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stage 5 are not diagnosed to have SNHL. There is statistically
significant association between stage of the disease and
sensorineural hearing loss (p value=0.016). Our inferences
were supported by a retrospective study done by Pandey S et
al*2 to know the relationship between the different stages of
CRF and corresponding audiological findings in them.
Twenty-three subjects (46 ears) in the age range of 25 to 60
years were included in the study and subjected to pure tone
audiogram. Significant differences in the degree of
sensorineural hearing loss were observed among patients with
different stages of CRF.In our study, no statistically significant
association was found between the levels of hemoglobin
(p=0.729), blood urea (p=0.482), serum creatinine (p=0.945),
serum potassium (p=.970), serum sodium (p=0.556), serum
chloride (p=0.967), serum calcium (p=0.069), serum
phosphorous (p=0.852) with sensorineural hearing loss. Our
results were supported by studies done by Johnson et al*®
who found no relationship between fluctuations of hearing
and serum urea nitrogen, creatinine, pottasium, sodium,
calcium and glucose.

CONCLUSION

In our study, we have made certain conclusions
regarding the effect of various etiological factors on the
hearing thresholds in patients with chronic renal failure based
on a single audiological evaluation. Patients with CRF are
subject to wide fluctuations in hemodynamic and metabolic
parameters over time. Though we have arrived at certain broad
conclusions based on our results, we cannot presume to
identify the exact etiological factors responsible for hearing
loss. High frequency sensorineural hearing loss was detected
in majority of chronic renal failure patients and there was a
positive correlation of sensorineural hearing loss with stage
of the disease and age of the patients.However, lack of
correlation between hearing function and blood parameters
precludes a detailed description of the mechanisms causing
hearing loss in CRF. A routine screening for hearing loss in
chronic renal failure patients may be helpful to diminish co
morbidities and improve their quality of life. Prevention of
development of chronic renal failure is another important
factor. Based on this study we recommend the following points

1. Pure tone audiometry should be done routinely in all
chronic renal failure patients even if they don t report
hearing loss.

2. Periodic audiological assessment should be
incorporated in the management of all chronic renal
failure patients to start rehabilitation as early as
possible.
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ABSTRACT:

debatable.

statistically analyzed.

Introduction : Nasal obstruction is one of the most common chief complaints of the patients visiting the ENT outpatient department.

In some patients the cause for the nasal obstruction may be hypertrophy of the inferior turbinate, the proper management of which is still

Material and method: 60 symptomatic patients with hypertrophy of inferior turbinate presenting to the department of ENT over a
period of one year that is from 1% February 2016 to 31% January 2017, a detailed history was taken and thorough clinical examination was
done and examination with O° degree nasal endoscope, patients were operated for their enlarged turbinates either by turbinectomy or
turbinoplasty . The findings were recorded pre operatively, per operatively and post operatively with the aid of the endoscope and after
discharge from the hospital. The patients were called for follow-up every fort nightly for six months and they were asked for relief of

symptoms, examined for nasal obstruction and for recurrence of symptoms. These findings were included in the descriptive study and

Results: Nasal obstruction was the common complaint and the patients were most commonly diagnosed to have allergic rhinitis. Most

of the patients became symptom free with total turbinectomy as compared to turbinoplasty.

Conclusion: Total Inferior turbinectomy and inferior turbinoplasty both have comparable success rates. Total turbinectomy allows

complete removal of inferior turbinate there by reducing the chances of developing recurrent obstructive symptoms.

INTRODUCTION:

Since the latter part of the 19 century different medical
and surgical treatments have been developed to treat the
enlarged turbinate, reduction in the size of the inferior
turbinate is an accepted treatment for the same and this gives
considerable improvement in the nasal airway. The bone and
or the mucosa may be enlarged, but what constitutes
pathologic or normal is not well defined and therefore there
is controversy over the management of the turbinate in
symptomatic subjects. (1)

Nasal obstruction is in itself a very bothersome
symptom, it especially affects the sleep of the patient. In turn,
can lead to symptomatic sequelae such as sinusitis, otitis
media, and the onset or worsening of mild to severe sleep
disturbances, leading to inability to concentrate, day time
somnolence, and low results of psychometric tests, including
obstructive sleep apnoea.

Nasal obstruction was reviewed by Kimmelman, who
in 1989 published a practical outline to guide the treatment of
the most common etiologies, including allergic rhinitis,
infectious rhinitis, and vasomotor rhinitis. Kimmelman
estimated that in the United States alone at that time, an
estimated $5 billion was being spent annually on medications
to relieve nasal obstruction. An additional $60 million was
being spent on surgical remedies, and another $10 billion on
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the treatment of associated disorders, such as recurrent
rhinosinusitis, otitis media, bronchitis, and asthma. Further
adding to the condition’s economic impact are less tangible
factors, such as absenteeism and decreased productivity. (2)

In clinical practice inferior turbinectomy and
turbinoplasty is routinely performed. We performed both
inferior turbinectomy and inferior turbinoplasty on 30
patients, each. Our objective was to compare the efficacy of
both the methods in terms of subjective and objective relief of
symptoms, safety, recurrence and postoperative morbidity.

OBJECTIVES

*  To study the outcome of inferior turbinectomy versus
turbinoplasty with an endoscope.

°* To compare the efficacy of turbinectomy and
turbinoplasty in terms of both subjective and objective
relief of symptoms.

°  To compare the efficacy of turbinectomy and
turbinoplasty in terms of safety, recurrence and post
operative morbidity.

INCLUSION CRITERIA:

e All the symptomatic patients with hypertrophy of the
inferior turbinate willing to undergo  surgery.

°  Agebetween 21 to 70 years.

*  Hypertrophy of inferior turbinate due to the allergic
rhinitis and vasomotor rhinitis.

°  Hypertrophy of inferior turbinate causing alteration in
smell and headache.

°  Hypertrophy of inferior turbinate associated with
deviated Nasal septum.

EXCLUSION CRITERIA:
e Agebelow 21 years and above 70 years.

*  Patients with asymptomatic hypertrophy of inferior
turbinate.

*  Patients who have already undergone surgery for
hypertrophy of inferior turbinate.

MATERIAL AND METHOD:

60 symptomatic patients with hypertrophy of inferior
turbinate presenting to the Department of ENT over a period
of one year that is from 1% February 2016 to 31* January 2017,
adetailed history was taken and thorough clinical examination
was done and examination with 0° degree nasal endoscope,
patients were operated for their enlarged turbinates either by
turbinectomy or turbinoplasty .The findings was recorded
pre operatively, per operatively and post operatively with an
aid of the endoscope. After discharge from the hospital, the

patients were called for follow-up every fort night for 6 months
and were asked for relief of symptoms, examined for nasal
obstruction and for recurrence of symptoms. These findings
were included in the descriptive study and statistically
analyzed.

Surgical management of turbinate dysfunction that was done
in this study:

1. INFERIOR TURBINECTOMY: This procedure
involves clamping the inferior turbinate at its base to achieve
hemostasis, followed by the use of turbinectomy scissors or
endoscopic instruments to resect the entire turbinate along
its base.

