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Pulmonary Mucormycosis
with Chest Wall Involvement:
An Uncommon Presentation
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A 47-year-old female, presented with chief complaints of left-
sided chest pain for the last 15 days, with pain radiating to the left
shoulder, accompanied by shoulder numbness. The patient also
reported cough with brown-coloured expectoration, shortness of
breath, and unilateral sweating of the left side of the face for one
week. There was a history of fever without chills or evening rise
of temperature for two days and an unintentional weight loss of
15 kg in the past six months. There was no loss of appetite and
no prior history of tuberculosis, chronic respiratory disease or
anti-tubercular treatment. The patient gave a history of biomass
exposure for five years and is a known case of uncontrolled type 2
diabetes mellitus. On general examination, patient was conscious
and oriented. The pulse rate was 110 per minute, blood pressure
measured 120/80 mmHg, respiratory rate was 20 per minute,
and oxygen saturation was 98% on room air. The patient was
afebrile at presentation. Systemic examination revealed bilateral
air entry with normal vesicular breath sounds. Cardiovascular,
abdominal and neurological examinations were unremarkable. On
laboratory evaluation, the patient’s random blood glucose was
558 mg/dL, Glycosylated Haemoglobin (HbA1c) was 14.4%, and
the total white blood cell count was 11,500/ cu.mm, International
Normalised Ratio (INR) was 0.94, and Erythrocyte Sedimentation
Rate (ESR) was 47 mm/hour. The patient had undergone an MRI
of the cervical spine at an outside hospital for shoulder pain and
numbness. Incidentally, a large mass measuring 4.7x4.8 cm was
noted in the left upper lobe close to the lateral chest wall. Further
evaluation with contrast-enhanced CT chest at our institute
was done. CT topogram showed a mass in the left upper zone
[Table/Fig-1]. Contrast enhanced CT showed a lesion measuring
6.2x4.5x4.3 cm in the apicoposterior segment of the left upper
lobe with a central area of ground-glass opacity and surrounding
consolidation, which is called the reverse halo sign [Table/Fig-2a,b].
The lesion showed a broad-based attachment to the pleura with
extension across the left first and second intercostal spaces into
the chest wall. No definite rib erosion was noted [Table/Fig-2c,d].
Possibility of an atypical fungal infection was considered, although
neoplastic aetiology was a differential diagnosis in view of chest wall
involvement. A CT-guided biopsy [Table/Fig-3] from the lesion was
performed, which revealed skeletal muscle necrosis with granulation
tissue and fungal organisms morphologically compatible with
mucormycosis. Bacterial and mycobacterial cultures were negative.
With these findings, a diagnosis of pulmonary mucormycosis of
the left upper lobe with chest wall extension was established in
the background of uncontrolled diabetes mellitus. The patient
was admitted under the pulmonology department and started on
supportive management with intravenous antibiotics, analgesics,
and diabetic control. Antifungal therapy with liposomal amphotericin
B was strongly advised; however, the patient’s attendants declined
initiation of therapy due to logistic reasons. Surgical management
with left upper lobectomy was also suggested by cardiothoracic
surgical consultation, but was refused by the patient’s family. The
patient was therefore discharged at the patient’s request for further
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management at a government hospital after detailed counselling
regarding the risks and potential complications.

Mucormycosis is an opportunistic fungal infection caused by fungi
belonging to the order Mucorales. The most common risk factors
include diabetes mellitus, haematological malignancy, and solid
organ or stem cell transplant [1,2]. It occurs due to the inhalation
of fungal spores into the bronchi and alveoli, which results in rapidly
progressing pneumonia with endobronchial disease [1,2]. Vascular
invasion causes haemoptysis [1,2]. The most common sites of

[Table/Fig-2]: a,b) Contrast-enhanced CT chest demonstrates a mass in the
apicoposterior segment of the left upper lobe measuring 6.2x4.5x4.3 cm (white
arrow), with a central area of ground-glass opacity with surrounding consolida-
tion, reverse halo sign (Black arrow); ¢,d) Contrast-enhanced CT chest shows
consolidation around the left 2nd rib with no definitive rib erosion. The lesion in
the contrast enhanced CT shows a broad-based attachment to the pleura with
extension across the left first and second intercostal spaces into the chest wall
(white arrows).
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[Table/Fig-3]: CT chest demonstrates the biopsy needle within the lesion CT
guided biopsy.

