
fibroepithelial polyp (FEP) is a benign lesion of mesodermal origin
that most commonly originates in the skin or genitourinary tract.1

The prevalence of FEP is approximately 1.2%, with a male predilec-
tion.2 Although chronic inflammatory, infectious, and traumatic factors
have been suggested in the etiology of FEP, they can occur independently,
and the ultimate pathogenesis of the disease remains unknown.3 A FEP is be-
nign and presents with an indolent clinical course. Problems may arise de-
pending on its location, especially in cases of FEP in the respiratory tract that
cause obstruction.1 As mentioned above, the skin and genitourinary tract are
common sites for FEP, while the head and neck region are rare sites, includ-
ing the external auditory canal, middle ear, nasal cavities, tonsils, hypophar-
ynx, trachea, and bronchus.1-6 To our knowledge, no FEP arising from the
paranasal sinus has been reported in the English-language literature. Here, we
present the first case of FEP occurring independently in the maxillary sinus.

CASE REPORT

A 73-year-old woman presented to the Ear, Nose, and Throat Service with a
1-year history of slowly progressive right-sided nasal obstruction. Her med-
ical history was unremarkable, except for arterial hypertension. Nasal en-
doscopy showed a lobular polypoid mass originating from the right
osteomeatal complex, filling the right nasal cavity and extending to the choana
(Video clip).
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The First Case of Fibroepithelial
Polyp Originated from the Maxillary Sinus

AABBSS  TTRRAACCTT  A fibroepithelial polyp is a mucosal polypoid lesion comprising connective tissue and
covered by benign local epithelium. They can occur on any area of the body with an epithelial sur-
face. We report a fibroepithelial polyp of the right maxillary sinus as the first case of fibroepithe-
lial polyp of the paranasal sinuses which presented with unilateral nasal obstruction. The patient
completely recovered after surgical treatment. The differential diagnosis of unilateral sinonasal
growing masses in elderly patients includes various benign and malignant diseases and fibroep-
ithelial polyp should be considered as a possible diagnosis. Nasal fibroepithelial polyps are treated
surgically and have a favorable prognosis.

KKeeyywwoorrddss::  Fibroepithelial polyp; unilateral nasal obstruction; paranasal sinus tumor;
sinonasal polyp; unilateral sinonasal mass
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There was no facial asymmetry, and the ear
and throat examinations were normal. Routine
blood work was normal, including a complete
blood count, C-reactive protein, erythrocyte sedi-
mentation rate, and liver and renal profiles. The
chest X-ray was unremarkable.

Computed tomography (CT) revealed a soft-
tissue opacity with a lobulated contour that almost
completely filled the right maxillary sinus without
any sinus invasion or bony destruction. The mass
passed through the maxillary ostium into the nasal
cavity, filling the middle and lower nasal meatus
and reaching the nasopharynx (Figure 1).

Magnetic resonance imaging showed a well-
circumscribed 19×12 mm mass originating in the
right maxillary sinus that almost completely filled
the sinus and passed through the maxillary ostium
into the right nasal cavity, reaching the nasophar-
ynx. The mass was hypointense on non-enhanced
T1-weighted images and had a non-homogenous
hyperintense signal intensity on T2-weighted im-
ages. After gadolinium-enhanced dynamic imag-
ing, the mass showed marked, non-homogenous
enhancement that peaked 60 s after an intravenous
bolus of gadolinium (Figure 2). From the radiolog-

ical findings, the differential diagnoses included an
antrochoanal polyp, inverted papilloma, and other
benign and malignant tumors.

After obtaining informed consent, endoscopic
sinus surgery was performed. This revealed that the
tumor originated from the medial wall of the right
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FIGURE 1: Computed tomography of the paranasal sinuses in the axial plane
shows a soft-tissue opacity with a lobulated contour that almost completely filled
the right maxillary sinus, passed through the maxillary ostium into the nasal cavity.
Appearance of bone tissues around the mass seem to be normal.

FIGURE 2: Magnetic resonance Imaging of the paranasal sinuses in the axial T1-weighted plane shows a well-circumscribed hypointense mass with non-homogenous,
intensive contrast enhancement (A) and a non-homogenous hyperintense signal intensity on T2-weighted coronal image (B). 



maxillary sinus. During surgery the tumor ap-
peared very stiff. A uncinectomy was performed
and the posterior part of the lower turbinate and
medial wall of the maxillary sinus was resected for
adequate visualization. The entire tumor was re-
moved (Video clip). Histopathologically, the lesion
consisted of fibrovascular stromal tissue with nu-
merous dilated, hyalinized vessels and was covered
by squamous epithelium with pseudostratified res-
piratory epithelium and glandular epithelium rem-
nants. Areas of reactive epithelial changes, inclu-
ding acanthosis and hyperkeratosis, were also
found (Figure 3). These findings were compatible
with FEP.

