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Case report

A fatal case of disseminated mucormycosis in an immunocompetent
patient post traumatic injury
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A B S T R A C T

Mucormycosis, is an invasive infection caused by fungi. Mainly it affects patients with
immunosuppressive conditions but can occur in immuncompetent host in specific situation such
us direct skin inoculation by traumatic injury. We present a 56-year-old patient who hospitalized
due to left orbital cellulitis and necrotizing fasciitis post traumatic injury. A diagnosis of invasive
mucormycosis was established by tissue histopathology and culture. Despite daily surgical
debridement and amphotericin B, the infection disseminated to central nervous system led to
fatal outcome. We conclude that mucormycosis can disseminate in immunocompetent population
and leads to death.
© 2021 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND

license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Introduction

Mucurmycosis commonly seen with blunt trauma like in motor
vehicle accidents [1]. The average time from first symptoms to
diagnosis is two weeks, and mortality rates range from 22 % in the
cutaneous to 79 % in the disseminated form [2]. It is an invasive and
rapidly progressing fungal infection caused by Mucorales organ-
isms of the Zygomycota family. The ubiquitous filamentous fungi
(molds) are usually found in soil, decaying plants and on animals.
More than 200 species belong to the Mucorales order, like
Sporodiniella, Syzygites, and Rhizopus of the Rhizopodaceae family
[3,4]. Usually, it affects immunocompromised patients but may
rarely occur in immunocompetent hosts especially with traumatic
injury. We present a fatal case of muormycosis in immunocompe-
tent patient post traumatic injury.

Case presentation

A-56 year old female presented after 10 days history of fall in a
stagnant water with sustained left eye traumatic injury. On first
day of hospitalization, the patient was alert and oriented but could

open or move her left eye. Her symptoms were associated with
headache and loss of sensation of left facial side.

Pertinent positive on physical examination; left eye ptosis and
proptosis, loss of light perception on left eye, total left ophthal-
moplegia with moderate conjunctival chemosis with blackish crust
on the conjunctiva (Fig. 1).

Total leucocyte count on the day of presentation was 33,500/
mm3, differential leucocytes count was 21.775 109 Neutrophils,
serum creatinine level was 59.8 umol/L. Arterial blood gas analysis
showed metabolic acidosis with pH of 7.22. CT of the head showed
signs of left facialsinusitis with left preiorbital/preseptal inflam-
matory changes with proptosis (Fig. 2A). MRI of the head showed
pan-sinusitis and inflammatory changes of the adjacent left infra-
temporal fossa and left masticator (Fig. 2B).

Patient underwent to operation room for emergent surgical
debridement. Signs of necrotizing fasciitis of left eye globe and
surrounded muscles ended by debridement and complete left
inoculation. Histopathology of left orbital tissue showed fungal
hyphae and signs of angioinvasion (Fig. 3). Broad spectrum
intravenous (IV) antibiotics were started along with IV ampho-
tericin B. On post-operative day 2, facial examination revealed
extensive necrosis of left facial tissues with blackish discoloration
(Fig. 4). Patient underwent for second surgical debridement then
scheduled for daily surgical debridement. Unfortunately on day 5,
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patient developed hypotension and right hemiparesis then
rapidly progressed to complete loss of brainstem reflexes. At
that time, family decided end-of-life care and patient passed
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way. Lately, left orbital tissue culture was positive for Mucor spp.
Fig. 5).

iscussion

Mucormycosis, is most commonly caused by species of Rhizpus,
bsidia, and Rhizomucor. Mostly present with patients who has
redisposing factor that reduce their immunity and make them
ore susceptible to the infection, as well as there’re cases have
een reported in immunocompetent individuals. Most common
redisposing factors that have been associated with mucormycosis
nclude hematological malignancy, diabetes mellitus, corticoster-
id therapy, trauma [5]. In our case the patient was immunocom-
etent present to hospital with eye trauma invaded by fungal
nfection known as mucor. The mucorales fungi invade the blood
essels of the soft tissue and obstruct the blood flow to the wound.
his process cause necrotic tissues of the wound. Mucor occurs due
o inoculation of spores into damaged area with contaminated
aterial at a time of trauma. The pathogenesis of Mucorales

ollowed trauma was explained by number of spores that present
n soil contaminated wounds and lead to infection [6]. Our case is

one of the rare cases reported in literature due to post traumatic
mucormycosis in healthy patient while invasion of subcutaneous
tissues, muscles, and fascias. The clinical manifestations of
mucormycosis are variable, ranging from mild to severe fatal
infection. The classical features of mucor infection are angioinva-
sion, necrosis, infarction and thrombosis [7]. The definitive method
for diagnosis by wound culture or biopsy. The treatment depend on
early detection, surgical debridement of infected tissue and start
appropriate anti- fungal therapy [8]. In our patient diagnosed by
histopathological examination and culture, started on antifungal
agent amphotericin B and aggressive surgical debridement.
Mortality rate is more than 50 % and to 100 % in disseminated
form. The rates of morbidity and mortality related to rapidly
vascular invasions, tissue necrosis and infarction [9]. Nonsurvivors
usually had rapidly progressive infection, whereas survivors had
minor disease [10]. In our patient the disseminated of the severe

Fig. 1. Left eye ecchymosis and swelling on first day of hospitalization.

Fig. 3. Histopathology of multiple fungal hyphae with angioinvasion.
ig. 2. (A) CT of head showed opacification of left frontal, sphenoid, ethmoid and maxillary sinuses suggestive for sinusitis. (B) MRI of head showed inflammatory changes of
ft infra-temporal fossa and left masticator along with signs left sinusitis.
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infection (Mucor spp.) lead to fatal outcome. Despite systemic
antifungal therapy (Amphotracin B) and aggressive surgical
debridement.

In conclusion, post-traumatic mucormycosis remains a rare
condition especially in healthy patient. The highly suspicious index
of clinical diagnosis of any trauma patient should be made earlier
and start a combination of anti-fungal therapy and surgical

intervention may be lifesaving that lower the mortality, but it can
be fatal as in our patient despite of started on appropriate
treatment the outcome end by death.
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Fig. 4. Left facial necrotic tissues with blackish discoloration.

Fig. 5. Mucor spp. grew from orbital tissue culture.
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