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Introduction

R

hinosporidiosis is a chronic disease of
the upper respiratory tract mucosa
with frequent recurrence rate after
surgery. The disease occurs worldwide,
although it is endemic in the Indian
subcontinent with highest incidence from
India and Sri Lanka. Surgery being the
treatment modality of choice. We present
you a case of recurrent and extensive
Rhinosporidiosis managed by endoscopic
surgery combined with contact diode
LASER.

nasopharynx attached to the posterior wall. This
extension could not be seen by anterior rhinoscopy.
The disease extended in the oropharnyx, but the
patient did not complain of any problems in feeding
(Fig. 2). Biopsy from the mass confirmed it to be

Case Report
A 25 year farmer reported with the history of left
sided epistaxis, nasal obstruction and foreign body
sensation in the throat of two years duration. He had
undergone conventional nasal surgery for excision of
rhinosporidiosis nasal mass in various peripheral
hospitals in the past. Clinically he had a friable
polypoidal mass arising from left side of nasal septum
and inferior turbinate, with white spots on the under
surface giving it a classical strawberry appearance of
rhinosporidiosis (Fig. 1). Nasal endoscopy also

(Fig. 2)
rhinosporidiosis. In view of the recurrence,
endoscopic surgery under general anaesthesia was
done. The throat was packed using ribbon gauze
soaked in 1% povidone iodine. Complete excision of
the nasal mass along with its nasopharyngeal
extension was done and the base was cauterized
using Diode LASER (09 watts power). He was started
on dapsone therapy after surgery for three months.
He made uneventful recovery. On one year follow up
after surgery he did not have any recurrence.

Discussion

(Fig. 1)
revealed a similar bulky polypoidal mass in the
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Rhinosporidiosis is thought to be
caused by a fungus, Rhinosporidium
seeberi although the taxonomy of disease
agent is unclear. Ahluwalia et al 1,2
hypothesized that causative agent was not
a fungus but a prokaryotic
cyanobacterium microcystis aeruginosa,
based on the findings that this organism
was isolated from both clinical specimens
of patient and the pond water samples
where they had bathed.1,2
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The mode of infection is transepithelial
wherein the organism gains entry from its
natural aquatic habitat through
traumatized nasal epithelium. The
occurrence of Rhinosporidiosis in river
sand workers in India and Sri Lanka is
partially relevant to such a mode of
infection through abrasions caused by
sand particles with the pathogen in
putative habitat-ground water. “Autoinoculation” was hypothesized by
Karunaratne3 for the occurrence of
satellite lesions adjacent to granulomas
mainly in the upper respiratory tract
mucosa and for the local spread. The
disease spreads through spillage of
endospores from polyp after trauma or
surgery which is followed by
autoinoculation through the adjacent
normal mucosal epithelium. Majority of
the cases being sporadic, an isolated
outbreak of oculo-nasal Rhinosporidiosis
was reported in Serbia.4 The cases
generally involve the mucosa of the
anterior nares, inferior turbinate, septum,
floor, nasopharynx, larynx and soft palate.
Rarely the urethral, vaginal, rectal,
conjunctival mucosa, skin and lacrimal
sac may also be involved.
Contact Diode laser when combined
with endoscopy seems to provide adequate
cauterization with good haemostasis.
The laser produces a beam of light that
destroys the blood vessels that support the
lesion, without significantly damaging the
surrounding normal tissue.
Lasers have been used extensively in
many different specialties of medicine. In
Ear, Nose, and Throat the use of lasers is
quite extensive. The laser provides a very
delicate touch and allows the surgeon to
operate through small spaces to cut or
coagulate tissue. It can be used to make
incisions or to remove tissue, including
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abnormal growth.
The laser cuts in a very precise, elegant
manner while sealing small blood vessels
at the same time. Laser limits the spread of
laser energy to only the precise area of
contact, the adjacent tissue is spared and
healing after surgery is much faster; in
fact, healing time in patients has been cut
to half with the use of laser.
The laser is spectacular at precision,
gentle cutting through scar tissue binding
the pink nasal lining to each side of the
septal bone and cartilage - scar tissue due
to prior nasal injuries or previous nasal
surgery.
Endoscopic laser-assisted sinus
surgery is safe in the hands of an
experienced surgeon. It requires less
cutting, causes less tissue trauma and
poses fewer complications than traditional
sinus surgery.
Surgical excision with cautery of base
of lesion has been attempted to reduce the
risk of recurrence and various medical
therapies including antifungals been tried
with good response. 5 Dapsone (4, 4
diamino diphenyl sulphone) is the only
drug with anti-rhinosporidial effect. It
arrests the maturation of sporangia and
promotes fibrosis in the stroma, when
used as adjunct to surgery.6 Good results
without recurrence with the use of
endoscopic surgery have been reported.7
KTP-532 laser has also been used for
cauterization and vaporization on
Rhinosporidiosis mass.8 It is felt in case of
nasopharyngeal mass it can be missed
during the surgeries. The use of endoscope
in such cases helps in removing the entire
mass which cannot be seen by anterior
rhinoscopy/conventional surgery. The
physical contact of the tissue with laser is
less and hence the chances of seeding are
reduced. Laser and endoscopic excision
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promises to be mainstream treatment of
nasal/nasopharyngeal Rhinosporidiosis
in the future.
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TRANSCATHETER AORTIC VALVES - WHERE DO WE GO FROM HERE?
Trascatheter aortic-valve implantation (TAVI) has emerged as an alternative treatment for aortic stenosis in
patients who are considered to have a high or prohibitive surgical risk. TAVI can be performed either by a
retrograde approach, in which a catheter is inserted through the common femoral artery, or by an antegrade,
transapical approach, in which a catheter is inserted through the apex of the left ventricle with the use of an
anterolateral thoracotomy.
Now that there are evidence-based clinical data to substantiate the benefits of TAVI in patients who are not
suitable candidates for surgery, there will be a temptation to expand this technology to all patients with aortic
stenosis. What should be the current role of TAVI in the treatment of aortic stenosis?
An analysis of data from the STS National Database on 108,687 isolated aortic-valve replacements shows that
overall mortality is now 2.6%, and the incidence of stroke is 1.3%. These values should be the yardstick by
which other strategies to treat aortic stenosis should be measured.
If TAVI is performed in the catheterization laboratory, the equipment necessary to perform a major surgical
procedure should be available, since there is always the risk that conversion to an open procedure will be
required.
There is a risk with the transfemoral approach that an embolism may form from atherosclerotic material and
pass from the aorta into the cerebral circulation, resulting in a major stroke. Vascular complications due to
iliofemoral dissection or perforation are common. Although the transapical approach decreases the incidence
of strokes, it requires a thoracotomy and has been associated with apical false aneurysms requiring surgical
repair, during which time the patient is on cardiopulmonary bypass. Although most prostheses have remained
stable, the follow-up period has been only 1 to 2 years.
Given the unknown durability of these prostheses and the high incidence of regurgitation, TAVI should not be
performed in patients with long life expectancies.
HAROLD L. LAZAR, NEJM 2010;363:17,1667-1668
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