
Introduction

haeohyphomycosis  is  a rare Psubcutaneous and systemic fungal 

infection caused by more than 100 

different moulds classified in 60 different 

genera. Among the most important 

aetiological agents can be included 

Alternaria species, Bipolaris species, 

Cladophialophora (Xylohypha) bantiana, 

Curuvularia species, Exophiala species, 

Exserohilum species and Phialophra 
1species.  Clinical constellation of findings 

includes papules, nodules cysts, sinuses, 

lichenified plaques, ulcers, scars and 

proliferative growth occurring in a 

sequential order. Eventhough it is 

c o m m o n l y  d o c u m e n t e d  i n  

immunocompromised individuals,  

immunocompetent persons are not 

spared. ln the absence of evidence from 

control led therapeutic tr ials for 

phaeohyphomycosis, it is very difficult to 

schedule the treatment regime. Time 

honoured drug Amphotericin-B is used as 

a major therapeutic agent alone or in 

combination with other antifungal agents 

in the treatment of phaeohyphomycosis.

Case Report
Thirty seven year old male construction worker 

presented with lumps, ulcers and growths over 

various areas of the body with thickened and 

pigmented skin over left hand, right foot and lower 

back for the past one and half years duration (Figs. 1-

4). The illness started as a nodule over left back

Fig. 1 : Poliferative bleeding growth over scalp

Fig. 2 : Warty growth arising from a plaque in 

lumbar area
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Abstract
Phaeohyphomycosis is a heterogeneous group of cutaneous, subcutaneous, deep-

3seated and systemic mycosis caused by dematiaceous (dark walled moulds).  The 
clinical syndrome is caused by more than 100 species of cosmopolitan saprobes of soil 
and decaying matter. We present in this case a new treatment strategy. 

Case Reports



Fig. 3 : Phaeohyphomycotic cyst dorsum of hand

Fig. 4 : Lichenified lesions over dorsum of hand

followed by similar lesions over right back, inguinal 

area and scalp. History of spontaneous rupture of 

lesions with purulent discharge leading to ulceration 

and proliferative growths was elicited. There was no 

history of preceding trauma or systemic disturbance. 

Patient is a chronic smoker with no history suggestive 

of exposure to sexually transmitted diseases. On 

examination, multiple more than fifteen skin 

coloured cysts of varying sizes from 2-3 cms x10-25 

cms were present over neck, cheek, arms, back, right 

inguinal region and lumbar and scapular regions. 

Ulcera-proliferative growths with scarring and 

purulent discharge through sinuses were seen over 

the lumbar region, axillae, left inguinal region and 

right parietal region of the scalp. A hyperpigmented 

plaque with a healed sinus was noted on right ear 

lobule. Lichenified plaques were observed over dorsal 

aspect of left hand, right foot and lower back. 

Examination of nails and mucosae revealed no 

abnormality. 

Routine blood investigations were within normal 

limits. Culture and sensitivity testing of the purulent 

material showed E.coli and Staph aureus while 

fungal culture of the aspirate was negative. 

Serological tests for syphilis (Rapid plasma reagin) 

and Enzyme linked immunoassay test for HIV were 

negative. Ultrasound examination of the abdomen 

showed pus collection in skin and subcutaneous 

compartments of respective cystic lesional areas. 

Chest X-Ray, CT brain and echocardiograms were 

within normal limits. KOH examination of the 

aspirate from the cyst showed hyaline, non-septate, 

branched hyphae (Fig. 5). Skin biopsy of a small cyst 

Fig. 5 : KOH (10%) mount of the aspirate showing 

hyaline, non-septate, branched hyphae

and histopathological examination revealed small 

foci of granulomatous inflammation with a 

surrounding fibrous capsule and a central space 

filled with pus formed of polymorphonuclear 

leucocytes and fibrin (Fig. 6). A clinical diagnosis of 

Fig. 6 : Histopathologic feature of a 

phaeohyphomycotic cyst (H and E) Magnificationx 

400

disseminated subcutaneous phaeohyphomycosis 
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was arrived and the patient was started on 

