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Abstract  

Background: Chronic rhinosinusitis (CRS) has a broad and vague 

symptomatology. Thus, attempts to diagnose it with symptomatology alone are 

futile. Computed Tomography (CT) used for diagnosing it is costly and also 

exposes the patient to radiation hazards. Diagnostic nasal endoscopy (DNE) is 

a simple tool for diagnosing it. The available literature that compares the two 

modalities on the diagnosis of CRS offers variable opinions. So, in order to 

supplement the concerned literature, we conducted this study to assess the 

effectiveness of DNE in evaluating the validity of CRS when compared to CT 

of the nose and paranasal sinuses (PNS). The objective is to evaluate the 

diagnostic outcome of DNE in diagnosing CRS compared to NCCT in terms of 

Sensitivity, Specificity and Predictive values. Materials and Methods: A 

hospital-based cross-sectional study was done in JNIMS, Imphal during July 

2022 – June 2024 among 78 adult patients suggestive of CRS. Data were 

collected by using a semi-structured proforma which had sections on socio-

demography, clinical examination and laboratory findings. Each participant was 

subjected to DNE on the same day of his/her non-contrast CT evaluation of nose 

and PNS in 0.6mm thin cuts in coronal, axial and sagittal planes and both in 

bone-window and soft-tissue window were obtained.  DNE was done using 

0◦/30◦, 4mm diameter, 18cm length rigid nasal endoscope under local 

anaesthesia using nasal pack soaked in solution made up of topical 4% 

lignocaine(30ml) and vasoconstrictor agent (3ml of adrenaline) in 1:10000 

concentration by an otorhinolaryngologist. Result: From 78 participants 

(M:F=35:43) with mean age (SD) 36.9 (13.01) years about half of them 

belonged to age group of 18-30 years (33;42.3%). Symptomatically all patient 

presented with nasal obstruction and nasal discharge. Facial pain, headache and 

hyposmia were also found in 58 (74.4%), 55 (70.5%) and 25 (32.2%) 

respectively. Both DNE and NCCT findings of nose and paranasal sinuses were 

depicted and compared, of which inferior turbinate hypertrophy was detected in 

68 (87.2%). Deviated nasal septum (DNS) was detected in 66 (84.6%) by DNE 

whereas 65 (83.3%) was detected in NCCT. Passali deformity was seen in 

29.5% of cases on NCCT. Conclusion: Compared to NCCT, the sensitivity of 

DNE in diagnosing CRS was 93.9%, specificity was 75%, positive predictive 

value was 95.3%, negative predictive value was 69.2% and diagnostic accuracy 

was 91.0%. Hence endoscopy can effectively be the initial diagnostic modality 

suggest rhinosinusitis and the baseline pictures can serve as documentation to 

see for treatment outcomes in follow up visits. Further it can reduce unnecessary 

CT scan radiation exposure. 
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INTRODUCTION 
 

Chronic rhinosinusitis (CRS) is a common global 

disease that hampers the overall quality of life and 

affects approximately 5–15% of the general 

population worldwide.[1] According to the National 

Institute of Allergy and Infectious Diseases, it is 

estimated that, 134 million Indians (≈12.5% of the 

population) suffer from CRS.[2] CRS can be broadly 

defined as chronic (>12 weeks duration) 

inflammatory condition of nose and paranasal sinuses 

mucosa associated with polyp (CRSwNP) or without 

nasal polyposis (CRSsNP) and it should be 

recognized irrespective of treatment status.[3] This 

disease entity has a broad and vague 

symptomatology. Thus, attempts to diagnose it with 

symptomatology alone are futile.[4] There have been 

infrequent amendments in the defined diagnostic 

criteria for CRS, and the most updated and widely 

followed and internationally accepted are the recent 

recommendations for diagnosis of CRS made on 

clinical grounds listed in The European position 

paper on rhinosinusitis and nasal polyp (EPOS) 

taking into accounts both subjective and objective 

parameters of more than a 12-weeks duration.[5]  

To evaluate the objective components of CRS 

diagnosis, the computed tomography (CT) scan and 

diagnostic nasal endoscopy (DNE) play important 

roles. CT is costly and also exposes the patient to 

radiation. Thus, it is particularly important to define 

a cost-effective and easily available diagnostic tool 

for it. The available literature that compares the two 

modalities on the diagnosis of CRS offers variable 

opinions. So, in order to supplement the concerned 

literature, we conducted this study to assess the 

effectiveness of DNE in evaluating the validity of 

CRS when compared to CT of the nose and PNS. 
 

