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Abstract:

Rhinosporidiosis is a rare chronic granuloma disease, characterised by polypc
lesions of the mucous membrane. It commonly affébs mucous membrane of t
nasopharynx, conjunctiva and palate. The diseasenase prevalent in the Indic
subcontinent, but remains quite rare. We herebggmteacase description of a 19 year «
male patient, native of Banaskantha dist diagnosed with polypoid naséinosporidiosis.
The patient presented with a history of nasal oloftsn since 10 months and intermitt
epistaxis for 2 months. Diagnosis \ confirmed by histopathological examination and
was successfully operated with endoscopic resedfionass. This was a very unusual ce
of nasal mass in our institute. Nasal rhinosposdidesions commonly mimic other ordin:
nasal polyps, angiofibromend angiomatous polyp, it is therefore crucialdiomicians in out
region to consider rhinosporidiosis as a diffentiliagnosis when assessing patit
presenting with nasal swellini
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Introduction:

Rhinosporidiosis is an infectious, granulomat
mucocutaneous disease caused by Rhinospor Seeberi,
which affects mainly the na-oropharynx and occasionally
other mucosal surfac&$ It occurs worldwide and has be
reported in the Americas, Europe, East Africa, &sih,
with the highest incidences registered in India &rd
Lanka!” Infection occurs after inoculation of spores fol
in stagnant water ponds, lakes, and rivers,even in dust.
In the nasal mucosa, the disease manifests reddish,
friable, polypoidal, hyperplastic me, which can be
confused with malignant lesions, especially wheeratec?

The clinical diagnosis of rhinosporidiosis, affectithe nose and roat, is difficult
and histopathological confirmation is essentialdiBgical evaluation is often required
delineate the extent of the lesion, the statusdidying structures and maybe useful to
out other common clinical differentie
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hospital with long standing history of I-sided nasal obstruction sind0 months. He als
gave history of occasional epistaxis, intermitgeos-nasal drip, nasal discharge and fore
body sensation in oral cavity with occasional coamgite 2 months. He reported no histon
significant constitutional symptoms. The pat was a farmer. He reported no history
similar iliness in the family.

On general examination, we observed that the yooiaig had good nutritional statt
was not pale or dyspnoeic and had poor generaéhwg

Intraoral examination revealed a pinkied lobulated mass hanging from above
the left lateral aspect of oropharynx, behind thecfal pillar, measuringbout 3 x 2cm in
size.The lesion was firm and bled on touch on palpatwith the tongue depressOn nasal
examination there was olypoidal mass filling the left nasal cavitgbutting the septun
The mass was erythematous, -tender and bled easily on contact. The zero de
endoscope couldn’t be passed beyond the l¢ The right sided nasal cavity was normal.
enlargement of localegional lymph nodes was observed. Other systemrammation wa:s
unremarkable.

The following differential diagnoses were consideiNasopharyngeal angiofibrom
Vascular polypNasopharyngeal carcinoma ancycotic granuloma.

Work-up of the patient comprised of biochemical and retetagical profiles as we
as radiological work up. Biochemical and haematolalg parameters were essentie
normal.

CECT PNS showed a soft tissue density lesion inrtfegior part of left nas cavity
involving the inferior turbinate, inferior portiasf nasal septum and floor of nasal ca. The
lesion causes bony erosion and rarefaction of imntear of left inferior turbinate Image 1).
Posteriorly, the lesion showed extension into tesopharynx and oropharynx. The les
also showed involvement of inferior portion of Isitled nasolacrimal duct with expansior
the bony nasolacrimal duand enhancing soft tissue within Image2). On post contra:
study, the lesion showed intenseterogenous enhancement (Image 3

Image 1: Coronal unenhanced bonewindow CT section showing soft tissue density lesion in
inferior left nasal cavity. Bony erosion and rarefaction of anterior aspect of left inferior
turbinateisidentified (red arrow).
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Image 2: Axial unenhanced bonewindow CT scan showing soft tissue density lesion in left nasal
cavity extending posteriorly into nasopharynx on left side (yellow arrow). Expansion of inferior
bony portion of left sided nasolacrimal duct with soft tissue within it (red arrow).

Image 3: Axial contrast enhanced soft window CT scan showing intense heter ogeneously
enhancing (red arrow) in left nasal cavity extending into nasopharynx on left side. Also note
enhancing lesion in expanded left bony nasolacrimal duct.

Patient underwent endoscopic excision of mass edupith electric cauterisation
the base. Anterior nasal packing was done which neasved after 2 days. P-operative
period was uneventful;he patient did remarkably well and was discharwith tablet
dapsone for a 6 month period. Fol-up visit six months later revealed no signs
recurrence.

Gross examination of the specimen depicted an tirgongated, polypoidal sc
friable greyish mass measuring about 9 x 4 x llmage4). Cut surace was whitish.
Histopathological examination of the excised tisshewed granulation tissue contain
plasma cells, lymphocytes and collection of histies and neutrophils. Globular cy
containing spores (sporangia) in different stagds developnent were identifie
predominantly in the stroma of the polypoidal tessilihese findings were pathognomonic
rhinosporidiosis. Henceforth, a final diagnosistahosporidiosis was establish
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Image 4: Excised polypoidal specimen (Soft friable greyish with irregular surface.)

