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INTRODUCTION: 
A 57 year-old male with poorly controlled 

diabetes mellitus developed a productive 

cough, night sweats and weight loss over 

a period of six months. This prompted 

chest imaging that revealed cavitary 

lesions within the right lower and middle 

lobes. He was initially treated with two 

months of amoxicillin-clavulanate without 

improvement and was subsequently 

admitted to the hospital for further workup. 

CONCLUSIONS: 
• Mucormycosis is an extremely aggressive angio-

invasive fungal infection, most commonly presenting as 

rhino-cerebral disease in diabetic patients; however, this 

can still manifest with primary pulmonary involvement. 

 

• Early recognition and treatment with combined IV 

antifungal agents and surgical resection is imperative for 

achieving improved outcomes in this rare, and often fatal, 

infection. 

 

HOSPITAL COURSE: 
Initial physical exam demonstrated decreased breath sounds at the right lung base and 

was otherwise unremarkable.  Laboratory workup revealed blood glucose >400 without 

acidosis and a hemoglobin A1C of 13.1; the remainder of his workup was negative.  A 

thoracic CT revealed a 5cm abscess within the right middle lobe (RML) and a 1.5cm 

abscess in the right lower lobe (RLL), as well as a thick walled right-sided pleural 

effusion.  
 

He underwent bronchoscopy with brushings and cultures consistent with 

mucormycosis. He was treated with amphotericin B lipid complex and underwent 

surgical resection of the RML. Pathology confirmed mucormycosis without evidence of 

vascular invasion.  
 

Treatment was complicated by the development of rigors during amphotericin infusion 

as well as acute kidney injury.  He was maintained on amphotericin B for 3 weeks post-

operatively and then transitioned to posaconazole for 3 months at discharge.  He 

subsequently developed anasarca thought secondary to posaconazole which required 

re-admission; edema resolved with diuretic therapy.  At 3 month follow-up he remained 

on posaconazole, tolerating it well, and repeat CT showed improvement in his RLL 

abscess with residual scarring. 

DISCUSSION: 
Incidence of reported cases of mucormycosis has been 

decreasing in diabetic patients. These patients most often 

develop rhino-cerebral disease and are typically found to 

have concomitant diabetic ketoacidosis at presentation.  

Primary pulmonary mucormycosis is more commonly 

seen in patients with hematologic malignancies and 

neutropenia.   

 

This case involves a patient with poorly controlled 

diabetes who developed a primary pulmonary infection, 

demonstrating the need to keep this diagnosis in mind.  

This case also highlights the complicated nature of the 

treatment regimen, which is often plagued by medication 

side effects occasionally requiring hospital readmission. 

: 

Image 1: CT Chest showing 5 cm cavitary lesion 

in RML adjacent to pleural surface. 

Image 2 (left): Hematoxylin 

and Eosin stain showing 

fungal elements consistent 

with Mucormycosis species. 

 

 

Image 3 (right): 

Gomori methenamine silver 

stain (GMS) showing 

abundant fungal elements 

consistent with 

Mucormycosis species.  