MATERIALS AND METHODS 
 

A cross-sectional study was conducted in the 

Department of Otorhinolaryngology in a tertiary care 

teaching hospital, Jawaharlal Nehru Institute of 

Medical sciences, Imphal from July 2022 to June 

2024 among patients aged 18-65 years. Patients who 

were provisionally diagnosed as CRS based on the 

EPOS Criteria and also patients with history of 

allergic rhinitis with polypoidal changes and/or 

obstructing sinus ostia were the study participants. 

Patients unwilling to participate, pregnant or lactating 

mothers and patients with previous history of sino-

nasal surgeries, chronic/uncontrolled severe asthma 

and immunocompromised patients, autoimmune 

disorders, or suffering from any severe acute 

diseases, heart diseases, COPD, chronic renal failure, 

malignant hypertension or any other chronic medical 

diseases were excluded. Taking proportion of chronic 

rhinosinusitis as 72% (Chavan A et Al[6]) with 

precision of 10% and alpha of 1.96, a sample size of 

78 was calculated. Patients were recruited 

consecutively until the desired sample size was 

reached. Ethical clearance for the study was obtained 

from the Institutional Ethical Committee, JNIMS.  

Data were collected by using a semi-structured 

proforma which had sections on socio-demography, 

clinical examination and laboratory findings. Each 

participant was subjected to DNE on the same day of 

his/her non-contrast CT evaluation of nose and PNS. 

CT scan was performed in 0.6mm thin cuts in 

coronal, axial and sagittal planes and both in bone-

window and soft-tissue window were obtained.  DNE 

was done using 0◦/30◦, 4mm diameter, 18cm length 

rigid nasal endoscope under local anaesthesia using 

nasal pack soaked in solution made up of topical 4% 

lignocaine (30ml) and vasoconstrictor agent (3ml of 

adrenaline) in 1:10000 concentration by an 

otorhinolaryngologist.  

Through DNE the diagnosis of CRS was confirmed 

by presence of mucopurulent discharge from sinuses 

into the middle meatus, superior meatus and spheno-

ethmoidal recess, and blockage of the natural ostium 

of one or more sinuses by edema or polyps. 

Confirmation of CRS by NCCT was done by 

presence of blockage of natural ostia of ≥1 sinuses in 

the PNS and complete or partial opacification. 

[Figure 1- 4] 

 

 
Figure 1: Endoscopic view of muco-purulent discharge 

in (L) middle meatus 

 

 
Figure 2: Endoscopic view of antral polyp in (L) middle 

meatus 
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Figure 3: NCCT scan showing partial obstruction of (L) 

maxillary sinus 

 
Figure 4: NCCT scan showing complete opacification of 

(L) maxillary sinus 

Data collected were entered and analyzed by using 

SPSSv.23 Windows (IBM Corp. 1995,2012). 

Sensitivity, specificity, positive predictive value, 

negative predictive value of DNE were calculated 

taking NCCT as the gold standard P-value <0.05 was 

taken as statistically significant. 

 

RESULTS 

 

Completed data-sets could be obtained from 78 

participants (M: F=35:43). Their mean age (SD) was 

36.9 (13.01) years. Nearly half of them belonged to 

the age-group of 18-30 years (33; 42.3%). 