One month after resecting the polyp, the post-
operative wound had epithelialized completely and
the nasal obstruction had resolved. At the 6-month
follow-up, nasal endoscopy showed no signs of dis-
ease (Video clip).

DISCUSSION

The differential diagnosis of sinonasal masses pre-
senting with unilateral nasal obstruction encom-
passes a wide spectrum of disease, including
inflammatory polyps, papillomas (inverted papil-
loma and fungiform papilloma), vascular lesions
(capillary hemangioma, solitary glomangioma, an-
gioleiomyoma, glomus tumors, etc.), bony tumors
(osteoma, ameloblastoma, and fibrous dysplasia)
and, more rarely, malignant tumors (adenoid cystic
carcinoma, adenocarcinoma, squamous cell carci-
noma, mucoepidermoid carcinoma, etc.).7-10

Benign neoplasias of the nose and paranasal si-
nuses are relatively common.11 Cancers of the nose
and paranasal sinuses account for less than 1% of
all malignancies and about 3% of all head and neck
cancers.10 Although simple nasal and antrochoanal
polyps are the most common non-neoplastic
sinonasal masses (75%), other benign and malig-
nant neoplastic disorders must be considered, es-
pecially when the mass is unilateral.7,10 When
sinonasal tumors cause bony erosion or show ex-
pansion, malignant tumors must be considered.
There was no bony erosion or expansion to the sur-
rounding tissue in our patient, although the mass
filled and overflowed the maxillary sinus and
reached the choana.

A FEP is a benign solitary lesion with an ex-
tremely low malignant potential. It is a mucocuta-
neous lesion that may occur in any area of the skin
and in all organs with cavities. FEPs arising from
the nasal cavity are rare and there have been re-
ports of cases originating from the inferior
turbinate and nasal floor.4,12 A literature search of
the following databases was performed on 27 june
2018: PubMed, google scholar, Cochrane Library,
and Web of Science. The search words included the
medical subject headings (MeSH) for paranasal
sinus in combination with MeSH for fibroepithe-
lial polyp. No articles were found in the search re-
sults. 

The clinical features and prognosis of the dis-
ease depend primarily on the location and size of
the growing mass. For instance, FEPs of the skin
mainly create cosmetic problems, FEPs of the gen-
itourinary system usually manifest as obstruction
(or occasionally hematuria), and FEPs of the respi-
ratory system present with respiratory problems.6,13

Our patient presented with unilateral nasal ob-
struction.

Infection is suspected most frequently in the
etiology of FEPs of the genitourinary system, while
trauma is usually suspected in the etiology of FEPs
of the upper airway.4,13 However, our patient had
no history of infection or trauma.

A FEP can involve considerable diagnostic dif-
ficulties because of its unusual location and ten-
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FIGURE 3: Photomicrograph showing fibrovascular stromal tissue covered by
squamous epithelium with pseudostratified respiratory epithelium and glandular
epithelium remnants (hematoxylin and eosin, 100× total magnification).



dency to mimic other sinonasal neoplasms. The di-
agnosis of FEP is made by considering the symp-
toms, patient’s history, and findings of physical,
radiological, and histopathological examinations.
The radiological findings of FEP are nonspecific,
but important in differentiating them from malig-
nant tumors when planning their management.14

Histologically, a FEP consists of fibrovascular
stromal tissue covered by normal epithelium of the
organ from which the FEP originated. Compared
with papillomas, FEPs lack squamous epithelial
overgrowth.14

Considering their potential for growth and
possible complications (compression of neighbor-
ing organs, obstruction, and malignant conversion),
the treatment of choice for FEPs is surgical exci-
sion.5,6,11 However, the literature contains reports
of FEP treated with chemotherapy or radiother-
apy.12

In conclusion, a sinonasal FEP is an extremely
rare, benign neoplastic disorder, which can mimic
many malignant and benign neoplasms, making it
a diagnosis of exclusion. Surgical excision of FEP of
the nasal cavity and paranasal sinus is curative and
should be performed to obtain a definitive diagno-
sis and avoid complications.
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