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A 30-year-old immunocompetent male presented with progressive painless proptosis with double vision and no visual loss. The patient
had a mass lesion in the lateral part of the orbit infiltrating the lateral rectus on computed tomography. Lateral orbitotomy was done and
the mass was biopsied revealing it to be aspergillosis. The patient was put on intravenous amphotericin B but did not tolerate it and was
therefore started on voriconazole. There was a complete resolution of the symptoms with voriconazole.

INTRODUCTION

Isolated invasive orbital aspergillosisinimmunocompetent
healthy individuals is an uncommon entity with no cases
reported in the English literature so far. Most of the reported
cases are secondary to the involvement of the paranasal
sinuses.® The commonest presenting symptom is painless
progressive proptosis and is associated with high degree of
morbidity and mortality. We here present one such case
that presented to uswithisolated orbital invasive aspergillosis
in our ingtitute.

CASE REPORT

A 30-years-old male presented to the out patient department
of Fortis Hospital, Mohali, Punjab, India with the chief
complaints of painless and progressive forward protrusion
of theright eyeball of 8 months duration. The protrusion of
the eyeball was associated with double vision of 2 months
duration in lateral gaze. There was no visual deterioration.
There were no associated nasal complaints in the form of
obstruction, epistaxis, nasal discharge, and anosmia. The
examination revealed mild deviation of the nasal septum
towards right side with normal appearing middle meatal
mucosa. There was axial proptosis with restricted
extraocular movements in the lateral direction. The visual
acuity was normal. Fundus examination was normal. The
patient was subjected to contrast enhanced computed
tomography (CECT) of the paranasal sinuseswhich showed
minimally enhancing lesion in theintraconal portion of the

right orbit lateral to the optic nerve and infiltrating lateral
rectus. It was extending to the superior orbital fissure and
theorbital apex regionwith nointracranial extension (Fig. 1).
The patient was subjected to biopsy by lateral orbitotomy
approach as there was no sinus component of the lesion.
The histopathology revealed it to be invasive aspergillosis.
The patient was subjected to a battery of tests for his
immunological status. He was negative for viral markers
for HIV, HBsAg, HCV and was not found to be diabetic.
Nitrozolium blue test was negative. His CD4 count was
detected to be on the lower side of normal but was found to

Figure 1: Axial section of the orbit showing lesion in the lateral part
of the orbit displacing optic nerve and infiltrating lateral rectus
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be idiopathic. Fungal serology was positive for Aspergillus
fumigatus. The patient had a normal vision and there was
no intracranial extension of the lesion hence was subjected
to intravenous conventional amphotericin in a dosage of
1 mg/kg/day. The proptosis started to respond but the patient
started having derangements of the renal parameters so he
could only be given a cumulative dosage of 1 gm. He was
evaluated with the help of radiology (CECT) showing good
response (Fig. 2). There was total resolution of diplopia
and marked improvement in proptosis. Then he was
subjected to oral voriconazole in adosage of 6 to 8 mg/kg/
day for aperiod of 6 months and there was total resolution
of proptosis. There were no magjor adverse effects of oral
voriconazole. Radiology revealed lesionin the samelocation

—

Figure 2: Axial section of the orbit showing lesion in the lateral part of
the orbit displacing optic nerve and infiltrating lateral rectus with
reduction in the lesion following amphotericin B
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though markedly reduced in the size (Fig. 3). The funga
serology was repeated that showed reduction in the value
by more than four fold. The patient is still on follow-up and
after two years of therapy is disease free.

DISCUSSION

Invasive aspergillosis is a well-known entity in
immunocompromised patients, with the primary risk factors
being neutrophil defectsand corticosteroid use.*

Other predisposing factorsincludeHIV infection, diabetes
mellitus, use of prosthetic devicesor trauma, hematological
malignancies.* Rarely hasinvasive aspergillusinfection been
described in immunocompetent patients.>®

Thediagnosisisestablished by histopathology. Mauriello
et al,” Austin et al,2 and Heier et al® reported patients that
required a second biopsy, and there are cases where the
diagnosis was made at autopsy.*'%! If diagnosis is not
made on first biopsy and suspicion is high for the fungal
pathology, a second biopsy should be performed. The
diagnosis was established after biopsy inour patient.

Fungal serology is a useful aid in establishing the
diagnosis but it is positive in only 60% of the cases. It was
found to be positive in our case. The main role liesin the
follow-up of these cases when the biopsy and the radiology
may be inconclusive but a raised titer four times or more
makes it strongly suspicious for either the residual or the
recurrent lesion. Radiological findings were typical for the
invasive fungal sinusitis.

The disease spreads to adjacent structures like cranial
cavity through focal bony erosion or even through vessel
walls, causing compromise of the function in the form of
double vision or loss of vision as was seen in our case and
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Figure 3: Axial section of the orbit showing lesion in the lateral part of the orbit displacing optic nerve and infiltrating
lateral rectus with marked reduction following voriconazole

54

- JAYPEE
©



Isolated Orbital Aspergillosis in an Immunocompetent Patient

is in accordance with the literature. The prognosis of
invasive orbital aspergillosisis significantly worse than the
noninvasiveformsof sinusaspergillosis,*>*3 likely because
of penetration of bone and blood vessel walls, which often
cannot be eradicated by surgery given the anatomic location
where drug penetration may also be worse. So far the
literature mentions a survival rate of around 30%.

The treatment modalities for invasive fungal sinusitis
have been desribed by many authors.***® There is no
definitive treatment protocol described for such clinical
entity. We, in view of the normal vision and no intracranial
extension considered aconservative management intheform
of intravenous amphotericin followed by oral voriconazole
in this case and had total clinical response suggested by
resolution of the symptoms and radiological reduction in
the lesion size with more than four fold decrease in the
values of fungal serology. This case also highlights the
efficacy of oral voriconazole in the cases of invasive
aspergillosis.
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