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Gastrointestinal mucormycosis causing an acute intestinal obstruction in
neonate patient
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ABSTRACT

Neonatal gastrointestinal mucormycosis is a rare, usually fatal, opportunistic fungal infection, which is difficult to diag-
nose early or preoperatively. Clinically, it may be indistinguishable from the neonatal necrotizing enterocolitis and the
diagnosis is usually made on autopsy or histopathology of excised surgical specimen. The treatment should include
radical surgical debridement, application of systemic high doses amphotericin B and control of the underlying disease.
Herein, we presented a case of neonatal gastrointestinal mucormycosis in a 25 days-old infant. A twenty-five-days-old
neonate admitted with the preliminary diagnosis of acute intestinal obstruction that was diagnosed as gastrointestinal
mucormycosis and was treated with liposomal amphotericin B. J Microbiol Infect Dis 2011;1(1):35-37.
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Yenidoganda akut bagirsak tikanikligina neden olan gastrointestinal mukormikoz

OZET

Neonatal gastrointestinal mukormikoz nadir goériilen, genellikle fatal seyreden, erken ya da preoperatif teshisi zor firsatgi
bir fungal enfeksiyondur. Klinik olarak nekrotizan enterokolit ile karisabilir, teshis genellikle otopsi veya cerrahi materya-
lin histopatolojik incelenmesi ile konulur. Tedavide agresif cerrahi debridman yapilmali, altta yatan hastalik dizeltiimeli
ve sistemik ylksek doz amfoterisin B uygulanmalidir. Biz burada yirmi bes giinlik yeni dogan gastrointestinal mukor-
mikoz olgusunu sunduk. Akut bagirsak tikanikligi 6n tanisi ile basvuran yirmi bes giinlik yenidogana, gastrointestinal
mukormikozis tanisi konuldu ve lipozomal amfoterisin B ile tedavi edildi.

Anahtar kelimeler: Amfoterisin B, gastrointestinal mukormikoz, yenidogan

INTRODUCTION

Mucormycosis is a rare opportunistic invasive
fungal infection caused by Mucorales of class Zy-
gomycetes that occurs in immunocompromised
human hosts.” Mucormycosis of the gastrointesti-
nal tract is rare. Although a histological diagnosis
of the intestinal zygomycosis may be possible by
means of computerised tomography guided bi-
opsy of the abnormal mucosa, it is in most cases
extremely difficult to obtain.?2 Here we present a
rare case of a female neonate with gastrointesti-
nal mucormycosis in an immunocompetent neo-
nate.

CASE REPORT

A female neonate with birth weight of 3.050 g
was born to a 21-year-old multigravida at full term
through normal vaginal delivery. There were no
identifiable maternal risk factors. She was ad-
mitted to our hospital 25 days of age with com-
plaints of abdominal distention and vomiting. Her
systemic examination was normal except for dif-
fuse abdominal tenderness. Results of laboratory
investigations revealed a white blood cell count
of 14,000/mm3, platelet count of 281,000/cm3,
serum hemoglobin 11.9 g/dl, aspartate transami-
nase 61 IU/L, alanine transaminase 102 IU/L,
urea nitrogen 65 mg/dl, creatinine 0.6 mg/dl, se-
rum sodium 129 mEq/L, serum potassium 5.1
mEqg/L, and C-reactive protein of 101 mg/L (refer-
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ence: 0 to 5 mg/L). Her microbiological evaluation
for bacteria (blood culture and serology), HIV and
hepatitis B and hepatitis C serology were nega-
tive. Dilated bowel loops is the view taken in the
patient’s abdominal ultrasonography, abdominal
viewed in the free-mai. Clinical and radiologi-
cal ileus was thought in patients and the infant
underwent an operation. The adhesion was ob-
served in the abdomen and 30 cm ileal resection
was performed in the areas of necrosis seen in
the ileum of the patient. The affected ileum was
resected and a double-barrel ileostomy was per-
formed. Biopsy from the ulcer revealed extensive
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necrosis of the gastric mucosa with polymorpho-
nuclear infiltration, hemorrhage and thrombosed
blood vessels, and numerous broad aseptate
hyaline fungal hyphae branching at right angles
suggestive of mucormycosis (Figure 1). The re-
section margins were free of mucor invasion. The
peritoneal fluid culture and the blood culture were
negative for microorganisms and fungi. lleostomy
closure was done after 3-week administration of
IV liposomal amphotericin B that was well toler-
ated. The child is thriving well and gaining weight
after ileostomy closure.