conventional Amphotericin-B infusion of 50 mg per 

day to a total dose of 1400 mg as per Amphotericin-B 
2infusion protocol.  Additionally, to bring down the 

fungal load in the cystic spaces and minimise the 

likely chance of further dissemination with rupture in 

critical sites, cysts were catheterised under 

ultrasonic guidance with pig tail catheter (9 Fr size) 

and the contents were drained (Figs. 7 and 8) followed

Fig. 7 : Pig tail catheterisation under ultrasound 

guidance

Fig. 8 : Pig tail catheter in situ draining a cyst

by irrigation or instillation with 5 mg of 

Amphotericin-B litre in distilled water daily for 25 

days. Ulcero-proliferative growths and lichenified 

plaques were painted with freshly prepared 0.1 % 

Amphotericin-B in Dimethyl sulphoxide (DMSO) 

daily. Oral itraconazole 200 mg b.i.d was 

administered subsequently as a maintenance 

therapy for 2 months. Proliferative growths 

responded dramatically, sinuses closed, cysts 

resolved and lichenified plaques improved (Figs. 9-

11) with this customised treatment strategy. 

Fig. 9: Resolving scalp lesions after therapy

Fig. 10 : Proliferative lesions under resolving phase

Fig. 11 : Improved lichenified plaques

Discussion

T h e  r i s k  f a c t o r s  f o r  

phaeohyphomycosis are solid organ and 

b o n e  m a r r o w  t r a n s p l a n t a t i o n ,  

cor t i cos tero id  therapy ,  t rauma,  

intravenous drug abuse, neutropenia, 

sinusitis, long-term indwelling catheter, 

HIV, cardio-thoracic surgery and fresh 
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wa t e r  immers i on .  The  c l i n i c a l  

presentation of phaeohyphomycosis is 

multifaceted and includes superficial, 

cutaneous, subcutaneous, eye, foreign 

body associated, paranasal sinus 

associated and systemic or visceral 

(Iocalised and disseminated) variants. 

Cutaneous-subcutaneous overlap 

syndrome is characterised by macules, 

papules, plaques, nodules, cysts, 

ulcerations and verrucous lesions. 

Diagnosis of phaeohyphomycosis is a 

highly challenging task (4 and 5) and it is 

accomplished by mycological and 

histopathological means although 

phaeohypho-mycosis is a rare treat for a 

dermatopathologist. Special stains like 

PAS-digest, crocott's Methanamine Silver 

(GMS), Fontana-Masson are also 

employed. 

Critical issues in the management of 

phaeohyphomycosis are 

1. Aetiological association with multitude 

fungal genus/species 

2. Difficulty in isolation, identification 

and drug susceptibility testing 

3. Variety of cl inical syndromes 

encompassing an array of differential 

diagnosis 

4. Absence of laid down management 

strategy 

5. Treatment modalities based only on 

isolated human cases and several 

small case series without robust 

randomised blinded studies. 

Surgically accessible lesions like cysts 

in soft tissues and brain may be ideally 

excised as an encapsulated structure 

without spillage. Simple aspiration is not 

recommended owing to the refilling of the 

cyst. Even extremely careful surgical 

handling of the cyst has complications like 

spillage and spreading of infection to other 

tissue planes. Besides, some of the fungal 

structures may be left behind and may act 

as a nidus for relapse. The trade-off 

between the debulking the fungal loaded 

lesions with the risk of spreading the 

infection and highly toxic conventional 

Amphotericin-B therapy is optimised in 

our case with a reasonable outcome of 

clinical cure by the following combined 

novel treatment strategy viz.

1. Indwelling catheter drainage of cysts.

2. Subsequent intermittent irrigation 

and instillation of cysts with 

Amphotericin-B solution

3. Topical application of Amphotericin-B 

in DMSO for verrucous growths and 

lichenified plaques

4. I n t r a v e n o u s  c o n v e n t i o n a l  

Amphotericin-B infusion

5. Maintenance antifungal therapy with 

oral itraconazole
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