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—ABSTRACT —

Rhinocerebral mucormycosis is one of the most rapidly progressing and lethal forms of fungal infection in hu-
mans. It could be so fatal and cause death in diabetic or immuno-compromised patients. The rhinocerebral mu-
cormycosis first occurs in the nose, and might rapidly spread to the orbit and intracranium. Our case was a
60-years-old female who had headache, facial pain. Despite surgical treatment, the patient had recurred several
times and had suspected necrotic tissue in the nose. Therefore, we were able to treat this patient appropriately
with repeated extensive surgical debridement and antifungal agents. Since rhinocerebral mucormycosis is a fre-
quent recurrence, as in this case, more aggressive surgical treatments and antifungal agents should be used in

the early stages. (J Clinical Otolaryngol 2019;30:253-260)
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Fig. 1. Preoperative endoscopic finding of left nasal cavity, black nasal eschar in left inferior turbinate (star), middle

turbinate (arrow).
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Fig. 2. Axial view of paranasal sinus CT scan shows erosive changes in left middle turbinate, and basal lamina of inferior
turbinate. Decreased extent of mucosal thickening in the middle and inferior turbinates, suggesting tissue necrosis.
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Fig. 3. Axial view of paranasal sinus MRI scan, Axial T1-weighted sequence through the left inferior turbinate shows
isointense to brain (A) but, T2-weighted sequence through the inferior turbinates shows low signal intensity along the
left nasal turbinate (arrow) compared with the signal intensity on the right (star) (B).
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Fig. 4. Postoperative endoscopic finding of left nasal
cavity after 1st operation that removed necrotized mu-
cosa of nasal cavity and inferior middle turbinate.
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Fig. 5. A : Broad, iregular, nonseptate, and right-angle branching hyphae, consment W|Th MucorspeC|es (arrows) in-
vade into the vascular wall and the lumen (hematoxylin and eosin stain, x200). B : Highlighted fungal hyphae with
non-septated hyphae with branching at right angles (Periodic acid-Schiff stain, x200). C : Fungal organisms, show-
ing non-septate hyphae with branching at right angles, morphologically compatible with mucormycosis were found
with angioinvasion (arrow) (Grocott’'s methenamine silver stain x 400).
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Fig. 6. Endoscopic view of left nasal cavity, PODS after
1st operation, black necrotic lesion is seen af left inferior
nasal floor.

moved necrotized mucosa of nasal cavity.
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Fig. 7. Postoperative endoscopic finding of left nasal cavity after 2nd operation that done mega-antrostomy and re-
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Fig. 8. Endoscopic view of left nasal cavity, POD7 after 2nd operation, Necrosis of mucosa membrane is not ob-
served.

Fig. 9. Sagittal and Coronal view of paranasal sinus CT scan shows mucoperiosteal thickening in left Maxillary sinus
basal, anterior, posterior wall with intrasinus calcification.
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- - - Fig. 11. Postoperative endoscopic finding of left nasal
Fig. 10. 2.5x2.5 cm. sized necrotized mass removed on cqvity after 3rd operation that done medial maxillecto-
left maxillary sinus. my and removed mucosa of maxillary mucosa.

Fig. 12. Endoscopic view of left nasal cavity, POD13 after 3rd operation, Necrosis of mucosa membrane is not ob-
served.
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