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1 | INTRODUCTION

Individuals infected with human immunodeficiency virus
(HIV) are often prone to multiple comorbidities. Despite
that, it was estimated that less than 2% of HIV-infected
patients with skin lesions showed multiple or colesional
pathologies." Talaromycosis (formerly penicilliosis) in-
fection and Kaposi sarcoma (KS) can present primarily
as skin lesions or as part of a disseminated diseases. Both
disorders are AIDS-defining illnesses and have important
implication on patient management.

Talaromyces marneffei is endemic in South Asia and
Southeast Asia. However, sporadic cases of talaromyco-
sis due to overseas travel were reported in non-endemic
nation, such as Australia, United States, and countries
in Europe.”* It is said to be one of the most danger-
ous fungi in the world.> We report a rare colesional
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HIV-infected patients are at high risk of multiple pathologies. Accurate identifi-
cation of multiple colesional pathologies is critical for the patient management.
We report a distinctive case of colesional cutaneous talaromycosis and Kaposi
sarcoma. Prudent histopathological examination and judicious use of adjunct di-
agnostic test are essential for the diagnosis.

HIV infections, Kaposi Sarcoma, Skin, Talaromycosis

cutaneous talaromycosis and KS in a HIV-infected
patient.

2 | CASE REPORT

A 40-year-old male patient presented with non-productive
cough for four months associated with fever, loss of
weight, loss of appetite and night sweats. The patient was
diagnosed with HIV and hepatitis C infections two years
ago, but he has defaulted treatment. Physical examination
revealed cervical lymphadenopathy, and purplish-red
skin plaques distributed over his chest, back, and extremi-
ties. Few punctate erosions were noted on his forehead.
Examination of the respiratory system and chest radiog-
raphy was unremarkable. The patient's CD4 count was 38
cells/microliter. His serum was positive for Rapid Plasma
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Reagin (RPR) (titer 1:16) and Treponema pallidum parti-
cle agglutination (TPPA) tests.

Histopathological examination of the skin punch bi-
opsy showed mild acanthosis with focal hyperkeratosis
and parakeratosis. The upper dermis showed moderate
infiltration of histiocytes, lymphocytes, and plasma
cells (Figure 1). Many yeast cells, that are free lying and
within the cytoplasm of histiocytes, were observed in
the inflamed area. The yeast cells were highlighted by
Periodic acid-Schiff (PAS) stain and showed distinct
transverse septum. Within the same lesion, there were
spindle cells proliferation forming thin vasoformative
channels dissecting the collagen (Figure 2). These spin-
dle cells exhibited bland nuclei with scanty amount of
cytoplasm. Extravasated red blood cells, hemosiderin-
laden macrophages, and hyaline globules were ob-
served in the spindle cell area. There was no necrosis
or granuloma noted. Immunohistochemical studies
showed that the spindle cells were positive for CD31,
CD34, and speckled nuclear staining for HHVS8. The
histological interpretation was colesional cutaneous
talaromycosis with KS, plaque stage. His blood culture
grew Talaromyces marneffei. The aspirate from cervi-
cal lymphadenopathy was diagnosed as tuberculous
lymphadenitis based on the presence of acid-fast bacilli.

The patient was treated with anti-tuberculous regime,
intramuscular benzathine penicillin for latent syphilis,
and amphotericin B followed by itraconazole for talaromy-
cosis. He was restarted back on combined anti-retroviral
therapy. The patient was subsequently discharged well
after 19 days of hospitalization.

3 | DISCUSSION

We reported a HIV-infected patient with multiple comor-
bidities, including cutaneous talaromycosis, cutaneous
KS, hepatitis C infection, latent syphilis, and tuberculous
lymphadenitis. Talaromycosis is an infection caused by
thermally dimorphic fungus named Talaromyces marn-
effei. Talaromycosis is the third most common infec-
tion among immunocompromised patients in South and
Southeast Asia, ranked just after tuberculosis and crypto-
coccosis.* In the endemic country, the reported prevalence
of cutaneous talaromycosis among HIV-infected patients
with skin lesions was 1.5%.’

Cutaneous talaromycosis typically presented as umbil-
icated papules in immunocompromised patients. Other
clinical differential diagnoses of umbilicated papules
include histoplasmosis, cryptococcosis, and molluscum
contagiosum infection.® Histopathological or cytological
examination of the cutaneous lesion is often essential to
differentiate them. A definitive diagnosis of talaromyco-
sis needs fungus isolation from patient specimens and
demonstration of intracellular T. marneffei organism by
histology or cytology.* Tzanck cytology smear can rapidly
identify T. marneffei in cutaneous lesion and may expedite
patient treatment.”

KS is a low-grade vascular tumor strongly associated
with human herpesvirus 8 (HHV-8) infection.® The
reported prevalence of cutaneous KS among HIV-
infected patients with skin lesions was 0.8%.° KS has
a highly variable clinical course, ranging from slow
to rapidly progressing disease.® Early Kaposi sarcoma

FIGURE 1 Histopathologic findings
of the inflamed area. (A) Intact epidermis
with dense upper dermis inflammation.
Obscured spindle cell proliferation in the
upper to middle dermis (H&E, x100). (B)
Multiple fungal yeasts in the background
of histiocytic inflammation (H&E, x400).
(C) Round-to-oval yeast cells within the
cytoplasm of histiocytes (H&E, x1000).
(D) Distinctive transverse septum of T.
marneffei yeast cells (PAS, X1000).
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FIGURE 2 (A) Vasoformative
channels, hemorrhages, and scattered
hemosiderin-laden macrophages (H&E,
%200). Immunohistochemistry analysis
shows that the Kaposi sarcoma spindle
cells are positive for CD31 (B, x200),
CD34 (C, x200) and speckled HHV8
nuclear staining (D, x400).

lesion can present as a diagnostic challenge. It is char-
acterized by subtle proliferation of thin-walled, jagged,
empty-appearing vasculatures in the upper and mid-
reticular dermis. The spindle cell component is scarce
and may require multiple levels of examination for its
detection.’

The previously reported cases of cutaneous KS with
colesional infections were cryptococcosis, histoplas-
mosis, candidiasis, mycobacterial infection, cytomeg-
alovirus infection, and molluscum contagiosum."® We
believe that this is a unique case of colesional cutaneous
talaromycosis and cutaneous KS. There were four re-
ported cases of concurrent KS with systemic talaromyco-
sis in English literature.'®"" Two out of the four reported
cases died despite treatment.'® The mortality rate of un-
treated talaromycosis in HIV-infected patients is about
100%.> The presence of colesional pathology is often a
warning of severe immunodeficiency in HIV-infected
individuals. Therefore, prompt and accurate diagnosis is
critical for better survival.?

Colesional pathology may easily be missed, especially
when one of the pathologies dominates the cutaneous
lesion. In this case, the KS lesion was obscured by the
inflammatory cells surrounding the T. marneffei. The
KS tumor cells were more conspicuous at the periph-
ery, where the inflammation was lesser. The detection
of HHV-8 positivity of the spindle cells is essential to
differentiate KS from reactive fibroblasts or endothelial
cells. A high index of suspicion for multiple pathologies
is needed when examining specimen of HIV-infected
patients.
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4 | CONCLUSION

HIV-infected patients could present with skin lesions of
multiple or colesional pathologies. Colesional cutaneous
KS and cutaneous talaromycosis could be obscured by the
background inflammation. A judicious use of immuno-
histochemistry study and special staining is helpful for the
interpretation. This report adds to the growing knowledge
of colesional cutaneous pathology caused by HIV-related
immunodeficiency.
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