2. INFERIOR TURBINOPLASTY:
that attempts to preserve the mucosa of the turbinate in order

is a procedure

to improve the mucociliary clearance and air conditioning
function of the inferior turbinate. An incision is made along
the inferior border of an in-fractured inferior turbinate and
medial and lateral submucosal flaps are elevated. The anterior
2/3 bone of the inferior turbinate is partially resected under
the flaps. The flaps are trimmed to re-drape the remaining
bone.
OBSERVATION AND RESULTS:

STUDY DESIGN: A Comparative surgical study with
60 patients randomized in to 2 groups with 30 in Group A
(total turbinectomy) and 30 patients in Group B
(turbinoplasty) is undertaken to study the incidence of
complications.

Table 1: Showing the age distribution of the patients.

Group A Group B
Age in vears

No Vi No s
18-20 & 20.0 1 33
21-30 18 60.0 15 50.0
3140 &l 16.7 g 30.0
41-30 1 33 5 16.7
Total 30 100.0 30 100.0
Mean + S0 20.4346.73 F0.7049,04

Table 1 shows, the age distribution of the patients, which
varied between 18-50 years in the study with the average of
26.43+6.73 in Group A and 31.70+9.04 in Group B.
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Table 2: Showing the gender distribution of the study.

Group A Group B
Gender

Mo Yo Mo %o
Male 22 73.3 17 56.7
Female 8 26.7 13 43.3
Total 30 100.0 30 1000

Table 2 shows the gender distribution in the study, - In
Group A:73.3 % are males, 26.7% are females and in Group B:
56.7% are males and 43.3% are females.

Table 3: Shows the spectrum of the clinical presentation.

Table 5: Shows indication for turbinoplasty.

HEADACHE 0 0.0
NASAL

OBSTRUCTION 30 100.0
TOTAL 30 100.0

Table 5 shows indication for turbinoplasty, nasal
obstruction is the single most common complaint in 30 patients
(100 %).

Table 6- shows comparison of Post-op complications between
two groups.

Table 3 shows the spectrum of the clinical presentation,
deviated nasal septum with hypertrophy is the single most
common complaint in the patients of both groups affecting
all the 58 patients. Sinusitis with HIT affecting 1 patient in
group A. Spur with hypertrophy inferior turbinate [HIT]
affecting 1 patient in group B.

Table 4: Shows indication for total turbinectomy.

HEADACHE ! 3.3
NASAL

ossTRUCTION | ** 07
TOTAL 30 100.0

Table 4 shows indication for total turbinectomy, nasal
obstruction is the single most common complaint in 29 patients
(96.7%). 1 patient had headache.

Clinical Group A Group B Bleeding 26.7%) | 0 0.492

L Mo %o No o Crusting B(26.T%0) 1(3.3%) 0.026*

3}"],3 BiL with | .o | 939 30 | 1000 Synechae 4133%) |0 0.112

SINUSITIS  with Headache 0 ] =

HIT 1 33 0 0.0

SPUR with HIT 1 313 ) 0.0 Table 6 shows comparison of Post-op complications
between two groups,

TOTAL 30 100.0 30 1000

1. Bleeding : In group A 2 patients (6.7%) had bleeding
during intra operative period. In group B non of the
patients had significant bleeding.

2. Crusting : In group A 8 (26.7%) patients had crusting.
In group B 1 patient (3.3%) had crusting

3. Synechae:In group A 4 patients (13.3%) had synechae
on follow. In group B non of the patients had synechae.

4. Headache: Was not reported in either group.

Table 7- shows the recurrence of symptoms in the study
groups.

Yes 0 6(20.0%%)

Mo IO 100, 0M46) 24 80.0%)
Incidence of recurrence  are

Inference significantly more in Group B
compared to Group A

Table 7 shows the recurrence of symptoms in the study
groups, the incidence of recurrence of nasal obstruction is
20% in group B patients as compared to non in group A.
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DISCUSSION:

The aim of turbinate surgery is to reduce the size of the
inferior turbinates in order to create sufficient space (5). More
than 10 surgical techniques have been used over decades to
treat hypertrophy of the inferior turbinate, but there is no
single complete therapy. The evidence supporting the efficacy
of these procedures remains debatable. None of them are
able to produce satisfactory long term results in pathological
turbinate hyperplasia for reasonable number of patients. In
addition, the evaluation of the results is more difficult because
of a lack of good evidence based on randomized controlled
trials for inferior turbinate surgery detailing surgery with
defined outcomes (6).

One of the main drawbacks of inferior turbinate surgery
is a high rate of recurrence of symptoms with time. Most
studies agree that total turbinate resection has long term
effectiveness (7,8,9). Total turbinectomy is not recommended
as the method of choice due to potential adverse effects and it
is considered carefully. Total turbinectomy is considered if
all other treatment attempts do not succeed (10). According
to astudy, inferior turbinoplasty is the best method of turbinate
reduction with good results and least complications.(11)

One of the aims of the study was to evaluate the patient’s
subjective symptoms and adverse effects of the surgical
procedure and compare the outcome. Our investigation
revealed the following observations.

The result of this study is consistent with Mabry (1988)
report, which says that inferior turbinoplasty is not sufficient
to alleviate the nasal obstruction associated with posterior
tip enlargement and reported 25% return of nasal blockage
postoperatively. (5)

The most common complication noted was bleeding in
2 patients (6.7%), who underwent total turbinectomy. The
bleeding was managed by anterior nasal packing no other
intervention was required. Crusting was noted in 8 (26.7%)
patients who had undergone total turbinectomy and 1 patient
(3.3%), who had undergone turbinoplasty. Nasal douching
and endoscopic suction clearance was all that was required
to reduce the crusting. Synechiae occurred in 4 patients
(13.3%) following total turbinectomy and in none of the
patients who had undergone turbinoplasty. Synechiae was
managed by releasing it after packing the nose with local
anaesthesia.

CONCLUSION
Both the total turbinectomy and turbinoplasty have

comparable success rates in experienced hands, but the amount
of inferior turbinate removed by total turbinectomy is more

substantial compared to turbinoplasty. Turbinoplasty gives
symptomatic relief in the immediate post operative period
but is less effective as compared to total turbinectomy on
long term basis. Total turbinectomy is considered if all other
treatment attempts do not succeed.
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ABSTRACT:

Background: Treatment guidelines for allergic rhinitis (AR) recommend use of intranasal corticosteroids (INSs) as mono or adjunctive
therapy. However, the adverse event (AE) profiles of oral glucocorticoids, which result largely from systemic absorption of these agents,
have raised concerns about their safety. These concerns persist for INSs despite marked clinical differences between them and systemic
corticosteroids in absorption and among the INSs in bioavailability, mechanism of action, and lipophilicity, which may contribute to
differences in AEs.

Objective: To study the safety profile of different topical intranasal steroids used for treatment of allergic rhinitis and comparison oftheir

efficacy and adverse events.

Study design: Prospective study

Patients: 135 patients of allergic rhinitis.

Fluticasone Furoate (FF).

Setting: This study was conducted in EN'T department at Era’s Lucknow Medical College and Hospital, Lucknow

Results: The statistical tests applied were repeated measures ANOVA and the chi squared tests.

