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Introduction

Sinonasal cancer is a rare and aggressive malignancy. Early diagnosis is S _
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challenging, frequently going undetected until it reaches a locally 50.8%  Erontal m—stage |
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and neck cancers and are histologically diverse, with squamous cell 'S A
carcinoma being the most common type. Treatment typically involves . | il >age e
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surgical resection, often combined with adjuvant therapy. However, — 5
due to the proximity of these tumors to vital structures, achieving s
complete resection is challenging. Given the rarity and complexity of e Nasal cavity g 20
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this disease, there is a need for ongoing characterization of this =
pathology, treatment approaches and clinical outcomes. ol
Objective: To describe our experience with patients diagnosed with
sinonasal cancer, detailing their stage at diagnosis, tumor
characteristics, treatment approaches and outcomes. ° Stage | Stagell stagell Stage IV
umor Staging
Methods and Materials
Exempt by the Institutional Review Board at Beth Israel Deaconess _ — , ,
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We conducted a retrospective chart review. Patients were identified by e =
using the ICD 10 codes: C30.0, C31.0, C31.1, C31.2, C31.3, C31.8, C31.9. sof [ = oo+ Chemoradintion| | 80
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Deaconess Medical Center, a tertiary care center. ° | 5
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A total of 67 patients were included. Forty-seven (70.1%) were male, 0 2 R Q @ R 0 ~ S RN e ®
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49 (73.1%) were white, 88% non-Hispanic, and 46.3% never smokers. S S . S 5 5 5 & &
Half of the tumors primary site were the sinuses (50.8%), being the Tumor Staging Tumor Staging
maxillary sinus the most frequent origin (44.1%).
Squamous cell carcinoma was .the most common ty.pe of hlsjcology Table 3. Treatment and outcomes according to Staging
(52.2%), followed by adenocarcinoma and undifferentiated carcinoma . . . . ' _
(9% each) Proportion of Patients with and without Surgery by NED Status _I Staging Initial treatment Last outcome status
. . I Surgery + radiation 4 Recurrence 1, NED 3
Staging of the tumor at diagnosis was a Stage IV in 64.2% of the cases, I il 4 Surgery + chemoradiation 1 NED!
. o Surgical Tx (10.8%) Surgery ] NED |
being IVb the most frequent subgroup (55.8%) Chemoradiation | Metastasis |
The majority of patients had surgery as part of their treatment (76.1%), 307 . ﬁﬁiﬂ i"ﬁﬂ‘;ﬁdiaﬂm ‘1‘ N3 Metastasis
most commonly with adjuvant therapy . 2| Surgery 3 NED3
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A 77.4% of patients were alive at the last recorded follow up, with = t Surgery +radiaon 6 NED, Metastsis |
) _ . _ o Surgery + chemoradiation 2 NED2
61.2% of patients having no evidence of disease. 5 20¢ : Surgery |  NEDI
0 (25.0%) 33 IVa Surgery + radiation 5 Deceased 2, NED 3
Table 1. Patient’s ch teristi '215- (89.2%) Surgery + chemoradiation 6~ NED 4, Metastasis |
able 1. Patient’s characteristics £ Surgery ) Recurrence ,NED |
TSR — — — 10} 15 Palliative / Other | Metastasis ]
‘ 62.82 12.34 28-94 (75.0%) IVb Surgery + radiation 3 Deceased 2, NED |
Gender Female Male 67 5F Surgery + chemoradiation 11 Deceased 4, NED 5, Lost to follow up 2
20(299%) 47 (70.1%) Surgery | Lost to follow up
Race Whi Black Other Unknown 67 = -
49 (?t;wa} 7 (10.5%) 2 (3%) 9 (13.4%) 0 Chepmradmtmn ° geceasej T’ EED l’fLﬁSt ° fo;l;}OW !
Hispanic Yes No Unknown 67 No NED NED Palliative / Other 3 eceased 1, Lost to ollow up
2 (3%) 29 (88%) 0 (9%) NED: No evidence of disease NED Status Ve Palliative/ Other 2 Deceased 2
Marital Married single Other 37
Status 19 (51.4%) 9 (24.3%) 5 (13.5%)
Smoking Current Former Never 41
status 5 (12.20%) 17 (41.46%) 19 (46.34%)

BMI Mean sD Range 40
(Kg/m2) 2636 51 176-41.12
Tumor Sinus Nasal cavity Sinonasal 67
primary 34 (50.8%) 23 (34.3%) 10 (14 .9%)

site
Emoid 6 (17.7%) Our findings align with previous results in literature, with a male predominance, squamous cell
Miomillary 15 (44 1) carcinoma being the most common type followed by adenocarcinoma, and most patients being
oL ey diagnosed at Stage IV.
dingmons el geaeen e Melmoma - Rewogenietumors Ofer - @ The majority of tumor originated from the sinuses, which defers from other studies. However, there
E?E;D;i} 6 (9%) ;a(rgc;z}cma 4 (6%) 7(10.5%) 9 (13.3%) were 14 patients that did not specified the origin of the tumor.
C Stage [ Stage I Stage III Stage IV 67 . . . . .
Stagingat  7(105%  $(119%)  0(134%) 43 (642%) The percentage of endoscopic approaches tended to decrease with higher tumor staging, likely due
diagnosis .
IVa 17 (39.5%) to case compIeX|ty.
IVb 24 (55.8%) . . . . .
IVe 2 (4.7%) Surgery as part of treatment was predominant even in T4b cases, with surgery combined with
Table 2. Overall treatment and outcomes adjl_'lva nt therapy being the' preferre.d modality. . _ .
———— Total A higher percentage of patients achieved NED when surgery was included in their treatment.
Initial Surgery +  Surgery* ~  Chemoradiation ~ Surgery  Palliative 67 Even with NCCN guidelines suggesting not to perform surgery in T4b cases, patients tend to have
treatment radiation chemoradiation / Other . ) ]
22 (32.8%) 21 (31.3%) 10 (14.9%) 8(11.9%)  6(9%) better outcomes when including it as part of treatment.
Type of Open Endoscopic 67
SUrgery 33(49.2%) 34(50.8%)
Recurrence Yes No 67
TR 5 onclusions
evidence of 38 24 (38.71%)
di 61.29% . . . . . . . pp
Jisease ) The treatment of sinonasal cancer is challenging, mainly due to its late detection and the difficulty
fﬂ“fﬂ“;;:}; — — — in achieving complete resection. Despite aggressive treatment combining surgery and adjuvant
14 (22.9%) 48 (77.4%) therapies, recurrence and metastasis remain significant issues. However, more than half of our
R Y N 67 . . . . . . .

S Lde%) 56 .(84%) patients treated with curative intent showed no evidence of disease at their last follow-up. We
fﬂj‘_};‘;l’ g"éﬂdﬂ“ " believe surgery should be part of the initial treatment even for advanced stages. Continued
Survival  Median QR 62 advancements in early diagnosis and targeted therapies are crucial to improving outcomes for these
(months) 35.5 12-60 .

Survival over  Stage | Stage 11 Stage ITI Stage I'Va Stage IVb  Stage I'Ve pat lents.
36 months 7 (100%) 7 (87.5%) 8 (88.9%) 15 (88.2%) 10 (50%) 0
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