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Monocular Blindness in a Non-K etotic Patient

Figure 1. Open biopsy specimen showing a Mucor specie in H & E
stain. Notice the hyphae, which are broad (5 to 15 mm diameter),
irregularly branching at 90 degrees, and have rare septations.

Figure 2. CT scan of the orbits showing bilateral complete opacification
of maxillary sinuses, left preseptal cellulitis, left periorbital cellulitis
and subperiosteal phlegmon.

A 50 year-old male with a history of chronic renal
insufficiency and diabetes mellitus type 2 presented with
swelling, redness and pain of the left eye for two days.

He also started experiencing pain with the eye movement,
itching and excessive lacrimation one day after the onset.
Four hours prior to admission, he started having

undocumented fever, bifrontal headaches, and blurred vision
of theleft eye. Hismental statusand vitalswereunremarkable.
He had proptosis, eyelid swelling, conjunctival erythemain
the left eye associated with profuse serous discharge. Left
eyevision was 20/200. There was exquisite tendernesson the
left orbit and periorbital region and extraocular muscle
movements were painful. There was tenderness on both
maxillary sinuses. Nasal mucosawas erythematous. Ear and
throat examination were normal. Cardio-respiratory,
gastrointestinal and neurological examinationswere normal.
Patient was started empirically on vancomycin, ceftazidime
and metronidazolefor orbital cellulitis. Hewasalso started on
intravenous dexamethasone for painful left eye blindness.
Computerized tomography (CT) scan of the orbits revealed
bilateral maxillary sinusitis (Figure 2) and preseptal and
subperiosteal phlegmon involving the medial wall of the orbit
and dehiscence of the left ethmoid sinus roof at the level of
the cribriform plate. Bony erosion was noted in the superior
aspect of theleft medial wall of |eft orbit (Figure2). MRI of the
brain was normal. Initial laboratory values reveal ed
uncontrolled diabetes mellituswith blood sugar of 415 mg/dL
without evidence of diabetic ketoacidosis for which he was
treated with insulin. White blood cell count was 19,400 cells/
mm? with differential cell count of 85% neutrophils, 11%
lymphocytes. Nasal and sinus endoscopy revealed posterior
nasal septum necrosis and a possible abscess. Endoscopic
nasal biopsy did not reveal any organisms. Over the course
of the next few days he presented persistent fever. Urgent
nasal and sinus endoscopy with biopsy and examination of
maxillary drainage again did not reveal any organism. Open
biopsy with anterior ethmoidectomy, left maxillary antrectomy,
|eft total ethmoidectomy, |eft sphenoidectomy was performed,
which showed nonseptate hyphae with right angle branching
consistent with the diagnosis of mucormycosis (Figure 1).
Extensive debridement surgery was performed, which reved ed
meningeal invasion. Patient was treated with systemic
liposomal amphotericin B for three months. Patient survived
extensive surgery but had significant disfigurement on asix-
month follow-up.

Diagnosis of rhinocerebral mucormycosis should be
consideredintheclinical setting of monocular visionlossina
diabetic patient. Multiple biopsies or even open biopsy may
be necessary if the clinical suspicion of mucormycosisishigh.
Early diagnosis and aggressive treatment leads to favorable
outcome.
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