Conclusions: From this study it can be concluded that the three INS showed beneficial effect on allergic rhinitis. However, with respect
to side effects and diminution of symptom scores, nasal endoscopy score and AEC count no significant difference among the groups was
found. All three groups were almost similar in their treatment efficacy and side effect profile.

Keywords: Intranasal steroids (INS), allergic rhinitis (AR), adverse events (AE), Fluticasone propionate (FP), Mometasonefuroate (MF),

INTRODUCTION:

Allergic rhinitis (AR) is a highly prevalent, chronic
disease, with variable reported rates. It was previously
regarded as a trivial disease and was often ignored, however,
in recent literature its prevalence has been reported to range
from 10% - 30% of all adults and as many as 40% of children
(Wallace et al., 2008) . In some populations its prevalence rate
is reported to be as high as 50% (Bauchau et al., 2005; Katelaris
etal., 2012)>3. According to some studies in India (Chhabra et
al., 1998; MOEF, 2000; Gaur et al., 2006)**° the prevalence of
allergic rhinitis in India is around 11-30%.

The approach for treament of AR is based on the
patient’s age and symptoms severity. Patients are advised to
avoid known allergens and they should be educated about
their condition. Intranasal corticosteroids have been reported
to be the most effective treatment and should be first-line

therapy for mild to moderate disease. Moderate to severe
disease not responsive to intranasal corticosteroids is treated
with second-line therapies, including antihistamines,
decongestants, leukotriene receptor antagonists, intranasal
mast cell stabilizers and other therapies like nasal irrigation.
Immunotherapy is considered in patients with a less than
adequate response to usual treatments (Sur et al., 2010)’.
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The use of intranasal corticosteroids has been found to
be highly effective in treating both intermittent and persistent
allergic rhinitis. The control of nasal symptoms is achieved
in at least 75% of patients, with comparable results in children
and adults. Intranasal corticosteroid administration reduces
all symptoms of allergic rhinitis including rhinorrhea, itching,
sneezing, and blockage, and in some cases relieves eye
symptoms. (Welch, 1993)°.

Currently, the following intranasal corticosteroids are
commercially available and approved by FDA {or treatment
of AR, viz.beclomethasonedipropionate (BDP), budesonide
(BUD), f{lunisolide, fluticasone propionate (FP),
mometasonefuroate (MF), and triamcinolone acetonide
(TAA) (Herman, 2007)°.

Although topical intranasal steroids are the suggested
first line of therapy for AR, however, response to different
topical intranasal steroids for treatment of AR is varying
(Mandl et al., 1997 Kariyawasam&Scadding, 2010,Aneeza et
al., 2013) 1% 1. 2. However, systematic reviews and some
clinical studies indicate that almost all the commercially
available topical intranasal steroids have a similar efficacy
in treatment of AR and only differences in sensory attributes,
documented safety during pregnancy, and cost may
contribute to better patient’s acceptance of one versus another
and promote better adherence to therapy (Herman,
2007;Varshney et al., 2015)* .

Keeping in view, the lack of a definitive conclusion
regarding the comparative safety profile of different topical
intranasal steroids in AR, the present study was carried out
with an attempt to focus on the efficacy, adverse events and
compliance related with different topical intranasal steroids
1n our settings.

RESEARCH QUESTION

What is the safety profile of various intranasal steroids
used for treatment of allergic rhinitis?

AIMS AND OBJECTIVES

The present study was carried out with the following
aim and objectives:

AIM

o  Tostudy the safety profile of different topical intranasal
steroids used for treatment of allergic rhinitis.

OBJECTIVES

e  To compare the efficacy of different topical intranasal
steroids in patients with allergic rhinitis

e To assess the adverse events of different topical
intranasal steroids in patients with allergic rhinitis

e To evaluate the compliance of patients with allergic

rhinitis using different topical intranasal steroids
METHODS:

The present study was conducted in the ENT
department at Era’s Lucknow Medical College and Hospital,
Lucknow to compare MometasoneFuroate (MF), Fluticasone
Furoate (FF) and Fluticasone Propionate (FP) intranasal
sprays given in management of allergic rhinitis patients.

Study Design: A Prospective study.
Study Period: 24 Months (January2015 to January2017)

Sample size: The sample size for the study was
calculated from the Department of Community Medicine,
Era’s Lucknow Medical Collegebased on the study of Gross
et al. (2002).

The Sample size came out to be, n = 45 in each group.
Inclusion Criteria

e  Patients presenting with symptoms and signs suggestive
of both intermittent and persistent allergic rhinitis
between 10 years to 60 years of age.

Exclusion critetia

o  Patients with severe DNS causing nasal obstruction,
nasal polyp.

o  Patient who had taken oral or topical steroid in the last
3 months.

®  Any systemic disease (Hypertension, Diabetes Mellitus)
e  Any chronic illness (Tuberculosis, Asthma).

®  Pregnant and lactating women.

Subjects

The patients having allergic rhinitis attending ENT OPD
were invited to participate in this study. The diagnosis was
made on the basis of history and clinical examination. Out of
these, 135 patients of allergic rhinitis fulfilling the inclusion
criteria and not falling into the domain of exclusion criteria
were included in the study. Before inclusion into study,
patients were properly informed regarding the nature of
disease process and the proposed interventions. Written and
informed consent was taken. Patients were randomly divided
in three groups of 45 patients each, and were administered
three proposed medications as under:

Medications:

1. Group I: 45patients were administered Fluticasone
furoate 110 microgram once daily, administered as two
actuation in each nostril once daily (each spray delivers
27.5 microgram of drug).

2. Group II:45 patients were administered Fluticasone
Propionate 200 microgram once daily, administered as
two actuation in each nostril once daily (each spray
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delivers 50 microgram of drug).

3)  Group III:45 patients
Mometasonefuroate

were administered

4) 200 microgram once daily, as two actuation in each
nostril once daily (each spray delivers 50 microgram of
drug).

METHODOLOGY

Patients were selected consecutively as and when they
presented during the study period considering the inclusion
and exclusion criteria and randomly allotted to the groups by
computer generated software.

Procedure

A detailed history and clinical examination of patients
of allergic rhinitis was done. Subjective scoring for rhinitis
symptoms, diagnostic nasal endoscopy and absolute
eosinophil count was done in all the patients and was repeated
at every visit. On subsequent visits the patients were also
enquired about the onset of action and any adverse events.
All the demographic data, investigative findings were
compared among the above groups.

Evaluation of nasal symptoms

The subjective scoring of rhinitis symptoms was done
using the Visual Analog Scale of 1 to 10, with 1 representing
‘least” and 10 ‘worst’. Symptom score was assessed for
following four symptoms nasal obstruction, watery nasal
discharge, sneezing, and nasal itching. Mean of the symptom
scores for the four individual symptoms were calculated on
each visit.

