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Abstract

Malignant external otitis manifests as a painful inflammation of the external ear canal, associated with purulent otorrhea and granulation
a polyp, MEO is a rare infection of the temporal bone primarily affecting elderly patients and diabetics or immunocompromised individuals. We
present a rare case of Fungal malignant otitis externa with facial nerve palsy where formal tissue sampling revealed the diagnosis and the patient
was successfully treated with voriconazole
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Introduction

Malignant external otitis (MEO) manifests as a painful
inflammation of the external ear canal, associated with purulent
otorrhea and granulation polyps, MEO is a rare infection of the
temporal bone primarily affecting elderly patients and diabetics
or immunocompromised individuals, which may have dismal
prognosisiftreatmentis not promptand adequate. Pseudomonas
aeruginosa is responsible for almost all cases, although a few
cases may be due to other microorganisms [1-3], Aspergillus
species and Candida albicans. There are few cases reported of
fungal MOE. We present a case of fungal malignant otitis externa
complicated by a facial nerve palsy that proved very difficult to
achieve a formal diagnosis

Case

\ J

In 2015, a 65-year-old insulin-dependent male with diabetes [~ h
presented to our hospital complaining of otalgia and otorrhoea .-
lasting for 2 weeks. On examination, the right ear canal was full
of purulent secretion, oedematous and occupied by extensive
granulation tissue, the tympanic membrane was hyperaemic and
thickened. Ear discharge was cultured for bacteria and mycosis
with isolation of P. aeruginosa, CT imaging demonstrated a left
skull base osteomyelitis (Figure 1). Treated over a period of

b “
three weeks with oral and topical ciprofloxacin and control of 458 - ! \
diabetes, but when still on treatment, he developed right facial Fi 9: Right Faci I NI“ Bl o v
nerve palsy grade V (House-Brackmann) (Figure 2). L igure 2: Right Facial Nerve Palsy Grade V. )
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The right ear canal was full of purulent secretion, oedematous
and occupied by extensive granulation tissue, CT and MR imaging
demonstrated a left skull base osteomyelitis with involvement
of the temporal bone and extension to the clivus and facial and
neck tissue Tissue biopsies were taken directly from granulation
tissue and, in contrast to the previous microbiology, Aspergillus
flavus was isolated. Treatment was commenced with intravenous
voriconazole for 1 month, followed by subsequent conversion to
oral voriconazole. The previous treatment with ciprofloxacin
was continued, within a month of commencing antifungal
therapy, we realize a meatoplasty with mastoidotympanoplasty
to remove the infected and necrotic tissue, after 2 month
of traitement facial palsy resolved completely and he was
discharged from clinic pain-free with an otoscopically normal
canal. Oral voriconazole therapy was continued for 12 months
after resolution of symptoms.

Discussion

Cranial nerve palsies are frequently seen in fungal MOE
[4]. However, many reported cases have not demonstrated a
significant improvement following treatment, possibly due to
the delayed isolation of the pathogen and initiation of antifungal
treatment. Halsey et al. [4] reported the presence of facial nerve
palsy in 75% of patients with Aspergillus infection, compared
with only 34% in MOE due to Pseudomonas , the infection
spreads through the fissures of Santorini, small perforations in
the cartilaginous floor of the external auditory canal, and then
medially until it reaches the skull base [5]. Here, it causes bony
destruction, the facial nerve being most commonly affected
due to the proximity of the stylomastoid foramen to the ear
canal. The presence of facial nerve palsy has been suggested
to represent a poor prognosis in patients with MOE along with
coexisting immunosuppression [6].

Fungal infections are generally more invasive than bacterial
disease, all the other clinical and radiological features,
including survival, are similar [2,3,7]. Thus, even the isolation
of Pseudomonas from aural discharge may be not sufficient or
specific enough to distinguish between the two forms, Aspergillus
is also frequently isolated from external auditory canal smears
and diagnosis of fungal MEO should be based on histopathologic
confirmation on deep tissue biopsy or isolation from blood
cultures or fistula exudates [8]. No diagnostic conclusions can be
drawn from single positive cultures from the external auditory
canal or from middle ears with chronic perforations [8].

The Aspergillus identified in our patient was isolated on deep
tissue specimens, Voriconazole is currently recommended as
first line treatment in cases of invasive aspergillosis [9], and its
use is increasing since its launch in 2002. The intravenous form
is recommended for use in systemically unwell patients, the oral
form being reserved for those who are stable or have improved
following initial intravenous treatment. Voriconazole is widely
distributed throughout tissues and in its oral form, is not usually
associated with worsening of renal function. This is particularly
important as it is often patients with comorbidities affecting
renal function such as diabetes, who develop aspergillosis MOE
and therefore require treatment with voriconazole.

Conclusion

In addition to aural swabs, biopsy of tissue from the external
auditory canal is very important to obtain early confirmation
of a fungal pathogen thereby allowing timely treatment to be
commenced.
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