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Case Report

Paediatric Nasal Rhinosporidiosis — An Overlooked
Clinical Diagnosis in Non-Endemic Region
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Nasal obstruction is an important clinical complaint in the adolescent age
group and may lead to several early and late sinonasal complications.
Rhinosporidiosis, an endemic disease of the Southern part of India,
is an important differential diagnosis of nasal obstruction. Its causal
organism is Rhinosporidium seeberi fungus. The condition involves the
mucosa of the nose, nasal septum, middle nasal turbinate, and floor.
Surgical excision of the lesion is the preferred treatment. The authors
have described a case of paediatric nasal rhinosporidiosis in Northern
India where the incidence is relatively low, and hence there are more
chances of missing the diagnosis on clinical examination.
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Introduction

In the paediatric age group, nasal obstruction is common
and is caused by various benign and malignant conditions.!
Because of the non-specific symptoms in this age group,
diagnosis may be delayed which may lead to increased
morbidity and mortality. Nasal masses may have a
large number of differential diagnoses and a prompt
pathological diagnosis is of significance because of their
lymphoproliferative disorder, neoplastic nature, and the
granulomatous process.?

An important, though often disregarded entity,
rhinosporidiosis is a differential diagnosis for nasal
granulomatosis, particularly in regions where it is prevalent,
such as South America, India, and Africa. Rhinosporidium
seeberi, the fungus that causes this disease, primarily
affects children, teenagers, and young adults.® There are
two ways that rhinosporidiosis spreads: by transepithelial
penetration, and by water contamination. The fungal lesions

primarily affect the nasal mucosa of the septum, inferior
nasal concha, or nasal floor.* They manifest as polyps or
vascularised tumours.

The current work illustrates the case of an adolescent male
with rhinosporidiosis reported in northern India where
its incidence is relatively low, and hence there are more
chances of missing it clinically. The final diagnosis was made
after a histopathological examination.

Case Presentation

A 14-year-old boy presented in ENT OPD having chief
complaints of nasal obstruction for the last 6 months without
any history of nasal bleeding. On anterior rhinoscopy, a
nasal mass was observed in the right nasal cavity which
was attached anteriorly to the floor of the nasal cavity. The
mass was whitish red in colour, smooth, non-tender and
did not bleed on touch (Figure 1). A differential diagnosis
of a polypoidal mass was reached clinically. The mass
was excised and sent for histopathological examination.
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Grossly, the mass measured 2.5 cm x 2.0 cm x 0.5 cm.
The cut section was solid and greyish-white in colour. The
histopathological examination on haematoxylin and eosin-
stained sections showed multiple fragments of respiratory
epithelium with focal ulcerations and extensive squamous
metaplasia. Subepithelium and underlying stroma showed
multiple large thick wall sporangia filled with endospores
accompanied by mixed inflammatory infiltrates in the

adjacent area with few nasal mucus glands embedded in
the fibrocollagenous stroma. Special stain Periodic acid-
Schiff (PAS) highlighted the endospores within the sporangia
(Figure 2). A final histopathological diagnosis of nasal
rhinosporidiosis was reported. The patient was kept on
regular monthly follow-up and showed no evidence of
recurrence of the mass till now.

Figure 1.Nasal Endoscopy showing Red, Granular Mass in the Nasal Cavity with Yellow Pinhead Spots represent-
ing Mature Sporangia
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Figure 2.(A-C).Respiratory Mucosa and Metaplastic Squamous Epithelium with Underlying Mucus Gland, Dense

Inflammation accompanied by Thick-walled Sporangia with Many Endospores. Adjacent Granuloma is also not-

ed (H&E, x10). (D).Periodic Acid-Schiff (PAS) Staining Section showing Mature Sporangia with Central Mature
Endospores (x10, PAS)
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Discussion

Rhinosporidium seeberi, the causative agent of
rhinosporidiosis, was formerly thought to be a fungus
but is now recognised as a parasite belonging to the group
Mesomycetozoea—fungus.>® Involved in the formation
of steadily growing chronic granulomatous lesions,
Rhinosporidium seeberi often displays benign polypoid
lesions, mostly affecting the nasal, nasopharyngeal, and/
or ophthalmic regions.” With 90% of cases recorded in India
and Sri Lanka and an estimated 1.4% paediatric incidence,
tropical and sub-tropical areas have the highest incidence
and endemicity.®

Children, teenagers, and young adults are the most
frequently affected population with a male preponderance.
Nasal involvement is observed in 70% of the cases, most
frequently in the septal mucosa, inferior nasal concha,
and nasal floor. Other locations, including the conjunctival
mucosa, lacrimal sac, lungs, liver, external genitalia, and
anal region, have also been documented to be involved
in the literature.®

In most of the anatomical sites, lesions resemble polypoid,
pedunculated or vascular masses with irregular surfaces.
Prominent clinical features in case of nasal/ sinonasal
involvement are those of nasal bleeding, congestion and
mucopurulent rhinorrhoea.®

Rhinosporidium seeberi appear as huge, spherical structures
in microscopy that range in size from 50 to 100 mm and
resemble yellowish tiny spots. In addition, they highlight
eosinophilic walls enclosing smaller spherical structures
containing amorphous eosinophilic material (Figure 2).

The mucicarmine, periodic acid-Schiff, and Grocott-
Gomori’s methenamine silver stains are used to visualise
the microscopic characteristics of this organism.'! Although
Rhinosporidium seeberi’s sporangia and endospores are
bigger than spherules, it shares a very similar shape with
Coccidioides.

The best course of treatment for rhinosporidiosis is
surgical removal, which also helps in the disease’s histological
diagnosis. The literature also discusses medical therapy,
such as dapsone, but none of these yields results that are
as good as surgery.?

Although the prognosis for rhinosporidiosis is generally
favourable, clinical data indicate that timely diagnosis,
active therapy, and long-term patient follow-up are
necessary to detect relapses and prevent recurrences.*

Conclusion

Physicians should be alert regarding this uncommon
entity which despite having a low incidence in the non-

endemic region in the paediatric age group may present
as a differential diagnosis with nasal mass, thereby
making histopathological diagnosis and proper surgical
management necessary.
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