Nasal endoscopy score

Diagnostic nasal endoscopy was performed on each
patient with a 4 mm 0° endoscope. Before endoscopy both
nostril were packed with gauze soaked in 4% xylocaine for 20
minutes. The nasal endoscopic findings were graded for
following signs: Discharge (Scores of 0, none; 1, mucoid
discharge present), Nasal mucosa color (0, pink; 1, pale or
bluish), Swollen edematous turbinates (0, absent; 1, present).
The scores of right and left nasal cavities were calculated
separately and were averaged to obtain combined DNE score.

Absolute eosinophil count-  The absolute eosinophil
count was performed on venous blood drawn from patients’
cubital vein using standard technique. The eosinophil count
of more than 440 cells/cumm was considered as positive for

blood eosinophilia.

Adverse events- Patients were asked to record any
adverse event of the drug and to seek immediate consultation
if they were serious. Patients were enquired for any adverse
events on each visit.

Follow up

Patients were followed for 3 weeks, with visits to
hospital as follows.

o I%visit-at the start of treatment

o  2dvisit-after 7 days

o  3visit-after 14 days

o  4%visitafter 21 days
STATISTICAL TOOL EMPLOYED

The statistical analysis was done using SPSS (Statistical
Package for Social Sciences) Version 23.0 statistical Analysis
Software. The statistical tests applied were repeated measures
ANOVA and the chi squared tests. The values were represented
in Number (%) and Mean +SD.

RESULTS:

This study was carried out in the ENT Department,
Era’s Lucknow Medical College & Hospital, Lucknow
comparing Fluticasone furoate (FF), Fluticasone Propionate
(FP), MometasoneFuroate (MF) nasal spray for management
of allergic rhinitis. A total of 154 patients were enrolled in the
study and 19 patients were lost in follow up. A total of 135
patients fulfilling the inclusion criteria and not falling into
the domain of exclusion criteria were enrolled in the study.
These patients were randomly divided into three groups as
under:

Table 1: Distribution of Study Population.

S. | Group | Nasal Spray | No. of Perce
No- Used patie ntage
_ nts _
1- Fluticasone 45 33.33
Group [
furoate
2- G Fluticasone 45 33.33
roup I1 :
propionate
3- Grou Mometasone | 45 33.33
P furoate
Total 135 100.00

Out of 135 patients included in the study, 45 (33.33%)
were administered Fluticasone furoate (Group I), another 45
(33.33%) were administered Fluticasone propionate and rest
45 (33.33%) were administered Mometasonefuroate.

On Visit 1, average symptom score was found to be
maximum for Group II (7.51 + 1.16) followed by that for Group
III (7.47+41.27) and minimum for Group I (7.36+1.21).
Difference in average symptom score among the above three
groups was not found to be statistically significant (p=0.811).
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Table 2: Intergroup Comparison of Average Symptom Score at different visits.

Group 1 Group 11 Group 111 ANOVA
Visit n=45 n=45 n=45 F P
mean | sd mean | sd mean | sd
Visitl | 7.36 1.21 | 7.51 1.16 | 7.47 1.27 |0.196 | 0.822
Visit2 | 4.91 1.12 | 4.95 1.07 | 4.96 1.13 | 0.024 | 0.976
WVisit3 | 3.908 1.08 | 3.89 1.05 | 3.91 1.06 |0.085 |0.918
Visitd | 2.78 0.93 | 2.73 1.07 | 2.73 0.89 | 0.032 | 0.969
F 389.36 489.13 417.25
I =.0001 =.0001 =.0001
value
Chart Title
\ = GROUP |
. mGROUPII
—— ®mGROUPNM

FIG-1scores in relation to visits.

On Visit 2, average symptom score of Group III
(4.96+1.13) was found to be higher than that of Group II
(4.9541.07) and Group I (4.91+1.12) but difference in average
symptom score among the groups was not found to be
statistically significant (p=0.976).

On Visit 3, average symptom score of Group I (3.98 +1.08)
was found to be higher than that of Group III (3.91+ 1.06) and
Group II (3.89+ 1.05) but difference in average symptom score
among the groups was not found to be statistically significant
(p=0.918).

On Visit 4, average symptom score of Group I (2.78 +0.93)
was found to be higher than that of Group II (2.73+1.07) and
Group III (2.73 +0.89) but difference in average symptom score
among the groups was not found to be statistically significant
(p=0.969).

On comparing the average symptom scores of the three
Groups from the first visit to the fourth visit, the decrease in

average symptom scores was found to be highly significant
(p<0.0001) in all the three Groups.

On Visit 1, nasal endoscopy score for Group I (2.87+0.34)
was higher than that of Group II (2.76+0.43) and Group III
(2.78+0.42). Difference in nasal endoscopy score among the
above three groups was not found to be statistically significant
(p=0.384).

On Visit 2, nasal endoscopy score of Group II (1.82+0.68)
was found to be higher than that of Group III (1.73+0.65) and
Group I (1.80+0.63) but difference in nasal endoscopy score
among the groups was not found to be statistically significant
(p=0.799). On Visit 3, nasal endoscopy score of Group I
(1.36+0.61) was found to be higher than that of Group III
(1.334+0.64) and Group II (1.31+0.60) but difference in nasal
endoscopy score among the groups was not found to be
statistically significant (p=0.943).
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Table 3 : Intergroup Comparison of Nasal Endoscopy Scores at different time interval.

Group | Group 11 Group 11 ANOVA
Visit n=45 n=45 n=45 F p
mean sl mean sd mean sd |
Visit] | 287 0.34 276 043 |2.78 042 | 0.965 (.384
Visit2 | 1.80 10.63 1.82 | 0.68 1.73 0.65 10225 [0.799
Visitd | 1.36 (.61 1.31 (.60 1.33 0.64 | 0.059 0.943
Visitd | (.78 (.60 (.69 0L56 | 0.67 0.52 | 049 (0.610
F 180.377 16531 176.7 I
p-value | <.0001 <0001 <001 |

On Visit 4, nasal endoscopy score of Group I (0.78+0.60)
was found to be higher than that of Group II (0.69 +0.56) and
Group III (0.67 +0.52) but difference in nasal endoscopy score
among the groups was not found to be statistically significant
(p=0.61).

On comparing the nasal endoscopy scores of the three
Groups from the first visit to the fourth visit, the decrease in
nasal endoscopy scores was found to be highly significant
(p<0.0001) in all the three Groups.

On Visit 1, absolute eosinophil count for Group I
(522.224+191.77) was higher than that of Group II
(517.22+4163.32) and Group III (512.33 + 144.04). Difference in
absolute eosinophil count among the above three groups was
not found to be statistically significant (p=0.962).

On Visit 2, absolute eosinophil count of Group II
(469.33+94.83) was found to be higher than that of Group I
(465.56.+104.65) and Group III (461.56 +92.86) but difference
in absolute eosinophil count among the groups was not found
to be statistically significant (p=0.931).

On Visit 3, absolute eosinophil count of Group I
(451.44+94.26) was found to be higher than that of Group II
(447.51+466.53) and Group III (431.33 4+ 62.37) but difference in
absolute eosinophil count among the groups was not found to
be statistically significant (p=0.452).

On Visit 4, absolute eosinophil count of Group II
(437.00+51.22) was found to be higher than that of Group I
(425.11+456.56) and Group I (423.22 4+ 54.62) but difference in
absolute eosinophil count among the groups was not found to
be statistically significant (p=0.427s).

