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Blindness Secondary to Sphenoid Fungus Ball
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‘Department of Otorhinolaryngology, Gyeong-Sang National University Hospital, Chinju, and
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ABSTRACT

The close vicinity of the optic nerve to the sphenoid sinus may cause visual loss in the sphenoid fungus ball. We present a case
of blindness secondary to sphenoid fungus ball without any evidence of orbital invasion in imaging studies. A 61-year-old man,
suffering from uncomplicated diabetes, was referred for right visual loss that developed 1 day ago. He perceived hand motion on
the right. CT and MRI revealed a fungus ball in the right sphenoid sinus. However, there was no evidence of orbital invasion.
Endoscopic sphenoethmoidectomy was performed to remove the fungus ball. Systemic mega-dose steroid and amphotericin B
were started because he lost the light perception 3 days after surgery. Biopsy revealed aspergillus fungus ball and no evidence
of mucosal invasion. However, blindness was not reversed. Evidence of orbital invasion in imaging diagnosis is elusive in sphe-
noid fungus ball; therefore, systemic antifungal treatment should be initiated and early endoscopic sphenoidotomy should be
performed in case of rapidly progressing visual loss, especially in diabetic or immunocompromised patients. Mega-dose steroid
therapy for optic neuropathy should be selective because it may aggravate underlying systemic diseases to cause early termina-

tion of systemic antifungal treatment.
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Fungus ball -

Sphenoethmoidectomy.
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Fig. 1. Nasal endoscopy. Small polyps are localized in the right
sphenoethmoidal recess.

Fig. 2. Preoperative contrast-enhanced
CT scan shows. sphenoethmoid recess
and the sphenoid sinus on the right side
are obliterated with opacity and hyper-
dense foci are localized in the right sp-
henoid sinus. There is a small bony de-
hiscence or erosion on the lateral wall

of the right sphenoid sinus. J
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Fig. 3. Preoperative MRI. A : T1-weight-
ed enhancement axial image. B : T2-
weighted axial image. The enhance-
ment images show linear mucosal en-
hancement in the right sphenoid sinus.
However, there is no clear enhance-
ment in the orbital apex and the cav-
ernous sinus.

Fig. 4. Postoperative MRI. A : T1-weight-
ed enhancement axial image. B : T2-
weighted axial image. T1-weighted en-
hancement image show ill-defined en-
hancement into the orbital apex
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