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A Case of Malignant Otitis Externa caused by Aspergillus
in Hemodialysis Patient

Hun Po Cho, MD', Shin Won Lee, MD?, Sung Hee Kim, MD, PhD' and Eun Jung Lim, MD'

'Department of Otolaryngology-Head and Neck Surgery, *Internal Medicine, Daegu Fatima Hospital,
Daegu, Korea

—ABSTRACT —

Malignant otitis externa (MOE) is an aggressive and fatal disease that can spread along the soft tissues and
skull base. In most case, it is caused by Pseudomonas aeruginosa, and fungus is rarely involved. The clinical fea-
ture of fungal MOE is very similar to that caused by bacteria, and the diagnosis is only confirmed by deep tissue
biopsy, not by swab culture. Therefore, the diagnosis is often difficult to establish. In individuals who initially do
well on antimicrobial therapy but subsequently recrudesce or who are unresponsive to appropriate antimicrobial
treatment, clinician’s suspicion of fungal MOE is important not to delay the definite treatment. We experienced a
case of 70-year-old man on hemodialysis treatment, who had severe right otalgia and headache for several
weeks. He initially did well on antimicrobial treatment but subsequently experienced recrudescence. Through
deep tissue biopsy, he was diagnosed as fungal MOE. (J Clinical Otolaryngol 2013;24:94-99)
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Fig. 1. Inifial temporal bone computed tomography. Right ear canal is filled with soft fissue mass containing calcific
density (A) and mild cortical bony erosion is noted (B, arrow). Compared to ear canal, middle ear space and mastoid
are clear relatively, and cortical bone around petrosphenoidal fissure is intact (B).
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Fig. 2. Follow-up temporal bone CT scan taken after Tmonth empirical antibiotic treatment (A, B). Compared fo initial
temporal bone CT scan, the middle ear space, attic, mastoid and petro-sphenoidal fissure area are filled with soft fissue
density in spite of Tmonth antibiotics therapy. In brain magnetic resonance imaging, involvement of subtemporal area
in right side is noted (amrow). In Technetium 99 m bone scan (D), during blood pooling phase, there was no abnormal
blood flow in right ear. On the contrary, in delayed phase, focal intense tracer uptake was noted in right tfemporal bone

areq, suggesting chronic osteomyelitis.
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Fig. 3. Histopathology of granulation tissue. Blopsy specimen demonstrates tissue invasion of numerous fungal hyphae
(H&E x 400)(A). Gomori methenamine silver (GMS) stain shows numerous spores and hyphae displaying acute angle
branching consistent with Aspergillus species (GMS x 400)(B).
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