All patients presented with nasal obstruction and 

nasal discharge. Facial pain, headache and hyposmia 

were also found in 58 (74.4%), 55 (70.5%) and 25 

(32.2%) respectively. The DNE findings are depicted 

as given in Table No. 1. Out of 78 patients, inferior 

turbinate hypertrophy, polyp, secretion, concha 

bullosa, bulla ethmoidalis and accessory ostium were 

present in 87.2%, 65.4%, 100%, 32.1%,93.6% and 

12.8% respectively. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 1: Distribution of the patients by DNE findings (N=78) 

DNE findings No. of patients, n (%) 

Absent Present 

Inferior turbinate 

hypertrophy 

10 (12.8) 68 (87.2) Right 7 (9.0) 

Left 11 (14.1) 

Bilateral 50 (64.1) 

Polyp 27 (34.6) 51 (65.4) Right 8 (10.3) 

Left 11 (14.1) 

Bilateral 32 (41.0) 

Secretion - 78 (100) Right 1 (1.3) 

Left 1 (1.3) 

Bilateral 76 (97.4) 

Concha bullosa 53 (67.9) 25 (32.1) Right 11 (14.1) 

Left 5 (6.4) 

Bilateral 9 (11.6) 

Bulla   

ethmoidalis 

5 (6.4) 73 (93.6) Right 2 (2.6) 

Left 0 (0) 

Bilateral 71 (91.0) 

Accessory ostium 68 (87.2) 10 (12.8) Right 7 (9.0) 
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Left 1 (1.3) 

Bilateral (2.5) 

 

Table 2: Distribution of the patients by NCCT findings (N=78) 

NCCT findings No. of patients, n (%) 

Absent Present 

Concha bullosa 54 (69.2) 24 (30.8) Right 8 (10.3) 

Left 1 (1.3) 

Bilateral 15 (19.2) 

Agger nasi cell 3 (3.8) 75 (96.2) Right 0 (0) 

Left 2 (2.6) 

Bilateral 73 (93.6) 

Bulla ethmoidalis - 78 (100) Right 0 (0) 

Left 0 (0) 

Bilateral 78 (100) 

Onodi cells 54 (69.2) 24 (30.8) - - 

Pneumatized uncinate process 74 (94.9) 4 (5.1) Right 3 (3.8) 

Left 0 (0) 

Bilateral 1 (1.3) 

Haller cells 71 (91.0) 7 (9.0) Right 6 (7.7) 

Left 0 (0) 

Bilateral 1 (1.3) 

Pneumatized septum   77 (98.7) 1 (1.3) - - 

Paradoxical middle turbinate 74 (94.9) 4 (5.1) Right 3 (3.8) 

Left 1 (1.3) 

Bilateral 0 (0) 

Interfrontal sinus septum cell 64 (82.1) 14 (17.9) - - 

Inferior turbinate hypertrophy 10 (12.8) 68 (87.2) Right 6 (7.7) 

Left 10 (12.8) 

Bilateral 52 (66.7) 

 

Out of the 78 patients, inferior turbinate hypertrophy, 

polyp, secretion, concha bullosa, bulla ethmoidalis 

and accessory ostium were present in 87.2%, 65.4%, 

98.7%, 32.1%, 93.6% and 12.8% respectively.  

[Table 2].  

Both DNE and NCCT could detect inferior turbinate 

hypertrophy in 68 (87.2%) of all the patients. 

Deviated nasal septum was detected in 66 (84.6%) of 

patients by DNE whereas, it could be detected by 

NCCT in 65 (83.3%) of patients. Passali deformity, a 

combination of deformities, was commonly seen in 

29.5% of cases on NCCT. Mild deviation in the 

vertical plane and C- or reverse C-shaped septum 

were also commonly seen in 16.7% of cases each. 

The majority of patients with Passali deformity were 

in the age group of 18-30 years. The majority of 

patients with mild deviation in the vertical plane were 

in the age group of 41-50 years.  

Enlargement of Agger nasi cell could be seen in 22 

(28.2%) of patients by DNE while NCCT could 

detect it in 75 (96.2%) of patients. DNE could detect 

concha bullosa in 25 (32.1%) of patients. Same 

condition could be detected in 24 (30.8%) of patients 

by NCCT. Bulla ethmoidalis could be seen in 73 

(93.6%) of patients by DNE whereas, it could be 

detected in all patients by NCCT. Paradoxical middle 

turbinate could be seen in 06 (7.7%) patients by DNE 

while NCCT could detect it in 04 (5.1%) of patients. 

Further, DNE could diagnose enlarged uncinate 

process in 15 (19.2%) of patients. The same condition 

could be detected in 04 (5.1%) patients by NCCT. 

