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Subcutaneous Mucormycosis in a Non-immunocompromised Patient

Treated with Potassium lodide
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A 55-year-old teacher had had painful subcutaneous swellings
on both her arms for 6 years, after receiving intramuscular
multivitamin injections for generalized weakness. She did not
have fever, constitutional or systemic symptoms. Cutaneous
examination revealed ill-defined, subcutaneous, firm, globular,
indurated, tender swellings with central softening on both the
arms. There was no systemic involvement or lymphadenopathy.
Aspiration cytology from one of the lesions showed inflamma-
tory exudate with a mucor-like fungus. Skin biopsy revealed
granulomatous inflammation with fungal hyphae resembling
mucor within the giant cells. The patient was diagnosed as sub-
cutaneous mycormycosis and treated with saturated solution of
potassium iodide. Both the lesions completely disappeared
within 10 weeks without any side-effect of the therapy. Key
words: opportunistic fungus; immunocompetent; therapy.
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Mucormycosis is a predominantly opportunistic infection
caused by Rhizomucor, Absidia, Rhizopus and Aspergillus sp.,
occurring in uncontrolled diabetes mellitus, lymphoproliferative
disorders, haematological malignancies, renal failure, transplant
recipients on immunosuppressive therapy, severe metabolic dis-
eases and other immunocompromised patients (1-4). Cutaneous
involvement may occur secondary to haematogenous spread (5).
Occasionally primary cutaneous infection can occur in non-
immunocompromised individuals following cutaneous or sub-
cutaneous inoculation of organisms due to local trauma,
intravenous therapy or maceration of skin due to adhesive tapes
(4,6).

We report a case of subcutaneous mucormycosis in a non-
immunocompromised woman following intramuscular injec-
tions.

CASE REPORT

A 55-year-old school teacher presented with painful, globular, deep-
seated, ill-defined swellings on both the arms since 6 years. The lesions
had started as pea-sized nodules, which slowly increased. She had
received multivitamin injections on both the arms for generalized weak-
ness from a medical practitioner 6 years earlier, There was no history of
fever, constitutional or systemic symptoms.

Cutaneous examination revealed two ill-defined $x8 cm and 6x6 cm
subcutaneous, globular, firm, indurated, tender swellings with central
softening on the outer aspect of the right and left arm, respectively. Skin
overlying the lesions was normal. There were no other similar lesions or
lymphadenopathy. Systemic examination was unremarkable. Routine
haematological, renal and liver function tests, blood sugar, urine. stool
and X-ray of the chest were within normal limits. X-ray of the arms did
not reveal any bony involvement. A fine needle aspiration cytology
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from the right arm swelling showed inflammatory exudate with a
fungus resembling mucor. Skin biopsy from the right arm revealed
granulomatous inflammation in the subcutaneous tissue, showing fun-
gal hyphae within the giant cells resembling mucor (Fig. 1). The biopsy
specimen using normal saline was inoculated on Saboraud’s dextrose
agar medium and incubated at 37°C and 25°C for 2 weeks, but the
organism could not be cultured. A diagnosis of subcutaneous mucor-
mycosis was established and the patient was treated with saturated
solution of potassium iodide 10 drops three times a day for 3 weeks.
The dose was increased to 12 drops three times a day for the next 2
weeks and further increased to 15 drops three times daily, The pain and
tenderness disappeared completely with a reduction of about 50% in the
size of the lesions in the first 4 weeks. There was more than 80%
improvement in 7 weeks and in the subsequent 3 weeks both the lesions
completely subsided. No side-effects, other than increased salivation
and mild irritation of the eyes, were seen with the therapy. The patient
has been off the treatment for the last 2 years without any evidence of
recurrence of the lesions.

DISCUSSION

Primary cutaneous mucormycosis caused by Rhizomucor, Absi-
dia, Rhizopus and Aspergillus sp. is an uncommon occurrence in
non-immunocompromised individuals. The lesions have been
reported following blunt trauma, burns and even insect bites
(6-8). Under favourable conditions with adequate exposure or
after inoculation, these normal saprophytes can infect the skin
and subcutaneous tissue of even non-immunocompromised indi-
viduals (9). Since mucormycosis is often life-threatening, par-
ticularly in trauma patients, it requires an early diagnosis and
prompt treatment (6). Intravenous amphotericin-B and oral po-
tassium iodide constitute the mainstay of treatment, apart from
surgical débridement in appropriate conditions (1.4.6,8, 10).
Oral ketoconazole has also been used by some workers (11).
Our patient acquired the infection either from the traumatized
skin caused by the needles or from the contaminated needle
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Fig. 1. Fungus (mucor) inside a giant cell (H& E x360).
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itself used for intramuscular multivitamin injections, which is
a rather unusual mode of acquiring this disease. Aspiration
cytology showed the causative fungus, which was subsequently
confirmed by skin biopsy where granulomatous infiltrate with
fungal hyphae resembling mucor was seen in the giant cells.
Histopathological features in these lesions largely depend on the
immune status of the patient, which varies from absent to non-
specific to granulomatous infiltrate (12). Necrosis and vessel
wall invasion are seen in systemic infections extending to skin
or in extensive primary cutaneous infections in immunocompro-
mised patients (12). The presence of few organisms and granu-
lomatous infiltrate in our patient is probably due to her normal
immune status. Since the fungal hyphae were seen in cytology
smear, the culture for other organisms including mycobacteria
was not attempted. The patient was treated with oral saturated
solution of potassium iodide for 10 weeks, which resulted in
complete resolution of the lesions.
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