (n=120) (n=124)
ELM 84(70%) 14(11.3%) < 0.0001
OR 7(5.8%) 51(41.1%)
Both 29(24.2%) 59(47.6%)

IP : inflammatory polyp, REAH : respiratory epithelium adenomatoid hamartoma, ELM :

ethmoid lateral mass, OR : olfactory recess.
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Table 2 : Distribution of polyps’ histology according to the site of recurrence

Site of recurrence

Polyps’ histology ELM OR ELM+OR Total
IP 12 21 23 56
HERA 1 17 3 21
IP+HERA 1 13 33 47
Total 14 51 59 124

IP : inflammatory polyp, REAH : respiratory epithelium
ethmoid lateral mass, OR : olfactory recess

adenomatoid hamartoma, ELM :
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Table 3. Time interval between primary and revision surgery according to clinical

characteristics at first surgery.

time

Interval p-values
+SD[range] (years)

Gender

Male (n=35)

Female (n=27)

Middle turbinates at

surgery

Removed (n=111)

Preserved (n=13)

Widal's triad
Yes (n=48)
No (n=76)

Polyp staging
1(n=40)
2(n=58)

3(n=9)

Site of origin of polyps

ELM(n=84)
OC (n=7)

Both (n=29)

Histological feature

IP (n=113)

IP + REAH(n=11)

9.2+4.4[0.6-17.0]

8.3+4.4[0.4-21.7]

9.5+4.2[0.6-21.7]

3.4+1.7[0.4-5.5]

8.7+3.3[3.6-14.6]

8.945.0[0.4-21.7]

9.2+4.6[0.4-17]
8.2+3.8[0.6-16.4]

4.8+1.9[2.1-7.0]

9.0+4.0[0.4-17.0]
8.8+2.0[4.8-11.7]

6.9+4.1[2.1-17.0]

9.1+4.5[0.4-21.7]

5.6+1.4[2.8-7.6]

0.15*

< 0.0001*

0.94

0.012**

0.009**

0.0066*

IP : inflammatory polyp, REAH : respiratory epithelium adenomatoid hamartoma, ELM :
ethmoid lateral mass, OC : olfactory cleft
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Figure 1 : Scanner des sinus en coupes coronales d’un patient souffrant de polypose nasale
débutante (stade I1). A noter I’absence d’opacité des sinus maxillaire, frontal et sphénoide.
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RESUME

Objectif : Etudier le site et I’histologie de la récidive de polypose nasale lors de la premiére
révision chirurgicale

Type d’étude : Etude retrospective.

Matériel et méthode : Tous les patients ayant bénéficié d’une premiere révision chirurgicale

entre Janvier 2008 et Décembre 2015, apres une nasalisation, ont été inclus.

Resultats : 62 patients (124 cavités nasales) ont été analysés. L’examen anatomopathologique
retrouvait des polypes inflammatoires (P1) dans 91% des cavités nasales lors de la premiere
chirurgie alors qu’il s’agissait d’hamartome epithelial respiratoire adénomatoide (HERA) ou
HERA associé a des Pl dans 54.8% lors de la révision chirurgicale (p<0.0001). Les polypes
s’inséraient dans la masse latérale de I’éthmoide dans 70% des cavités nasales lors de la
premiere chirurgie, et dans le récessus olfactif dans 88.7% des cavités nasales dans la révision
chirurgicale (p< 0.0001). Le délai de récurrence chirurgical a été de 8.8 £ 4.4 ans (médiane,
8.8 ans; intervalle 0.4-21.7 ans). Ce délai a été plus court lorsqu’a la premiére chirurgie : le
cornet moyen a été préservé (p < 0.0001), la polypose a été de grade 3 (p = 0.012), les
polypes s’inséraient a la fois dans la masse latérale de I’éthmoide et dans le récessus olfactif
(p = 0.009), une association HERA et Pl a été retrouvée (p = 0.0066).

Conclusion : Les récidives aprés nasalisation émergent principalement dans le récessus
olfactif, selon trois présentations histologiques différentes : PI, HERA, ou une association Pl
et HERA.

TITRE EN ANGLAIS : Site and histologie of recurrent nasal polyposis in revision surgery

THESE : MEDECINE SPECIALISEE - ANNEE 2016

MOTS CLEFS : nasal polyposis, respiratory epithelium adenomatoid hamartoma, REAH,

inflammatory polyp, olfactory recess, recurrent, site, histology, nasalization.
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