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Abstract
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Aspergillosis of the nasal and paranasal sinuses is recognized as being second to candidiasis, among opportunistic fungal
infections in immunocompromised patients. However, invasive variant in normal and mildly immunocompromised hosts
is a very rare occurrence. We report a new observation of nasal sinus aspergillosis in its pseudotumoral form.
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INTRODUCTION

The incidence of fungal rhinosinitis is
increasing and the most often criminalized is
aspergillus. However, this condition remains in the
immunocompetent subject. It is characterized by its
invasive pseudotumoral character and the possibility of
complications. in the pseudotumoral form with
destruction of the sinus bone walls, confusing with
tumor lesions. Imaging, in particular CT of the facial
mass, plays an indisputable role in the diagnosis and
assessment of the extension of the various forms of
aspergillary sinusitis. We report in this publication the
case of an invasive nasal aspergillosis pseudo-tumor
form in a young patient immunocompetant.

CASE REPORT

A 24-year-old male was admitted in the
Department of Otorhinolaryngology, Head and Neck
Surgery, Ibn Sina University Hospital, Rabat, Morocco
in august 2019 for total right nasal obstruction
progressively evolving for about 6 months,
exophthalmia grad 2 and intense headache, Patient
history revealed no systemic diseases and no previous
sinonasal surgery; The patient showed no evidence of
immunosuppression after biologic investigations. The
clinical endoscopic examination found a inflammatory
mucosa; right purulent anterior rhinorrhea; with pus
from medium meat; the cervical palpation found no
palpable lymphadenopathy; a CT scan and MRI of the
nasal sinuses and skull was ordered. they showed
invasive aspergillary rhinosinusitis with intraorbital
extension and doubt about cranial extension (Fig 1).
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The patient underwent endonasal surgery(“) in
the presence of a team of neurosurgeons with our orl
team; Purulence (Fig 2) was observed during the
operation. A biopsy (Fig 3) was performed immediately
and histopathology examination revealed Aspergillus
species. The patient was administered fluconazole after
surgery. Post-operative  neurological —examination
showed obvious improvement of headache, vomiting,
vision, and diplopia. Post-operative images indicated
the resection of the mass. Examination after a follow-up
period of 12 months showed no clinical symptoms, and
no additional therapy was required.

Fig 3

DiscussIiON

Fungal infections of the paranasal sinuses need
to be recognised in order to avoid significant mortality
and morbility. Suspicion can arise in cases of purulent
rhinosinusitis which do not respond to two or more
courses of antibiotics, and on the basis of radiological
features. Most invasive aspergillosis is caused by A.
fumigatus (80-90%); A. flavus (5-10%), A. niger (1-
5%) and A. terreus (1%) are less common [4].
Aspergillus fumigatus is the most common organism in
2 immunocompetent patients too. Predisposing factors
i;ig 2 that promote fungal infections in the sinuses include

polyps and stagnant secretions besides other factors like
neutropenia,  inappropriate use of antibiotics,
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immunosuppressive drugs, corticosteroids, uncontrolled
diabetes mellitus, human immunodeficiency virus
infection, trauma, burns, and radiation therapy [6].
Invasive aspergillosis is a major cause of death in
immunosuppressed patients, particularly following
hematopoietic cell transplantation. The clinical
presentation is closely related to the form of rhino-
sinusitis dominated by nasal obstruction, headache,
rhinorrhea. Elsewhere, other less common signs
(epistaxis, visual or neurological complications) can in
some cases reveal the disease. Aspergillosis should be
suspected in patients with refractory or recurrent
sinusitis. Invasive aspergillosis originating from the
nose and paranasal sinuses can cause an intra-orbital
and intra-cranial growth mainly along the skull base
and larger vessels. If the orbit becomes involved,
additional symptoms may include blurred vision,
gradual loss of vision, chemosis and proptosis. The
infection can also extend locally into the vasculature
and the brain, leading to cavernous sinus thrombosis
and a variety of central nervous system manifestations
[7]. Intracranial and intraorbital extension decrease the
survival rate and increase surgical morbidity. Both
magnetic resonance imaging (MRI) and CT scan can
help to establish a diagnosis of invasive fungal sinusitis.
Opacity of the sinus with or without destruction may be
demonstrated in the invasive form. Although bone
erosion and extrasinus extension are the classic CT
findings highly suggestive of invasive fungal sinusitis,
these are usually found late in the course of the disease;
the most common early sign is severe unilateral nasal
cavity mucosal and soft tissue edema .Bone
involvement and erosion is more delineated on CT,
while soft tissue extensions, vascular invasion and
cavernous sinus involvement are more appreciated on
MRI [1]. Clinicoradiological findings can be misleading
as the lesions are locally destructive and mimic a
neoplasm. Biopsy is necessary to establish the
diagnosis. Hyphae are typical and specific for each
fungus; Mucor presents large, broad non-septate hyphae
with right-angle branching, and Aspergillus shows
septate hyphae that branch at 45° angles. The histology
should be specific as to whether there is mucosal
involvement (invasive) or the mucosa is intact (non-
invasive disease). Fungal cultures on Sabouraud’s
dextrose agar are needed to confirm the diagnosis.
Management of invasive aspergillosis therapy is still
controversial and depends on several factors such as the
nature of the disease, host immunity and degree of
tissue invasion. Response to treatment depends on early
diagnosis and initiation of antifungal therapy
augmented by surgical debridement.  Surgical
debridement of abnormal tissue in the sinus is
recommended for pharmacological therapy to reach the
infected area. Surgery may improve the control of
fungal disease and patient survival. The Infectious
Diseases Society of America (IDSA) released updated
guidelines for the treatment of invasive aspergillosis in
2008. Voriconazole (broad-spectrum triazole) has now

become the drug of choice for invasive aspergillosis [9].
This is due to a better tolerance, increased efficacy
(with a greater likelihood of a complete or partial
response), improved survival (with a lower mortality
rate), and significantly less toxicity when compared
with amphotericin B [10]. Only a few case reports have
described the clinical course of invasive fungal sinusitis
treated with voriconazole. The duration of therapy
depends on several factors such as the location of the
infection, the patient’s underlying disease and the need
for further immunosuppression, and the response to
therapy. For most patients, antifungal therapy will
continue for months or even years in some cases.
Regular post-operative follow-up is recommended in all
the cases with CT scan and nasal endoscopy every 3-4
months. Early diagnosis of recurrent disease requires
prolonged systemic antifungal chemotherapy.

CONCLUSION

Pseudo tumoral invasive aspergillosis is a
pathology rare and potentially serious. Evolution is
unpredictable and the prognosis depends mainly on the
earliness of the diagnosis and the speed of treatment.
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