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Dear	Editor,

A	 35‑year‑old	 male	 presented	 with	 a	 rapidly	 growing	 skin	
lesion	 over	 the	 posterior	 aspect	 of	 the	 right	 leg	 for	 the	
past	 3	 months.	 There	 was	 a	 history	 of	 occasional	 bleeding	
after	 minor	 trauma.	 There	 was	 a	 large	 exophytic	 friable	
growth	 [Figure	1a]	with	a	moist	 surface	and	crusts	 at	places	
on	 examination.	 A	 similar	 but	 smaller	 growth	 was	 present	
adjacent	to	it,	with	multiple	small	crusted	nodules	surrounding	
them.	 These	 were	 aggregated	 in	 the	 posterior	 aspect	 of	 the	
right	leg	only.	His	nasal	cavity	[Figure	1b]	showed	a	bilateral	
polypoidal	mass	with	a	strawberry	appearance	with	a	similar	
sizeable	polypoidal	mass	in	the	oral	cavity	[Figure	1c].

He	 had	 been	 getting	 these	 nasal	 growths	 from	15	 years	 of	
age,	 for	which	 he	 had	 undergone	 surgery	 about	 ten	 times.	
He	 had	 taken	 oral	 dapsone	 for	 about	 a	 year,	 but	 in	 vain,	
they	 still	 recurred.	 He	 gave	 a	 history	 of	 bathing	 in	 his	
village’s	ponds	and	water	bodies	 in	childhood,	 from	which	
he	refrained	presently,	as	advised	after	surgery.

The	 lesion’s	 dermoscopy	 (Heine	 delta	 30T;	 glass	 slide	
as	 an	 interface)	 under	 polarized	 light	 showed	 numerous	
white	 globules	 over	 a	 background	 of	 multiple	 red	 lacunae	
circumscribed	 by	 white	 lines	 as	 margins	 [Figure	 2a].	
These	 white	 globules	 were	 shiny	 and	 of	 similar	 sizes,	
distributed	 over	 the	 red	 cutaneous	 growth.	 Examination	
of	 the	 lesion	 under	 non‑polarized	 light	 was	 glistening,	
and	 details	 were	 not	 well	 appreciated.	 A	 potassium	
hydroxide	 (KOH)	 mount	 of	 superficial	 scrapings	 of	 the	
cutaneous	 growth	 showed	 large	 sporangia	 with	 spores	 in	
various	 stages	 of	 development	 [Figure	 2b].	 Biopsy	 and	
histopathology	 [Figure	 3]	 revealed	 nodular	 granulomatous	
infiltrate	in	the	upper	dermis	with	several	large	sporangia	in	
the	epidermis,	of	about	100–250	microns	in	size,	containing	
numerous	 amphiphilic	 stained	 spores,	 which	 confirmed	
our	 diagnosis	 of	 cutaneous	 rhinosporidiosis.	 The	 dermis	
had	 multiple	 proliferated	 capillaries	 with	 extravasated	
RBCs	 lined	 by	 compressed	 collagen	 and	 fibroblasts;	 these	
were	 seen	 as	 red	 lacunae	 in	 dermoscopy.	 The	 shiny	 white	
globules	 seen	 on	 dermoscopy	 were	 the	 sporangia.	 He	 was	
referred	 to	 plastic	 surgery	 and	 ENT	 departments	 for	 the	
removal	of	the	cutaneous	and	nasopharyngeal	growths.

The	 clinical	 presentation	 can	 be	 misleading	 without	
a	 thorough	 clinical	 examination,	 especially	 mucosa.	
Multiple	 morphologies	 of	 cutaneous	 rhinosporidiosis	 have	
been	 described	 ranging	 from	 the	 subcutaneous	 nodule	 to	
ulceration,[1]	 warty	 friable	 verrucous	 papules,	 polypoid	
exophytic	 growths,	 cutaneous	 horn,[2]	 molluscum‑like	
papules,	 pedunculated	 mass,	 cystic	 lesions,	 and	 even	
tumour‑like	 nodules.[3,4]	 Pyogenic	 granuloma,	 bacillary	
angiomatosis,	 tuberculosis	 verrucosa	 cutis,	 cryptococcosis,	
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cutaneous	 leishmaniasis,	 lupus	 vulgaris,	 and	 Kaposi	
sarcoma	are	differentials.

