
Introduction
Dematiaceous fungi are ubiquitous saprophytic filamentous 
molds characterized by dark structures due to melanin 
deposition in their cell wall [1]. The 3 clinical syndromes 
resulting from dematiaceous fungal infection of the skin are 
eumycetoma, chromoblastomycosis, and phaeohyphomycosis 
[1]. Dematiaceous fungal infections of the olecranon bursa are 
extremely rare. Here, we present a case study of a 75-year-old 
diabetic male with a dematiaceous fungal infection in the 
olecranon bursa.

Case Report
A 75-year-old male with a history of type 2 diabetes and 
treatment completed tuberculosis presented in outpatient 
department for evaluation of right olecranon bursitis. The 
patient has had a painless swelling over his right elbow for 3 years 
with no associated history of trauma. Swelling started to drain 
purulent pus for the past 1 month which was when the patient 
had sought medical attention. The patient was then treated with 
multiple antibiotics but with no relief.
On examination, the patient had an enlarged, thickened, and 
fluctuant right olecranon bursa of 5 cm diameter with copious 
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Introduction: Dematiaceous fungi are a group of fungi characterized by the presence of melanin in their cell walls. These fungi are known to 
cause a wide range of infections in humans, including skin and soft-tissue infections, sinusitis, and meningitis. Infections caused by dematiaceous 
fungi are typically seen in immunocompromised hosts and manifest most commonly as cutaneous or subcutaneous disease. Systemic infections 
are exceedingly rare and associated with significant morbidity and mortality.
Case Report: Here is a case study of a 75-year-old diabetic male with a rare case of dematiaceous fungal infection in the olecranon bursa. The 
patient presented with a painless swelling of 3-year duration over the right elbow which started draining pus for 1 month. Surgical excision of the 
bursa was performed, and histopathological examination and culture confirmed the diagnosis of dematiaceous fungal infection. We discuss the 
diagnosis, treatment, and management of this rare fungal infection.
Conclusion: Although dematiaceous fungal infections are a rare cause of olecranon bursitis, the clinician must send a fungal culture in every case 
for prompt diagnosis and treatment.
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Learning Point of the Article:
Dematiaceous fungi are a very rare cause of olecranon bursitis and a high index of suspicion is required for its 

diagnosis and timely management.
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purulent pus drainage. There was no overlying cellulitis or 
lymphadenopathy. Range of movements of right elbow was full 
and painless. Radiographic evaluation showed a soft-tissue 
swelling over the olecranon without any osseous involvement 
or joint space reduction. Blood leukocyte count was within 
limits. A bacterial culture was sent which came back negative.
Surgical excision of the bursa was performed under brachial 
plexus block. Intraoperative examination revealed a thick-
walled bursa filled with purulent material. The bursa was 
excised and sent for histopathological examination (Fig. 1 and 
2).
Histopathological analysis revealed the phaeohyphomycosis 
associated granulomatous inflammatory lesion with the 
presence of dematiaceous fungi, identified as Exophiala spp. on 
culture (Fig. 3, 4, 5).
Since there was a significant clinical improvement by the time 
the histopathology and fungal culture report arrived, the patient 
was not started on antifungals. Serial reviews were done and no 
recurrence was observed.

Discussion
The dematiaceous (brown-pigmented) fungi are a large and 
heterogenous group of molds that cause a wide range of diseases 
including phaeohyphomycosis, chromoblastomycosis, and 
eumycotic mycetoma. Among the more important human 
pathogens are Alternaria species,  Bipolaris species, 
Cladophialophora bantiana, Curvularia species, Exophiala 
species, Fonsecaea pedrosoi, Madurella species, Phialophora 

species, Scedosporium prolificans, Scytalidium dimidiatum, 
and Wangiella dermatitidis. These organisms are widespread in 
the environment, being found in soil, wood, and decomposing 
plant debris.
Cutaneous, subcutaneous, and corneal infections with 
dematiaceous fungi occur worldwide but are more common in 
tropical and subtropical climates. Infection results from 
t r a u m a t i c  i m p l a n t a t i o n .  M o s t  c a s e s  o c c u r  i n 
immunocompetent individuals. Dematiaceous molds are also 
important causes of invasive sinusitis and allergic fungal 
sinusitis. Infection is thought to follow inhalation. Although 
cerebral infection is the most common form of systemic 
phaeohyphomycosis, other localized deep forms of the disease, 
such as arthritis and endocarditis, have been reported [2].
The majority of cases of septic bursitis are due to bacterial 
pat h o ge n s ,  pa r t i c u l a r l y  G r a m - p o s i t i v e  o r ga n i s m s 
(Staphylococcus aureus and Streptococcal species). More 
recently, reports have appeared in the literature of chronic 
infectious bursitis caused by fungi and occurring in both 
immunocompromised and healthy immunocompetent 
individuals [3, 4].
Although the prevalence of bursitis, in total, was equal in 
olecranon as well as patellar bursa, fungal bursitis was found to 
be more prevalent in the olecranon bursa [5]. This was 
mentioned in one study [6, 7] that due to its superficial location, 
swelling of the olecranon bursa is easy to detect by both the 
patient and the examiner. Other less common sites of 
involvement in fungal bursitis were patella and ankle 
(retrocalcaneal). Direct inoculation of deep bursa is 
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Figure 1: Excision specimen. Figure 2: Fungal culture microscopy.
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uncommon, but iatrogenic infection resulting from bursal 
injections of glucocorticoids (e.g., subacromial, iliopsoas, or 
trochanteric bursae) may rarely occur [8]. In the absence of a 
known inoculation, infection of deep bursae is presumed to be 
due to hematogenous seeding or spread from an adjacent septic 
site such as contiguous septic arthritis [9]. Most reports of 
curative therapy describe the use of surgical debridement and 
long-term antifungal medication and illustrate the difficulty in 
treating these types of fungal infections. Long-term therapy that 
is interrupted or prematurely terminated raises the concern for 
developing antifungal resistance [10].
In our case, the patient had a rare dematiaceous fungal infection 
in the olecranon bursa. Surgical excision of the infected bursa is 
the treatment of choice for olecranon bursitis and is generally 
curative. In most cases, antifungal therapy may be necessary to 
prevent recurrence.

Conclusion
Dematiaceous fungal infections are a rare but important cause 
of infections in humans. In our case, we report a rare case of 
dematiaceous fungal infection in the olecranon bursa of a 
diabetic male. Timely diagnosis and appropriate treatment with 
surgical excision of the infected bursa led to a full recovery of the 
patient.

Figure 3: Histopathology slide 1. Figure 5:  Intraoperative image.Figure 4: Histopathology slide 2.

Clinical Message

Due to rarity of the dematiaceous fungal cause of olecranon bursitis, 
we have to keep a high index of suspicion in all cases of olecranon 
bursitis, especially in immune compromised individuals and a fungal 
culture must be performed in all and every case.
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