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Nasopharyngeal polyp causing sensory disturbances: a case report
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Abstract
Nasopharyngeal polyps are benign abnormal mucosal protrusions associated with nasal and pharyngeal mucosa.
They are commonly found in all age groups with various symptoms. This paper presents a case of a 52-year-old
male who presented with constant numbness over the dental midline and extending along the right side of the
maxilla for the past few weeks. The patient also reported difficulty in breathing, especially lying down. After a
comprehensive head and neck examination, including muscle palpation and temporomandibular joint
examination, all within normal limits, a CNS lesion was suspected. A cranial nerve screening examination
disclosed hyposensitivity in the area of teeth # 7 to 10. A panoramic radiograph demonstrated right sinus
abnormality. We determined the need for additional diagnostic testing, including cone beam computed
tomography, which showed a thickened sinus membrane with a polypoid structure (extending posterior from the
right inferior concha into the oropharynx). The patient was referred to an ear, nose, and throat (ENT) specialist
for further evaluation. The ENT diagnosis was a nasal polyp, and the patient was prescribed a steroid spray to be
used three times daily. On follow-up, the patient’s symptoms were reduced from constant numbness to
intermittent “fading sensation” with no breathing difficulties lying down. Ancillary diagnostic testing, such as
Cone Beam CT, is useful and may be required for the diagnosis of sensory disturbances in the Orofacial region.
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1. Introduction
Nasopharyngeal polyps are benign abnormal mucosal protrusions associated with the nasal and pharyngeal mucosa.
The etiology of a nasopharyngeal polyp is multifactorial and is mainly a result of adenotonsillar hypertrophy or
inflammatory response of the lining mucosa (1). Non-neoplastic and neoplastic lesions of the nasal cavity, paranasal
sinuses, and nasopharynx frequently are encountered in routine clinical practice (2). They are a common finding in
all age groups. Such masses can arise from the nasopharynx, neuroectoderm, or nose and the paranasal sinuses and
present as a mass in the nasopharynx. The most common presenting symptoms of nasopharyngeal lesions are nasal
obstruction, mouth breathing, nasal discharge, epistaxis, facial swelling, orbital and ear symptoms (3, 4).
Nasopharyngeal polyps appear as fluid-filled, semi-transparent, tear drop-like structures. The prevalence in the adult
population is estimated to be around 1-4% (5). However, in the case presented here, there was sensory disturbance,
which is extremely rare and can present a diagnostic dilemma requiring radiological and comprehensive head and
neck examination, including muscle palpation and temporomandibular joint examination to confirm the diagnosis.
2. Case presentation
We report a case of a 52-year-old Caucasian male at The Center for Orofacial Pain and Temporomandibular Joint
Disorders at the University of Medicine and Dentistry of New Jersey. The patient presented with constant numbness
in the area starting from the dental midline and extending along the right side of the maxilla over the past few
weeks. The patient also reported difficulty in breathing, especially lying down. The patient previously sought
consultation from his dentist, who was unable to reach a definitive diagnosis and referred him to the Center for
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Orofacial Pain and Temporomandibular Joint Disorders. After a comprehensive head and neck examination,
including muscle palpation and temporomandibular joint examination, all of which were within normal limits, we
suspected a CNS lesion. A cranial nerve screening examination disclosed hyposensitivity in the area of teeth # 7 to
10. A panoramic radiograph demonstrated an abnormality in the right sinus. We determined the need for additional
diagnostic testing. Our concerns included nasopharyngeal carcinoma, inflammatory nasal polyp, or
hemangiopericytoma; therefore, we requested Cone Beam Computed Tomography (CBCT) to limit our differential
diagnosis and to direct us to a definitive diagnosis (Figure 1).

Figure 1. A) Coronal view of destruction of the right maxillary sinus medial wall; B) Coronal view of perforation of
the palate; C) Axial view of growth above the fossa of Rosenmuller; D) Axial view of growth from the right
posterior nares
CBCT showed a thickened sinus membrane with a polypoid structure extending posterior from the right inferior
concha into the oropharynx. The patient was referred to an ENT specialist for further evaluation. The ENT diagnosis
was nasal polyp, and it was described to be destructive, causing the loss of bone in the medial sinus wall and hard
palate. A steroid spray was prescribed three times per day, and, at follow-up, the patient’s symptoms constant
numbness had subsided and there was an intermittent fading sensation with no breathing difficulties lying down.
Regarding the ethics of the case report, we should add that informed consent was obtained from the patient for
publication of this manuscript. The Ethics Committee of the University of Medicine and Dentistry approved this
case report research.
3. Discussion
The previous literature indicates that acute sinus inflammatory changes may result in nerve hypersensitivity,
whereas chronic sinus inflammatory changes (polyps and neuritis) accompanied by early nerve damage usually
results in hyposensitivity (6, 7). Our findings were compatible with Eliav, Benoliel et al. (8) on trigeminal
neurosensory changes following acute and chronic paranasal sinusitis. They determined that, in chronic paranasal
sinusitis, myelinated nerve fiber hyposensitivity extends to different trigeminal territories, which, in our case,
presented as hyposensitivity from the dental midline and to the right side of the maxilla. The reasons for the
presenting clinical symptoms were that the sinus inflammatory changes and the chronic nature of the lesion
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produced edema. The combination of extended pressure and the unremitting exposure to inflammatory mediators
affected the behavior of the nerve, i.e., prolonged edema produced pressure on the nerve that led to nerve damage,
which was presented clinically as hyposensitivity (8). Interestingly enough, the literature showed that, in some
similar cases, patients also presented with occasional premolar and first molar toothache that mimicked pulpitis,
which did not show in our patient (9, 10).
4. Conclusions
The diagnosis of nasopharyngeal polypoid lesions that resulted in sensory disturbance was unusual in terms of its
symptoms and its clinical presentation. A definitive diagnosis in such a case can be achieved by proper cranial nerve
screening and ancillary diagnostic testing, such as Cone Beam CT, which is useful and required for the diagnosis of
sensory disturbances in the orofacial region. Further research may be aimed to assess the diagnostic methods in
terms of cranial nerve screening, diagnostic imaging, and comprehensive head and neck examination for
nasopharyngeal polyps.
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