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A4-year-old boy was admit-
ted to hospital with a diag-

nosis of pre–B-cell acute lym-
phoblastic leukemia. Ten days
later, he experienced fever, neu-
tropenia and a lesion on the lat-
eral aspect of his left arm just
above the elbow. The purplish
lesion was 1 cm in diameter and
was not painful. The child was
given piperacillin and genta-
micin, but the lesion increased
in size and became necrotic. Ec-
thyma gangrenosum due to dis-
seminated bacterial infection
was initially suspected. How-
ever, a skin biopsy revealed
wide, aseptate fungal hyphae,
consistent with an agent of mu-
cormycosis. The infected site
had been under adhesive tape
that was used to secure an intra-
venous catheter, removed sev-
eral days before, in the antecu-
bital fossa. CT examinations
showed that the patient’s chest
and sinuses were normal, and
the child was clinically well. Pri-
mary cutaneous mucormycosis
was felt to be the probable diag-
nosis. Therapy with ampho-

tericin B was started and then
changed to 5 mg/kg of ampho-
tericin B lipid complex per day
because of renal impairment.
The lesion, which had contin-
ued to enlarge, was fully excised.
The day before excision, the
necrotic area had reached 4.2 ×
5 cm  (Fig. 1). 

Although the results of the
first biopsy were negative, the
culture from the excised lesion
grew Rhizopus oryzae, a Muco-
rales fungus. Pathologic exami-
nation of the débrided specimen
showed necrotic epidermis, der-
mis and subcutaneous tissue
with ischemic necrosis of the
blood vessels. The child contin-
ued to receive amphotericin B
lipid complex for 6 weeks, and
the wound healed steadily over
the next 14 weeks. Four months
later, no infection had recurred. 

The term mucormycosis (or zy-
gomycosis) refers to invasive
fungal disease caused by mem-
bers of the order Mucorales.1,2

These fungi have wide nonsep-

tated hyphae that may branch at
right angles. Infections generally
occur in immunocompromised
patients with conditions such as
neutropenia, diabetes or hema-
tologic malignant disease.1,3

Clinical manifestations may
be classified as rhinocerebral,
pulmonary, gastrointestinal, cu-
taneous or disseminated.1 Al-
though this child’s lesion may
have arisen because of hemato-
genous dissemination of the
fungus, his remarkably good
clinical course, the absence of
infection at other sites and the
location of the lesion at a site
where tape had been applied
suggest this was a primary cuta-
neous infection.

Cutaneous mucormycosis
usually occurs after skin trauma
and has been described follow-
ing minor trauma caused by
adhesive tape or dressings.3,4

Treatment includes wide surgi-
cal excision and antifungal ther-
apy with amphotericin B.
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A 4-year-old child with leukemia and an enlarging 
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