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Aspergillosis of the Sphenoid Sinus
William G. Lavelle, MD

A spergillosis of the sphenoid si
nus as an isolated disease pro

fess in an otherwise healthy person 
is quite rare. A  total of 13 cases of 
isolated sphenoid sinus aspergillosis 
have been reported in the literature 
since 1891.1 In 1977, Miglets and 
Saunders2 reported two cases of 
aspergillosis of the sphenoid si
nus. They indicated that only four re
ports of isolated sphenoid sinusitis 
were known prior to 1977. Of those 
four, three had fatal consequences. 
Strohm3 presented an additional 
case, in 1982, describing a patient 
who developed aspergillous menin
gitis following sphenoid surgery, but 
fortunately recovered.

The Aspergillus fungus is of the, 
Aschomycetes class that can be 
found throughout the world. Its 
spores are common contaminants of 
the respiratory tract, making asper
gillosis the most common fungal in
fection of the paranasal sinuses.4 Ac
tual aspergillous infections of the 
paranasal sinuses can arise in one of 
two ways: as a localized granuloma
tous process that mimics chronic 
bacterial sinusitis or in a much more 
aggressive manner. The latter is a
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destructive process more akin to ma
lignancy, and often the result is loss 
of normal tissues with bony erosion 
and invasion of contiguous struc
tures. We recently treated a case of 
isolated aspergillosis of the sphenoid 
sinus that was managed surgically 
with a satisfactory outcome.

Case Report
An otherwise healthy 60-year-old 

woman had the chief complaint of a 
“foul odor” in her nose, present for 
approximately two weeks. She de
nied any history of fever or chills, re
cent upper respiratory-tract infec
tion, or mechanical injury to her 
nose or sinuses.

She did note that three years prior 
to her visit she had seen an otolar
yngologist for a “sinus condition” and 
“nasal congestion.” She was treated 
empirically at that time with decon- 
gestant-antihistamine therapy and 
indicated that “a wire” was placed in 
her nose to further treat her sinuses. 
During the intervening three years 
she had been asymptomatic. She 
also noted an occasional mild occipi
tal headache, but gave no history of 
particular pain in the region of her 
paranasal sinuses.

She denied any hobby or indus
trial exposure to toxins or unusual 
environmental circumstances. She 
was from the northeastern US and 
had not traveled recently to any

areas of unusual climate. Her I 
history and review of systems 
noncontributory.

Physical examination of the 
nose, and throat was basically wi 
normal limits, with the exceptio 
a small amount of mucoid dark! 
terial in the left sphenoethmoid 
cess that was evident Moil 
shrinkage of her nasal mucosa wi; 
decongestant spray. No polyps 
gross anatomic abnormalities of 
nose were noted.

Radiology
Sinus films revealed opacilicau 

of the left sphenoid sinus. The w 
of the sinus appeared sclerotic, a| 
the sinus itself seemed to be fiL 
with a soft-tissue density (Figure | 
The remainder of the paranasal?- 
nuses appeared normal. These fi!| 
ings confirmed a clinical impresŝ  
of chronic left sphenoid sinusitis. |

Clinical Course
The patient was taken to the op

erating room, where a left extei 
ethmoidectomy incision was use a  
perform an external ethmoidectoij® 
and sphenoidotomy. Thickened P° S 
poid material was present in the F I  
terior ethmoid cells, and the re^ .  
of the olfactory groove appeal Jj 
have necrotic material, ® e. Jf 
sphenoid sinus was opened ' '^ g *  
Kerrison nongeur. The entu-®
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Figure 1. Sinus radiograph demonstrating sclerosis o f  the walls o f  the sinus, with the 
sinus itself full o f  soft tissue density.

Figure 2. H ematoxillin-eosin stain demonstrates a fungus ball within respiratory mu
cosa (x 50 before 70% reduction).

wall of the sinus was rem ov||» 
polypoid, foul-smelling, bro^l 1 | 
contents were excised in their® jt 
tirety. The bony walls a p p e a l 
be intact and no erosion was f jf l  
After complete stripping of thJ| 
cosal and polypoid tissue from t]f|| 
nuses, the wound was closed ext! 
nally after the defect was pac|j 
with iodoform gauze covered v| 
aureomycin ointment. Packs »§  
removed on the fourth postoperatfj 
day. The patient was clischarff 
from the hospital without antibiof 
therapy and was then followed in ol' 
office. Her subsequent convalesf 
ence was unremarkable.

Pathology
Histologic sections from the sinif 

specimens demonstrated aspergillus 
(Figure 2). Typical septate hypll 
with acute angulation were confir| 
matory for aspergillosis (Figure 3),

Discussion
Aspergillosis is the most common'; 

fungal infection of the paranasal sif 
nuses.3,4 The first clinical report of 
sinus mycosis is reported to be byJ 
Hemu and Plaingaud in 1791;5 Ar- 
nico is believed to have been the fMjj 
to have described aspergillosis of the: 
maxillary sinus, in 1890.6 The patho-| 
genesis of fungal involvement of the 
paranasal sinuses is unclear, al
though, in general, mycotic spores 
are inhaled and then most commonly 
involve the ethmoid and maxillary si
nuses. Some authors7 feel they be
come pathogenic under anaerobic 
conditions when the affected sinus 
ostium is occluded. Hora8 classified 
the sinus mycoses into invasive an 
noninvasive types. The case Pre' 
sented in this report is an example 0 
the noninvasive type of infection. A 
the present time Aspergillits f ur)l̂  
gatus accounts for approximately y

Figure 3. Meth 
tion, which is c

percent of a 
nuses.2

Apparentl; 
between asp 
and the moi 
monary aspc 
trates the 
with a verj 
with no evi( 

, ondary to a 
| ical therapj 
I of an Aspe' 

tient has 1 
than five y 
enteration 
medical th< 
objectively 
recurrent c

Aspergi 
is quite ra 
disease i 
Wealthy p< 
isolated s 
have beei 
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iFigure 3. Methionine-silver stain demonstrates the septate hyphae with acute angula
tion, which is characteristic o f the Aspergillus fungus (x 50 before 70% reduction).

tpercent of aspergillosis in the si
nuses.2

^•Apparently no correlation exists 
b̂etween aspergillosis of the sinuses

most con|H  and the more common bronchopul-
' Btonaiy aspergillosis. Our case illus

trates the possibility of a patient 
.with a very benign clinical history 
rWith:no evidence of debilitation sec- 

a systemic disease or med- 
jjjKfl therapy, yet with development 
'̂ ■^^pergiU us sinusitis. Our pa- 
j|j||rt has been followed for more 

years. A wide surgical ex- 
obviated the need for 

B w s. therapy, leaving our patient 

» « £ * * * *  free ot

journal

the paranasal sinuses arise in one of 
two ways: as a localized granuloma
tous process that mimics chronic 
bacterial sinusitis, or in a much more 
aggressive manner. We report our 
experiences in surgically treating a 
case of isolated sphenoid-sinus as
pergillosis with a satisfactory out
come. □
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