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CASE  REPORT

Acute Invasive Fungal Sinusitis (Mucormycosis): Challenging 
Presentation with Cavernous Sinus Thrombosis and Multiple 

Cranial Nerves Palsy

Fathiyah Idris1),  Yih Liang Sow1),  Jamal Sazly Jamaluddin2),  Fei Ming Ong3),  
Suraiya Ibrahim4)

ABSTRACT
Objective: We would like to report a case of mucormycosis of paranasal sinuses with cavernous sinus thrombosis and its rare 

complications including facial and lower cranial nerves palsy.
Design and Methods: This is an observational case report of a 52 year old lady, with underlying Diabetes Mellitus presented 

to emergency department with fever, cough and left sided facial numbness in Diabetic Ketoacidosis state. On third day of admis-
sion she complained of left sided facial asymmetry, blurring of vision associated with aspiration symptom. Physical examination 
revealed left II, V, VI and VII, IX, X, XII cranial nerves palsy. Computed tomography scan showed pansinusitis. Magnetic reso-
nance imaging scan demonstrated left cavernous sinus thrombosis with enhancement at left pterygopalatine fossa and dura of 
left inferior temporal area. Nasal endoscopy revealed left middle turbinate erosion with necrotic blackish mucosa. There was 
mucopus discharge from the left osteomeatal complex and ethmoidal sinuses. Patient underwent endoscopic sinus surgery and 
histopathology examination of nasal cavity tissue revealed mucormycosis. 

Result: She was started on IV Amphotericin B and anticoagulant with optimal blood sugar control. After 3 months of anti-
fungal treatment, clinically patient improved markedly with some residual cranial nerve palsy.

Conclusion: Facial nerve and lower cranial nerves palsy are attributed to the infection and inflammation of pterygopalatine 
fossa and lateral brain sinuses which are responding well to early appropriate intervention.
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INTRODUCTION

Fungal sinusitis is the fungal infection of nose and paranasal sinuses 
which can be classified as invasive and non - invasive. Mucormycosis 
infection is a type of fungal infections that is caused by a group of 
molds in the order Mucorales. Most mucormycosis are invasive and 
life-threatening especially in immunocompromised people. Invasive 
mucormycosis may spread aggressively to orbit and cranium causing 
multiple cranial nerves palsy. In mucormycosis of paranasal sinuses 
with cavernous sinus thrombosis, cranial nerves (CN) III, IV, V1, V2, 
VI palsies are common findings. However, the involvements of CN VII, 
IX, X, XII are not commonly seen. We would like to report a case of 
mucormycosis of paranasal sinuses with cavernous sinus thrombosis 
and its rare complications including facial and lower cranial nerves 
palsy 

DESIGN  AND  METHODS

This is an observational case report. Patient's condition is being 
monitored since admission until her outpatient appointment which is 6 
months later.

A 52 year old lady, with underlying Diabetes Mellitus presented to 
emergency department with fever, coughs and left sided facial numb-
ness in Diabetic Ketoacidosis state. On third day of admission she com-
plained of left sided facial asymmetry, blurring of vision associated with 
aspiration symptom.

Physical examination revealed left II, V, VI and VII, IX, X, XII cra-
nial nerves palsy. Computed tomography scan showed pansinusitis. 
Magnetic resonance imaging scan demonstrated left cavernous sinus 
thrombosis with enhancement at left pterygopalatine fossa and dura of 
left inferior temporal area. Nasal endoscopy revealed left middle turbi-
nate erosion with necrotic blackish mucosa. There was mucopus dis-
charge from the left osteomeatal complex and ethmoidal sinuses. Patient 
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underwent endoscopic sinus surgery for drainage of pus and debride-
ment of nasal mucosa. Histopathology examination of nasal cavity tis-
sue revealed mucormycosis.

RESULT

She was started on anti coagulant, IV Amphotericin B for 4 weeks 
duration and subsequent oral Itraconazole for 3 months duration along 
with optimal blood sugar control. After 3 months, clinical condition of 
the patient improved markedly with mild residual cranial nerve palsy

DISCUSSION

There are many theories regarding the causes of dissemination of 
infection and the subsequent cranial nerves palsy in rhinocerebral 
mucormycosis. Resistance in arteries especially in diabetic patients may 
compromise the blood supply to nerves and cause localized edema 
which eventually leading to nerves palsy1). Pterygopalatine fossa is con-
sidered to be reservoir of mucor from where it spreads to retroglobal 
space, inferior orbital fissure, orbital apex and infratemporal space. The 
infection might spread to the facial nerve via pterygopalatine ganglion. 
As for the lower cranial nerves palsy in this patient, it may be attributed 
to the extension of thrombosis to venous channels or direct pressure 
from the clot itself2). Thrombosis or surrounding inflammation of the lat-
eral sinuses can produce venous congestion and dilatation of the cranial 
nerve veins. This causes reversible compromised oxygen or glucose 
consumption within the cranial nerve tissue due to edema and backpres-
sure3). Neuropraxia happens due to the leakage of the fluids and ions 
into the endoneural space of the nerve secondary to elevated venous 
transmural pressure in the nerve's satellite vein. This causes impairment 
of the saltatory current flow, with reversible slowing of the conduction 
or even conduction block4). 

Our patient presented with cavernous sinus thrombosis with dural 
enhancement at left inferior temporal region and pterygopalatine fossa 
indicating inflammation reaction and its subsequent edema which is 
believed to cause her transient facial and lower cranial nerves palsy. 
Following recommended treatment of early and extensive surgical 
debridement5), with high doses of Amphotericin B (7-10 mg/kg/day)6) 

and anticoagulant, her condition progressively improving.

CONCLUSION

As a conclusion, facial nerve and lower cranial nerves palsy are 
attributed to the infection and inflammation of pterygopalatine fossa and 
lateral brain sinuses. Mucormycosis is a life threatening infection and 
might impair patient's quality of life with its multiple cranial nerves 
palsy complications. It has been demonstrated that the nerve deficit is 
unpredictable and often requires months7). However the prognosis may 
improve with early diagnosis followed by immediate treatment with 
combined antifungal and surgical intervention.
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Figure 1. MRI brain shows convexity in left cavernous sinus 
(white arrow) indicating cavernous sinus thrombosis, 
dural enhancement at left inferior temporal area (black 
arrow) indicating inflammation in left inferior tempo-
ral area.

Figure 2. MRI brain shows enhancement of lining in left pterygo-
palatine fossa (white arrow) indicating pterygopalatine 
fossa inflammation.


