One Pager on Para Nasal Sinus Aspergillosis

Sinus Mycetoma: It is a non-invasive fungal infection. The most frequently isolated organism is Aspergillosis fumigatus. The patients present with old symptoms of nasal obstruction, unilateral purulent nasal discharge, cacosmia and seldom proptosis. In most patients only one sinus (maxillary sinus) is implicated.  Radiological findings include partial or complete opacification of the sinus, thickening of bony walls and sclerosis or bone destruction. CT scan of the sinus reveals opacification of the involved sinus with flocculent calcifications. The diagnostics points on histopathology are collection of dense, matted fungal hyphae that are lying separate from mucosa. There is neither any evidence of allergic mucin or granulomatous reaction of the sinus mucosa.
Allergic Aspergillosis: It is an allergic fungal disorder seen in immuno-competent patients. The patients may have unilateral or bilateral nasal polyposis and thick yellow to green colored nasal discharge. Radiological findings include bilateral or unilateral polyposis that forms an expansive mass which causes bone destruction. The key histopathological features are allergic mucin containing clusters of eosinophils, charcot leyden crystals and fungal organisms present within the mucin.
Chronic invasive fungal sinusitis: It is a slowly progressive disease. It is seen both in immuno-competent and immuno-compromised patients. The disorder is usually caused by aspergillus. The condition begins as a fungal ball and then becomes invasive perhaps as a result of immuno-suppression. The patients present with previous symptoms of nasal obstruction, unilateral facial discomfort, an enlarging mass or silent proptosis. CT findings show a hyper dense mass with associated erosion of sinus walls.
Comparative chart of CT scan findings:
	Mycetoma
	Allergic Aspergillosis
	Chronic invasive fungal sinusitis

	Opacification of sinus wall with flocculent calcifications
	Evidence of Chronic rhinosinusitis.

Serpiginous opacification of more than one sinus. Mucosal thickening.

Bone erosion. No tissue invasion
	Hyper dense mass associated with erosion of sinus wall


Comparative chart of histopathological findings:

	Mycetoma
	Allergic Aspergillosis
	Chronic invasive fungal sinusitis

	Dense matted collection of fungal hyphae separate from sinus mucosa

No allergic mucin

No granulomatous reaction
	Allergic mucin containing clusters of mucin,Presence of fungal elements within the mucin,
Charcot Leyden crystals
	Profuse fungal growth with localized tissue invasion
Non-caseating granulomas with giant cells


Comparative chart of treatment protocols:

	Mycetoma
	Allergic Aspergillosis
	Chronic invasive fungal sinusitis

	Surgical removal of fungal ball
	Surgical debridement to remove polyps and allergic mucin,

Adjuvant medical treatment:

Oral Itraconazole for four weeks, Repeated courses of oral steroids, Topcal steroids
	Surgcal treatment followed by Amphotericin _B
Itraconazole 100 mg twice daily for a period of twelve months


Fulminant Aspergillosis: It is rapidly progressive disease seen in immuno-compromised patients. It may prove fatal in 50-80% patients. The causative organisms are moulds of mucorales order, including rhizopus and rhizomucor species. Infection can rapidly spread from nasal mucosa and sinus into orbit and brain. The mainstay of treatment continues to aggressive surgical debridement and antifungal therapy. The drug f choice is amphotericin-B (1.0 to 1.5mg/kg per day).
