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Nasal leprosy: an ancient disease not to be forgotten
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Abstract

We are reporting a case of a gentleman referredtéatiary care center for epistaxis associatetd miaggots in the nose
and was found to have a nasal septal perforatienuritlerwent investigations with histopathologiclgsia and skin slit
smear to obtain a diagnosis. The patient receivaliidisciplinary management including endoscopimosal of the
maggots and biopsies obtained from both the nagalisn and leg ulcers and subsequently anti leprasjication.
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I ntroduction

Leprosy as a cause of nasal septal perforations has epistaxis associated with maggots in the nose who
reduced over the past few decades. It should, henvev underwent investigations including a histopathatagi

be considered should preliminary investigations tiai analysis and Polymerase chain reaction test tarohta
indentify an etiological factor. We report a cadeao diagnosis of nasal leprosy.

gentleman who was referred to a tertiary care cdate

Case Report

A 58-year-old gentleman, with no significant prawsomedical illness, was referred to a tertiary ceeater for
evaluation of a 5 day history of multiple episodéspistaxis associated with maggots coming ounftwth nostrils,
right sided facial swelling and pain. Further bigtrevealed the patient had also been experiengilageral nasal
blockage and anosmia which worsened over the pgsats. Review of systems revealed bilateral psénleon-healing,
anterior shin ulcers, and a history of on and off-grade fever for 2 years. Patient denied a histértrauma, loss of
weight or appetite, nor did he have contact withaient with pulmonary tuberculosis. There wereeao or throat
symptoms. He denied a family history of malignancyther communicable diseases. Patient was a mokes and did
not consume alcohol. He worked as a rubber tapper.

On examination, patient had an average body habiititsseptic looking with good hydration. He waisiichlly pale. No
cervical lymphnodes were palpable. He was noteldatee a non-tender, erythematous right sided fauiadlling just
below the right orbit. Inspection of the nose wasewmarkable. Anterior rhinoscopy revealed a magufeisted right
nasal cavity. Naso endoscopy revealed multiple misggccupying the right nasal cavity, eroded tuates and a
perforated septum. The nasopharynx and Fossa cfeRomiller were normal. Examination of the oral gadnd a
indirect laryngoscope revealed a normal hard paléte well defined white patches at the posterioypharyngeal wall
and a mildly swollen epiglottis and arythenoidsttiBwocal cords were mobile with no phonation gapefg were no
cranial nerve palsies. Multiple large ulcers witbvated violaceous edges and a well granulated Witbeyellowish
exudates were noted. The distal lower limbs hadyshgperkeratotic lesions. Examination of otherteyss were

unremarkable.
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Figure-1: Showing theright nasal cavity upon presentation with multiple maggots
seen within the lateral wall of the middle meatus.

A total of 75 maggots were removed endoscopicaily daily turpentine nasal dressings were initiaidpsies from
the septal mucosa revealed acute on chronic natifispmfection. Debridement of the lower limb utsewere done.
After thorough investigations, a skin slit smeaglged a positive result. A diagnosis of Lucio Legyravas made and
confirmed by a PCR positive for mycobacterium |Iepodtained form an ulcer edge biopsy. Anti lepro®dications
were started. At the 2 week follow up visit, thengeal condition of the patient clinical improvedcasoendoscopy

revealed a large nasal cavity with no maggots seen.
Discussion

Nasal septal perforations are among the commonest
findings in midline destructive lesions [1]. Theusas

of perforations in the mucocatilagenous septumnaaie
documented. Nasal leprosy, although previously a
major cause of septal perforations, has reduced in
prevalence tremendously, over the last few decftes

It should however be considered when preliminary
investigations are inconclusive, while attemptimy t
establish a cause for a septal perforation.

The etiology of septal perforations can be divid#od
infective and non infective causes [3]. Non-infeeti
causes, contribute to majority of the cases [4].
Neoplastic, inflammatory, and trauma are among the
non-infectious causes. Trauma including septal
surgeries is the most prevalent cause [5]. Thedade
perforations from an injury at the tissue level sediby
nasal picking, prolonged use of nasogastric tuthiesct
trauma from nasal fractures, foreign bodies, septal
hematomes or septal surgeries, and injuries allaare
level as seen in post radiated patients, long tesenof
nasal corticosteroids and nasal decongestants,icélem
and industrial dusts(vapor chromium, copper salt,
sulfuric acid, hydracholric acid, cement dust iron
fillings, tar) and other aerosols used in agriaat{6].

Of the neoplastic conditions presenting with septal
perforations, squamous cell carcinoma is the most
common. Others include cryoglobulinemia and T-cell
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lymphomas [7]. Wegener's granulomatosis and
sarcoidosis account for majority of the septal
perforations with inflammatory conditions as an
etiological factor [6]. These are often tested for
patients presenting with septal perforations.

Infective causes include bacterial, fungal and lvira
organisms. These include infective diseases such as
HIV, Syphillis, Tuberculosis, rhinoscleroma,
rinoesporidiose, paracoccidiodomycosis and septal
abcesses [8]. In developing countries, leishmaniasd
leprosy still show a significant prevalence.

Leprosy is a debilitating disease which is causgd b
Microbacterium Leprae[3,9]. It is a chronic infexti
which causes granulomatous lesions [3]. It prirgaril
invades peripheral nerve, small vessels and moascyt
These translate clinically to skin and nerve
manifestations of the disease. With its predilectior
cooler areas, the nose is often an area in whigioivs.

Leprosy is disease whose prevalence has been droppe
drastically over the past few decades [2]. In 2€@4
World Health Assembly Resolution was intended to
achieve the national elimination of leprosy, agé¢sed

in December 2005. The 2012 report showed the global
prevalence in 2011, as reported by 105 countriess w
219 075 had reduced to 181941 in the beginning of
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2012 [2]. In South East Asia cases dropped as dewho
from 8.75 to 0.64 cases per 100000 population. This
was attributed to efforts by the national prograreme
with support from national and international parsnén
Malaysia the incidence was shown to be 0.76 per
100000[2]. There are 5 types of clinical, histo-
pathological and immunological classifications bt
disease. These include tuberculoid, borderline-
tuberculoid, borderline, borderline-lepromatous and
lepromatous types [3]. Tuberculoid involves prirhari
the skin and nerves while lepromatous is more
cartilaginous and skin involvement [10]. Nasal
involvement as Barton reported in his review of 77
patients is at about 94% [3]. These symptoms were
reported to be in relation to the granulomatougtes
within the nasal cavity [3]. Early changes wered @i
include isolated nodules or plagques with mucous
membrane thickening. Late changes included nasal
obstruction, crusting and septal ulcerations leqdin
perforations. Rarely epistaxis occurred. The sife o
greatest involvement was the anterior inferior itabe

and the nasal septum.

Upon diagnosis, initiation of multidrug therapy,eth
nasal symptoms often improve rapidly alongside
systemic symptoms [9]. The diagnosis and initiatdn
treatment should therefore be without delay. Inirgpy
that although a rare cause it is therefore a nptabl
important diagnosis to consider in patients witptak
perforations in which initial investigations are
inconclusive.

Conclusion

As shown by this case, leprosy although a less ammm
cause of septal perforations in this era, continaesill
be a notably important diagnosis to consider inepéd
with septal perforations in which initial investtgms
are inconclusive.
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