DNE could diagnose Chronic rhinosinusitis (CRS) in 

65 (83.3%) of patients whereas, NCCT could confirm 

it in 62 (93.9%) of patients. The sensitivity of DNE 

in diagnosing CRS was 93.9%, specificity was 75%, 

positive predictive value was 95.3%, negative 

predictive value was 69.2% and diagnostic accuracy 

was 91.0%. 

 

DISCUSSION 
 

The study included a total of 78 patients who were 

suspected of having chronic rhinosinusitis (CRS). 

Out of which 35 (44.9%) were males and 43 (55.1%) 

were females. Earlier studies done by Chakraborty P 

et al,[7] Idugboe et al,[8] Nangia S et al,[9] Amine M et 

al,[10] Lohiye SS et al,[11] and Deosthale et al,[12] both 

in the country and abroad give comparable findings. 

In the present study, the mean age of the study 

population was found to be 36.90 ± 13.01 years and 

the age group 18 - 30 years had the maximum number 

of patients (42.3%). Similar findings were observed 

by other scholars. 

In this study, all the patients presented with nasal 

obstruction and nasal discharge, 74.4% of the patients 

presented with facial pain followed by 70.5% of the 

patients with headache. Most of the studies done 

earlier by different scholars had similar observations. 

On diagnostic endoscopy examination of all 78 

patients, inferior turbinate hypertrophy, polyp, 

secretion, concha bullosa, bulla ethmoidalis and 

accessory ostium were seen in 87.2%, 65.4%, 98.7%, 

32.1%, 93.6% and 12.8%, respectively in the current 

study. DNS was present in 84.6% of the patients. 

Right side deviation, left side deviation and S shaped 

deviation were seen in 29.5%, 25.6% and 29.5% of 

the patients. Further, 14.1% of the patients had 

bilateral enlargement of Agger nasi cell and 11.5% of 

the patients had enlarged right side followed by 6.5% 
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of the patients with enlarged left of Agger nasi cell. 

Out of 78 patients, 7.7% of the patients had 

paradoxical middle turbinate. 5.1% had in the right 

and 2.6% had in the left. Further on DNE 

examination of OMC it was found that maximum of 

the patient had ostium blocked by bilateral polyp 

(34.6%) followed by bilateral mucopurulent 

discharge in 14.1% of the patient. Similarly, the 

maximum number of the patient had normal 

sphenoethmoidal recess (43.6%) and bilateral polyp 

blocking the ostium, bilateral ostium blocked by 

mucosal edema and bilateral mucopurulent discharge 

were few common findings on DNE. Bilateral polyp 

blocking the ostium was found in 33.3% of the study 

population on DNE examination of superior meatus 

and normal superior meatus was seen in 30.8% of the 

patients. Mucopurulent discharge on the right (7.7%), 

ostium blocked by polyp on the left (7.7%) and 

bilateral mucopurulent discharge (7.7%) were few 

common findings on DNE of superior meatus. 

Chakraborty P et al,[7] observed DNS in 85.36%, 

secretion/discharge in 87.8% and inferior turbinate 

hypertrophy in 67.1% on DNE examination of their 

study population which is similar to this study 

finding. Further they reported polyp and concha 

bullosa in only 4.8% and 9.7% of their study 

population, respectively. Chavan A et al,[6] reported 

DNS in 80%, inferior turbinate hypertrophy in 66%, 

nasal polyp in 28%, OMC block in 52%, Agger nasi 

cell in 16% and paradoxical middle turbinate in 30% 

on DNE examination of their study population. 

Nangia S et al,[9] reported 100% paradoxical middle 

turbinate and 32% mucopurulent discharge in the 

middle meatus on DNE examination among their 

study population. Lohiya SS et al,[11] reported 

oedematous mucosa in 39 % subjects, discharge in 

middle meatus in 47 %, 27 % subjects having polyps 

among their study population on endoscopy. In 

addition, they reported septal deviation in 79%, agger 

nasi in 35%, paradoxical middle turbinate in 28%, 

concha bullosa in 28%, accessory maxillary ostium 

in 21%, uncinate process hypertrophy in 16% and 

enlarged bulla ethmoidalis in 4% on endoscopy. 

