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Nasal polyp associated

with mucocutaneous leishmaniasis.

Report of two cases

LUIS VALDA-RODRIGUEZ, JEAN-PIERRE DEDET, PIERRE RAVISSE, RENATO BUSTILLOS, _
LAURE DIMIER-DAVID, FELIX ROLLANO, HEIDY MONASTERIOS .

Mucocutaneous leishmaniasis (MCL) can manifest in different forms and affects skin as well
as mucosae. Nasal polyﬁs are rare. We report the cases of two male patients with nasal
polyps. One of them with cutaneous ulcers and a nasal polyp with the presence of leishma-
nias detected by pathological examination. In the second case, polyps on the uvula and

nasal mucosa opreared uring treatment by Amphotericin B. In both cases, the continuation
a

of antileishmanial treatment le

ucocutaneous leishmaniasis (MCL) is relatively fre-
quent in the tropical and sub-tropical zones of
various American countries, including Bolivia where
it occurs in about two thirds of the territory [I] ]
After a primary cutaneous lesion, mucosal involvement can
subsequently appear. The nasal-buccal-pharyngeal mucosae
are mostly affected, with possible extension to the larynx and
trachea within a proliferating or ulcerating process. %is form
of disease is particularly common and severe in Brazil, Boli-
via, Peru and Ecuador, where the species Leishmania brazi-
liensis braziliensis predominates [2].
The disease shows a great variety in cutaneous as well as in
mucosal lesions which has led physicians to propose nume-
rous classifications based on the clinical aspects of the
lesions.
Polypous intranasal lesions during mucocutaneous leishmania-
sis {mve rarely been reported in %e literature.

Case reports

Case 1

A 29-{|eor-o|d Bolivian man, was hospitalized in March
1989. He had ulcers on the left buttock and the right thigh
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to the disappearance of the polyps.

and, for two months, nasal obstruction caused by a mass
located on the mucosa of the left nasal fossa. These lesions
had been treated previously without success.

In the anterior part of the right nasal fossa, was a polypoid
mass arising from the inferior part of the septum and e
ding to the floor of the right vestibule, partly obstructing ..
nasal fossa (Fig. 1). This polypoid mass redJi/sh grey, sessile,
with a smooth surface and a Fgroad base, had approximately
the size of a pea, and bled fo the touch. There was no ulcera-
tion of perforation of the nasal septum. The left nasal fossa
was apparently intact, with only s|igEt|y hyperemic mucosa.
The Montenegro skin fest was positive (10 mm), and the indi-
rect immunoﬁ;uorescent test (IFl) with Leishmania antigen was
positive (1/80).

The histopathology of a biopsy of the nasal polyp showed an
ulcerated mucosa with fibrin and granulation tissue. Deeper,
there was a dense infiltrate of plasma cells, lymphocytes and
histiocytes, with formation of epithelioid cell ‘granulomas.
These contained scanty intracellular leishmanias (LD bodies,
about 5-6 per section; Fig. 2 and 3).

The patient was treated with Meglumine antimoniate (20 m
Sb3*/kg/day) plus allopurinol (20 mg/kg/day) for 30 days.
At the end of this period the cutaneous and mucosal lesions
had healed, and the polyp had disappeared.
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Figure 1. Polypoid formation of the inferior part of
fge nasal ﬁgor and extended in part to the floor
of the nasal vestibule (Case 1).

Figure 3. Lympho-plasmo-histiocyte infiltrate. An isolo-
ted Leishmania is visible at the center. HES X 1,200.

Case 2

" S-year-old Peruvian man, with mucosal leishmaniasis
.-~ons resistant to treatment with Meglumine antimoniate for
8 years. At the time of his hospitalization in November 1990,
he presented a swelling on the back of his nose and erosive-
crustT lesions of the nasal mucosa with perforation of the
nasal septum. The oral mucosa, particularly at the level of the
velum of the palate and the posterior wall of the pharynx
showed an infiltrate with intact uvula. The ENT examination
revealed the presence of active granulomatous lesions in the
nasal fossae, soft and hard palate and larynx.

The laboratory findings showed a 8 mm Montenegro skin test,

IFl positive for leishmaniasis (1/160). Smears for Leishmania
were negative. The patient was treated with Amphotericin B in
slow intravenous perfusions of 5% dextrose with dexametha-
sone. An initial dose of 25 mg Amphotericin B was given and
later increased to 50 mg, every otﬁer day. This was well-tole-
rated, the side effects were minimal, and the progress favo-
rable until dose 17 of the treatment, when we observed the
aprecronce of a hypertrophy of the uvula, and at dose 20 a
polyp formation in the right nasal fossa which in the ENT
examination was shown to be a polypoid mass, situated in
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Figure 2. Epithelioid granuloma infiltrated by some
lymphoplasmocytes. HES x 480.

the head of the right inferior turbinate body which caused
nasal obstruction and spontaneous epistaxis. The size was
approximately that of a pea, of a greyish pink color and
partly pedunculated.