Imprint	 smears	 can	 be	 taken,	 and	 sporangia	 in	 different	
stages	 of	maturation	with	 endospores	 can	 be	 demonstrated	
with	10%	KOH	and	Papanicolaou	stains.	In	histopathology,	
characteristic	 thick	 bilamellar	 chitinous	 walled	 globular	
cysts	 in	 various	 stages	 of	 maturation	 with	 numerous	
endospores	 within	 can	 be	 demonstrated	 in	 a	 Swiss	 cheese	

Figure 1: (a) Large, exuberant exophytic growth with satellite crusted 
nodules surrounding it; (b) and (c) polypoidal strawberry-like growths in 
the bilateral nasal cavity (green arrows) and oral cavity (blue arrow)
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Figure 2: (a) Polarized dermoscopy (Heine delta 30T, 10x; glass slide 
as an interface) shows numerous white globules (black circle) over a 
background of multiple red lacunae (blue circle); (b) KOH of the imprint 
smear showing sporangium containing the endospores in various stages 
of development (marked by black arrows)
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Figure 3: Nodular granulomatous infiltrate in the upper dermis with the 
overlying epidermis partially eroded; a large part of the center of the 
granuloma has several large sporangia (green arrow) containing numerous 
immature and mature rounded or oval spores in H & E 10x (a) and H & E 
40x (b). Blue arrow shows blood-filled lacunae with red blood cells

ba



Letter to the Editor

414 Indian Dermatology Online Journal | Volume 14 | Issue 3 | May-June 2023

pattern.	 Chronic	 lymphocytic	 infiltrates,	 plasma	 cells,	 and	
foreign	body	giant	cells	are	also	found.

Medical	 treatment	 alone	 yields	 unsatisfactory	 results;	 surgical	
excision	of	the	lesion	with	electrocautery	of	the	base	is	almost	
curative,	 although	 there	 are	 chances	 of	 recurrence	 primarily	
because	 of	 the	 procedural	 spillage	 of	 endospores.	 Many	
drugs	have	been	tried,	but	the	treatment	remains	elusive.[5]

Dermoscopy	 can	 help	 differentiate	 common	
differentials	 [Table	 1].	 To	 the	 best	 of	 our	 knowledge,	
dermoscopic	 findings	 of	 cutaneous	 rhinosporidiosis	
have	 not	 been	 described.	 This	 report	 will	 help	 in	
quick	 and	 non‑invasive	 diagnosis	 whenever	 cutaneous	
rhinosporidiosis	is	suspected.	However,	excessive	glistening	
under	 non‑polarized	 light	 is	 a	 limitation	 but	 can	 be	 one	
characteristic	which	needs	to	be	confirmed	in	future	cases.
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Table 1: Common differentials of cutaneous 
rhinosporiodiosis and their salient dermoscopic features 

under polarized light
Differentials Salient dermoscopic findings (polarized light)
Pyogenic	
granuloma

Shows	homogeneous	red	lesions	with	white	lines	
within	and	no	clear	lacunar	pattern.	Ulceration	
and	crusts	are	also	frequently	noted.[6]

Tuberculosis	
verrucosa	cutis

Shows	a	yellowish	to	red	background	with	whitish	
scales	and	minimal	red	vascular	structures	in	the	
peripheries	of	the	lesion.[7]

Lupus	vulgaris Red	globules	and	vessels	are	usually	noted	in	
association	with	yellowish	globules	and	white	
scales	on	a	pink	background.[8]

Kaposi’s	
sarcoma

Shows	bluish‑reddish	coloration,	a	multi‑colored	
area	(rainbow	spectrum),	and	a	scally	surface.	
Small	brown	globules	are	also	noted	in	some	
cases.[9]

Bacillary	
angiomatosis

Shows	mostly	oval	bright	red	areas	and	
globular	structures,	with	a	grayish	background.	
The	periphery	of	the	lesion	shows	arborizing	
telangiectasias.[10]
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