Image 5 Multiple varying sized Image 6 Sporangia containing

matur e and immatur e sporangia microspor es
[H&E, 4X [H&E, 10X]

Discussion:

Rhinosporidiosis has existed since ancient timasal account of this disease entity
was made over a century ago in Latin AmeRtahough it appears to occur universally,
rhinosporidiosis remains largely endemic in Indgutbcontinent. The mode of transmission
to humans is not clearly understood, however mese¢archers believe that direct contact
with spores through dust, soil or prolonged expegarstagnant water are among the major
risk factors for acquisition of the infectiétiMany patients may give similar history which
points towards the diagnosis. We believe that in aase, the patient being a farmer by
occupation, his frequent bathing in ponds and stagwaters and overall lack of personal
hygiene, were high risk factors contributing to ttaation of such an infection.

Rhinosporidiosis is a non-contagious chronic gramatous infection seen mainly in
adult males aged between 20 and 40 yéatssually the patient presents with a history of
gradual nasal obstruction, occasional epistaxisalndéching, sneezing, and at times post-
nasal drippind” Clinically, nasal rhinosporidiosis is charactedis®y development of single
pedunculated or sessile polyp, multiple sessilgpgmtial lesions or a combination of béth
Our case had a single polypoidal lesion. The dasslinical finding in RS is the presence of

47 | p-ISSN:2231-6140, e-ISSN:2395-7859 Case Report



BJKines-NJBAS Volume-10(1), June 2018 | 2018

a reddish mass with greyish-whitish dots on thdaser (representing sporangia); however
this was not seen in our case. The lesion ofteedsleon touch and has a soft friable
consistency. Location of the lesion plays an imguatrtole in narrowing down the differential
diagnosis. Contrary to ordinary polyps which oftanse from the middle turbinate,
rhinosporidiosis frequently involves mucosal liniofthe naso-pharynx, anterior nares and
inferior nasal cavity'Nasal polyps originating from these locations stalays be treated
with high index of suspicion. In the nasal cavilye most common site involved was the
inferior nasal cavity, comprising nasal floor, infe turbinate, and inferior meattfs.
According to Banjarat al., the most common sites of involvement in rhinggposis in
order of frequency are nasal cavity, nasopharyaotjral sac, and conjunctiVa.

Radiological features, though nonspecific may pteva clue and may give rise to
suspicion of rhinosporidiosis infection. The mostenon imaging appearance of nasal RS is
that of a polypoidal lesion centred in the infemasal cavity, (as opposed to the nasopharynx
and sphenopalatine foramen in JNAF) involving tlasat floor, inferior turbinate, inferior
meatus and inferior part of septum, as was the @aseur patient. Involvement of
surrounding bones is common in rhinosporidiosisseen in our case. Bone involvement is
seen as irregularity, rarefaction, partial or costglerosion of inferior turbinate, thinning of
medial maxillary wall, and septal erosion. Maxiylainus extension is uncommon and this
feature may help in differentiating it from othessal masses such as antro-choanal polyps
and inverted papillomas. nasolacrimal duct involeatms common due to frequent presence
of rhinosporidiosis in inferior meatus and is diagad when nasolacrimal duct is dilated with
extension of soft tissue density into it, as wamnsa our casé!

Apart from history and clinical and radiologicahdiings, histopathology is mandatory
for definitive diagnosis of rhinosporidiosis. Ddfime diagnosis of rhinosporidiosis depends
upon identification of the pathogen in its divestages on biopsied or resected tissties.
Histopathological sections show multiple sporangigarious stages of maturity, enclosed in
a thin chitinous wall. The sporangia are 50-1Q00 in diameter, containing numerous
endospores of diameter 5-10n. Overlying epithelium is usually hyperplastic,tiwior
without areas of ulceration and loose fibrovascaoma infiltrated with lymphocytes,
macrophages, plasma cells and even polymorphonuldaeocytes. Rupture of sporangia
can cause giant cell reactiBh.

Surgical excision remains the mainstay of treatnfentrhinosporidiosis lesiortd.
Wide, complete and meticulous excision of the pdblfowed by thorough electro-cautery of
the lesion's base is recommended. It is hypothedizat cauterisation of the lesion's base
may abate recurrence resulting from spillage obspdres on the adjacent muctba.

Besides surgery, a variety of adjuvant medical dpieis have been tried in the
treatment of rhinosporidiosis. These include driige griseofluvin, amphoterecin B and
dapsone (4, 4-diaminodiphenyl sulphone). Dapsore pgomising drug that is used as an
adjunct to surgery as it arrests the maturatiogpairangia and promotes fibrosis. However,
by far there has been no tangible success withaakttierapy?

Conclusion:
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Nasal rhinosporidiosis seldom remains a diagnostiosideration in our region.

However, with emerging reports of sporadic cagas,donsequently imperative for clinicians
in our setting to consider rhinosporidiosis asféetential diagnosis when evaluating patients
presenting with nasal growth.
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