Deosthale NV et al,[12] reported on nasal endoscopy 

they observed polyp in 24.1%, mucopurulent 

discharge with polyp in 11.1%, polyp with deceased 

mucosa and mucopurulent discharge in 14.8%, 

diseased mucosa in 9.2% and mucopurulent 

discharge with diseased mucosa in 9.2%. The most 

common endoscopy finding was nasal discharge 

(73.3%), deviated nasal septum (71.7%), nasal polyp 

(70%), and the paradoxical medial turbinate (25%) as 

observed and reported by Hussein RK et al,[13] among 

their study population. Another study reported 

middle meatal discharge in 56.7%, middle meatal 

mucosal oedema in 38.3%, polyps in 32.5% and 

anatomical variation in 20.8%.[14] Similar finding has 

been reported by Krishniya P et al,[15] on DNE, DNS 

was seen in 64%, inferior turbinate hypertrophy was 

identified in 30% patients, pneumatized middle 

turbinate or concha bullosa was seen in 28% of 

patients, paradoxically curved middle turbinate was 

seen in 14% and an accessory ostium was seen in 

26% of the patients. Al Shamy H et al,[16] reported 

polyp in 91.7%, discharge in 25% and edema in 50% 

of their study population. Debbarma A et al,[17] 

reported 88% DNS on endoscopy, 36% secretion, 

concha bullosa hypertrophy in 44%, middle turbinate 

paradoxical 6% and inferior turbinate hypertrophy in 

44%. Thus, most of the studies reported DNS, 

inferior turbinate hypertrophy, concha bullosa and 

polyp on DNE which is in line with this study finding. 

In this study, NCCT detected DNS in 83.3% of the 

patients. Out of which Passali deformity, a 

combination of deformities (29.5%) was commonly 

reported. Mild deviations in vertical plane and C or 

reverse C shaped septum were also commonly seen 

in 16.7% and 16.7% respectively. Further on NCCT 

scan, inferior turbinate hypertrophy, polyp, secretion, 

concha bullosa, bulla ethmoidalis and accessory 

ostium were present in 87.2%, 65.4%, 98.7%, 32.1%, 

93.6% and 12.8% respectively. Similar uncinate 

process was seen in left and right side with maximum 

free (51.3%), lamina papyracea in 28.2%, middle 

turbinate in 15.4% and skull base in 5.1%. Frontal 

cell was present in 85.9% of the patients in both right 

and left, out of which, Supra Agger cell was 

maximum with 48.7% in both right and left. 

Chakraborty P et al,[7] observed 92.6% DNS in NCCT 

among their study population. In addition, they 

reported polyp nasal cavity in 10.9%, inferior 

turbinate hypertrophy in 57.3%, concha bullosa in 

30.4% and paradoxical middle turbinate in 14.6% of 

the patients. Chavan A et al,[6] reported 84% DNS in 

NCCT, inferior turbinate hypertrophy in 60%, 

concha bullosa in 44%, OMC block in 60% and 

paradoxical middle turbinate in 16%. Lohiya SS et 

al,[11] reported 79% DNS, 27% nasal polyp, 21% 

accessory maxillary ostium, 41% Agger nasi, 32% 

concha bullosa, 30% paradoxical middle turbinate, 

16 % pneumatized uncinate process, 8 % over-

pneumatized ethmoid bulla, 7 % Haller cells, 3% 

Onodi cells. Further they reported 60.5% patient had 

ostiomeatal complex opacification, 62.25% 

maxillary sinus haziness, 54.5% anterior ethmoid 

sinus haziness, 32.25 % posterior ethmoid sinus 

haziness, 24.5 % frontal sinus haziness and 19.75% 

sphenoid sinus haziness. Thus, maximum of the 

studies demonstrated the common findings in NCCT 

as DNS, inferior turbinate hypertrophy, nasal polyp, 

agger nasi cell, concha bullosa and paradoxical 

middle turbinate which is in line with this study 

finding. 