Biopsy of the nasal polyp showed partial ulceration. It was
very vascular and fibrotic, with plasma cells, lymphocytes and
oy(rinorphs, but few histiocytes. No LD bodies could be
ound.

Treatment with Amphotericin B was continued for 30 foses (a
total of 1,500 mg), achieving the healing of the mucous
lesions and the total disappearance of the nasal polyp.

Discussion

The common evolution of MCL occurs currently in facial
mucosae. While the presence of leishmaniae in normal nasal
mucosae has been described, the lesions are generally
obvious. The mucosal involvement starts gradually in the nose,
where the mucosa becomes inflamed, edematous and at a
later stage ulcerated. In a second stage, the cartilage of the
nasal septum is invaded and then perforated. Gradually, the
lesion develops resulting in a totardesfruction of the nasal
floor and consequently a fall of the nasal pyramid, giving the
classical aspect of “Tapir Nose” [3]. Sometimes the destruc-
tion involves not only the nasal floor but also the nasal fos-
sae, exposing the bony structures of the nose which are gene-
rally spared. The resurﬁng sequelae from the nasal lesions in
|eisKmonicsis, bring about various deformities [4].

As part of the proliferating or ulcerating process, the lesions
extend to the mucosae of the lips, pa[%te, tonsils, pharynx,
larynx and trachea, consequently inferfering with phonation,
deglutition and respiration.

The polypoid form of mucous leishmaniasis is rarely descri-
bed in the literature and its existence was seriously questio-
ned when the first cases were described. An extensive des-
cription of this rare mucosal form of leishmaniasis was made
in Brasil by Mangabeira-Albernaz [5] who reported 28 cases
of polyps until 1847. Two of these cases showed leishmanias
in the pathologic study.

In 1954, Joffe in Panama [6] described a new case, with a
quite illustrative photograph of the protruding character that
can develop in this c|iniccrform of nasal leishmaniasis.
Recently in Bahia (Brasil), Marsden [2] reported the presence
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of polypoid formation n 8% of patients with unique mucous

lesions, usually located on the carfilaginous septum and there-

ore accessible to examination with a simple nasal speculum.

The clinical form, generally unilateral, upon examination

usually appears to be a genuine polyp of the nasal septum.

The surface is lobulated or smooth, the color varies from yel-

lowish pink fo reddish violet, the consistency is soft or har

and a touch may produce bleeding; the base is sessile or

pedunculated and the size variable, in some cases completely

obstructing the nasal fossa and projecting outside [3, 5].

The observation of numerous cases has permitted Mangabei-

ra-Albernaz to establish the existence OF four different types

of polypoid mucous leishmaniasis:

(1) a E rous sessile type,

(2) a pedicular mucous type (infrequent),

(3) @ more frequent pendulum type, in which the tumor oscil-
lates inside the perforation of the septum,

(4) a diffuse hyperplastic type.

According to tEis author, these four macroscopic types, all

with @ common histologic aspect, would constitute phases o

one same process conditionned by the natural organic resis-

tance or inﬁuenced by the treatment.

The existence of this rare clinical variation of mucous leishma-

niasis stresses a careful examination of the nose and mouth,

which would permit the detection of new cases in the futu-

re. B

Acknowledgements

We are grateful to Dr S. Lucas for making helpful com-
ments on the manuscript and to Dr R.N. Davidson and Dr
H. Spielvogel for kindly assisting with the English version.

L. Valda-Rodriguez, J.P. Dedet, P. Ravisse, R. Bustillos, L. Dimier-
David, F. Rollano, H. Monasterios: Departments of Dermatology and
Otorhinolaryngology, Hospital de Clinicas, the Instituto Boliviano de
Biologia de Altura, Casilla 7426, La Paz, Bolivia, and the Institut
Pasteur, 25, rue du Docteur Roux, 75015 Paris, France.

Reprints: L. Valda.

Key words: amphotericin B, Bolivia, Leishmania, mucocutaneous
leishmaniasis, nasal polyp, uvula polyp.

References

1. David C, Dimier-David L, Vargas F, Torrez M, Dedet JP. Fifteen ye.._
cutaneous and mucocutaneous leishmaniasis in Bolivia: a retrospective study.
Trans Roy Soc Trop Med Hyg 1992; 86, in press. -

2. Marsden PD. Mucosal leishmaniasis (“espundia” Escomel, 1911). Trans Roy
Soc Trop Med Hyg 1896; 80: 859-76.

3. Leon LA. Formas clinicas de la leishmaniasis tegumentaria americana. Pren
Med Argent 1975; 62: 73-80.

4. Leon LA, Leon CR. Las rinopatias en la leishmaniasis tegumentaria de Ame-
rica. Pren Med Argent 1979; 66: 193-9.

5. Mangabeira-Albernaz P. Estudo critico de “polipo de leishmaniose”. Brasil
Medico 1947; 41: 283-91.

6. Jaffe LA. Nasal Leishmaniasis americana in Panama. Arch Otolaryngol
1954, 60: 601-11.

EID n° 2, vol. 4, February-March 1994



