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Introduction
Inverted papilloma (IP) is a rare, benign tumor, aggressive by nature, that causes local damage, 

erodes bone [1-3], tends to recur, is multicentric at a rate of 4% and is related to malignancy at a 
rate of 5% -15% [4]. In the year 2000, Doctor Krouse published his staging report founded on 30 
years of experience with IP; this classification was based on the tendency of IP to recur. His main 
objective is to offer prognostic information [5]. Even before the year 2000, it was shown that radical 
surgery (medial maxillectomy) of IP lowered its recurrence; the key anatomic area in Krouse’s (and 
in others’) staging, is the medial wall of the maxillary sinus. If the tumor originates on another 
maxillary sinus wall that is not the medial wall, or on the frontal or sphenoid sinuses, the possibility 
of recurrence is greater. This also applies to the resection of IP in the endoscopic age [5,6]. Around 
2006, however, the first studies on osteitis (or hyperostosis) as the originating site of IP, which 
can be identified in most cases by computerized tomography, came out. This originating site must 
be dried out, reduced with a drill, and/or cauterized (as necessitated by each case) to lower the 
possibility of recurrence. However, the endoscopic approach should not make us ignore the fact that 
the treatment of IP is carried out by means of aggressive surgery [2,3,7].

Case Presentation
Male patient, 68 years-old that had been presenting clinical signs for 2 years, characterized by 

obstruction to the left nasal passage and occasional epistaxis. He goes to a medical practitioner 
who believes that the patient has a nasosinal polyp; the pathological result was that of inverted 
papilloma, for which he was referred to our otolaryngology department. The endoscopic image, 
typical of IP (Figure 1). The computerized tomography showed an opacity on the left nasal cavity, 
anterior ethmoidal cells and partially in the posterior ones; and on the frontal sinus (Figures 2,3). 
The oseitis zone on the anterior ethmoidal cells was identified (Figures 4- 6). The endoscopic surgery 
was carried out using a microdebrider, with the aim of reducing the volume of the tumor and 
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Figure 1: Typical endoscopic image of an inverted papiloma.



Alejandro Martín Vargas-Aguayo Annals of Clinical Case Reports - Otolaryngology

Remedy Publications LLC., | http://anncaserep.com/ 2017 | Volume 2 | Article 14732

identifying the originating site (osteitis) (Figure 7). The tumor had 
lodged itself in the frontal sinus and had partially eroded the lamina 
papyracea. (Figures 8,9) are endoscopic images of the patient 3 years 
after his surgery and show no signs of recurrence.

Figure 2: CT coronal section. Opacity within the nasal cavity.

Figure 3: The tumor extends to the ethmoid and frontal sinus. A magnetic 
resonance image would be needed to differentiate tumor from mucus.

Figure 4: CT axial section showing osteitis within the anterior ethmoid cells.

Figure 5: CT coronal section showing osteitis with in the anterior ethmoid 
cells.

Figure 6: CT sagittal section showing the osteitis zone.

Figure 7: Shows the fragment of osteitis during surgery.

Figure 8: Endoscopic image 3 years after Surgery.

Figure 9: Same as the firgure 8 but with approach to the frontal sinus.

Discussion
If we strictly follow Dr. Krouse’s staging, this case would be 

a type 3 since it involved the frontal sinus. However, based on the 
theory of the originating site (osteitis), it is a type 2 and, statistically 
speaking, there is about a 3% chance of recurrence [8].  It has been 

user
Highlight
within

user
Sticky Note
crop the image at the bottom so that patient name should not be displayed

user
Sticky Note
crop the image at the bottom so that patient name should not be displayed

user
Sticky Note
crop the image at the bottom so that patient name should not be displayed

user
Sticky Note
crop the image at the top so that patient name should not be displayed



Alejandro Martín Vargas-Aguayo Annals of Clinical Case Reports - Otolaryngology

Remedy Publications LLC., | http://anncaserep.com/ 2017 | Volume 2 | Article 14733

3 years since the patient underwent the surgery and most cases of 
recurrence happen within the first 2 years. Following protocol, all 
patients receive 5 years of follow-up. The classification should not 
be ignored, however, but rather be used to inform patients of the 
necessity of follow-up to detect possible recurrence.

Conclusions
The application of endoscopy for the resection of IP, along with 

the detection of osteitis as the tumor’s originating site, has led to a 
higher exit rate when treating IP, which is to say, less recurrence. The 
surgeon must be ready to perform radical surgery if the case calls for 
it, specifically if the originating site cannot be localized or if the tumor 
is multicentric.
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