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Abstract

Cocaine-induced midline destructive lesions (CIMDL) represent one of the rare but devastating consequences
of cocaine addiction.

We report the case of a 52-year-old man with a history of severe and chronic cocaine addiction (up to 2g/d) for
more than 25 years, who was referred by the ENT department for detoxification. The patient complained of repetitive
epistaxis, nasal regurgitation with recurrent sinus infections, and chronic facial pain. On clinical examination, he
showed necrosis of the septum complicated by a palatal perforation and presented a strong positivity for ANCA tests
with a p-ANCA pattern. The CIMDL was retained after eliminating other etiological diagnoses.

The approach in the management of CIMDL is multidisciplinary, including dental professionals, maxillofacial
surgeons, and psychologists.

The patient received initially conservative treatment with a palatal obturator prosthesis, but restarted cocaine
intake 12 weeks after. There was progressing of the perforation with significant impact on the patient's quality of life.

In the present study, we review the available literature to discuss the diagnosis, and the therapeutics options in
CIMDL, underlining the importance of abstinence as an absolute requirement, to consider surgical reconstruction.
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Abbreviations: CIMDL: Cocaine-Induced Destructive Midline
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cANCA: ANCA with cytoplasmic staining pattern; pANCA: ANCA
with a perinuclear staining pattern; NE: neutrophil elastase

Introduction

About 20 million people have abused cocaine in the previous
year, as reported in the World Drug Report 2021 [1]. Cocaine abuse is
known to cause severe consequences including tachydysthymia, severe
hypertension, acute coronary syndrome, stroke, acute myocardial and
renal failure, seizures, hyperthermia, cocaine-induced rhabdomyolysis,
and fetal/maternal morbidity and mortality [2].

Snorting cocaine can lead to the development of serious and
extensive destruction of the osteocartilaginous structures of nose,
sinuses and palate [3]. These characteristic lesions are commonly called
cocaine-induced midline destructive lesions (CIMDL) [4]. Prevalence
of CIMDL is 4.8% among cocaine users [5].

CIMDLSs represent a challenging problem for the physician from
both the diagnostic and therapeutic point and view and there is still a
lack of data in the literature [6].

We report the observation of a patient with a naso-palatal
perforation induced by chronic and severe cocaine use. We discuss
the diagnosis; and therapeutics options, underlining the importance of
abstinence as an absolute requirement.

Case Report

The patient is M H., 52 years old, singer, has been divorced twice
and has a 15 year old son.

He had a 25 years history of cocaine snorting (up to 2 grams
inhaled per day), an irregular follow-up since 2019 and was referred

by the ENT department for detoxification. He presented hyper nasal
voice, repetitive epistaxis and nose reflux of liquids and solids. The
ENT examination revealed an oronasal defect almost painless, with
marginal necrosis, localized in the middle and posterior part of the
hard palate, and almost total absence of the nasal septum. Imaging
exploration revealed an absent nasal septum and a bony defect of the
nasal cavity floor.

The microbiological tests and various biopsies of the perforation
borders were negative for inflammatory, oncological and
immunological diseases and showed unspecific reparative findings
with no granulomas, vasculitis nor neoplastic cells. The Culture shows
the growth of multi-resistant Staphylococcus aureus (S. aureus).

The search for anti-neutrophil cytoplasmic antibodies (ANCA) was
positive. The diagnosis of CIMDL was retained following a complete
physical, laboratory, radiological and immunological evaluation.

The CIMDL had a significant impact on the interpersonal
relationships and the quality of life of the patient.

Obturator prosthesis has been proposed to repair palatal defects,
but he relapsed 12 weeks later. After one year, there was a worsening of
the perforation. Some adjustments were necessary to adapt the patient
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Figure 1: Serious septal necrosis with palatal perforation (hard and soft palate) -
Clear View.

Figure 2: Serious septal necrosis with palatal perforation (hard and soft palate).

to the new oral condition; alternatively, a new prosthesis was made
while waiting for a surgical treatment.

Discussion

Diagnosis of CIMDLSs

In conjunction with cocaine use, cocaine-induced destructive
midline lesions (CIMDLs) are defined by the presence of at least
two of the following three criteria (clinical or radiologic evidence):
(1) Septal perforation, and/or

(2) Perforation of the inferior turbinates and/or inter sinus-nasal
septum, and/or

(3) Perforation of the hard palate [3].