On comparing the absolute eosinophil countof the three
Groups from the first visit to the fourth visit, the decrease in
absolute eosinophil countwas found to be significant
(p<0.001) in all the three Groups.

No side effect was observed in majority of patients
included in the study (85.9%). Headache (5.9%) was the most
common side effect in the study population followed by throat
irritation (n=7; 5.2%), nasal burning (n=4; 2.96%) and least
common side effect was epistaxis which was found in none of

Table 4: Intergroup Comparison of Absolute Eosinophil Count at different time.

Visit | Group | Group 11 Group 111 ANOVA
n=45 n=45 n=45 F p
mean | sd mean sd mean sd
Visit 1 522.22 191. 77 | 517.22 163.32 | 512.33 144.04 | 0.039 (.962
Visit2 46556 | 104.65 | 46933 | 94.83 461.56 | 92.86 0.071 0.931
Visit3 (45144 9426 [ 44751 [66.53 [43233 [6237 [0799 |0452
Visit4 | 42511 |56.56 |437.00 |51.22 42322 |5462 0855 |0427
[E | 17.84 14.47 24.11
p-value | <001 =001 <001
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Table 5: Intergroup Comparison of Side Effects in Study Population.

Side Total | & Group 1 (n=45) Group I{n=45) Group III{n=45)
Effects 135 | 100 No. [ No. % No. %
Nos  ide [ 116 8593 |40 88,89 i6 80 40 88,89
ut_T::::i

Any Side | 49 1407 |5 .11 |9 20 5 1.11
effect

Epistaxis ] 0 0 0 () 0 0 ]
Headache |8 5.92 3 6.67 3 6.67 2 4,44
Naszal 4 296 |0 0 3 6.67 I 222
buming

Throat 7 5.19 2 4.44 3 6.67 2 4,44
irritation

¥=3.9128 (df=8); p=0.678

the (0%) patients. Side effects were found in higher proportion
of patients of Group II (20%) as compared to Group I (11.11%)
and Group III (11.11%). Incidence of headache was found
similar in patients of Group I (6.67%) and Group II (6.67%) as
compared to Group III (4.44%). Incidence of throat irritation
was higher in Group II (6.67%) as compared to Group I and
Group III (4.44%). Incidence of nasal burning was higher in
Group II (6.67%) as compared to Group I1I (2.22%) and Group
I(0.00%). Difference in incidence of side effects in above three
groups was not found to be statistically significant (p=0.678).

DISCUSSION:

Allergic rhinitis (AR) is an inflammatory condition of
the upper airways that occurs in response to exposure to
airborne allergens (typically tree, grass, and weed pollens
and some molds) in sensitized individuals. It has an adverse
effect on quality of life, sleep, cognition, emotional life and
work performance'.

In present study, at admission average symptom scores
were7.36+1.21,7.51+1.16 and 7.47 +1.27 respectively in FF,
FP and MF groups (Table 2). Considering the fact score 1
represented least concern and 10 most concern, these scores
were above the midpoint and hence were skewed towards
higher concern. However, on first follow up itself (visit 2), the
scores were at or close to midpoint values viz. 4.91+1.12,
4.95+1.07 and 4.96+1.13 respectively in FF, FP and MF
groups. On every week the extent of decline in average
symptom score showed an incremental pattern. On final
follow up at week 3 (visit 4), the mean scores in FF, FP and
MF groups were 2.78+0.93, 2.73+1.07 and 2.73+0.89
respectively, thus indicating that the scores were skewed
towards least concern.

On comparing the average symptom scores of the three
Groups from the first visit to the fourth visit, the decrease in
average symptom scores was found to be highly significant
(p<0.0001) in all the three Groups. All the groups encountered
a significant reduction from trends towards most concern to
trends towards least concern. A similar efficacy of MF and
FP with respect to reduction in symptom score was also
observed by Mandlet 4/. (1997)'° among patients with perennial
rhinitis. In their study the extent of reduction was 37% and
39% for MF and FP. In present study extent of reduction in
symptom score was much higher 63.45% for MF and 63.6%
for FP. Gupta and Gupta (2004)" in their study on adult
patients with moderate to severe perennial allergic rhinitis
compared MF and FP nasal sprays also observed significant
reduction in symptom scores but did not find a significant
difference between two drugs, a finding similar to present
study. Thus the findings of present study also endorsed the
findings of these studies which failed to find out a significant
difference in symptom score reduction among the different
drugs being evaluated in present study.

In present study, at baseline nasal endoscopy scores in
FF, FP and MF groups were 2.87+0.34, 2.76+0.43 and
2.78+0.42 respectively (Table 3). At baseline the groups were
matched. These scores were obtained for presence of three
features, viz., nasal discharge, nasal mucosa color and
swollen/edematous turbinates, i.e. the maximum possible total
score was 3. The mean scores, thus indicated the presence of
all the 3 symptoms in majority of cases (mean values >2.5 for
all the three groups) and as such a high order of severity. For
these signs too, a significant reduction was observed from
first follow up (visit 2) itself when mean scores in three groups
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became 1.80+0.63, 1.82+0.68 and 1.73 +0.65 respectively. By
the last follow up (visit 4), mean scores in three groups became
0.78+0.60,0.69+0.56 and 0.67 +0.52 respectively.

On comparing the baseline nasal endoscopyscores of
the three Groups from the first visit to the fourth visit, the
decrease in average symptom scores was found to be highly
significant (p<0.0001) in all the three Groups. The efficacy of
the three study groups was found to be similar at all the study
intervals. Thus findings of nasal endoscopy score also reflected
similar pattern of changes as observed for symptom scores.
Similar to present study, Tsang er al. (2003)* in their study
also showed that endoscopic scores follow similar trend of
change as observed for clinical symptom scores among
patients with allergic rhinitis undergoing treatment with
topical corticosteroids. In present study, we used multiple
criteria for validation. Although symptom scores are often
criticized for their subjectivity, however, endoscopic scores
are a better and more objective in nature. But, the pattern of
response for three drugs did not alter.

Most of the studies in past have focused only on the
symptomatic response, however, in present study we intended
to correlate the symptomatic response with physiological
changes too.

With respect to side effect profile, in present study
majority of patients did not have any side effect (n=116;
85.93%) (Table 5). Headache was the most common side effect
(n=8;5.92%) followed by throat irritation (n=7;5.19%), nasal
burning (n=4; 2.96%) and epistaxis (n=0; 0%). Statistically,
no significant difference among groups was observed with
respect to side effects and their types. The side effects of nasal
steroids are mild and may include headache, throat irritation,
mildly unpleasant smell or taste or drying of the nasal lining.
In some people, nasal steroids cause irritation, crusting, and
bleeding of the nasal septum, especially during the winter.
Use of a proper spray pattern can help to reduce these side
effects. In present study, a careful demonstration of method
of use was carried out and each patient was explained about
the proper angulation and distance from nasal septum in order
to avoid the problem of irritation and stinging. No major side
effects were noticed in present study. None of the patient had
to discontinue from study owing to presence of side effect. A
low occurrence of adverse events while using FF and FP for

treatment of perennial/seasonal AR was also reported by
Meltzer ez al. (2008).

