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Abstract: A 49-year-old gentleman presented in our emergency department with sudden loss
of vision and ptosis in right eye. He had type 1 diabetes mellitus for 10 years. His vision was
reduced to perception of light and there was total ophthalmoplegia on right side. On investigating,
signs of fungal rhinosinusitis were noted along with inflammation at orbital apex. The patient
was treated with intravenous amphotericin B. Surgical debridement of sinuses was also done.
The fungal hyphae were identified as Rizopus microsporum. The patient showed improvement
in ocular signs at six weeks follow-up.
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Introduction

Acute visual loss may occur in association with paranasal sinusitis either as a
complication of orbital cellulitis, optic neuritis, or as a part of the orbital apex syndrome.
An infection from sinuses can easily spread to the orbit as they are very closely inter-
related anatomically. The incidence of orbital complications secondary to sinusitis has
been reported as between 21% and 90%.!~ Early diagnosis and prompt treatment is
important to prevent blindness. This case report describes a case of acute fungal sinusitis
with orbital complications and the role of emergency surgical management.

Case report
A 49-year-old patient presented in our emergency department with sudden loss of
vision with drooping of upper eyelid on right side (Figure 1). He had history of type 1
diabetes mellitus for 10 years. His blood sugar levels were high because he had stopped
taking antidiabetic drugs three months previously. On examination, he only had light
perception in his right eye whereas it was 20/20 in his left eye. Total ophthalmoplegia
with III, IV, VI and V| cranial nerve palsies on right side were observed. Magnetic
resonance imaging of orbit and paranasal sinuses revealed mucosal thickening in
ethmoid, maxillary, and sphenoid sinuses with signs of inflammation at orbital apex
on the right side (Figure 2). Patient was immediately started on systemic antibiotics
and antidiabetic drugs.

Radical debridement of affected sinuses was done on same day by an
otolaryngologist. KOH-mounted tissue showed broad aseptate filamentous fungal
hyphae. Culture on Sabourads dextrose agar demonstrated dense cottony fluffy
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Figure | Clinical photograph of the patient showing ptosis on right side.

growth. Lacto phenol cotton blue mount of the fungus
confirmed aseptate fungal hyphae with rhizoids and sporan-
gia characteristic of Rizopus microsporum (Figure 3).Thus
a diagnosis of rhinoorbital mucormycosis with orbital apex
syndrome was completed. The patient was then put on
intravenous amphotericin B 1.5 mg/kg/day for three weeks,
then dosage was reduced to 25 mg/day on alternate days
for the next four weeks.

Blood sugars and renal profile were monitored. Improve-
ment in ocular signs and symptoms was noted after about
four weeks of therapy. Visual acuity improved to 20/200 at
six weeks follow-up.

Discussion

Orbital involvement by paranasal sinus diseases is a well
recognized entity. Infection from sinuses can spread either
by direct extension through the bone or indirectly through
valveless venous plexus surrounding the orbit and the
sinuses.' In fact orbital involvement is an emergency that
threatens not only vision but also life from intra cranial
complications.
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Figure 2 Magnetic resonance imaging of orbit and sinuses showing mucosal thickening
in ethmoid and sphenoid sinuses with inflammation at orbital apex.
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Figure 3 Lacto phenol cotton blue mount of the fungus showing aseptate hyphae
with rhizoids and sporangia.

Rhinoorbital mucormycosis is an acute, fulminant, and
fatal opportunistic fungal infection in humans.* Uncontrolled
type 1I diabetes and immunosupression are the common
underlying causes.’ Diagnosis in early stage needs high
degree of suspicion.

The conventional management includes control of
diabetes, administration of amphotericin B, radical debride-
ment of sinuses, and orbital exentration. However there are
increasing reports of success with limited or no surgical
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intervention in the orbit.* We hope to report the same in this
patient on subsequent follow-up.

Use of multiple treatment modalities allows complete-
resolution of orbital mucormycosis and spares the patients from
blindness and disfigurement associated with exentration.®
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