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Abstract 

This type of treatment can serve as 'medical polypectomy'. When the 
blockage is a problem in spite of medical treatment, surgery is 
recommended. Simple polypectomy is still performed, but in the more 
severe and persistent cases, endoscopic surgery is recommended. 
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Introduction 
    

The ear, nose and throat (ENT) surgeon may 

consider nasal polyps to be a trivial disease, as the 

diagnosis is easy to make by endoscopy and the treatment 

consists of corticosteroids and surgery. The patient will 

experience nasal polyps to be an unpleasant disease, which 

severely interferes with the quality of life (Radenne et al, 

1999).The scientist will find nasal polyps to be a challenge 

because the aetiology , in the large majority of cases, is 

unknown and because the pathogenesis of polyp formation 

is poorly understood. Why do polyps often develop in same 

types of inflammatory airway diseases and not in others? 

Why do polyps only develop in a few square centimeters of 

a generally inflamed airway mucous membrane? (Mygind 

and Lund, 2008). 
 

Even the name is problematic. Polyp is derived from 

Greek, meaning many footed (poly, many; pous, footed), 

but a polyp has only one 'foot'(stalk). Finally, a disease 

characterized by the occurrence of multiple polyps is most 

correctly named nasal polyposis and, strictly speaking, it is 

not a nasal but a sinonasal disease. According to the 
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European Position Paper on Rhinosinusitis and Nasal 

Polyposis document, released recently by the European 

Academy of Allergology and Clinical Immunology and 

European Rhinologic Society, nasal polyposis is considered 

a subgroup of chronic rhinosinusitis (Fokkens et al, 2005).  

 

A polyp present in the nasal cavity with a grap like 

appearance, having a 'body' and a' stalk'. The surface is 

smooth and the colour is more yellow than the pink mucous 

membrane. Nasal polyps originate in the upper part of the 

nose around the opening to the ethmoidal sinuses Fig. (1). 

the polyps protrude into the nasal cavity from the middle 

and superior meatus, resulting in nasal blockage and 

abolishing airflow to the olfactory region. Nasal polyposis, 

consisting of multiple, bilateral polyps, is part of an 

inflammatory reaction involving the mucous membrane of 

the nose, the paranasal sinuses and often the lower airway 

(Settipane et al, 1997). 
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Fig. (1) Endoscopic still a b pictures of patients with moderate nasal 
polyposis. Smooth glistening expansile lesions can be seen 
originating from the middle meatus. As previously described, polyps 
are generally lined with pseudostratified columnar epithelium. A 
portion of the polyp seen in (a) has undergone metaplasia to 
squamous cell epithelium. Note the vascularity in the second polyp 
(b) 
 

 Nasal polyps are characterized by massive tissue 

edema, resulting from a leakage of plasma through widened 

endothelial junctions of blood vessels. Based on 

histological findings classified polyps into four types: (I) 

Eosinophilic edematous type (edematous stroma with a 

large number of eosinophils). (II) Chronic inflammatory or 

fibrotic type (large number of inflammatory cells mainly 

lymphocytes and neutrophils with fewer eosinophils). (III) 

Seromucinous gland type (Type I+ hyperplasia of 
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seromucous glands). (IV) Atypical stromal type 
(Kirtsreesakul, 2005). 

The prevalence rate of nasal polyposis is about 2 

percent (Settipane, 1987), it increase with age, reaching a 

peak in those aged 50 years and older, the male: female 

ratio is about 2: 1. Nasal polyposis occurs with a high 

frequency in groups of patients having specific airways 

diseases , it is noteworthy that nasal polyps are very rare in 

allergic children in contrast to children with cystic fibrosis 

and that the disease is more frequent in non allergic than in 

allergic adult patients with rhinitis and asthma(Larsen and 

Tos,1996).  

 

Although historically many have believed polyps to 

be a manifestation of allergy, in part because of the 

histological prominence of eosinophils, epidemiologic 

evidence for this is lacking. The incidence of allergy is not 

higher in patients with nasal polyps than in the population 

as a whole (Lane and Kennedy, 2003), nor do polyp 

patients have elevated rates of positive allergy skin tests 

(Drake et al, 1984). 
 