In the current study 83.3% of the patients were 

diagnosed with CRS on DNE examination and 84.6% 

of the patients were diagnosed with CRS on NCCT 

examination. On further analysis, maximum of the 

patient in NCCT diagnosed CRS were also DNE 

diagnosed CRS. Thus, there was a significant 

association between NCCT diagnosed CRS group 

and DNE diagnosed CRS group. Further, the 

sensitivity of DNE in diagnosing CRS was 93.9%, 

specificity was 75%, positive predictive value was 

95.3%, negative predictive value was 69.2% and 
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diagnostic accuracy was 91.0%. Most of the 

endoscopy positive patients of CRS were NCCT 

positive. CRS. Krishniya P et al,[15] reported 84% 

CRS by DNE and 88% CRS by CT scan. They also 

reported the sensitivity of endoscopy was 93.18% 

and the specificity was 83.33%. Positive predictive 

value of DNE was 97.62% and negative predictive 

value was 62.50%. Most of the endoscopy positive 

patients of CRS were CT positive. There was 

significant association in diagnosis of CRS on basis 

of endoscopic score and CT score which is similar to 

this study finding. 

 

CONCLUSION 
 

Compared to NCCT, the sensitivity of DNE in 

diagnosing CRS was 93.9%, specificity was 75%, 

positive predictive value was 95.3%, negative 

predictive value was 69.2% and diagnostic accuracy 

was 91.0%. Hence endoscopy can effectively be the 

initial diagnostic modality suggestive of 

rhinosinusitis and the baseline pictures can serve as 

documentation to see for treatment outcomes in 

follow up visits. Further it can reduce unnecessary 

CT scan radiation exposure. 
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Abstract- Fibrous dysplasia (FD) is an uncommon rare skeletal disorder in which normal bone is replaced by 

abnormal fibro-osseous tissue. It comprises about 2.5%of all bone tumour. Monostotic fibrous dysplasia is more 

common than the polyostotic form and constitutes about 70-80% of fibrous dysplasia and has no gender 

predilection and mostly seen in second and third decade of life. Here we present a case report of a 52years old 

female presented with swelling over the right cheek for last 4months with occasional facial pain. On NCCT scan 

of Nose and PNS showed a well demarcated expansile medullary bony lesion containing unorganized bony 

trabeculae measuring 34mm (CC)*26mm (AP)*26mm (ML) arising from right zygomatic bone with intralesional 

calcification causing mass effect and indenting the lateral wall of right maxillary sinus - feature suggestive of 

Fibrous dysplasia. The patient was treated under general anaesthesia by the surgical contouring and bone 

shaving of the tumour. Endoscope assisted sublabial approach was made to counter limited visualization and 

complete excision of Fibrous dysplasia of right zygomatico-maxillary bone which was later confirmed on 

histopathological examination. The cosmetic challenge from facial deformity due to fibrous dysplasia was 

overcame by intrabdominal fat graft with no intraoperative and postoperative complication and uneventful 

postoperative follow-up. 

 

Keywords- Fibrous dysplasia, Maxilla, NCCT Scan of Nose and PNS & 3D reconstruction of face, Endoscopy, 

intrabdominal fat graft, HPE. 

 

INTRODUCTION:  

Fibrous dysplasia (FD) is a sporadic non-neoplastic hamartomatous developmental fibro-osseous lesion of bone 

characterized by an abnormal mixture of fibrous and osseous elements in the interior of affected bones replacing 

cancellous bone which comprises 2.5% of all bone tumours and in total about 7% of all benign bone tumours [1]. 

Monostotic fibrous dysplasia is more common than the polyostotic form constitutes about 70-80% of FD patients and 

has no gender predisposition and is mostly seen in the second and third decade [1]. Clinically, the monostotic form is 

characterized by a lytic expanding bone lesion, which may cause pain, deformity, fractures, and nerve entrapment. 

Maxilla is the most commonly affected bone in craniomaxillofacial region. Maxillary lesions may extend to involve the 

maxillary sinus, zygoma, sphenoid bone and floor of the orbit and require surgical intervention resulting in an acquired 

defect of the involved site [2]. 

