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A Case of Chronic Invasive Fungal Sinusitis after
Endoscopic Sinus Surgery for Chronic Rhinosinusitis
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Fig. 1. Initial preoperative paranasal
sinus computed tomography (CT) find-
ings. Axial (A) and coronal (B) CT im-
ages show soft tissue density in both
ethmoid sinus and maxillary sinus.

Fig. 2. Preoperative endoscopic and
paranasal sinus computed tomogra-
phy (CT) findings. Endoscopic find-
ing of right nasal cavity shows necro-
tic inflammation and mucopurulent
discharge in the right lamina papyra-
cea (A). Axial (B) and coronal (C) CT
images show soft tissue density in the
right ethmoid sinus extending into or-
bit through defective lamina papyra-
cea. The soft tissue density in the right
maxillary sinus is also noted.

Fig. 3. Preoperative orbit magnetic
resonance (MR) images. MR images
show ill-defined right ethmoid sinus
lesion extending to medial and pos-
terior portion of right orbit with low sign-
al intensity on T2 weighted image (WI)
and diffuse enhancement on post-
contrast T1WI. Axial T2WI (A). Axial
gadolinium-enhanced T1WI (B). Cor-
onal T2WI (C). Coronal gadolinium-en-
hanced T1WI (D).
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Fig. 4. Histopathologic findings of
| chronic invasive fungal sinusitis. Th-
- ere are many inflammatory cells, ne-
crotic debris, and fungus with septate
hyphae (H&E stain, x400)(A). Peri-
odic acid-Schiff staining shows As-
pergillus fumigatus with septate 45
degree branching hyphae (x400)(B).

Fig. 5. Endoscopic and orbit magnet-
ic resonance (MR) images at 4 months
after treatment. Endoscopic finding of
right nasal cavity shows no inflamma-
tion (A). MR images show much de-
creased ill-defined right ethmoid si-
nus lesion extending to medial and
posterior portion of right orbit with low
signal intensity on T2 weighted image
(WI) and diffuse enhancement on pos-
tcontrast T1WI. Axial T2WI (B). Axial
gadolinium-enhanced T1WI (C). Cor-
onal gadolinium-enhanced T1WI (D).
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