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Ozet

ORTA KONKA DEV PIYOSELI

Konka biilloza sinonasal bolgenin en yaygin anatomik
varyasyonlarindan biridir ve genellikle asemptomatiktir.
Konka biilloza piyoseli mukoselin enfekte olmasiyla
olusabilir. Ayiric tanida orta konkadaki bilyiik mukosel
yada piyoseli diger burun i¢i kitlelerden ayirmak icin
endoskopik inceleme ve bilgisayarli tomografi, manyetik
rezonans goriintiileme gibi ileri radyolojik goriintiileme
teknikleri kullanilir. Olgumuzda masif konka biilloza
piyoseli alt1 ay burun tikamikligi ve bas agrist neden
olmustur. Hastanin tedavisi konka biillozanin lateral ve

inferior duvarlarin  endoskopik  rezeksiyon ile
tamamlanmuigtir.

Anahtar kelimeler: Konka biilloza, Piyosel, Burun
tikaniklig1

Introduction

! Medilife Beylikdiizii Hastanesi
2 Kemer Devlet Hastanesi

Abstract

GIANT PYOCELE OF MIDDLE TURBINATE
Concha bullosa is one of the most common anatomical
variant of sinonasal area and is usually asymptomatic.
Concha bullosa pyocele may occur when a mucocele
becomes infected. The differential diagnosis of a
massive mucocele or pyocele of the middle turbinate
from other intranasal masses can be greatly faciliated
by intranasal endoscophic examination and advanced
radiographic techniques like computed tomography
and magnetic resonance imaging. We report a case of
massive concha bullosa pyocele which has caused
nasal obstruction and headache for six months. The
treatment of the patient was finalized by the
endoscopic resection of lateral and inferior walls of
the concha bullosa pyocele.
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Concha bullosa, also known as the middle turbinate pneumatization, is often asymptomatic. However, as it is the
most common variation of sinonasal anatomy, it should be considered in patients presenting with nasal obstruction,
headache, and impaired smell function. The pathology of concha bullosa may widely vary from a mild mucosal
edema to polyps, retention cyst, empyema, and fungal aggregates of the sinus [1].

Case Report

A 27-year-old male patient was admitted to our clinic with reduced nasal breathing and headache for six months.
The patient had no history of epistaxis and allergic reactions. Anterior rhinoscopic and endoscopic examination
revealed a mass lesion with a smooth surface which covered the left nasal cavity almost completely, originating
from the anterior middle turbinate. Paranasal sinus computed tomography (CT) showed an 18x28 mm polypoid
lesion of the anterior middle turbinate of the left nasal cavity with a soft tissue density. (Figure 1A-B) The septum
was deviated to the right with normal adjacent sinus pneumatization. The mass was excised under general
anesthesia. A dense purulent material within the mass was aspirated during excision. (Figure 1C-D) No
postoperative complication was observed. The pathological examination result was reported as pyocele.
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The septum was deviated to the right with normal adjacent sinus pneumatization. The mass was excised under
general anesthesia. A dense purulent material within the mass was aspirated during excision. (Figure 1C-D)

Figure 1
A: Axial CT scan of patient. B: Coronal CT scan of the patient shows a hypointense soft tissue filling the middle
turbinate and depressing the septum. C: Pyocele D: Purulent secretion discharging from the vertical incision of the
middle turbinate in the patient.

Discussion

Although the mechanism of concha bullosa is unclear, the possible pathogenesis can be explained by the “ex vacua”
theory. As in our case, the middle turbinate can be pneumatizated which is located in the septal concave due to
reduced air flow in the deviated side and increased air flow in the counterpart [2]. There is a number of studies
showing a high concomitance rate of concha bullosa and septal deviation [3.4,5]. However, these studies have not
established any association between the size of concha bullosa and complaints of patients [3]. Certain obstructions
which interfere with drainage of concha bullosa may lead to mucocele development and an infected mucocele may
lead to a pyocele of concha bullosa [6]. Inflammatory cells within pyocele may induce bone destruction and a giant
pyocele may develop due to diminished bone support [7].

Concha bullosa is often asymptomatic and usually incidentally diagnosed. Depending on its size, patients may
present with nasal obstruction, headache, and impaired smell function [8,9]. Whether it may cause sinus
pathologies due to mass effect is still controversial. Stallman et al. [4] performed computed tomography on 1,095
patients with sinusitis and reported that the incidence of paranasal sinus inflammatory disease was 73% and 78% in
patients with and without concha bullosa, respectively. The authors concluded that there was no significant
difference in the development of sinusitis among the patients with and without concha bullosa. In our case,
although we observed a mass lesion which covered the left nasal cavity almost completely, endoscopic and
radiological examinations demonstrated no chronic infection sign in the adjacent sinuses.

In addition, vascular lesions such as juvenile angiofibroma and hemangioma and intracranial lesions should be
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considered in the differential diagnosis. Therefore, the diagnosis should be based on clinical and endoscopic
findings and be subsequently confirmed by imaging studies such as CT or magnetic resonance imaging (MRI). In
our case, we detected a mass originating from the anterior middle turbinate through CT. Aspiration of the purulent
material within the mass during surgery supported the diagnosis of pyocele.

Furthermore, asymptomatic concha bullosa does not require treatment; however, concha bullosa cases which cause
obstruction of the ostiomeatal complex and disease in the paranasal sinuses and those which cause airway
obstruction should be surgically treated [10]. Subdural empyema and orbital complications due to the pyocele of
concha bullosa have been reported in the literature [11]. Therefore, these cases should be always surgically treated.
In our case, the mass located in the left anterior middle turbinate was surgically excised. Similar to other reported
cases [2,8,9], partial excision of the pathological concha was sufficient in our case.

In conclusion, although rare, the pyocele of concha bullosa should be considered in patients suffering from
headache and nasal obstruction. Minimally invasive endoscopic techniques are useful in the treatment of this
pathology which may cause severe intracranial and orbital complications.
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