Here we aimed to report a case of fibrous dysplasia because of the rarity of the tumor, the practicality of the new surgical 

approach where use of endoscope to counter the limited visualization inherent with sublabial approach and thus helps 

in complete excision of tumor and the use of intra-abdominal fat graft that overcomes the facial deformity due to FD 

which is a cosmetic challenge. 

 

Case Report:                                                                                                                                              

A 52-years old female presented on 16th August 2022 to the Department of Otorhinolaryngology, JNIMS, Imphal, 

Manipur, India with a complaint of swelling over the right cheek for last 4months with occasional facial pain. In her 

past medical history, the patient reported no systemic diseases as well as no syndromic presentation. On clinical 

examination, mild facial asymmetry associated with facial swelling was observed in the right side of the face. On 

palpation of the lesion a hard consistency associated with mild tenderness was elicited. There was no lymphadenopathy, 

skin pigmentation, tachycardia or any other alteration of skin colour (Fig.1). Intraoral examination was unremarkable 

with normal appearance of oral mucosa. On 00 endoscopy of nose mild DNS to the left was noticed.  

On NCCT Scan of Nose and PNS- shows a well demarcated expansile medullary bony lesion containing unorganized 

bony trabeculae measuring 34mm (CC)*26mm (AP)*26mm (ML) arising from right zygomatic bone with intralesional 
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calcification. The lesion is causing mass effect and indenting the lateral wall of right maxillary sinus- feature suggestive 

of Fibrous dysplasia (Fig. 2a & 2b)  

On 3D reconstruction of Face- The anterolateral wall of right sided maxillary bone is comparatively more elevated than 

left side with absence of sign of erosion. (Fig. 3) 

 
Figure 1-Preoperative pic 

 

 
Figure 2a- NCCT Nose and PNS- Coronal view 

 

 
Figure 2b-NCCT Nose and PNS- Axial view 

 

 
Figure 3- 3D Reconstruction of Face 

 

Surgical management-After receiving informed consent from the patient, surgical excision of the mass with right facial 

contouring was planned under general anaesthesia. A 4cm length horizontal sublabial incision was given. After raising 

the mucosal flap access to affected bone was established. Complete excision of lesion was achieved by combination of 

hammer and chisel (fig 4a) and micromotor drill (fig 4b). Extension to the zygomatic bone was excised with endoscopy 

guided drilling of affected bone. Haemostasis was achieved by electrocautery (fig 4c). Intrabdominal pad of fat was 

harvested (fig 4d) and the cavity was filled. Endoscopic right sided middle meatal antrostomy was performed (fig 4e) 

and intactness of the walls of maxillary sinus was ascertained. 
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Figure 4-Surgical contouring and bone shaving of the right maxillary mass with reconstruction. 

 
Figure 4a                                          Figure 4b                                                  Figure 4c 

 

 
Figure 4d                                         Figure 4e 

The specimen was send for histopathological examination(HPE). Microscopic examination using haematoxylin-eosin 

stain, shows admixture of fibrous and osseous tissues. Osseous component is composed of woven bone in branching 

and anastomosing irregular trabeculae with absence of conspicous rimming(fig 5a). Intervining fibrous tissue reveals 

bland  fibroblastic tisse(fig 5b). There was absence of any cytologic atypia of abnormal mitosis. Hence overall features 

were suggestive of fibrous dysplasia. 

 
Figure 5a-10X view-Anastomosing strand of bony                 Figure 5b- 40X view- No conspicuous osteoblastic 

trabeculae.                                                                                  rimming. 

 
Figure 6-Post operative pic. 
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There was no post operative complication. The follow-up was done on 1st wk,1st month, 3rd month and 6th month with 

absence of any complaint. 

 

DISCUSSION :  

As per the modified classification of fibro-osseous lesions of the craniofacial complex as proposed by Eversole et 

al,there are mainly 6 pathological process based on which disease conditions and their subtype have been classified 

[3].Fibrous dysplasia,the disease condition under the bony dysplasia   is a sporadic (non-inherited), non-neoplastic 

developmental disorder, being subclassified as monostotic form(including craniofacial variant), polyostotic form, 

polyostotic with endocrinopathy (McCune- Albright syndrome) [4].  It is caused by mutation of somatic cells in fetal 

(polyostotic FD) or postnatal (monostotic FD) life resulting in alterations in osteoblast growth/differentiation due to 

faulty expression/signalling of the GNAS1 gene (point mutation on chromosome number 20). These changes inhibit 

GTPase activity that is normally required to deactivate the G protein, thereby altering signal transduction pathways. 

