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Two Cases of Sphenoid Sinus Lesion Causing Visual Loss
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Department of Otolaryngology-Head and Neck Surgery, Ulsan University Hospital,
University of Ulsan College of Medicine, Ulsan, Korea

—ABSTRACT —

Sphenoid sinus is placed deeper than the other paranasal sinuses. Sphenoid sinus is close proximity with critical
structures like carotid artery, optic nerve. Because of this anatomical association, mucocele or sinusitis of sphe-
noid sinus has caused visual disturbance by optic neuritis. Optic neuritis is generally defined as an inflammato-
ry neuropathy of the optic nerve usually associated with infectious, inflammatory, compressive, neoplastic, or
vascular processes. Degeneration or demyelination of the optic nerve occurs and leads to vision loss. We pres-
ent two cases of optic neuritis secondary to fungal sphenoid sinusitis and mucocele. All of cases are treated sur-
gically using the endoscopic sinus surgery and intravenous antibiotics and corticosteroids. (J Clinical Otolaryngol

2011522:111-115)

KEY WORDS : Sphenoid sinus - Visual loss.

oA PAEE SHFos
ol 1xsta Futel A5,
Akt gl olefe s

A .
M54, oS 5 A

s o O

(2011 3¢ 24

12011 39 17¢

12011 49 27d

WAIAA} G, 682-T14 ARFAA] - ks 290-3
Sabdfeta ofshhst eAbtfstay el olulF T
A3} (052) 250—7180 - A4 (052) 2347182
E—mail:jknam0266@naver,com

111

Aok5 S 71 A st AREeler Sakelo] Qs
A9 uu

B Mol RulE Fuko] olsto] 47 2ol
£ 37k ol Aolo] AREE S dEA woR
HgIoLe il Ahodgolut Hul5o] A A T
o] usiA] WA Ao el ol

HAES 4719 HgEol ware o] ofa) Al
AFo] walslo] AlRArAS fuke Sl YA
2 Sarstol RS WAL ARSHULE B
AL A48 S8 2018 AR ol o] £
223} ) mashs voltt,

R |

5 21

404 FABA U 129 A Al M SR



J Clinical Otolaryngol 2011;22:111-115

9 e 33U A AR A A ASE FAR W FEAESS AT F AT AT E Wl A
Aspgieh, 2t Al Ast A 2 A A LatolA  Fhe FAEES s, $E W AFHS HY
T AR E S ARSI, QL QttollA] o] B A ofolA] o5 WESE o] 8ste] rtAlow
A HAF Al oL, ol gltke B B3l Ay AFSk] Aldtul FHARE AlRYSHH o] % FoldEo
wEsld 75 24 1, ASA YA AslA 29 A AlASHA ¢kl vAE Sote Ayt RS
SuAaS st WA o) SoliE fld WEolFe 2dles Al¥ste] Hasdo AR
o HFA v 5o IFAL AL, BAE EE AASAT Alteld A3 S aureus©] 57
AV b7 Wl Solad WA= ookt bAAAMY Sk
Ziat, guf, g Solle Solad glilou, QY FE AT FE2 LAY, 2 AIY Aste &
HAVS W& A8 Fohlar, eksgubatollAl 3+ A Ik, olof ek Fs ] o T 1241 AR
48580l (afferent papillary defect) &7 Bl B 21859 A RO|E Fof(5U7t Methysol 250 mg
ot 2HoA ARt fuls AalsttsE2g Y 25 0 S 5kF 48] AR 3 ARRDE AIRSIAAL, Al At
BT B FAREES Ales o] HEENeH, of H FEHAEARE WY ARSI s 5 1Y A 25
TE2 AFE A SR 2He BYAZIa L B WY H2AE AASRAL e B9l Solad
AL, T A7 SE GG T1 Z2GdelA AAE QLSS RIS AlFHAYS & 5 294 oo Ul
A=, T2 720l LA HEE Blvk(Fig. 1) AAS = QAL e 35U A mAISHAl E21de
W] 9 olohA Akt FulE AielteEYgS RIS = QUdlth s 7Y A HY & F71He
THALR IS W A5 ANBE 2L e Y FEWES siolnh ol AR HIWAA A
FBE 4 TAREE AYEGE dHEH SEFES Al AM e ol Bolad jlsled, Adaird A
RS SFEFF AL T E A 0L A e
Fad FaupFste] WAFsH FHleress T F 19 1 A 012 & oo AHE JuEA=
2iEs Adsgit, 1A dAEsEdAs 2 AR ST

Fig. 1. A : Preoperative coronal CT scan showing a ovoid shaped homogenous density lesion destructing superior
and lateral wall of left sphenoid sinus (arrow). B : Preoperative coronal MR T2-weighted image showing a high signal
density in left sphenoid sinus (arrow).
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Fig. 2. A : Preoperative coronal CT scan showing left sphenoid sinus is filled with abnormal soft fissue density. Walll
thickening of lateral wall of left sphenoid sinus is observed (arrow). B : Preoperative coronal MR T1-weighted image
with enhancement scan showing left sphenoid sinus is filled with heterogeneous intermediate to low signal intensity,

which is extended to left optic nerve canal (arrow).

Fig. 3. Aspegillus fungi are stained with PAS (x40, A. x 1,000, B). Numerous acute-angled brcnchlng hyphae were vis-

ible and hyphae were divided by multiple septae.
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Fig. 4. Postperative coronal MR T1-weighted image with
enhancement scan showing left sphenoid sinus is filled
with heterogeneous signal intensity, which is post op.
hemorrhage, fluid collection (arrow). There was no ab-
normal signal intensity of optic nerve.
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