On the basis of observations made in present study, all
the three topical corticosteroids displayed similar efficacy
and side effect profile. In present study, using multiple
outcome criteria, it was established that all the three
corticosteroids in question have a good efficacy in both

symptomatic as well as physiological attenuation of seasonal
allergic rhinitis. It is one of the pioneering studies that not
only studied the outcome through various subjective as well
as objective criteria but was also able to establish an
association among different outcome criteria.

CONCLUSION:

The present study was carried out to compare
Fluticasone furoate (FF), Fluticasone propionate (FP),
Mometasonefuroate (MF) intranasal steroids for management
of allergic rhinitis (AR). For this purpose a total of 135 patients
of AR were selected. The following were the findings of this
study:

1. At baseline (Visit 1) as well as at different follow up
intervals (Visits 2 to 4) statistically no significant
difference among the groups was observed with respect
to average symptom score.

2. Inall the groups, a declining trend of average symptom
scores was observed with significant decline in average
symptom scores from first follow up (visit 2). Mean
change from baseline was maximum at 4% visit in all the
groups.

3. At baseline (Visit 1) as well as at different follow up
intervals (Visits 2 to 4) statistically no significant
difference among the groups was observed with respect
to average nasal endoscopy score.

4. In all the groups, a declining trend of average nasal
endoscopy scores was observed with significant decline
in mean endoscopy scores from first follow up (visit 2).
Mean change from baseline was maximum at 4% follow
up in all the groups.

5. At baseline (Visit 1) as well as at different follow up
intervals (Visits 2 to 4) statistically no significant
difference among groups was observed with respect to
absolute eosinophil count.

6.  Inallthe groups, a declining trend of absolute eosinophil
count was observed with significant decline in mean
value from first follow up (visit 2). Mean change from
baseline was found to be maximum at 4™ follow up in
all the groups.

7. Majority of the patients did not have any side effect
(n=116; 85.93%). Headache was the most common side
effect (n=8; 5.92%) followed by throat irritation (n=7;
5.19%), nasal burning (n=4; 2.96%) and epistaxis (n=0;
0%). Statistically, no significant difference among groups
was observed with respect to side effects and their types.

On the basis of above findings it can be concluded that
all the three topical intranasal steroids showed a beneficial
effect on allergic rhinitis. However, with respect to side effects
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and diminution of symptom scores, nasal endoscopy score

and AEC count no significant difference among the groups

could be found. All the three groups were almost similar in

their treatment efficacy and side effect profile.
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ABSTRACT:

Introduction: Neuroendocrine carcinomas are very rare be it in the nasal cavity, paranasal sinuses or nasopharynx. A lesion more
common in the lungs with the extra-pulmonary forms accounting for only 4% of cases.

Case report: A male patient aged 62 years with complaints of long standing nasal obstruction with intermittent episodes of epistaxis for
almost 4 months

Discussion: A nasal endoscopic evaluation suggested a mass arising from the posterior nasal cavity and extending to the nasopharynx,
which did not appear to bleed on probing. Surgical debulking of tumour along with histopathological examination was done, suggestive
of poorly differentiated carcinoma. Immunohistochemistry confirmed the diagnosis of poorly differentiated neuroendocrine carcinoma.
Patient was soon after taken up for chemoradiotherapy.

Conclusion: Extrapulmonary Neuroendocrine carcinomas due to their rare incidence have posed a dilemma in their diagnosis and
management. Their presentation 12 and GD markt in advanced stages worsens the prognosis. This lesion should be differentiated from
other lesions such as Olfactory Neuroblastoma which show similar features. A surgeon must be thorough with nasal endoscopic examination
to evaluate a long standing nasal obstruction associated with epistaxis

Keywords: Nasal cavity mass, Neuroendocrine carcinoma, Immunohistochemistry.

INTRODUCTION:

Nasopharynx and the sinonasal tract is the location for
a wide variety of benign and malignant tumours. The use of
nasal endoscopes and radiological imaging enhancements has
helped in the detection and diagnosis of these lesions. One
such lesion is the Neuroendocrine carcinoma. They are
defined as epithelial neoplasms with predominant
neuroendocrine differentiation!. Primary small cell
neuroendocrine carcinoma (SNEC) of the nasal cavity and
sinuses is an extremely* rare tumour and difficult to diagnose
by conventional methods of histological examination?. First
described by Ray Chowdhuri as a differentiated histological
entity in the paranasal sinuses in 1965, it accounts for just 4%
of all cases of neuroendocrine carcinomas.*

At first thought to arise from the lung due to similar
features to anaplastic small cell carcinomas of lung?, they are
now considered to be completely different due to their
behavioural differences in relation to metastasis and local
spread. They should be differentiated from olfactory
neuroblastomas which show similar clinical and

morphological features.”® Sinonasal malignancies such as
SNEC present with an undifferentiated or poorly differentiated
morphology and are composed of small, medium, and large
round or polygonal atypical cells. [8] These lesions pose
significant diagnostic difficulties for the surgical pathologist,
especially with limited biopsy material. The role of
immunohistochemistry is of vital nature.Depending on their
histopathological and biological characteristics they are
classified into well differentiated and poorly differentiated
carcinomas.®

No specific treatment exists at present for
Neuroendocrine tumours of the head and neck and despite
improved histological classification they are mostly treated
as conventional squamous cell carcinomas or less often as
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small cell carcinomas of the lung®. These tumours are
aggressive with a poor prognosis and frequent local recurrence

nd distant metastasis despite multimodal th !
and dista etastasis despite multimodal therapy > ‘,;.9'
CASE REPORT: -

A 62 years of age male patient presented with nasal
obstruction with intermittent episodes of nasal bleeding for
almost 4 months. Patient had been examined and evaluated
previously several times in other hospitals but no clear
diagnosis had been reached. On nasal endoscopic examination

Fig.-3 histopathological examination suggestive of poorly
differentiated Sinonasal Carcinoma.

Fig.-1 nasal endoscopic picture. S - Nasal Septum. Star sign
depicts the mass in the posterior Nasal cavity and
Nasopharynx.

Fig.-2 CT scan showing homogenous soft tissue Mass

. . . ) Fig.-5 Synaptophysin staining.
involving posterior nasal cavity and nasopharynx. 18-3 SyTaptopliysin Staining
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Fig.-6 Ki 67 index greater than 95%.

patient was found to have a proliferative tumour mass in the
posterior aspect of the nasal cavity and extending to the
nasopharynx [Fig.-1]. Computed Tomography scan revealed
a soft tissue mass extending from the posterior aspect of the
nasal cavity to the nasopharynx predominantly on the right
side. [Fig.-2]

Patient was moderately built and nourished, with
normal gait and satisfactory vital signs. There was no history
of smoking, drinking alcohol or exposure to radiation or

environmental irritants.

