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ABSTRACT

This article aims to report a rare case of respiratory epithelial adenomatoid hamartoma (REAH) arising from nasal
septum that initially presented as bilateral sino nasal polyposis. A 45 years old male presented with a complaint of
bilateral nasal obstruction for the past 3 years which was progressive and was planned for functional endoscopic sinus
surgery. Polypoidal tissue was found to be coming from nasal septum intraoperatively. Histopathological examination
confirmed the presence of REAH. This case demonstrates the rare presentation of REAH, clinically presented as sino

nasal polyposis and confirmed as REAH by histopathological examination.
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INTRODUCTION

Hamartoma is defined as an aberrant differentiation
which may produce a mass of disorganized, mature
specialized cells or tissue indigenous to the particular
site.

Hamartomas are first described in 1904, can occur in any
area of the body, but commonly originate from the
spleen, lung and intestine.? In 1995, Birt and Knight-
Jones reported the first case of a hamartoma in the upper
aerodigestive tract.’

In 1995, Wenig and Heffner and introduced the term
respiratory epithelial adenomatoid hamartoma (REAH) as
one particular type of hamartoma. Approximately 70% of
REAHSs occur in the nasal cavity, most often localised to
the posterior part of the nasal septum.* The lesions also
have been reported to occur in paranasal sinuses and
nasopharynx.5>®

CASE REPORT

A 45 years old male presented with bilateral nasal
obstruction more on left side for 3 years which was
insidious in onset and gradually progressive in nature,
aggravated with upper respiratory tract infections and
relieved with medication. There is history of clear
mucoid nasal discharge, on and off episodes which
aggravated on exposure to dust and cold weather,
relieved with medication.

Anterior rhinoscopy on both sides showed polypoid
masses which are pale, with regular surface, soft in
consistency, non tender, not sensitive to touch, no bleed
on touch. Diagnostic nasal endoscopy was done in Figure
laand 1b.

Computed tomography (CT) scan of paranasal sinuses
showed opacities in the nasal cavity and bilateral
maxillary sinuses in Figure 2a and 2b.

Intraoperatively, under endoscopic guidance the polypoid
mass on left side was debrided and found to be coming
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from nasal septum. The mass was excised and sent for
histopathological examination.

Histopathological examination revealed polypoid tissue
lined by pseudostratified columnar epithelium. Stroma is
edematous enclosing several cystic spaces lined by
columnar to mucinous epithelium. Several inflammatory
cells comprising predominantly of eosinoplils are seen.
No cellular atypical features are seen giving an
impression of respiratory epithelial adenomatoid
hamartoma (REAH) in Figure 3a and 3b. The patient was
followed up to 1 year, no recurrence was observed.

Figure 1 (a and b): Endoscopic images showing
polypoidal mass in both right and left nasal cavities.

Figure 2 (a and b): CT-PNS showing opacities in
bilatera nasal cavities and maxillary sinuses.

Figure 3 (a and b): Microscopic images showing
respiratory epithelium with submucosal glandular
proliferation, polypoid changes and inflammatory

cells.

DISCUSSION

Respiratory epithelial adenomatoid hamartoma is very
rare in the sino nasal tract and was first recognized as a

distinctive entity by Wenig and Heffner in 1995.*
Symptoms of REAH varied depending on the location of
the lesions and included nasal obstruction, rhinorrhea,
headache, hyposmia, anosmia, epistaxis, facial pain,
proptosis.

REAH has clinical presentations, histological changes,
treatment, and behaviour similar to inflammatory polyps,
suggesting that the development of REAH is secondary to
inflammatory process.?2 CT and magnetic resonance
imaging shows no characteristic signals because they
vary according to the main element of the Hamartoma.”
Radiologically, the most common finding of REAH is an
opacification of the affected sinus and some connection
to nasal septum. The lesion also tends to grow slowly, as
evidenced by bony expansion rather than erosion.?

On gross evaluation, REAHs appear as edematous-
appearing polypoid masses. Histologically, the principal
morphological aspect is a proliferation and accumulation
of glands and ducts covered by pseudostratified, ciliated
epithelial cells with no metaplastic or atypical changes.
The invagination of the respiratory epithelium leading to
the glands may be observed. The characteristic glandular
components consist of respiratory epithelium originating
from the surface epithelium.® Simple excision is the only
treatment as no malignant potential is recognized for
REAH.® Because of the limited growth potential of a
hamartoma, recurrence is very rare.!!

CONCLUSION

REAH is an uncommon benign entity with distinctive
histologic features. Nowadays it becoming prevalent due
to awareness to clinicians with number of reported cases.
A misdiagnosis of REAH as inflammatory nasal polyp,
low grade adenocarcinoma, inverted papilloma or other
granulomatous conditions (e.g. rhinosporidiosis) would
likely to result in more aggressive surgical intervention
than needed. Therefore, it is important to differentiate it
from other pathologies.
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