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1. Introduction

2. LPCB Preparation

Isolated cerebral mucormycosis is a rare but life-threatening infection. We report a case of 

primary cerebral mucormycosis in a healthy adult. The diagnosis of fungal infection was made 

in the lab by isolation and culture of mucormycosis, then Bifrontal craniotomy with excision of 

the mass was done, conformed by Histopathological Examination and the patient was 

discharged. Early tissue diagnosis and the consequent surgical excision of the necrotic tissue 

and aggressive antifungal treatment option for this rare disorder.

A 26 yr old male working as an agricultural labourer, resident of 

Kadapa, admitted to neurosurgery department in Osmania general 

hospital, Hyderabad, Andhra Pradesh. The family members 

reported that the patient had complained of Increase in the size of 

the forehead – 20 days, Headache – 20 days, Fever – 20 days, Loss of 

orientation – 2 days. There was no history of head trauma.  Personal 

H/O: No H/o DM, HTN. Not a smoker, alcoholic. General physical 

examination was normal. There was no evidence of nasal 

inflammation or infections. Neurological examination was normal. 

Laboratory findings showed Haemoglobin13.2 gms%, W.B.C  count 

– 8,600/cumm, Neutrophils – 66%, Eosinophils – 02%, 

Lymphocytes – 30%, Monocytes – 02%, Platelets – adequate, ESR – 

1st hr – 25 mm, RBS – 68 mg/dl, Serum urea – 24 mg/dl, Serum 

creatinine – 1 mg/dl, HBsAg – negative, HIV 1 & 2 – non-reactive, 

Chest X-ray – normal study, Fundoscopy – pappillodema, CT scan – 

well defined hypodensity in the right frontal region. 

CSF sample was received to microbiology dept:  Macroscopic 

Appeared clear, no turbidity, no cobweb formation, not blood 

stained. Microscopic examination GRAMS STAIN no cells, no 

organisms. KOH preparation reveled irregular, broad, aseptate 

ribbon like hyphae with wide angle branching at irregular intervals.

CSF sample was centrifuged; Deposit was collected, mounted 

on LPCB mount and by using special stains like HE, PAS.

CSF deposit was also inoculated on SDA. 

Microscopic examination of mount revealed broad, irregular, 

ribbon like aseptate hyphae with sporangiophore ending 

sporangium.

Concluded that the fungus belongs to sub class ZYGOMYCETES.

2 smears were performed from the deposit –    H & E and   PAS 

staining were done. Both revealed the same findings as on   LPCB 

preparation
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3. Fungal Culture:

6. Discussion 

7. Conclusion

4. Tease mount preparation:

5.Slide Culture:

5.1.Teases mount preparation: 

On SDA growth was noticed after 48 hours 
* Obverse : cottony, wooly growth seen. 
* Reverse : no pigmentation seen.

Growth was teased for LPCB mount – which revealed broad, 

irregular width, ribbon like aseptate hyphae with sporangiophore 

ending in spherical smooth walled sporangium with no rhizoids.

Microscopic morphology showing simple sporangiophores 

forming a terminal, globose sporangium, packed with 

sporangiospores and with a well developed subtending columella 

v i s i b l e  a n d  r h i z o i d s  a r e  n o t  p r o d u c e d .

So there was a high suspicion of “MUCOR”
Cunninghamella– specialized SPORANGIOLA from large 

globose columella
Cunninghamella  spp showing simple sporangiophores 

forming a swollen, terminal vesicle around which single-celled, 

globose to ovoid, sporangiola develop on swollen denticles.
Saksenaea spp showing a typical flask-shaped sporangium 

arising from darkly pigmented rhizoids. 
Apophysomyces  spp – young sporangium  showing distinctive 

funnel-shaped apophyses. 
Concluded as “MUCOR”.
Treatment
Amphotericin B + surgery.
He was operated Bifrontal craniotomy with excision of the 

mass at Osmania general hospital.

Histopathological Examination: Revealed glial tissue with 

reactive gliosis, extreme areas of necrosis with acute inflammatory 

infiltrates, focal areas show broad fungal hyphae seen – Fungal 

Abscess / Mucormycosis.

The patient was discharged from the hospital and returned to 

independent living. 

Mucormycosis is a progressive infection caused by one of the 

phycomycetes belongs to Zygomycetes.

These are large, thin walled and nonseptate fungi. 

Zygomycetes consist  of  two orders Mucorales  and 

Entomophthorales, which contain genera and species of medical 

importance. 

Isolated cerebral Mucormycosis with no evidence of regional 

or systemic disease is a very uncommon entity (1, 2). 

Mucormycosis is an acute, fulminant and fatal fungal infection in 

humans (3, 4). Demonstration of tissue invasion on histopathology 

is mandatory for diagnosis (4, 5). Patients manifest with signs and 

symptoms relating to the involved tissues.

The pathogens are prone to invade and spread along blood 

vessels, particularly arteries. The fungus proliferates within the 

internal elastic lamina, dissecting it away from the media. As the 

hyphae penetrate the endothelium, thrombotic arteritis, 

infarction, hemorrhage, and extensive necrosis follow (6).

Aggressive surgical debridement of all involved tissues with 

prolonged administration of Amphotericin B is the most common 

treatment regime (7, 8, 9, 10). 

Isolated cerebral mucormycosis with no evidence of regional 

or systemic disease is a very uncommon clinical entity. This entity 

is different from the rhinocerebral mucormycosis. Early diagnosis, 

surgical removal of devitalized infected tissue, intravenous 

Amphotericin B therapy, and correction of any underlying 

condition represent a viable treatment option for this rare 

disorder. 
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