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A Case of Allergic Fungal Sinusitis Misdiagnosed
as Isolated Bacterial Sphenoiditis

Tae Jung Park, MD', So Hee Choi, MD', Hyeongsin Lee, MD’ and Tae Young Jung, MD'

'Department of Otorhinolaryngology, Maryknoll Medical Center, Busan, and
’Department of Otorhinolaryngology-Head and Neck Surgery, Kosin University College of Medicine, Busan, Korea

—ABSTRACT —

Allergic fungal sinusitis is clinicopathologically defined as a benign, noninvasive variety of fungal infection.
The most common involving sinus in the allergic fungal sinusitis is the maxillary sinus, followed by ethmoid si-
nus. On the other hand, sphenoid sinus is only occasionally affected. Solitary involvement of the sphenoid sinus
is a relatively uncommon variety. Because of the anatomical location of the sphenoid sinus, the nasal airflow to
be directed below the ostium, few bacteria or inhaled irritants are carried to the sinus. The most common pre-
senting symptom is headache, which is not specific. Therefore once sphenoid sinus is encountered disease entity,
it is often difficult to clinically establish the correct diagnosis. We present a case of allergic fungal sinusitis misdiag-
nosed as isolated bacterial sphenoiditis which were successfully treated with transnasal endoscopic sphenoidot-
omy followed by systemic and topical steroids and saline irrigation. (J Clinical Otolaryngol 2015;26:263-267)

KEY WORDS : Sphenoid sinusitis - Aspergillus -

Allergic rhinitis - Headache.
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Fig. 1. Soft fissue of the right sphenoid sinus showed a low signal intensity on the axial T1-weighted MRI (A) and a low

to intermediate signal intensity on the coronal T2-weighted MRI (B).

Fig. 2. Preoperative non-enhanced axial (A) and coronal (B) CT scans demonstrating opacification of the right sphe-

noid sinus and mucosal thickening in the posterior ethmoid sinus.
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Fig. 3. The light gray material in the right sphenoid sinus
is a thick, sticky, tenacious goo.
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Fig. 4. Histologic finding demonsfro’res Charcot-Leyden crystals (white arrow) and eosinophils (H&E stain, x200) (A)
and long dichotomously branching, septated fungal hyphae (GMS stain, x400) (B).
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