infection include lungs, sinuses, brain, and skin [1,2]. In the present
case, the patient had diabetes as a risk factor. The thoracic wall is an
unusual location for mucormycosis, and very few cases of anterior
thoracic wall involvement have been described in the literature. In
one case described by Eaton ME et al., mucormycosis directly
involved the sternum, leading to destructive osteomyelitis [3], and
the other case was described by Asai K et al., [4] in which a patient
was undergoing chemotherapy for leukaemia, and developed
pulmonary mucormycosis that spread beyond the lung to invade
the anterior chest wall and sternum. Pulmonary mucormycosis
causes nonspecific symptoms such as persistent fever, cough,
shortness of breath, haemoptysis and chest pain. The symptoms
remain non-specific even at late stages of infection. Rare cases can
also present as progressive subcutaneous emphysema, pancoast
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syndrome, Horner’s syndrome, chronic mediastinitis, and bronchial
perforation [2,5,6]. The radiological manifestations of pulmonary
mucormycosis are nonspecific. Mucormycosis can manifest as
the “reverse halo” sign on CT, which describes a consolidation
with central ground-glass [2]. Reverse halo sign was noted in the
present case. The prognosis of pulmonary mucormycosis has
shown little improvement over the past decade. The disease carries
a high mortality rate, estimated at 76% overall and rising to 95%
with extra thoracic dissemination [5]. To conclude, mucormycosis
can mimic a neoplasm with chest wall involvement, and the imaging
findings like reverse halo sign on CT, can help in diagnosis, as in
the present case. Pulmonary mucormycosis merits consideration
in the differential diagnosis of lung masses in patients with diabetes
mellitus.

REFERENCES

[1] Cornely OA, Arikan-Akdagli S, Dannaoui E, Groll AH, Lagrou K, Chakrabarti
A, et al. ESCMID and ECMM joint clinical guidelines for the diagnosis and
management of mucormycosis 2013. Clin Microbiol Infect. 2014;20 Suppl 3:5-
26. Doi: 10.1111/1469-0691.12371. PMID: 24479848.

Ribes JA, Vanover-Sams CL, Baker DJ. Zygomycetes in human disease. Clin
Microbiol Rev. 2000;13(2):236-301. Doi: 10.1128/cmr.13.2.236-301.2000.
PMID: 10755908; PMCID: PMC100154.

Eaton ME, Padhye AA, Schwartz DA, Steinberg JP. Osteomyelitis of the sternum
caused by Apophysomyces elegans. J Clin Microbiol. 1994;32(11):2827-28. Doi:
10.1128/JCM.32.11.2827-2828.1994. PMID: 7814567; PMCID: PMC264156.
Asai K, Suzuki K, Takahashi T, Ito Y, Kazui T, Kita Y. Pulmonary resection with chest
wall removal and reconstruction for invasive pulmonary mucormycosis during
antileukemia chemotherapy. Jpn J Thorac Cardiovasc Surg. 2003;51(4):163-66.
Doi: 10.1007/s11748-003-0055-y. PMID: 12723589.

Spellberg B, Edwards J Jr, lbrahim A. Novel perspectives on mucormycosis:
Pathophysiology, presentation, and management. Clin  Microbiol Rev.
2005;18(3):556-69. Doi: 10.1128/CMR.18.3.556-569.2005. PMID: 16020690;
PMCID: PMC1195960.

Rickerts V, Atta J, Herrmann S, Jacobi V, Lambrecht E, Bialek R, et al. Successful
treatment of disseminated mucormycosis with a combination of liposomal
amphotericin B and posaconazole in a patient with acute myeloid leukaemia.
Mycoses. 2006;49(Suppl 1):27-30. Doi: 10.1111/1.1439-0507.2006.01299.x.
PMID: 17081288.

[2]

[31

[4]

[s]

[6]

PARTICULARS OF CONTRIBUTORS:

1. Junior Resident, Department of Radio Diagnosis, SRM Medical College Hospital and Research Centre, SRM IST, Kattankulathur, Chengalpattu, Tamil Nadu, India.
2. Junior Resident, Department of Radio Diagnosis, SRM Medical College Hospital and Research Centre, SRM IST, Kattankulathur, Chengalpattu, Tamil Nadu, India.

3. Junior Resident, Department of Radio Diagnosis, SRM Medical College Hospital and Research Centre, SRM IST, Kattankulathur, Chengalpattu, Tamil Nadu, India.

4. Professor and Head, Department of Radio Diagnosis, SRM Medical College Hospital and Research Centre, SRM IST, Kattankulathur, Chengalpattu, Tamil Nadu, India.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:

Senthil Kumar Alyappan,

Professsor and Head, SRM Medical College Hospital and Research Centre, SRM
IST, Kattankulathur, Chengalpattu-603203, Tamil Nadu, India.

E-mail: asenthilkumarpgi@gmail.com

AUTHOR DECLARATION:
e Financial or Other Competing Interests: None
e Was informed consent obtained from the subjects involved in the study? Yes

e For any images presented appropriate consent has been obtained from the subjects. Yes

PLAGIARISM CHECKING METHODS: tentietal]
e Plagiarism X-checker: Sep 22, 2025

* Manual Googling: Feb 14, 2026

e iThenticate Software: Feb 17, 2026 (1%)

ETYMOLOGY: Author Origin

EMENDATIONS: 5

Date of Submission: Sep 19, 2025
Date of Peer Review: Jan 06, 2026
Date of Acceptance: Feb 19, 2026

Date of Publishing: Jun 01, 2026

Journal of Clinical and Diagnostic Research. 2026 Jun, Vol-20(6): TJO1-TJ02



