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Abstract

Rhinosporidiosis is a rare, chronic granulomatous disease, caused
by the parasite Rhinosporidium seeberi. While rare in the United
Sates, the disease is prevalent in the Indian subcontinent; as such,
increasing immigration from that region will change the prevalence
of R. seeberi in the United States. We report a case of recurrent
rhinosporidiosis in a Bangladeshian male affecting the nasophar-
ynx. The patient is a 41-year-old male from Bangladesh, with a
20 pack year smoking history, who first presented to our office, 4
years ago, complaining of hoarseness and a “feeling of a lump” in
his throat. His symptoms were progressive. He underwent surgical
resection using combination of scapel and electrocautery. Pathol-
ogy was consistent with rhinosporidiosis. He now presents, 4 years
later, with similar complaints and a physical examination demon-
strating a recurrent, flesh-like lesion. This time however, surgical
excision was performed using the Harmonic™ scapel. Follow-up
endoscopic evaluation 6 months after surgery showed no signs of
a recurrent lesion. The mode of treatment for rhinosporidosis has
widely been anecdotal without much literature. Wide local surgi-
cal electrocauterization is the treatment of choice with postopera-
tive systematic dapsone that may be prescribed for up to 1 year.
However, local recurrence remains a problem, likely secondary to
auto-innoculation during the surgical trauma. Although rare in the
United States, immigration from areas of the world where it exists
increases the likelihood that the practicing head and neck special-
ist may encounter such disease entity in their practice. Familiarity
with surgical and medical therapy will afford a more systematic
approach for treating patients.
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Introduction

Rhinosporidiosis is a rare chronic granulomatous disease,
caused by the parasite Rhinosporidium seeberi [1, 2]. It
typically manifests as vascular polyps that arise from the up-
per respiratory tract. The disease is commonly found in the
anterior nares, the inferior turbinates, septum and floor of
the nasal cavity; however, it can also affect extranasal sites
including the oral cavity, trachea and uvula [1, 3-9]. Rhino-
sporidiosis is usually a result of direct traumatic inoculation
with the organism. Trauma from surgery has also been cited
as potential mode of transmission [1, 5, 7, 8]. The disease
progresses with local replication of R. seeberi and results in
hyperplastic growth of host tissue and associated local im-
mune response [1, 2].

The disease is prevalent mainly in Indian subcontinent
[1, 8], and remains quite rare in the United States [2, 3, 5,
6, 9]. As such definitive guidelines regarding surgical and
medical treatment are poorly covered in the literature. Al-
though rare in the United States, immigration from areas of
the world where it exists increases the likelihood that the
practicing head and neck specialist may encounter such dis-
ease entity in their practice. Familiarity with surgical and
medical therapy will afford a more systematic approach for
treating patients. We report a case of recurrent rhinosporidi-
osis in a Bangladeshian male affecting the nasopharynx, who
presented with globus pharyngeus and dysphonia and under-
went surgical resection with the use of the Harmonic™ sca-
pel. We report our clinical outcome.

Case Report

A 41-year-old male from Bangladesh, with a 20 pack year
smoking history, first presented to our office, 4 years ago,
complaining of hoarseness and a “feeling of a lump” in his
throat that was progressive. At the time a nasopharyngeal le-
sion was identified and biopsied with a pathology consistent
with rhinosporidosis. The nasopharyngeal lesion was then
surgically removed, using a combination of #15 blade sca-
pel and electrocautery, uneventfully. The patient presented
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Figure 1. CT scan of transverse, coronal and saggital views demonstrating mass in nasopharynx.

a week later for his first postoperative follow-up, and his
symptoms had much improved. We planned to have him fol-
lowed up with our infectious disease collegues for further
postoperative treatment; however, he was lost to follow up;
until recently he presented to our office with similar com-

plaints as he did 4 years earlier.

