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Adenocarcinoma of the ethmoid sinuses: a case of two
primary tumours
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Abstract
The authors present a case report of a retired furniture worker who initially presented with a mucin-secreting
adenocarinoma of the right ethmoid sinus. He underwent surgical resection, leaving the nasal septum intact, and
topical treatment with 5-�uorouracil. He remained disease free. Three years after his initial presentation he was
found to have a left nasal polyp on routine examination. This subsequently proved to be a second primary
adenocarcinoma. A review of the literature has not shown any other cases of a second primary adenocarcinoma
of the ethmoid sinuses.
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Introduction

Cancers of the nose and sinuses account for approxi-
mately three per cent of head and neck cancers. Many
sinonasal malignancies show strong occupational asso-
ciations including the agricultural, textile, leather and
food-preserving industries. In the European population
occupation is associated with approximately 39 per cent
of all sinonasal cancers in men.1 In the 1960s Had�eld
and Macbeth identi�ed the link between wood dust
exposure and adenocarcinoma of the nose and paranasal
sinuses.2–4

There is characteristically a latency of many years
between wood-dust exposure and presentation with the
disease.4

The authors present a case report of a woodworker who
presented with two separate primary ethmoid adenocarci-
nomas. A literature search did not reveal any other cases
of metachronous primary adenocarcinomas of the ethmoid
sinus.

Case report

A 75-year-old man presented with a six-month history of
right-sided nasal obstruction. He had been exposed to
hardwood dust in the furniture industry in High Wycombe.
On examination he had a large �eshy polyp �lling the right
side of the nose. A computed tomography (CT) scan
(Figure 1) showed complete opaci�cation of the right
paranasal sinuses and nasal airway with no evidence of
disease on the left side. His nose was examined under a
general anaesthetic and a biopsy taken. Histological
examination of the specimen showed a well-differentiation
mucin-secreting adenocarcinoma (Figure 2). The patient
subsequently underwent a right transantral ethmoid
clearance; the nasal septum was not breached by disease
nor surgery.

Adjunctive therapy involved weekly 5-�uorouracil
packing for six weeks. He was followed up by rigid
nasendoscopy in the out-patient department and regular
biopsies under a general anaesthetic, these showed no
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Fig. 1
Coronal computed tomography scans of the paranasal sinuses
showing complete opacification of the right nasal passages and

paranasal sinuses.

Fig. 2
Histological slide showing well differentiated mucin secreting

adenocarcinoma.
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evidence of recurrent disease. A CT scan was performed
one year after surgery, that showed a clear, disease free
cavity on the right and no abnormality on the left. The
septum remains intact on CT scan (Figure 3).

Three years after initial presentation, during routine
follow-up examination, a small polyp was noted in the left
nasal passage lateral to the middle turbinate. A CT scan
showed opaci�cation of the left paranasal sinuses and a
clear right surgical cavity (Figure 4). A biopsy was taken
under general anaesthesia, which showed the polyp to be a
mucin-secreting adenocarcinoma, less well differentiated
than the right-sided tumour (Figure 5). A left transantral
ethmoidectomy was performed and the patient underwent
similar adjuvant therapy. It was noted at the time of
operation that the nasal septum remained intact.

It is now four years since the patient �rst presented and
a recent examination and biopsy has shown no evidence of
recurrent disease on either side.

Discussion

The speci�c mutagen involved in wood-dust related
adenocarcinoma is not known, but combinations of one
or more genotoxic substances from the wood itself or wood
preservatives stains or paints have been implicated.5

Wood-dust particles appear to reduce mucociliary clear-
ance and therefore prolong exposure of the sinonasal
mucosa to these toxins.6

It has been suggested that the pathological process
involved in adenocarcinoma of the nasal cavity and
paranasal sinuses follows identi�able morphological stages,

with metaplasia and dysplasia preceding invasive carci-
noma as seen in other toxin-related cancers.7 ,8 Using this
disease model it is quite possible that the same patholo-
gical process could occur in more than one site within the
nose and paranasal sinuses following exposure to hard-
wood dust. The authors suggest that this has occurred in
the patient presented.

Ethmoid adenocarcinoma spreads by direct invasion and
destruction of surrounding structures; metastasis by
lymphatic and haematogenous routes is rare. Local disease
is therefore the main cause of morbidity and mortality and
this is where intervention is targeted.

Treatment is aimed at local control of the disease, this
involves wide surgical excision often followed by radio-
therapy. Radiotherapy to the paranasal sinuses is asso-
ciated with a high incidence of orbital complications such
as cataracts, glaucoma, retinopathy and blindness.9 In the
most recently published series of paranasal sinus tumours
treated with surgical debulking and radiotherapy 26
serious orbital complications were reported in 19 of 73
patients.1 0 This treatment combination has resulted in a
reported �ve-year survival rate of 25–54 per cent for
ethmoid sinus cancers in general1 1 and 50 per cent for
ethmoid adenocarcinoma.1 2 Since the early 1980s some
centres outside the United Kingdom have combined
surgery with a topically applied cytostatic drug with, or
without, low-dose irradiation. Knegt et al. report a �ve-
year disease free survival rate of 87–100 per cent for
ethmoid adenocarcinoma using this treatment combina-
tion.1 3 ,1 4

This case presentation underlines the importance of
long-term follow-up for ethmoid sinus adenocarcinoma.
The author suggest that regular examination of the
disease-free side should be routine.
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