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Abstract 
Rhinosporidiosis caused by Rhinosporidium seeberii, a protistal microorganism, is endemic in several parts of India. Infection involves 

mucous membranes of the nose and paranasal sinuses and usually manifests as vascular friable polyps. A few cases of rhinosporidoisis have 

been reported from Delhi, in patients who were migrants from other states. The present case constitutes the first report of rhinosporidiosis in 

a Delhi resident; the lesion occurred as polypoidal mass of the palpebral conjunctiva. 
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Introduction 
Rhinosporidiosis is a chronic localized 

granulomatous infection commonly involving the 

mucous membranes of the nose and paranasal sinuses 

that usually manifests as vascular friable polyps. 

About 15% of the cases have ocular involvement [1]. 

The disease is worldwide in distribution with its 

occurrence recorded in about 70 countries [2]. The 

disease is hyperendemic in Sri Lanka and India [1,2]. 

The causal organism, Rhinosporidium seeberii [3], 

initially thought to be a parasite for more than 50 

years, was later considered to be a water mold. 

Molecular biological techniques have recently 

demonstrated that this organism is an aquatic protistan 

parasitic microbe, and it has been classified in a new 

clade, the Mesomycetozoea, along with 10 other 

parasitic and saprobic microbes [1,3]. Infection is 

presumably acquired from an aquatic habitat of the 

fungus through traumatized epithelium, most 

commonly in the nasal site. It is supposedly more 

common in those who dive or swim in stagnant water, 

and also in those who dig earth on riverbeds [1]. 

Infection can spread in the body by lymphatic and 

hematogenous routes to distant sites [1,3]. Numerous 

cases have been reported from southern, eastern and 

central parts of India [4-9]. Capoor et al. [10] reported 

from Delhi three cases of the diseases including one 

each with sino-nasopharyngeal, nasopharyngeal and 

nasal involvement; the patients were migrants from 

other states. Three more cases of nasal and sino-

nasopharyneal rhinosporidiosis were reported from 

Delhi by Das et al. [11]; these patients were also 

migrants from other states, two from Bihar and one 

from Uttar Pradesh. Another case of ocular 

rhinopsoridiosis reported from Delhi was, in fact, a 11-

year-o1d male child, from the Western part of a 

neighbouring state, Uttar Pradesh [12]. The present 

report of ocular rhinopsoridiosis constitutes the first 

known case of rhinosporidiosis in a resident of Delhi, 

with no history of travel to any of the areas endemic 

for the disease in India or elsewhere. 

 

Case Report 
A 15-year-old male resident of Delhi presented 

with complaints of irritation and a gradually increasing 

mass in the right eye for the past five months. No 

history of visual loss was elicited. On examination a 

polypoidal, freely mobile mass covered with slough 

was noted at the palpebral conjunctiva of the right eye, 

measuring approximately 1.5 cm (Figure 1). The 

lacrimal opening and duct were unremarkable and 

there was no ocular discharge. There was no cervical 

or any other lymphadenopathy. Visual acuity was also 

unremarkable with no photophobia. The patient tested 

negative for HIV and he did not have any other 

immunodeficiency. Also on inquiry it was found that 
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no other member of his family or of the community in 

the vicinity of his residence had any lesion suggestive 

of the disease. The lesion in the patient was excised 

under local anaesthesia by snipping the pedicel 

without any significant bleeding, and the specimen 

was submitted for histopathology with presumptive 

clinical diagnosis of pyogenic granuloma. 

Microscopic examination of hematoxylin and 

eosin (H&E) stained tissue sections showed a 

polypoidal mass lined by keratinized squamous 

epithelium. The sub-epithelial zone was densely 

infiltrated by lymphocytes, plasma cells, and 

histiocytes. Numerous globular bodies ranging from 

young trophic forms to mature sporangia to folded 

empty sporangia were observed (Figure 2). Ruptured 

sporangia with trans-epithelial migration were also 

noticed. The diagnosis of ocular rhinosporidiosis was 

thus established. 

When re-examined for any nasal/systemic 

involvement, the patient did not show any evidence of 

extraocular infection. The patient did not give any 

history of trauma or bathing in stagnant water nor had 

he travelled to any of the areas endemic for 

rhinosporidiosis in India or elsewhere. He has been on 

follow-up for the past nine months and has not shown 

any recurrence of the disease.  

Discussion 
Rhinosporidiosis is commonly found in South 

India with a very high incidence in Tamil Nadu [4,5], 

and in West Bengal [6,7] and Central India [8,9], as 

well as in other Asian counties, including Sri Lanka 

[1] and Nepal [1,2]. The disease is infrequently known 

in North India with only seven cases from Delhi [10-

12], and these were migrants from other states. The 

present case is the first known indigenous case from 

Delhi. Nose, throat and ear are the commonest sites of 

involvement [1,3]. Ocular involvement has been 

reported in 9% to 14% of cases [1,3]. Ocular 

infections are seen in the lacrimal sac, conjunctiva, 

sclera and lids, in order of frequency. The typical 

lesions are soft, fleshy, vascular and polypoidal, as 

was observed in this case. Four unusual cases of 

conjunctival rhinosporidiosis with scleral melting 

resulting in the formation of staphyloma (a bulge or 

protrusion, through the tissue of the eyeball) have been 

recently reported from Tamil Nadu [13,14]. Systemic 

involvement may be seen in the form of warty friable 

lesions of skin, urethra, anus and penis [1]. A case of 

disseminated rhinosporidiosis with cutaneous, 

laryngeal and nasopharyngeal involvement has also 

been reported from India [15]. Another disseminated 

case of nasopharyngeal rhinosporidiosis in a 48-year-

old man with a six-month history of six subcutaneous 

swellings on the body, and a five-year history of a pea- 

 

 

Figure 1. A polypoidal mass in palpebral conjunctiva of the 

right eye 

 

Figure 2. Composite photomicrograph showing mature ruptured 

sporangium with spores, upper GMS x1000 spores, and wall 

staining black; lower right H&E x1000showing pink chitinous 

wall and purple staining spores; lower left H&Ex1000 showing 

immature sporagngiospores with bilamellar pink staining 

chitinous wall and bluish granules. 
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sized swelling on the inner aspect of the lower eyelid, 

a rarely known clinical presentation of the disease, has 

also been reported from Mumbai in Western India 

[16]. There are several reports of cases of ocular 

rhinosporidioisis form many parts of India [4,12,17-

20], some of them dealing with large series of cases 

[17-19]. The majority of the cases of ocular 

rhinopsporidiosis in India have involved the palpebral 

conjunctiva [3,11,17-19].  As many as 76 cases of 

ocular rhinosporidiosis have also been reported from 

Nepal [21]. These cases presented with polypoidal 

growth of the conjunctiva protruding through the 

palpebral aperture. An unusual mode of presentation 

of ocular rhinosporidiosis presenting as a huge 

conjunctival cystic mass has also been reported from 

Nepal [22]. The only known case of ocular 

rhinopsoridiosis reported from Delhi was in fact 

observed in a resident of the Western part of the 

neighbouring state, Uttar Pradesh [12]. The present 

case involving palpebral conjunctiva constitutes the 

first indigenous case of ocular rhinosporidiosis from 

Delhi. Incidentally, it is also the first known case of 

rhinosporidiosis in Delhi. 
In conclusion, this case report emphasizes that 

health professionals and microbiologists must have 

greater awareness and surveillance for cases of 

rhinosporidiosis even in non-endemic areas, such as 

Delhi. The identified cases should be adequately 

monitored to exclude the possibility of recurrence, and 

to decide the best treatment for the disease. 
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