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49 vyear old male patient with a background of hypertension,
hypercholestrolemia, type 2 DM and nil ocular history, presented to
the Eye Casualty at Northampton General Hospital with one week
history of blurred vision and proptosis of the left eye (LE).

Visual Acuity with Snellen: Right Eye(RE) 6/6+3 LE Counting Fingers
Left complete ptosis
Left RAPD
Left complete ophthalmopelgia
Left exophthalmos with 4 mm difference on exopthalmometer

Anterior chamber, fundoscopy and rest of neurological examination
were unremarkable

PROVISIONAL DIAGNOSIS: ?CAVERNOUS SINUS THROMBOSIS (CST)

Urgent bloods (FBC, Full Profile, ESR, CRP, Blood Cultures, HB 1ac)

Started on IV Co-amoxiclav and Metronidazole, Subcutaneous
Enoxaparin as initial treatment for CST

Urgent CT head,orbit, venogram with contrast and later an urgent
MRI head and orbits
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Fig. 3a and 3b Axial
CT Head images
showing new erosion
of the posterior and
posterolateral wall of
the left side sphenoid
sinus (3a) and bony
changes on the left
shenoid body and left
lateral wall of sinus

(3b)

Fig 2a and 2b. Axial MRI head; 2c. Coronal MRI
head, showing soft tissue mass lesion on the
left side of the oropharynx, extending
superiorly to the nasopharynx; abnormal
enhancing tissue at the left orbital apex
extending along the proximal aspect of the
orbital floor with enlargement and
enhancement of the inferior rectus muscle;
pathological enhancement of the V2 makxillary
nerve is seen in the lateral cavernous sinus wall-

Likely neoplastic aetiology. An
inflammatory or infective aetiology

possible but less likely.

“Scattered foci of necrosis in the
mucosa extending into areas of the
cartilage with chronic inflammatory
infiltrates”.

Grocott stain and PASD stain for fungi
showed branching fungal hyphae
within areas of necrosis
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AN UNEXPECTED CASE OF LEFT COMPLETE OPHTHALMOPLEGIA SECONDARY TO RARE
MUCORACEOUS MOULD INFECTION
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Bloods revisited, including serologies to rule out risk factors of

Imunosupression: RF,
ANCA,

ANA,

Centromere AB,

TB (AAFB),

COVID -19,

Viral screen (HepA, HepB, Hep C, HIV)

Serodia, Treponemal IgM, RPR

Fig 4a and 4b. Axial MRI head
image shows progression in the
degree of sphenoid sinus
opacification; enhancement of
the left orbital apex, left
superior and inferior orbital
fissures; new opacification is
seen across left frontal recess.

\m<——|>mmz}

HB Alc 85 -
Uncontrolled
DM, only risk

factor

MHS Trust

REFERENCES

Martinez-Herrera E, Frias-De-Ledn MG, Julidn-Castrejon A, Cruz-
Benitez L, Xicohtencatl-Cortes J, Hernandez-Castro R. Rhino-
orbital mucormycosis due to Apophysomyces ossiformis in a
patient with diabetes mellitus: A case report. BMC Infect Dis.
2020;20(1):1-4. doi:10.1186/s12879-020-05337-4

Powell AE. Breaking the mold. Landsc Archit. 1997;87(10):120.
doi:10.1177/1060028016655425

Gupta S, Goyal R, Kaore NM. Rhino-Orbital-Cerebral
Mucormycosis: Battle with the Deadly Enemy. Indian J
Otolaryngol Head Neck Surg. 2020;72(1):104-111.
doi:10.1007/s12070-019-01774-z

Shinde R V., Karande GS, Mohite ST, Patil SR. Rhino-orbital
mucormycosis in diabetes mellitus. J Clin Diagnostic Res.
2013;7(6):1145-1147. doi:10.7860/JCDR/2013/5528.3083

Badakere A, Patil-Chhablani P. Orbital apex syndrome: A review.
Eye Brain. 2019;11:63-72. doi:10.2147/EB.S180190

Chen IW, Lin CW. Rhino-orbital-cerebral mucormycosis. Cmaj.
2019;191(16):E450. doi:10.1503/cmaj.181210