Endoscopic debulking of the mass to relieve nasal
obstruction and also to obtain biopsy was done. The
histopathological examination was suggestive of a poorly
differentiated carcinoma [Fig.-3]. Immunohistochemistry of
the lesional cells were positive for Cytokeratin (CK) [Fig-4],
Synaptophysin [Fig-5], Chromogranin and CD 56 and were
negative for p63 and CD45. Ki67 labelling index was found to
be about 95% [Fig-6]. These features were suggestive of a
poorly differentiated neuroendocrine carcinoma or a small
cell neuroendocrine carcinoma and potentially ruled out nasal
lymphoma.

DISCUSSION:

Small cell neuroendocrine carcinoma (SNEC) is one of
the subtypes of Neuroendocrine carcinoma with the others
being Carcinoid, atypical carcinoid and Large cell
neuroendocrine carcinoma®. These tumours are mainly
located in the lungs, and account for 20% of all lung
carcinomas’. Extrapulmonary SNECs represent 4% of all
SNECs®. It is a rare tumour with no sex, racial or geographic

predilection and no known association with smoking or
radiation. The age range is from 26 to 77 years with a mean of
49 years’. Most commonly it arises in the superior or posterior
nasal cavity, and often extends into the maxillary or ethmoid
sinuses. Secondary involvement of nasopharynx is present in
a minority of patients as in this case. Advanced tumours can
involve the skull base, orbit or brain. Rarely elevated serum
levels of adrenocorticotropic hormone and calcitonin may

be seen.”®

Of great importance is to distinguish SNEC from
Olfactory Neuroblastoma (ONB). Their relationship remains
confusing and controversial. In most cases, SNEC should be
readily differentiated from low grade ONB. Sinonasal SNEC
lacks lobular architecture, fibrovascular septa, neurofibrillary
stroma, and does not contain neural or olfactory rosettes.
The anaplastic cells of SNEC are small to intermediate in
size with negligible cytoplasm, high nucleo/cytoplasmic
ratio, round or oval dense hyperchromatic nuclei, numerous
mitotic figures and apoptotic cells accompanied by extensive
areas of necrosis®®. Immunohistochemistry appears to play a
significant role to distinguish the two entities. SNEC lacks
the
Neurofilaments.Strong staining has been reported with

S-100 positive cells and is negative for
synaptophysin and CD 56 nerve cell adhesion molecule!! as
was noticed in our case. A high Ki67 labelling index also

favours the diagnosis of SNEC.?

Clinical features and behaviour of these lesions are like
any other tumour of the sinonasal tract. It usually presents
with epistaxis, nasal obstruction, followed by ophthalmic signs
(exophthalmos, visual acuity trouble and limitation of eye
movement) due to orbital involvement. Local pain, anosmia
and cervical node metastasis have also been described**'.
Our patient too presented with complaints of nasal obstruction
and intermittent episodes of epistaxis which goes on to show
the importance of thoroughly evaluating these patients with a

nasal endoscope.

Radiographically, the tumour always involves the nasal
cavity and multiple paranasal sinuses. In our case a
predominantly right sided nasal cavity mass extending to the
nasopharynx was observed. CT scan can help to diagnose the
malignant nature of the tumour, as it can reveal the presence
of an osteolytic lesion. The signal of these tumours are
homogenous isodense or mild hyperdense on CT. MRI with
T1, T2 using IV gadolinium improves differentiation between
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inflammatory reaction, tumour and liquid retention and also
involvement of the Meninges. Other lesions can be
distinguished on CT scan such as, Inverted Papilloma which
has a lobulated or cerebriform configuration, squamous cell
carcinoma of sinonasal cavity with bony erosion, adenoid
cystic carcinoma shows bony erosion and sclerosis and
Olfactory neuroblastoma which is located high in the nasal
cavity with peripheral areas of cystic degeneration and calcific

foci.”?

Kadish classification: the initial location of the tumour
is rarely precise, usually because of its late discovery. This is
why the Kadish classification is often used." The extensive
involvement of the nasopharynx and nasal cavity proper
pushes the staging to Stage C in our case. Factors such as
cerebral invasion, lymph node involvement, visceral
metastasis and associated endocrine syndrome renders the
usage of the Kadish classification as unreliable.?

The limited number of cases published, difficulties of
diagnosis and heterogeneity of treatment approaches hamper
evaluating the ideal treatment strategy. Though previously
surgery followed by radiotherapy and chemotherapy was
preferred?®, recent studies recommend neoadjuvant
chemotherapy followed by Radiotherapy with surgery only
reserved for non-responders'®’”. However Mitchell et al in
their study concluded that a favourable response to
Chemotherapy could be used to stratify patients either for
definitive surgical resection of disease or Radiotherapy®. In
our case as the patient complained of significant nasal
obstruction, debulking of the tumour was done first using a
microdebrider under endoscopic guidance and also tissue for
biopsy was obtained. Patient is currently undergoing
Chemotherapy using cisplatin and Etoposide and
radiotherapy for the disease.

Prognosis seems more favourable in the case of nasal
and paranasal locations with 67- 100% of patients alive at 5
years”!%! dropping to 77% at 10 years.”

CONCLUSION:

Extrapulmonary Neuroendocrine carcinomas due to
their rare incidence have posed a dilemma in their diagnosis
and management. Their presentation mainly in advanced
stages worsens the prognosis. SNEC should be differentiated
from other lesions such as Olfactory Neuroblastoma which
show similar features. Proper histopathologic diagnosis is of
utmost importance to dictate appropriate therapy. A systemic
therapy may be warranted in most cases due to a late

presentation. A surgeon must be thorough with nasal
endoscopic examination to evaluate a long standing case of
nasal obstruction especially when associated with epistaxis.
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ABSTRACT:

Papillary Squamous cell carcinoma is an uncommon histological variant Squamous cell carcinoma (SCC) of the upper aero-digestive tract
(UADT). It rarely involves the paranasal sinuses. We report an aggressive case of papillary SCC of the left maxillo-ethmoid complex in
a 59 year old male, who presented with rapidly progressive left cheek swelling and nose block. Biopsy revealed diagnosis of Papillary
Squamous cell carcinoma arising in a transitional papilloma. The contrast enhance CT scan showed heterogeneously enhancing large
lobulated soft tissue mass is seen involving the left maxillary sinus, left nasal cavity, left ethmoidal sinuses and left frontal sinus with

extensions as.

Superiorly, there was destruction of inferior wall of left orbit with loss of fat plane between the inferior oblique and inferior rectus
muscles possibly infiltrating and pushing the globe superolaterally. Inferiorly, with destruction of inferior wall of left maxillary sinus and

extending along alveolar process of left maxilla is seen.

Patient underwent left subtotal maxillectomy (Pre-maxilla preservation) and orbital exenteration with endoscopic fronto-spheno-ethmoidal
clearance. The resected margins were found to be free from tumour. The patient underwent postoperative Chemo-radiotherapy. Patient
developed recurrence at orbital apex with extension to Middle cranial fossa after four months following post operative radiotherapy with
a histopathological diagnosis of well differentiated carcinoma and was advised cyber knife treatment at another center. The patient did
not undergo cyber knife treatment and came back after one month and was started on palliative chemotherapy, but expired after 2

months. The case is presented for its rarity and aggressive behavior.

Key words: Papillary, Squamous cell carcinoma, upper aero-digestive tract (UADT).