Figure 1. Irregular hyphae is seen as branching at right angle on necrotic ground (H&E, original magnification x400)

DISCUSSION

Zygomycosis caused by various members of the
phycomycetes, such as rhizopus, mucor, and ab-
sidia rare invasive fungal infection is most often
seen in immunosuppressed patients, particularly
during prolonged neutropenia.® Mucormycosis of
the gastrointestinal tract is rare. It mainly occurs
especially in infants or children, who are extreme-
ly malnourished. It is thought to arise from inges-
tion of the fungi. In particular, gastrointestinal mu-
cormycosis (GIM) has been seen in premature
neonates, often in association with widespread
disseminated disease."* The stomach, colon, and
ileum are the most commonly involved sites and
in neonatal the colon is predominantly involved.®
Although the symptoms are varied and depend
on the site affected, nonspecific abdominal pain
and distention associated with nausea and vomit-
ing are the most common symptoms. As well as
fever and hematochezia may also occur. Because

of these symptoms the patient is often thought to
have an intra-abdominal abscess. The certain di-
agnosis may be made by biopsy of the suspected
area during surgery or endoscopy.®

Mucorales which hardly show any pathoge-
nicity in normal human host, are present in saoill,
bread, fruit, and decaying material.” Mucormuco-
sis probably had been occurred in our patient due
to fed with formula that prepared in non-hygenic
conditions sufficiently because of her mother in-
sufficient breast milk.

When mucormycosis is rapidly progressive
antifungal therapy alone is often inadequate to
control the infection. Surgery is necessary due to
the massive amount of tissue necrosis occurring
during mucormycosis, which may not be prevent-
ed by killing the organism. Prompt tissue diag-
nosis, surgical debridement, and amphotericin B
treatment are important for better survival.® The
amphotericin B treatment was also successful for
our patient.
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The risk factors of mucormycosis are low
birth weight (LBW), neonates having immature
immune system and fragile skin barriers. They
are usually treated long in neonatal intensive
care units and are administered broad-spectrum
intravenous antibiotics and steroids that affect
healthy gastrointestinal flora. Interventions such
as oro-gastric tube placement, endotracheal intu-
bation, and indomethacin therapy are speculated
to increase the risk of developing gastrointestinal
mucormycosis by causing mucosal injury.”® Neo-
nates, who survived or died of the disease, had
detailed histological examination therefore the in-
cidence of neonatal GIM might be underestimat-
ed. Neonates survived after GIM was rare. The
first infant reported by Michalak® was a 32-week
gestation infant with hyaline membrane disease
presenting with abdominal distension, stomach
perforations, and gangrenous appendix; the sec-
ond infant reported by Kecskes'® was a 29-week
gestation infant with hyaline membrane disease
presenting with abdominal distension and gan-
grenous colon. Both cases were diagnosed by
tissue histology, and survived after gut resection
and amphotericin B treatment.®'° Our patient was
neither premature nor of LBW. Although our pa-
tient was an immunocompetent child, occurrence
of intestinal mucormycosis is very interesting.
These three survivors presented with abdominal
distension mimicking NEC. Our patient presented
with abdominal distention and vomiting mimick-
ing ileus.

The high mortality results from lack of clinical
suspicion coupled with inadequate surgery and

antifungal therapy. To conclude, GIM should be
considered in neonates with a clinical picture of
ileus and NEC, who not breastfeeding, on enteral
feedings and treatment with multiple antibiotics
and prolonged neutropenia. Aggressive early sur-
gery followed by intravenous amphotericin B is
the mainstay of treatment.
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