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Primary cutaneous aspergillosis due to
Aspergillus tamarii in an immunocompetent host
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SUMMARY

Primary cutaneous aspergillosis is a rare disease usually
caused by Aspergillus fumigatus, Aspergillus flavus,
Aspergillus terreus and Aspergillus ustus. It is usually
seen in immunocompromised hosts, though some cases
are also reported in immunocompetent hosts. We
present a case of an immunocompetent farmer who
presented with generalised nodules and plaques,
mimicking erythema nodosum leprosum but turned out
to be cutaneous aspergillosis caused by Aspergillus
tamarii. The characteristic ascospores of Aspergillus
species were found in skin lesions on fungus isolated in
culture. The patient showed excellent response to
antifungal therapy.

BACKGROUND

Aspergillosis is usually seen in patients suffering
from tuberculosis, malignancies, silicosis, diabetes
or those on long-term corticosteroids, immunosup-
pression and antibiotics." * The usual site of infec-
tions are lung, central nervous system and
sinuses.> * Cutaneous aspergillosis is an uncommon
opportunistic fungal infection that may occur either
as a primary or a secondary infection.” The most
frequent causative organisms that cause cutaneous
aspergillosis are Aspergillus fumigatus, Aspergillus
flavus, Aspergillus terreus, Aspergillus niger and
Aspergillus ustus.®® Primary cutaneous infection

Nodular skin lesions.

Figure 1

especially in immunocompetent patients s
extremely rare but an increase in prevalence has
been noted in the last 20 years.” ? '° Primary cuta-
neous aspergillosis usually involves sites of skin
injury or near intravenous access catheter sites at

Figure 2 Nodular skin lesions.
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sites of traumatic inoculation or occlusive dressing due to
surgery. Secondary cutaneous lesions result either from contigu-
ous extension to the skin from an infected underlying structure
or from widespread blood borne seeding of the skin." *

We present a case of a primary cutaneous aspergillosis caused
by A tamarii in an immunocompetent farmer with erythematous
nodular and plaque-like lesions mimicking erythema nodosum
leprosum.® ?

CASE PRESENTATION

A 65-year-old man, a farmer with no previous comorbities, pre-
sented with a high-grade fever, throat pain and loose stools 4-5
times with no mucous or blood, all of 3 days duration. He had
a history of trauma to the right foot 1 month ago. On examin-
ation, the patient was febrile with a heart rate of 96 bpm and
blood pressure of 130/80 mm Hg. The posterior pharyngeal
wall was congested with white exudates that did not bleed on
touch. Multiple tender erythematous nodules and plaques were
present on extremities, back, trunk and forehead (figures 1
and 2). A partially healed traumatic wound was present on the
right foot. There was no thickened nerve, hypopigmented or
hypoanaesthetic patch. Systemic examination was unremarkable.
A provisional clinical diagnosis of viral enteritis with secondary
streptococcal pharyngitis with erythema nodosum was kept and
treated with supportive therapy and antibiotics. Dermatologist
gave the clinical diagnosis of erythema nodosum leprosum for
the skin lesion.

INVESTIGATIONS

Throat swab showed Gram-positive cocci in pairs, tetrads and
oval budding yeast cells with pseudohyphae. Zeihl-Neelsen
staining was negative for acid-fast bacilli. Slit skin smear from
seven sites were negative for acid-fast bacilli. Wedge biopsy from
the nodular lesions from two different sites showed normal
intact pigmented keratinised squamous epidermis with
periadnexal-mixed inflammation, abscess cavity involving deep

dermis and subcutis. Plenty of fungal elements branching at
acute angles some septate were identified in the abscess
(figure 3). A modified Fite-Faracco stain was negative for acid-
fast bacilli. KOH mount and Gram stain showed branched
septate fungal hyphae (figure 4A,B).Sabouraud’s dextrose agar
culture showed brownish powdery colonies on macroscopy
while microscopy showed septate dichotomous branching
hyphae with conidiophores terminating in vesicle. The fungus
isolated was finally identified as Aspergillus species. The strain
was sent to National Reference Laboratory at PGIMER,
Chandigarh, India and it was identified as A tamarii both
phenotypically and genotypically.

TREATMENT

Our patient presented with multiple erythematous nodules and
plaques out of which the two nodules ulcerated after biopsy.
Our patient being a farmer working bare foot in fields acquired
this from the soil following a trauma to the right leg.” ' ' The
widespread distribution and morphology of the lesion misled
the dermatologist for erythema nodosum leprosum but myco-
logical and histological examination confirmed the diagnosis.
Although complete healing of cutaneous aspergillosis after oral

Figure 3  Abscess cavity with septate fungal hyphae (H&E stain Figure 4 (A and B) KOH mount and Gram stain showing branched
x1000). septate fungal hyphae.
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Figure 5 Healed lesions post-treatment.

antifungals is rare, our patient recovered completely after first
line treatment with itraconazole.'® '3 Itraconazole was given as
200 mg orally twice daily for 4 weeks.

OUTCOME AND FOLLOW-UP
The patient is asymptomatic with no skin lesions during 1-year
follow-up (figure 5).

DISCUSSION

Primary cutaneous aspergillosis though reported quite often in
recent years in immunosupressed patients still poses a diagnostic
challenge in immunocompetent patients.’ 3 Healthy hosts can
develop cutaneous aspergillosis in surgical wounds, traumatic
inoculation or by exposure to high spore counts in occupations
such as farming," !

Although over 300 species of aspergillosis exist, over 90% of
human infection is by A fumigatus, A flavus, A niger, A ustus.
This fungus is commonly found in decaying vegetation, stored
grains and soil." *~'!

Primary cutaneous aspergillosis may present as erythematous
indurated macules, papules, plaques or haemorrhagic bullae, which
may progress to necrotic ulcers that are covered by black eschar,
nodular and pustular lesions or subcutaneous abscesses.” 1°

Reminder of important clinical lesson

Learning points

» Cutaneous aspergillosis in immunocompetent hosts is rare;
however, one may come across such cases in individuals
with skin exposure to soil.

» Lesions can be widespread and generalised.

» Morphology and distribution of lesions are not enough for
making a diagnosis.

» Lesions can be clinically mistaken for erythema nodosum
leprosum.
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