
Background  

CNS fusariosis usually develops in severely 

immunocompromised patients. These organisms are highly 

angioinvasive and often manifest as skin lesions and sino-

pulmonary infections. Brain abscesses are relatively uncommon. 

Definite mycologic diagnosis is made by culture of the lesion. 

Treatment includes early surgical intervention and antifungal 

medications.  

 

Case Report  

A 65-year-old female, with history of poor controlled 

diabetes and liver cirrhosis, was brought to our hospital due to 

progressive conscious disturbance, fever, and bulging of right eye 

for 3 days. Neurologic examination revealed stupor 

consciousness, complete ophthalmoplegia with proptosis and 

congested right eye without light reflex, left abducens palsy, right 

peripheral type facial palsy and bilateral Babinski sign. 

Laboratory data showed leukocytosis with left shift and elevated 

CRP. Brain MRI showed multifocal lesions involving medulla, pons, 

midbrain, right cavernous sinus thrombosis with leptomeningeal 

enhancement at the middle cranial fossa, and right optic nerve 

(Fig 1). Bilateral ethmoid and maxillary sinusitis was also noted. 

CSF studies showed neutrophil predominant pleocytosis. 

Empirical antibiotics with ceftriaxone and vancomycin were 

administered initially and amphotericin B was soon added. 

Bilateral multiple sinusectomy was performed on the 5th day (Fig 

2). Fungal ball was found and pathology report showed 

suspected Aspergillosis (Fig 3). Although antifungal therapy was 

used continuously, followed brain MRI revealed abscess 

formation and segmental narrowing of right ICA (Fig 4, Fig 5). 

Operation of abscess removal was done on the 50th day. 

Pathology suggested either mucormycosis or degenerated 

Aspergillosis (Fig 6). Her condition deteriorated progressively 

even after abscess removal. Due to multi-organ failure, she 

expired three months after admission. Two weeks after patient’s 

death, fungal culture of the abscess disclosed fusarium species. 

 

Conclusion  

Fusarium is the second most common mold after Aspergillus 

in hosts with immunocompromised condition. Patients with 

disseminated fusariosis may become blindness eventually 

because of bilateral endophthalmitis. As literature reviewed, 

treatment of fusarium brain abscess composed of surgical 

excision of the lesion, antifungal therapy with liposomal 

amphotericin B and voriconazole. In our case, we treat patient as 

mucormycosis at first, and pathologically cannot differentiate 

Aspergillosis versus Mucormycosis. The culture result proves 

Fusarium. In the future, when approaching patient with 

intracranial fungal infection, fusarium should be taken into 

consideration, and additional administration of voriconazole 

might carry out better prognosis. 
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Fig 1 MRI of brain showed multifocal 
lesions involving medulla oblongata, 
pons, bilateral cerebral peduncles and 
bilateral cerebellar peduncles 
presenting hyperintense on T2FLAIR 
and T2WI, hypointense on T1FLAIR and 
mild parenchymal enhancement. 
 

Fig 2 Bilateral multiple sinusectomy 
disclosed bilateral ethmoid and 
maxillary sinus much fungal ball. 
 

Fig 3 The fungal ball 
from sinus composed 
of numerous thin 
hyphae with regular 
branching (200X) 
 

Fig 4 Magnetic 
resonance angiography 
showed no focal 
stenosis of right ICA on 
the admission day 

Fig 5 Magnetic 
resonance angiography 
showed segmental 
narrowing involving 
petrous, cavernous and 
supraclinoid portion of 
right ICA (42th day of 
admission) 

Fig 6 The specimen 
from brain showed thin 
hyphae with necrotic 
change (PAS stain) 


