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Description

A 34-years male, presented with left-sided nasal obstruction
with mucoid nasal discharge for 3 months duration. On exami-
nation, there was a deviated nasal septum towards the right
with a reddish fleshy mass in the left nasal cavity. There was
decreased fogging on the cold spatula test on the left side and
Cottles test was negative. This nasal mass was seen occupying
the posterior choana on posterior rhinoscopy.

Diagnostic nasal endoscopy confirmed a reddish fleshy mass
in left nasal cavity arising from inferior turbinate, extending
along the nasal floor and impinging onto the lateral nasal wall
(Figure 1a). It was sensitive to probing and bled. The probe
could be passed all around the mass except the superolateral
aspect where it was attached to the Inferior turbinate.

CE-MRI of Face and Paranasal sinuses showed a well-defined
lobulated mass epicentered in the left nasal cavity involving the
inferior turbinate. It caused expansion of the left nasal cavity
and indentation on the medial wall of the left maxillary sinus
(Figure 1b).

The patient underwent Endoscopic excision of the mass
along with excision of the posterior part of left inferior turbi-
nate (Figure 2a) since intraoperatively, the mass was seen to be
arising from posterior part of inferior turbinate.

Histopathology revealed focally lined respiratory epithelium
& sub-epithelium which showed large sheets of foamy histio-
cytes (Miculickz cells) containing numerous Frisch bacilli, nu-
merous plasma cells (some with Russell bodies) and lympho-
cytes suggestive of Rhinoscleroma (Figure 2b). Special staining
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Figure 1: A: Diagnostic Nasal Endoscopy showing left nasal mass.
B: CE MRI coronal section showing left nasal mass with indentation
\\onto medial wall of left maxillary sinus.
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Figure 2: A: Excised specimen; B: Histiocytes exhibiting a foamy
\\appearance [Miculicz cells] (Arrows).

like CD68 was positive, Gram stain showed thick short plump
gram-negative bacilli morphologically resembling Klebsiella.
The patient recovered well after the surgery and was started on
Tab Rifampicin 300 mg BD and Tab Doxycycline 100 mg OD for
06 weeks. There were no signs of recurrence during a follow up
of 06 months.

Rhinoscleroma is a chronic granulomatous, slowly progres-
sive infectious disease caused by Klebsiella rhinoscleromatis, a
rod-shaped Gram-negative bacillus. Rhinoscleroma most com-
monly involves the sino-nasal cavity extending eventually into
the lower airways. Rhinoscleroma progress in Three clinico-
pathological stages (i) the Catarrhal/Rhinitis stage, (ii) the Hy-
pertrophic/granulomatous/florid stage, and (iii) the sclerotic/
cicatricial stage. Histopathology defines the definitive diagnosis
based on characteristic Mikulicz cells and Russel bodies, as de-
scribed in 1877 by Johann Von Mikulicz [1]. Intra-cytoplasmic
bacilli are demonstrated using Periodic Acid-Schiff (PAS), Geim-
sa, Gram, silver, or Warthin-Starry stains.

Bactericidal antibiotics in large doses are given for at least
four to six weeks. Recent reports support oral therapy with Tab
Rifampicin, Sulphamethoxazole-Trimethoprim combination,
and ciprofloxacin [2]. Local application of 2% Acriflavin for eight
weeks was reported to be efficacious and non-toxic. Severe
nasal obstruction and nasal deformity are common indications
for surgical management. Regular follow-up is vital as clinical
remission and relapse are common findings in Rhinoscleroma
reaching up to 25% in 10 years [3].
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