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Case Report

Mucormycosis in an Ulcerative Colitis Patient: A Rare Case Report
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Abstract

Introduction: Mucormycosis of the gastrointestinal tract is a rare invasive fungal infection and due to late diagnosis, it is associated
with a high mortality rate.
Case Presentation: The studied patient was a 20-year-old woman, known case of Ulcerative colitis, admitted to emergency unit of
Alzahra hospital of Isfahan University Of Medical Sciences, Iran, in May of 2013 by abdominal pain, fever, and leucopenia. With pos-
sible diagnosis of typhlitis, she underwent laparotomy. Gangrene, inflammation, and obstruction of 30 centimeter of jejunum and
momentum were detected. Pathology reported neutropenic enteritis due to zygomatic infection consist with intestinal mucormy-
cosis.
Conclusions: In patients with high clinical suspicion of gastrointestinal tract mucormycosis, the emergence of early diagnosis,
correction of underlying risk factors, and treatment are of great importance.
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1. Introduction

Mucormycosis is a fetal opportunistic infection caused
by fungi of the order Mucorales, with most cases caused by
Rhizopus or Mucor species.

Spores of this fungi are transmitted by airborne, thus,
most of people have ample exposure (1).

Rhino cerebral and pulmonary are the most common,
followed by gastrointestinal infections. All parts of the ali-
mentary tract are vulnerable to infection: stomach, ileum,
and colon are most commonly affected (2). However pri-
mary GI mucormycosis is an uncommon disease, which
due to late diagnosis is associated with a high mortality
rate (3).

We report a case of gastrointestinal mucormycosis in
an inflammatory bowel disease patient treated by corticos-
teroid and azathioprine.

2. Case Presentation

A 20-year-old woman, known case of Ulcerative colitis,
was admitted to the emergency unit of Alzahra hospital of
Isfahan University of Medical Sciences, Iran, in May of 2013
for her abdominal pain and fever. Her symptoms began 7
days before admission. She did not complain of nausea and
vomiting.

Ulcerative colitis (UC) confirmed by gastroenterologist
according to clinical manifestations and colon biopsy 3
years ago. Her prescription for UC contains mesalazine and
Azathioprine, which was added to her regimen therapy 40
days before onset of symptoms.

When she presented to the emergency unit, her leuko-
cyte count was 300, hemoglobin level was 6.1 g/dL, platelets
was 6.000, and positive CRP (with number 98). Peripheral
blood smear revealed sever decreasing in white blood cells
and platelets, also hypochrome and anisopoikilocytosis of
red blood cell. Bone marrow biopsy showed hypo cellu-
lar marrow most probably due to azathioprine treatment.
With possible diagnosis of typhlitis broad spectrum of an-
tibiotics were prescribed and Azathioprine discontinued.

After 72 hours her fever did not stop and ascites was
added to her problems. Therefore, antifungal (Ampho-
tericin) was added to her treatment.

Abdominal and pelvic spiral computed tomography
(CT) was done, which demonstrated wall thickening of
small bowel loop in left side (jejunum) and right lateral of
rectum. Spiral CT scan also reported ascites (Figure 1).

During her admission she developed constipation,
nausea, and vomiting, thus, her second Abdominal CT scan
was performed, which suggested small bowel obstruction.

She underwent laparotomy. Gangrene, inflammation
and obstruction of 30 centimeter of jejunum and omen-
tum were detected.
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Figure 1. Abdominal CT of the Patient

Pathology reported neutropenic enteritis due to zygo-
matic infection consist with intestinal mucormycosis (Fig-
ures 2 and 3).

Figure 2. Empty Looking Fungal Hyphe H and E

Unfortunately, after her surgery, the patient passed
away.

3. Discussion

Mucormycosis is a life threatening infection that was
reported for the first time by Paultauf in 1885 (4). It is a rare

Figure 3. Fungal Hyphe in the Patients’ Biopsy

invasive fungal infection, most often seen in immunosup-
pressed patients. Risk factors of mucormycosis include di-
abetes, corticosteroid use, transplantation, leukemia, lym-
phoma, following long term use of corticosteroids, and cy-
totoxic drugs (5, 6).

This infection has different clinical manifestations due
to affected organs, involve nasal sinuses, orbit, brains, skin,
lung, and gastrointestinal (2).

Mucormycosis of the gastrointestinal tract is rare.
It mainly occurs in premature neonates, rarely in neu-
tropenic adults and infrequently in other immunocom-
promised conditions (7-13).

However, some cases reported this infection in im-
munocompetent patients (3, 14, 15).

All parts of the alimentary tract are vulnerable to gas-
trointestinal mucormycosis infection; however, the stom-
ach is the most common site and ileum and colon being
commonly affected (7). The route of infection is believed
to be secondary to ingestion of the fungi, which then may
colonize the gastrointestinal tract.

The symptoms of gastrointestinal mucormycosis de-
pends on the site of infection. Nonspecific abdominal
pain and distention associated with nausea and vomit-
ing are the most common symptoms. Fever and hema-
tochezia may also occur. The symptoms could mimic intra-
abdominal abscess (3).

Diagnosis of mucormycosis is based on histopathology
and multiple PCR (5, 16). There are no reliable serologic or
skin tests for zygomycosis. Therefore, the diagnosis is usu-
ally made by a biopsy of infected tissues (17).

The biopsy demonstrates the characteristic wide,
ribbon-like, aseptate hyphal elements that branch at right
angles. The hallmark of zygomycosis infections is the
virtually uniform presence of extensive angioinvasion
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with resultant vessel thrombosis and tissue necrosis (3).
Treatment of mucormycosis depends on local or dis-

seminated type of infection. Local type can be treated by
surgical debridement of necrotic material and dissemi-
nated type can be cured by administration of liposomal or
lipid-based formulation of amphotericine B (6).

3.1. Conclusion

Although the survival rate for patients with mucormy-
cosis is approximately 50%, mortality can be as high as 100%
in cases of disseminated disease (6). In patients with high
clinical suspicion of mucormycosis, therefore, the impor-
tance of early diagnosis, correction of underlying risk fac-
tors, and treatment cannot be overemphasized.
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