Evaluation of a patient with destructive midface lesions should
include an investigation of intranasal cocaine use. Localized ENT
involvement, an inconsistent ANCA profile, and atypical biopsy
findings for WG should be recognized as features of CIMDL [7].

To establish the diagnosis of CIMDL, a series of investigations
including endoscopic, radiological, histopathological and serological
examinations are imperative [4].

The patient has a history of cocaine addiction over 25 years (up to
2 grams inhaled per day).

The ear, nose and throat (ENT) evaluation and radiographic
investigations revealed an oronasal septal perforation with marginal
signs of necrosis, in the middle and the posterior third of the hard
palate, which are common to several other differential diagnoses.

The differentiation of cocaine-induced midline destructive lesions
(CIMDL) and limited granulomatosis with polyangiitis (GPA) may be
difficult. The CIMDL is a pathology that mimics systemic diseases with

positive anti-neutrophil cytoplasmic antibodies (ANCA) [8]. ANCA,
specifically for neutrophil elastase (NE), represent a valuable diagnostic
marker for CIMDL. Wiesner et al. reported high frequency (84%) of
HNE ANCAs in patients presenting with CIMDL [9].

Treatment

Duetothelackofliteraturereports, thereisnosolid dataon successful
management [10]. A multidisciplinary approach is mandatory in the
management of CIMDL, involving dental professionals, maxillofacial
surgeons, and psychologists [11].

The therapy for palatal defects in CIMDL includes both
reconstructive surgery and prosthetic obturators [6].

Cocaine-induced palatal perforations are dynamic and unstable in
size [5].

Initially, the treatment approach may be conservative [12]. The
palatal prosthesis with obturator is a fast and non-invasive option
for patients starting their abstinence period. It will prevent the reflux
during deglutition and will reduce nasal voice improving quality of life
of the patients [13].

In this study, the results of the obturator were initially satisfactory,
but the abstinence did not exceed twelve weeks and with progression
of the disease, the patient was forced to make regular modifications
of the product, with a consequent increase in cost and a decrease in
patient satisfaction. Considering the aggravation of the perforation in
our present case, the surgical approach became effectively the most
adapted alternative to provide comfort to our patient.

There are many surgical techniques in the literature and the
decision on the type of surgical intervention will depend on lesion
location and size, the residual bone support and soft tissue in the
area. Management should also take into consideration other factors
such as the daily dose and duration of cocaine addiction, infections,
general patient conditions and surgeon s preferences [4]. However, it
is only after a suitable interval of abstinence, which will confirm the
patient's engagement, and if the defect stays relatively stable in terms of
dimension over time, that a surgical intervention may be considered;
if not then the reconstructive cover may fail with recurrence of
perforations [6].

Thus, it is essential to advise the patient before the surgical act
about the high probability of relapse, given the unknown state of the
palatal microvascular lesions [14].

In the Di costa et al 2021 study, seven patients had no further
progression of the lesions, and this was related to the quality and
duration of abstinence, while the relapse in the eighth patient was
responsible for the worsening of the perforation [11]. A 6-12 months
drug-free period is generally accepted as valid though others even
suggest 4 years. [15]. Moreover, the association of cocaine addiction
and tobacco smoking may be responsible for a significant decrease in
tissues perfusion [16]; consequently, it is recommended to quit also
tobacco smoking.

Conclusion

The CIMDL is an handicapping disorder with significant impact
on the quality of life of cocaine addicted individuals. CIMDL must be
readily recognized by clinicians to provide appropriate treatment.

Treatment of palatal perforations in CIMDL includes reconstructive

J Addict Res Ther, an open access journal

Volume 13 ¢ Issue 5 « 1000467



Citation: Bouchra H, Meriem EY (2022) Cocaine-Induced Midline Destructive Lesions (Cimdl): Diagnostic and Therapeutic Challenges. J Addict Res

Ther 13: 467.

Page 3 of 3

surgery and prosthetic obturators, the latter successfully improve
symptoms, but long-term efficacy is strongly related to the evolution of
the perforation. Only abstinence can interrupt progression.
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