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Abstract: Background: Respiratory Epithelial Adenomatoid Hamartoma is a rare benign neoplasm which often clinically mimics a
malignant lesion. Accurate histopathological interpretation, supported by close clinicopathological correlation, is essential to minimize
misdiagnosis, prevent overtreatment, and enhance overall patient outcomes. Objective-To present the case of 66-year-old male patient who
presented with nasal obstruction highlighting clinical, radiological and histopathological information. Result - Radiological and clinical
features were suggestive of a malignant lesion. Histopathology together with supportive IHC for CK 5/6 and p63 lead to the diagnosis of
REAH. The lesion was completely excised, and the patient remained asymptomatic on follow up. Conclusion: The close resemblance of
REAH to low-grade sinonasal adenocarcinoma can lead to misdiagnosis. Recognizing this lesion is necessary to avoid unnecessary
aggressive interventions.
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1. Introduction

Respiratory epithelial adenomatoid hamartoma (REAH) is an
uncommon, benign glandular lesion of the sinonasal tract
characterized by proliferation of ciliated respiratory
epithelium forming gland-like structures.!? First described as
a distinct entity in the late 20th century, REAH is increasingly
recognized in routine surgical pathology due to improved
awareness and its inclusion in major head and neck pathology
classifications.®* REAH most commonly arises in the posterior
nasal septum, although it may also involve the nasal cavity,
paranasal sinuses, and nasopharynx. '

2. Case History

A 66-year-old male patient presented with complaints of nasal
obstruction for 2 years which progressed to difficulty in
breathing. On examination-firm fleshy mass was seen arising
from upper part of nasal cavity (olfactory region) on both
sides. The  clinical  diagnosis  was  olfactory
neuroblastoma/olfactory lymphoma.

3. Investigations

CT scan PNS plain and contrast revealed a polypoidal mass
with likely superadded infection in the left maxillary, left
ethmoidal and left frontal sinuses nearly completely
occluding involved sinuses with extension and widening of
middle meatus.

Figure 2

Figure 1 and 2: CT PNS showing polypoidal mass involving
left maxillary left ethmoidal and frontal sinuses nearly
completely occluding involved sinuses with extension and
widening of middle meatus.

Histopathology

Histopathological examination revealed a polypoidal mass
lined by respiratory epithelium, proliferated glands devoid of
atypia, mixed inflammatory infiltrate and congested vessels
in the subepithelial edematous stroma.
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Figure 3: Biopsy revealed a polypoidal mass lined by

respiratory epithelium, subepithelial edematous stroma

shows proliferated glands, mixed inflammatory infiltrate and
areas of infarction.

Immunohistochemistry
CK5/6 and P63 was positive in myoepithelial cells of all
glands.
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Figure 4: CK 5/6 showing posmvty i myoepithelial cells

of all glands
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Figure 5: P 63 showing positivity in myoepithelial cells of
all glands

4. Discussion

Respiratory epithelial adenomatoid hamartoma (REAH) is an
uncommon but increasingly recognized benign sinonasal
lesion that can closely mimic malignant tumours on clinical
and radiological evaluation.! Its pathogenesis is likely
multifactorial, with contributions from chronic inflammation
and possible neoplastic mechanisms.?

REAH predominantly affects adults with a male
preponderance and typically arises from the posterior nasal
septum and olfactory cleft, although other sinonasal sites may
be involved; bilateral presentation is not uncommon.*

Clinically, patients present with nonspecific symptoms such
as nasal obstruction, rhinorrhoea, hyposmia, facial pain, and
occasional  epistaxis,  often  resembling  chronic
rhinosinusitis. >

Histologically, REAH 1is characterized by submucosal
proliferation of well-formed, round to oval glands lined by
ciliated respiratory epithelium within an edematous stroma
and surrounded by a thickened basement membrane.'> The
absence of cytologic atypia, mitotic activity, and invasive
growth helps distinguish it from sinonasal adenocarcinoma
and other malignancies.'“Immunohistochemically, the glands
are CK7 positive with p63-positive basal cells, while CK20,
CDX2, and S100 are typically negative.°

Radiologically, REAH appears as a slow-growing, non-
invasive mass, often showing olfactory cleft widening (>10
mm), imaging findings are not specific and histopathology
remains the gold standard for diagnosis.>

The differential diagnosis includes inflammatory nasal
polyps, inverted papilloma, and sinonasal adenocarcinoma;
unlike REAH, malignant lesions show cytologic atypia and
destructive growth.?

