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Phaeohyphomycosis 
presenting as a solitary 
nodulocystic lesion in a 
renal transplant patient
Sir,
Phaeohyphomycosis (PH) are a rare group of heterogenous 
dematiaceous (phaeoid) brown pigment producing fungi, which 
cause superficial, cutaneous, and subcutaneous infections 
in the immunocompetent and systemic illness, especially 
brain abscesses in the immunosuppressed.[1,2] A myriad of 
fungal species causes this unique infection, which includes 
Exophiala, Phialophora, Cladosporium, Wangiella, Fonsacaea, 
Alternaria, Bipolaris, and Curvularia species.[3] The usual 
source of infection is usually exogenous, following pricks with 
thorns or wood splinters. A 27-year-old man, a renal transplant 
recipient two years ago and currently on prednisolone and 
mycophenolate mofetil presented with a nodulocystic lesion on 
right forearm of five months duration. The lesion first started 
as a small, tender, erythematous papule on the right forearm 
and gradually over a period of five months attained the present 
size. The patient denied prior trauma at the site of the lesion. 
On examination, the patient had an ill-defined skin-colored 
nontender nodulocystic lesion of about 3 × 4 cm on the right 
forearm [Figure 1]. The lesion was more prominent on palpation 
and had a soft cystic consistency.

The patient’s blood hemogram, biochemistry, blood sugar, and 
liver and renal function tests, were within normal limits and 
serological tests for HIV 1 and 2 were negative. Chest X-ray 
was normal. A fine-needle aspiration cytology (FNAC) of the 
lesion demonstrated histiocytes, neutrophils, and thick-walled 
septate spores and pigmented branching hyphae suggestive of 
a subcutaneous fungal infection [Figure 2]. An excision biopsy 
of the nodulo-cystic lesion was performed. Hematoxylin and 

eosin (H and E)-stained sections of the tissue showed a gross 
inflammatory cell infiltrate extending throughout the dermis to 
the subcutaneous tissue, composed of histiocytes, neutrophilic 
abscesses, foreign body giant cells, and thick-walled septate 
fungal bodies and pigmented hyphae [Figure 3]. Some of the 
fungal elements were seen within the giant cells and had a 
beaded appearance [Figure 4]. Gomori’s silver methenamine 
stain (GMS) highlighted the fungal bodies [Figure 5]. 
A fungal culture revealed mixed growth. A final diagnosis of 
subcutaneous phaeohyphomycosis was made. The patient 
was started on itraconazole 100 mg twice daily.

Classical presentation with a nodulocystic lesion, presence of 
fungal elements in the FNAC, H and E-stained sections showing 
the presence of brown thick-walled fungal bodies, and typical 
beaded pigmented hyphae among the infiltrate and giant cells 
confirmed as fungal elements by GMS stain enabled us to make 
a diagnosis of subcutaneous PH, although the fungal culture 
showed mixed growth by contaminants. One interesting feature 
in our case was the presentation as a solitary lesion instead 
of dissemination, in spite of immunosuppresion. Beading of 
the fungal elements as seen in our case is a very important 
histological clue for the diagnosis of PH [Figure 4]. In addition 
to the aforementioned histomorphological features, PH may 
sometimes show a large cystic space surrounded by a fibrous 
capsule, the cavity showing necrotic material, neutrophils, fibrin, 
and the fungal bodies. This is termed as the “phaeomycotic 
cyst.”[4] The unique feature of PH is its ability to cause infection 
both in the immunocompetent and the immunosuppressed.

The best treatment modality for solitary lesions is complete 
excision followed by itraconazole 100 mg twice daily.[5] In 
immunosuppressed patients and in disseminated lesions, 
long-term itraconazole, fluconazole, terbinafine, amphotericin-B, 
and 5-fluocytosine are effective. In resistant cases, voriconazole 
and posaconazole can be tried.[6]

We report this case to highlight a rare mycotic infection 
occurring in an immunosuppressed patient presenting as 
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Figure 1: Nodulocystic lesion on right forearm (arrow) better felt than seen
Figure 2: Fine-needle aspiration cytology showing thick-walled fungal 
spores and pigmented hyphae, Papanicolau ×400

Figure 3: Histiocytes, neutrophilic abscess, and thick-walled brown 
fungal bodies, H and E ×400

a solitary lesion, rather than disseminated lesions and the 
role of a simple diagnostic tool such as the FNAC for its 
diagnosis.
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Figure 4: Fungal bodies, pigmented hyphae with beading in giant 
cells, H and E ×400

Figure 5: Thick-walled fungal bodies with beading and hyphae, 
Gomori’s methenamine silver ×400
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Neutrophilic dermatosis of 
the dorsal hands: A rare 
unilateral presentation
Sir,
Neutrophilic dermatosis of the dorsal hands (NDDH) refers to a 
localized variant of Sweet syndrome when the clinical lesions 
are predominantly restricted to the dorsal aspect of the hands 
and are similar to those of Sweet syndrome in morphology. 
Cutaneous pathergy occurs when skin lesions appear at sites 
of trauma.[1] Herein we report a case of unilateral presentation 
of NDDH following insect bite.

A 50-year-old married woman presented at our outpatient 
department with moderately swollen, painful red colored area 
with burning sensation over dorsum of left hand of three weeks 
duration following an insect bite. The patient took treatment 
from a private practitioner for two weeks without any relief. She 
denied any history of itching, recent change of medications or 
intake of new medications, any loss of sensation, or any other 
skin lesions on body.

On cutaneous examination, a well-defined erythematous and 
markedly edematous lesion measuring 5 × 6 cm was present 
over the dorsum of left hand with central clearing and raised 
erythematous, edematous, infiltrated, and irregular margin with 
surrounding erythema. A fine collarette of scales was present 
in area of central clearing. Few erythematous, edematous, and 
infiltrated papules were present near the margin [Figure 1]. 
Deep dermal tenderness was positive. Differential diagnoses of 
persistent insect bite reaction, erysipelas, and NDDH were 
considered.

A biopsy was taken from margin of the lesion, which revealed 
diffuse and dense neutrophilic infiltrate in papillary dermis 
extending to reticular dermis along with papillary dermal 
edema [Figure 2]. Based on clinical and histopathological 
findings final diagnosis of NDDH following insect bite was made.

Figure 1: A well-defined erythematous and edematous lesion with 
central clearing and raised erythematous, edematous, infiltrated, and 
irregular margin

Figure 2: Papillary dermal edema with dense neutrophilic infiltrate 
(hematoxylin and eosin ×10)

Patient was started on tablet prednisolone 5 mg three times a 
day for 10 days with dramatic improvement [Figure 3].
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