INTRODUCTION:

Squamous cell carcinoma (SCC) if found at the top of
the list among the wide variety of malignancies of head and
neck encountered with majority of them being of the
conventional type. Other histological variants of SCC include
spindle-cell (sarcomatoid), basaloid, verrucous, papillary, and
adenosquamous carcinoma'. These comprise up to 15% of all
SCCs of UADT with Papillary Squamous cell carcinoma
(PSCC) accounting to less than 1 % of all the cases!. The
PSCC of the head and neck regions conventionally has an
excellent prognosis however that of paranasal sinus has the
worst outcome. A case of papillary type SCC of the left
maxilla-ethmoid complex with unusual clinical behavior is
presented.

CASE REPORT:

A 57 year old male with no co-morbidities, presented
with left cheek swelling of 20 days duration which was sudden
in onset and rapidly progressive. Patient also had left sided
nose block and hyposmia. On clinical examination, a 6x6 cm
swelling was seen in the right cheek and malar area and the
overlying skin was edematous and fixed to subcutaneous
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tissue. The eye was pushed upward and outward but the vision
and extra ocular movements were normal. A diagnostic nasal
endoscopy was done which revealed a granular friable mass
in the left nasal cavity anterior to the middle turbinate and
arising from the middle meatus. Contrast enhancement CT
scan showed heterogeneously enhancing large lobulated soft
tissue mass is seen involving the left maxillary sinus, left nasal
cavity, left ethmoidal sinuses and left frontal sinus with
involvement of orbit and orbital contents (Fig-1). Biopsy was
taken from the mass and the histopathology revealed
transitional type of epithelium thrown into papillae, with
fibro-vascular core, focally exhibiting marked nuclear
pleomorphism, hyperchromasia and squamous differentiation
with atypical mitotic figures, bizarre cells and large areas of
necrosis. A diagnosis of papillary type of SCC arising in a
transitional papilloma was made. Patient underwent left sub-
total maxillectomy with preservation of the pre-maxilla and
left orbital exenteration via modified Weber Ferguson incision
(sub-conjuctival) with Lynch extension (Fig-2). Fronto-
ethmoido-sphenoidal clearance was done under endoscopic
supervision. Histopathology showed papillae and
anastomosing sheets of malignant squamous cells with
pleomorphic nucleoli, coarse chromatin, atypical mitosis,
with numerous keratin pearls and horn cysts consistent with
papillary SCC (Fig-3). Resected margins, optic nerve, frontal
and the sphenoid sinus were free of tumour infiltration.
Patient was treated with adjuvant radiotherapy of 60gy divided
into 30 fractions over a period of 6 weeks. At 4 months post-
surgery, nasal endoscopy revealed a polypoidal mass in the
lateral wall of left sphenoid sinus. Biopsy sent for
histopathology showed infiltrating nests and sheets of
malignant cells, having pleomorphic nuclei, abundant

Fig-1. CECT showing heterogeneously enhancing large
lobulated soft tissue mass is seen involving the left maxillary
sinus, left nasal cavity, left ethmoidal sinuses and orbit.

Fig-2 Showing (a) post resection defect and (b)resected
specimen.

Fig-3. Histopathology showed papillae and anastomosing
sheets of malignant squamous cells with pleomorphic
nucleoli, coarse chromatin, atypical mitosis, with numerous
keratin pearls and horn cysts.

eosinophilic cytoplasm, and suggestive of moderately
differentiated SCC. PET-CT showed recurrent tumour in
orbital apex extending into sphenoid sinus and middle cranial
fossa, reaching till cavernous sinus. Patient was started on
palliative chemotherapy with carbotaxol but expired after 2
months of palliative CT.

DISCUSSION:

Crissman et al first proposed the term papillary
carcinoma to this rare variant of SCC%. PSCC are de novo
malignancies which can arise from a pre- or a co-existing
benign lesion occasionally can develop in benign squamous
papillomas®.In view of their rare occurrence, the
etiopathogenesis still remains undetermined. Papillary SCCs
develop through different etiologies with a greater proportion
probably secondary to Human Papilloma Virus of high risk
types mainly 16 and 18. Most common sites of involvement
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include the larynx and the sinonasal tract, which are also the
common sites of benign HPV-related lesions like papillomas®.
Papillary SCCs are common in men in 6th and 7th decade.
But HPV related SCCs have early age at presentation of about
59.6 years compared with the HPV negative carcinomas which
are about 68 years. Two-thirds of papillary SCCs were
immunoreactive to antibody p16 and 68% of these immune-
positive lesions harbor high-risk HPV. About 73%of HPV
related papillary SCCs arise in oropharynx (base of tongue
and palatine tonsils), with rare occurrence in nose, paranasal
sinuses and larynx®.

Macroscopically papillary SCC appears as an exophytic
tumour or polypoidal lesion which is usually friable, soft to
firm in consistency, arising from a broad base. Most tumours
present at early stage (T1lorT2), although multifocality has
been described™®.

Microscopically PSCC have complex papillary fronds
growing into the surrounding tissue, thereby making it
difficult to assess the degree of infiltration into the surrounding
tissue. These papillary projections consist of a central fibro-
vascular core layered with stratified squamous epithelium
which exhibits surface keratinization, nuclear pleomorphism,
increased nuclear- cytoplasmic ratio, loss of cellular polarity

and increased mitotic figures which are all classical features
of SCC*.

On immunohistochemistry, papillary SCC shows
increased expression of Ki-67, p53 and loss of heterozygosity
for a microsatellite marker found characteristically on the
long arm of chromosome 11°.

The treatment guidelines follow those of SCC. Wide
excision with adequate margins with neck dissections in nodal
positive patients in lesions involving larynx and oral cavity
+/- radiotherapy and radiotherapy with/without
chemotherapy in case of oropharyngeal lesions are the
primary treatment modalities. Lesions can be locally
aggressive and difficult to fully resect, especially when they
involve the sinonasal tract because of the intricate anatomy
and vicinity of vital structures like skull base and carotids
which precludes adequate margins for clearance. Such lesions
often eventually progress to invasive malignant neoplasm and
have higher chances of recurrences.

Owing to its minimal invasion and less aggressive
behavior, patients with PSCC tend to have better results as
compared to conventional SCC with same stage at
presentation. Distant metastases are very rare in these cases.

About one-third of patients develop recurrence, which
resemble the primary tumour histopathologically’, but in our
case it was a conventional type of moderately differentiated
SCC. The reason why the recurrence was different from the

primary remains unexplained. It probably would have been a
radiation induced malignancy or a second primary.

CONCLUSION:

UADT tumors related to HPV infection seem to have a
better prognosis than those related to alcohol and smoking.
Papillary SCC is a low to moderate grade malignancy. It is
presumed that distant metastasis of PSCC is rar. It has a better
prognosis than conventional SCC of the similar clinical stage
but worse than that for verrucous carcinoma. This report
presents an unusual aggressive behavior of this histological
type with recurrence despite surgery and post-operative
radiotherapy. This case report enlightens the need for further
studies on the behavior and treatment protocols of this
papillary variant of SCC.
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