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INTRODUCTION

Pseudallescheria boydii is a true fungus
(Eumycota) frequently isolated from soil, pol-
luted water, sewage, etc', It is an opportunistic
pathogen and a principal cause of mycetoma
of the extremities. This disease is widely dis-
tributed in temperate and subtropical area.
Pseudallescheria infection other than mycetoma
are usually associated with immunosuppressive
therapy, malignant lesion or other underlying
disorders'”. The diseases caused by P. boydii
include cutaneous and subcutaneous gran-
ulomata, sinusitis, brain abscess, meningitis,
pulmonary colonization, fungus ball, invasive
pneumonitis, endocarditis, arthritis, osteomye-
litis, and disseminated systemic disease®. The
lung is the most common site of extracutan-
cous infection by P. boydii’. We report a case
of cutaneous P. boydii infection and review
the literatures.

REPORT OF A CASE

A 70-year-old female farmer visited our clinic
due to pruritic skin lesions on the both
forearms and hands for about 5 months. Skin
lesions showed the dusky erythematous oozing
papules and plaques with crusts on the both
forearms and hands, especially dorsal aspect

(Fig. 1A, B). There was no lymphadenopathy
and hepatosplenomegaly. There had been no
history of preceding trauma to lesion sites.
Roentgenogram examination of the chest,
both forearm and hands disclosed no abnor-
mality. The hematocrit was 38 per cent, leu-
kocyte count 7500/mm’. Differential count
showed normal finding. Blood chemistry
values were within normal limits. The fasting
blood sugar and pc 2hr was within normal lim-
its. Urinalysis disclosed no abnormality. The
CMI multitest showed negative finding to all
antigens. Serum immunoelectrophoresis and
protein electrophoresis showed normal findings.
Previously reported methods were used to
identify isolates of P. boydii on the basis of
morphologic features. The histopathologic ex-
amination of skin lesion revealed hyphae and
spores and inflammatory cell infiltration cons-
isted of lymphocytes, neutrophils, and histio-
cytes in the upper dermis(Fig. 2,3). The
transmission electron microscopic finding re-
vealed the conidium in biopsy specimen(Fig.
4). Fungus culture with a piece of tissue on Sa-
bouraud media showed brownish gray colored
cottony aerial mycelia with a gray-green re-
verse side within one week at both 25°C and
37°C(Fig. 5). Fungi are characterized by
branched conidiophores with a single or a
group of conidia at the tips with or without
annelation(Fig. 6). In scanning electron micro-
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Fig. 1A. Dusky erythematous oozing papules and Fig. 1B. Close observation.
plaques with crust on the both forearms and hands.

A ("51 % { i..l.'. /:‘

Fig. 2. Inflammatory cells infiltration consisted Fig. 3. Hyphae and spores in the upper dermis
of lymphocytes, neutrophils, and histiocytes in the (PAS stain, x200).

upper dermis (H & E stain, x 100).
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Fig. 4. "l:'ran§mission C!CC”‘JU microscopic finding Fig. 5. Brownish gray colored cottony aerial my-
:conidium in biopsy specimen. celia on Sabouraud's media at a week at 25°C.

Fig. 6. Branched conidiophores with a single or Fig. 7. In scanning clectron microscopy of slide
a group of conidia at the tips with or without anne- culture, conidia and conidiophores of P. boydii
lation. were seen( X 15000).
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scopy, conidia and conidiophores of P. boydii
were seen in slide culture(Fig. 7). The P. boy-
dii that was isolated from the lesion had an
minimal inhibitory concentration(MIC) of 0.2
ug/mL with miconazole, 0.8 pg/mL with itra-
conazole and ketoconazole, and 10 pg/mL
with amphotericin B, 100 pg/mL with flu-
cytocine, terbinafine and griseofulvin. The le-
sions improved gradually following oral ad-
ministration of itraconazole 200mg daily for
eight weeks. After eight weeks later, the lesion
was slightly improved but the patient was not
followed up. The patient died approximately 4
months later because of unknown cause.

DISCUSSION

P. boydii has been associated with cutaneous
infection known as mycetoma but occurs very
infrequently in extracutaneous sites"*®. It is in
the class of perfect fungi known as Ascomy-
cetes'. Disease due to P. boydii are reported in-
frequently. In 1911, Saccardo described a new
fungus, Monosporium apiospermum, that was
isolated from a mycetoma patient in Italy.
Scedosporium apiospermum is the anamorph
(asexual state) of this fungus and Allescheria
boydii, Petriellidium boydii, and Pseuda-
llescheria boydii are the telomorph'. Traumatic
implantation of P. boydii into the knee joint,
bone, cornea, or skull has caused local infec-
tion that was not accompanied by grains and
therefore should be called peudallescheriasis,
not mycetoma'. In rare case of soft tissue in-
fec-tion, no trauma to the site was related.
Many cases of P. boydii infection in immunoco-
mpromised patients has been reported®”. In
our case we think that the patient was immune
compromised host in that CMI multitest showed
all negative finding and the patient died 4
months later.

For definitive diagnosis, cultural isolation of
the fungus is necessary. This can be by spread-
ing sputum, pus, urine, and biopsy material

over the surface of Sabouraud's agar slant with
antibacterial antibiotics incubating them at 25°
C to 37°C because this fungus is thermally
monomorphic fungus’. Light brownish-gray
colonies that appear cottony to velvety grow
out within 1 to 2 weeks. The colonies tend to
become lighter in color during maintenance on
agar media. Reverse is grey to black. In the
asexual state, ovoid or pyriform conidia are
produced singly at the tip of conidiophores.
Occasionally the conidia occur in small groups.
The conidiophores may be lateral or terminal,
short or elongate, simple or branched. Tufts of
conidiophores may be seen. In the sexual state
, spherical thin walled semi-transparent, yel-
low to brown ascocarps are formed, each con-
taining round or ovoid asci. Many isolates of
the fungus produce brown cleistothecia(100 to
200 pm in size) more readily on nutritionally
poor media such as corn meal or potato dex-
trose agar. The formation of cleistothecia is
initiated with coiled ascogonia, which develop
into mature fruiting bodies within 10 days.
The ascocarp wall is composed of single layers
of thin, flat, brown polygonal cells. The asci
contain 8 ascospores. Isolates that fail to pro-
duce cleistothecia are identified as Scedos-
porium apiospermum™®’. In our case we failed
to detect cleistothecia or ascospore by culturing
on cornmeal agar.

In tissue dark brown, branching, segmented
hvnhae and round budding cells were seen. De-
finitive histopathologic diagnosis is not pos-
sible, because there are no specific features
that distinguish it from other branching septated
fungi. We could detect a ovoid spore in the
histiocyte.

Pscudallescheriasis appears to be most respon-
sive to therapy with imidazole, moderate un-
responsive to amphotericine B, and completely
resistant to flucytosine. Itraconazole has been
used successfully to complete a course of
#1%. The MIC values of this case was
consistent with previously reported cases of

therapy
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peudallescheriasis’. The clinical response of
our patient to itraconazole was significant. The
optimal dose and duration of therapy are unk-
nown but are made according to severity of in-
fection and rate of response.
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