Management is conservative, with complete endoscopic
excision being curative and associated with an excellent
prognosis. °Accurate recognition is essential to avoid
misdiagnosis and unnecessary aggressive treatment. '’

5. Conclusion

Respiratory epithelial adenomatoid hamartoma (REAH) is a
benign lesion of the sinonasal tract that often mimics
malignant tumours on clinical and radiological evaluation.
Precise histopathological identification is essential, and
awareness of its distinctive features helps prevent diagnostic
errors and avoid unwarranted aggressive therapy, thereby
ensuring appropriate patient care and favourable outcomes.

References

[1] Gnepp DR, Bishop JA. Gnepp’s diagnostic surgical
pathology of the head and neck. 3rd ed. Philadelphia:
Elsevier; 2021

[2] Fitzhugh VA, Mirani N. Respiratory epithelial
adenomatoid hamartoma: a review. Head Neck Pathol.
2008;2:203-208. doi: 10.1007/s12105-008-0064-3.

[3] Davison WL, Pearlman AN, Donatelli LA, Conley LM.
Respiratory epithelial adenomatoid hamartomas: an
increasingly common diagnosis in the setting of nasal
polyps. Am J Rhinol Allergy. 2016;30(4):139-146. doi:
10.2500/ajra.2016.30.4338.

[4] Schertzer JS, Levy JM, Wise SK, Magliocca KR,
DelGaudio JM. Is respiratory epithelial adenomatoid
hamartoma related to central compartment atopic
disease? Int Forum Allergy Rhinol. 2020;34(5):610—
617. doi: 10.1177/1945892420914212.

[5] Bullock MJ. Low-grade epithelial proliferations of the
sinonasal tract. Head Neck Pathol. 2016;10:47-59. doi:
10.1007/s12105-016-0691

[6] Ozolek JA, Hunt JL. Tumor suppressor gene alterations
in respiratory epithelial adenomatoid hamartoma

Volume 15 Issue 4, April 2026
Fully Refereed | Open Access | Double Blind Peer Reviewed Journal

www.ijsr.net

Paper |D: SR26415212402

DOI: https://dx.doi.org/10.21275/SR26415212402 984


http://www.ijsr.net/

International Journal of Science and Research (IJSR)
ISSN: 2319-7064
Impact Factor 2025: 7.089

(7]

(8]

[9]

[10]

Paper |D: SR26415212402

(REAH): comparison to sinonasal adenocarcinoma and
inflamed sinonasal mucosa. Am J Surg Pathol.
2006;30:1576-1580. doi:
10.1097/01.pas.0000213344.55605.77.

Nguyen DT, Nguyen-Thi P-L, Gauchotte G, Arous F,
Vignaud JM, Jankowski R. Predictors of respiratory
epithelial adenomatoid hamartomas of the olfactory
clefts in patients with nasal polyposis. Laryngoscope.
2014;124(11):2461-2465. doi: 10.1002/lary.24778.
Delbrouck C, Fernandez Aguilar S, et al. Respiratory
epithelial adenomatoid hamartoma associated with
nasal polyposis. Am J Otolaryngol. 2004; 25: 282—4.
doi: 10.1016/j.amjot0.2004.02.005.

Sangoi AR, Berry G. Respiratory epithelial
adenomatoid hamartoma: diagnostic pitfalls with
emphasis on differential diagnosis. Adv Anat Pathol.
2007; 14:11-6. doi: 10.1097/PAP.0b013e31802¢fble.
Ingram WF, Noone MC, Gillespie MB. Respiratory
adenomatoid hamartoma: a case report. Ear Nose Throat
J. 2006; 85: 190-2.

Volume 15 Issue 4, April 2026
Fully Refereed | Open Access | Double Blind Peer Reviewed Journal
www.ijsr.net

DOI: https://dx.doi.org/10.21275/SR26415212402

985


http://www.ijsr.net/



