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Aspergillus sinusitis
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Summary
Since 1969, 79 cases of fungal maxillary sinusitis have
been diagnosed. Forty-nine were due to Aspergillus
fumigatus. There were no underlying diseases which
depressed cellular immunity and no patient was
receiving immunosuppressive drugs or corticosteroids.
Most patients had received antibacterial therapy
before the appearance of FMS. Treatment was by
surgery, nystatin and econazole.

Clinical features
The symptoms of fungal maxillary sinusitis (FMS)

resemble those of chronic bacterial sinusitis although
in the 79 cases diagnosed by the authors the site of
infection was confined to one side. Other features
included unilateral nasal obstruction, unilateral
purulent secretion on blowing, sometimes accom-
panied by epistaxis, nasal irritation and sneezing,
sometimes with the expulsion of caseous or pseudo-
membranous exudate, and unilateral headache.
Intracranial complications and signs of molar bone
and orbital exteriorization were not noted.

Radiological examination usually revealed shadows
in the sinus cavities and sometimes showed evidence
of bony necrosis or calification of the cavity contents.

Systematic sinuscopy and surgical exploration
enabled the authors to distinguish 3 clinical types,
which appear to be progressive stages of FMS: one,
a muco-purulent stage; two, a budding and/or
caseous stage; three, a pseudo-tumorous stage.

Mycology
The following fungi were isolated: Aspergillus

fumigatus, 42 cases; A. niger, 3 cases; A. flavus, one
case; Aspergillus spp., 3 cases.

TABLE 1 Clinical forms related to Aspergillus spp. in FMS

No. of Fungi isolated
cases A. A. A. Asper-

Clinical fumi- niger flavus gillus
forms M F Total gatus sp.

Muco-purulent
stage 10 8 18 16 - - 2

Budding and
caseous stage 4 6 10 8 1 - 1

Pseudo-tumorous
stage 15 6 21 18 2 1

FIG. 1. X-ray showing a shadow in the sinus cavity, with
some signs of osteolysis and calcification of the cavity
contents.

Mucosal biopsy of necrotic tissue from 31 patients
revealed the presence of fungal elements, thus con-
firming the diagnosis.

Treatment
Eleven patients with muco-purulent, budding or
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FIG. 2. Sinuscopy shows the pseudotumorous type of Aspergillus sinusitis.

FIG. 3. Biopsy of pathological mucosa: filaments are visible in necrotic mucosa.

caseous form ofFMS were treated by sinus puncture,
and therapy was started with daily sinus irrigation;
this was followed by twice-weekly irrigation for 2-3
weeks, using a suspension of nystatin in a concentra-
tion of 100 000 u./ml.

Thirty-eight patients received daily irrigation with
1%o solution of econazole base for one week, fol-
lowed by twice-weekly irrigation for 2 weeks; this
therapy was successful in all forms of FMS. Patients
with the pseudotumorous form of FMS underwent
surgery by the Caldwell-Luc-Lima procedure, fol-
lowed in the postoperative period by twice weekly
irrigations for 2 weeks with either econazole solution
or nystatin suspension.
Recovery followed in each patient, and only one

relapse was noted in the group treated with nystatin;
this patient responded rapidly to a second course of
irrigation with econazole solution. The response in
all cases was monitored by clinical and mycological
studies for one to 2 months.

Discussion
FMS is generally regarded as a nosological entity,

although there is some debate about this. Schubert
(1855) described the rapid onset of this condition as
being sometimes within a few days; in contrast, the
authors have observed cases showing chronic
development over months or even years. Although
the existence of acute FMS is undeniable, they con-
sider that the disease is fundamentally a secondary
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complication of a primary bacterial infection
(Taillens, Grigoriu and Font, 1970). Arnaud, Pasle
and de Angelis (1957) suggested that 2 factors are
essential for the development of FMS: firstly, a
lowered resistance of mucosal tissue caused by
chronic bacterial sinusitis, frequently complicated by
polyps; secondly, the adaptation of the infecting
fungus to existence in a host whose bacterial flora
has been eliminated.

There is a third factor which seems important to
the authors, namely that mechanical obstruction of
the nasal and/or sinus cavity prevents adequate
drainage. The clinical presentation of Aspergillus
sinusitis is not pathognomonic: Iwamoto, Katsura
and Fujimki (1972), Taillens et al. (1970), Grigoriu,
Bambule and Delacretaz (1975), Grigoriu and
Bambule (1976), Bambule, Grigoriu and Savary
(1978) have all pointed out the need for a differential
diagnosis for sinus cavity tumours.
Immunological and skin tests are of no value in

the diagnosis of FMS; neither are serological tests
of help, because these are positive in 90°o of cases
and have been shown by Piquet, Massol and
Pilliaert (1971) to be non-specific.
The diagnosis of FMS must differentiate it from

chronic bacterial sinusitis, tuberculous sinusitis and
especially from tumours of the sinus cavity. The
chronic development, resistance to anti-bacterial
agents and the unilateral nature of the infection, as
well as the features mentioned earlier, all suggest a

diagnosis of FMS. This can be confirmed by myco-
logical investigations supported, where necessary, by
histological examinations.

Effective therapy can be achieved by daily sinus
irrigation with either a nystatin suspension or
econazole solution. Surgery may be necessary
especially in patients with the pseudotumorous
form.
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