
A 53-year-old womanwith known ulcera-
tive colitis, who had previously taken oral
prednisolone on occasions for intermit-
tent diarrhea, was admitted with urosep-
sis due to Escherichia coli that required
treatment with inotropic agents and in-
travenous steroids. She was passing mele-
na and was anemic with a hemoglobin of
6.2 g/dL, which failed to improve despite
the transfusion of large volumes of blood
and the administration of intravenous
pantoprazole. Gastroscopy revealed mul-
tiple large superficial plaque-like ulcers
in the upper and mid stomach with over-
lying slough (●" Fig. 1).
Specimens taken from the ulcer edge ex-
amined histologically revealed chronic ac-
tive gastritis with cryptitis, crypt absces-
ses, and a noncaseating granuloma, but
no evidence of malignancy (●" Fig. 2a).
Typical fungal hyphae of a zygomycete,
characteristic of mucormycosis, were
seen on staining with hematoxylin and
eosin (●" Fig. 2b), and candidal yeasts
were seen on staining with Grocott’s
methenamine silver (●" Fig. 3).
Standard culture was negative for mucor-
mycosis. No evidence of dissemination
was noted on computed tomography
(CT). She was treated with intravenous
amphotericin B for 4 weeks, and a repeat
endoscopy 8 weeks later revealed scar-
ring, biopsies of which were negative for
fungi.
Mucormycosis is a rare fungal infection
and an important cause of morbidity and
mortality in immunocompromised pa-
tients. Common predisposing factors in-
clude diabetes, lymphoma, leukemia,
renal disease, septicemia, malnutrition,
and treatment with immunosuppressants
[1–3]. In a meta-analysis of 929 cases, 66

patients (7%) had gastrointestinal infec-
tion [2]. Although uncommon, reported
manifestations of gastrointestinal mucor-
mycosis range from colonization of peptic
ulcers to infiltrative disease [1]. All por-
tions of the alimentary tract are vulner-
able, with the stomach being the com-
monest site of infection [4]. The mortality
is high in patients with invasive disease
[5]. Treatment is usually with intravenous
amphotericin B or oral posaconazole;
however, surgical intervention should be

considered for uncontrollable gastrointes-
tinal hemorrhage or perforation.
Gastrointestinal mucormycosis is rare, but
should be considered at endoscopy if an
atypical ulcer is identified. In this case,
the infection may have developed secon-
darily to immunosuppression.
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Mucormycosis causing giant gastric ulcers

Fig. 1 Images from
gastroscopy showing:
a large superficial ulcers
with a plaque-like base
and rolled-up edge;
b large ulcers with over-
lying necrotic slough.
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Fig. 2 Biopsy taken
from the edge of an
ulcer stained with
hematoxylin and eosin
(H&E) showing:
a chronic active gastritis
and a noncaseating
granuloma (arrow),
b broad, irregular,
nonseptate, branching
hyphae typical of mu-
cormycosis.

Fig. 3 Biopsy taken
from the edge of an
ulcer stained with
Grocott’s methenamine
silver showing budding
yeast forms typical of
candida.
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