On examination, a flesh-like, reddish, exophytic and
lobular mass was seen to occupy most of the oropharynx.
The mass had a pedicle that stemmed from the nasopharynx,
which suggested it to be its origin. The rest of his oral cavity

Figure 2. Pale-tan-like mass with focal papillary areas measuring 3.9 x 3.8 x 3.2 cm.
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Figure 3. H&E sporigia and endospores (x 10).

was unremarkable. His trachea was midline, thyroid gland
was normal and there were no cervical lymphadenopathy
noted on palpation. Fiberoptic laryngoscopy was performed
which confirmed the origin of the lesion to be arising from
the posterior wall of the upper nasopharynx. The pedicle was
roughly 3 cm in width. Further evaluation with a CT scan
demonstrated a midline mass that appeared to be lobulated
in the nasopharynx (Fig. 1). Given his symptoms and the size
of the lesion, a decision was made to proceed with surgical
resection.

In the operating room, general anesthesia was induced
after endotrachael intubation via fiber optic. Excision of
the nasopharyngeal mass was performed transorally. With
the patient in the supine position, self spreader was placed
to open the mouth. Two #14 rubber catheters were placed
through both nostrils in order to retract the soft palate. This
maneuver exposed the root of the tumor in the nasopharynx.
The Harmonic™ scapel was used to transect the lesion at the
base of the pedicle, in its entirety. Surrounding tissues were
noted to be intact without evidence of local trauma. Further-
more, inspection through the nose disclosed no evidence of
nasal component.

On gross pathology, a moderalely firm, flesh-like mass
was excised (Fig. 2). Microscopic evaluation identified spo-
rangia and endopores (Fig. 3) demonstrating a granuloma-
tous reaction with eosinophilia (Fig. 4). Final pathology is
consistent with rhinosporidiosis with chronic inflammation
and giant cell reaction. His postoperative course was unre-
markable. Follow-up evaluation 6 months later with fiber op-
tic laryngoscopy demonstrated no local recurrence, despite
not using postoperative dapsone.

Discussion

We present a rare disease entity that the practicing head
and neck surgeon may encounter, in light of immigration to
the United States from the Indian subcontinent. The mode
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Figure 4. H&E granulomatous reaction and eosinophil (x 4).

of treatment for rhinosporidosis has widely been anecdotal
with little literature to support it. Wide local surgical elec-
trocauterization of the base of the lesion is the treatment of
choice [1-6, 8, 9]. Additionally, systematic dapsone may be
prescribed for 1 year to prevent recurrence, as its mecha-
nisnm has shown to arrest the maturation of sporangia and
promote fibrosis in stroma [1-6, 8]. There is a greater paucity
of literature for the treatment of recurrent disease.

Surgery is effective at removing the lesion; however, re-
section with electrocautery can potentially cause localized
tissue trauma that potentiates the possibility for innoculation
[1, 4, 7]. This may potentially explain the recurrence in our
patient, as his initial surgical resection was with the use of
electrocautery. It is unlikely that he had de novo innocula-
tion of new spores, as the patient had not traveled outside
of the country during that time frame and the parasite is not
known to be spread between humans through casual contact
[1]. While he presented to our office after 4 years, the mass
had been growing for couple of years prior. However, his
symptoms had been manageable, hence his reluctance to
seek medical help.

The patient had an uneventful surgical resection with the
use of the Harmonic™ scapel. The Harmonic™ scapel has
been described in the literature to have superior hemostasis
while preserving the integrity of local tissue [10]. We believe
that it played a key role in the lack of recurrence despite the
patient’s non-adherence to postoperative dapsone treatment.

Conclusion

With increased immigration from regions where rhinospo-
ridiosis is endemic, knowledge of the disease and treatment
is paramount. In this case report, in an immigrant from
Bangladesh, the identificaiton of recurrent rhinosporidiosis
re-emphasized the importance of combined surgical and
medical treatment to decrease local recurrence. However,
pathogen as well as pathophysiology of this disease entity
needs to be further elucidated in order to provide more effec-
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tive and directed therapy.
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