The increased amount of cAMP in bone stromal cells leads to unregulated proliferation and differentiation [5].  

FD comprises only about 2.5%of all bone tumour, which clearly defines the rarity of these uncommon skeletal disorder. 

Monostotic fibrous dysplasia is more common than the polyostotic form constitutes about 70-80% of FD patients and 

has no gender predisposition and is mostly seen in the second and third decade [1]. Although most cases of FD are self-

limiting and hamartomatous, some cases of FD do not go into dormancy at the end of adolescence and may be activated 

or reactivated in adulthood in response to a life event, such as pregnancy. Monostotic FD of the jaws more commonly 

involves the maxilla than the mandible [6]. Based on the location of the craniofacial FD lesion(s), the symptoms and 

signs may differ. The monostotic FD present as painless, slow growing facial asymmetry or swelling. The smooth, 

fusiform enlargement is more marked buccally than palatal affecting the disordered eruption of teeth and with 

involvement of maxillary sinus and zygomatic process, sphenoid bone, floor of orbit results in exophthalmos and 

proptosis. The progression of the lesion may cause aesthetic impairment and deformities such as facial asymmetry, 

sinusitis, orbital dystopia, nasal malfunction [6]. In our patient volume increase in the maxillary region, hard consistency 

on palpation, expansile facial swelling in right zygomaticomaxillary region without orbital or buccal involvement were 

noted.  

CT is the test of choice for the study of lesion(s), evaluation of its extension, and surgical preparation. There are three 

general radiographic patterns of CFD including: Ground glass appearance with mixed radio-dense and radiotransparent 

areas; sclerotic, and cystic patterns [7]. In our patient a well demarcated expansile medullary bony lesion containing 

unorganized bony trabeculae arising from right zygomatic bone with intralesional calcification was noted. CT scans 

before the surgical procedure to evaluate the actual size of the lesion, anatomical structures, and their involvements. 

Furthermore, this modality assists the surgeons to estimate the extent of surgical ostectomy and osteoplasty. 

The differential diagnosis includes benign lesions: nonossifying fibroma, eosinophilic granuloma(bevelled margins in 

skull with typical bulls eye lesion on x-ray), Paget’s disease, osteochondroma, giant cell reparative granuloma(no 

sclerotic margins), aneurysmal bone cyst; simple bone cyst, osteofibrous dysplasia (almost exclusively in the tibia of 

children <10 2years with anterior bowing, monostotic, lesion begins in cortex, spontaneous regression) and 

malignancies like metastatic osteoblastic lesions [7][8]. In our patient, the initial diagnosis on clinical aspects along 

with imaging findings was in accordance with fibrous dysplasia of monostotic form which was later confirmed by the 

histopathological examination post-surgery. 

Surgical treatment is recommended whenever clinical symptoms occur and to relieve intractable pain and skeletal 

deformity. In our patient to achieve complete excision and to prevent the recurrence with maintenance of facial 

aesthetics, endoscope assisted sublabial approach was employed for excision of tumour and facial contouring along 

with filling up of the defect with intrabdominal fat graft. 

 

CONCLUSION: 

Fibrous dysplasia is a rare tumor [1]. It presents with painless bony swelling, most patients generally report very late, 

after significant enlargement and involvement of contiguous structures with cosmetic deformity have occurred. Surgery 

is recommended as the modality of treatment to relieve the intractable pain and the skeletal deformity. Surgical treatment 

remains the mainstay of therapy and is directed at correcting or preventing functional deficits and achieving normal 

facial aesthetics which is a cosmetic challenge. Because it is a relapsing tumour, it is critical to remove as much tissue 

as possible without inflicting mutilation, functional impairments, or lesions of noble structures [7]. Hence use of 

endoscope assisted sublabial approach for facial contouring with intra-abdominal fat graft overcomes the challenge. 

The follow-up is of fundamental importance in order to detect relapses. 
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