Chromoblastomycosis as a mimicker of neoplastic lesion: A case report
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ABSTRACT

Chromoblastomycosis, a rare fungal infection, occurs most commonly in tropical and subtropical countries. Persons
involved in agricultural works are most commonly affected. Traumatic injury by contaminated wood particles/
thorn predispose to chromoblastomycosis. We are reporting a case of chromoblastomycosis in a 50-year-old male
presenting with a nodular swelling in the right foot for 2 months. It was clinically suspected to be a neoplastic lesion
and was subjected to surgical excision and histopathological examination that demonstrated the presence of fungal
hyphae, spores, and the typical “sclerotic bodies.” Surgical excision is not needed in chromoblastomycosis as it
can be treated by antifungals. Chromoblastomycosis needs to be considered in the initial differential diagnosis of
verrucous cutaneous lesions of foot, particularly in agricultural workers.
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INTRODUCTION

The dematiaceous fungi/pigmented fungi constitute
a clinically important group of fungi. There are two
clinicopathological ~ groups —  chromoblastomycosis
and phaeohyphomycosis, which represent extremes of
a continuum of infections.!" Chromoblastomycosis is
characterized by the presence of “sclerotic body” in the
tissues. Phaeohyphomycosis is a collective term for a
heterogeneous group of opportunistic fungal infections that
contain dematiaceous yeast-like cells and hyphae. These
infections are seen following direct implantation of infected
wood particles, soil. In immunocompromised patients, the
portal of entry is not always evident.
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The disease is worldwide in distribution. The exact prevalence
and incidence of chromoblastomycosis are unknown because
of sporadic case reports. However, most of the reported cases
are from humid tropical and subtropical countries of America,
Asia, and Africa.””! The highest prevalence rates are reported in
Mexico, Cuba, Venezuela, the Dominican Republic, Colombia,
and Brazil. In Africa, most of the cases have been reported in
Madagascar and in South Africa. In Asia Japan, Sri Lanka and
China dominate the picture.?# Exact prevalence in India is
not known because of infrequent reports. The disease is not so
uncommon in India. In 1967, Indian scenario was reviewed by
Mohapatra et al.’! Occasional cases are being reported from
different parts of the country.>!

The clinical presentation of chromoblastomycosis is often
misleading. It presents as solid nodule, tumor, verrucous
plaque, or warty papule.l'! In most of the cases, the history
of injury by vegetable particles/thorn is missed. It is often
mistaken as tuberculosis (TB), leprosy, and even neoplasm,
which can lead to mismanagement. Correct diagnosis of a
fungal infection can eliminate the risk of radical excision,
as here antifungals (itraconazole and fluconazole) with or
without potassium iodide would only suffice.™
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We are reporting the case because it was clinically suspected to
be a neoplastic lesion. It was surgically excised and subjected
to histopathological examination. Although there was no
history of previous fine-needle aspiration cytology (FNAC)
of the lesion, correct diagnosis by FNAC could have avoided
the tissue loss due to surgical excision. We are emphasizing
on the fact that consciousness about chromoblastomycosis
among clinicians as well as pathologists could simplify the
management strategy and provide relief from mental stress to
the patients as well as the relatives.

CASE REPORT

A 50-year-old male, agricultural worker, presented with
a solid nodular lesion of right foot on the extensor surface
for 2 months. He was treated by local doctors but with no
improvement. There was a history of trauma before the
swelling. The lesion was slowly enlarging in size and was
firm to hard in appearance. The routine hematological
and biochemical parameters were within normal limits.
Suspecting the lesion a neoplastic one, surgical excision
and histopathological examination were undertaken.
Macroscopically, the specimen was a single piece of partially
skin covered grayish white globular tissue, measuring 1.8 cm
x 1.2 cm x 0.2 cm. Cut section of the tumor showed solid,
firm, and whitish tissue having multiple points of necrosis.
All the sections were formalin fixed, paraffin embedded, and
processed for histopathological examination. The routine
Hematoxylin and Eosin (H and E) stained microsections
showed acanthosis of the overlying skin. Numerous
ill-formed granulomas with multinucleated foreign-body
type of giant cells were seen in the sub-epidermal connective
tissue. Aggregates of histiocytes, neutrophilic microabscess
were noted. An important finding was the presence of a piece
of vegetable material within a sinus tract (Figure 1). On close
scrutiny light brown pigmented and septate fungal hyphae
were noted both within as well as outside the vegetable cells
(Figure 2). There was also presence of rounded, thick-walled,
and dark brown pigmented sclerotic bodies. The fungal
spores were arranged singly as well as in small clusters.
The spores showed the presence of intracellular longitudinal
wall formation (Figure 3). Periodic acid—Schiff stained
section demonstrated the presence of fungus. No evidence
of any dysplasia/malignancy was noted in the lesion. The
histopathological diagnosis was chromoblastomycosis in a
case that was clinically suspected to be a neoplastic lesion.

DISCUSSION

Chromoblastomycosis, a non-contagious disease, is caused by
saprophytic, pigmented fungi commonly isolated from plant
debris and soil. Hence, it can be an occupational hazard in
some rural workers. They normally contain melanin pigment
that gives them deep brown color.! Several species have
been described such as Fonsecaea pedrosoi, Phialophora
compacta, Phialophora verrucosa, Cladosporium carrionii,
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Figure 2: Microsection showing dark brown, pigmented, and
septate fungal hyphae (H and E, x400)

within the vegetable cells. Inset: Intracellular wall formation in the
sclerotic bodies (H and E, x400)

Aureobasidium pullulans, and Rhinocladiella aquaspersa.
Exophiala spinifera and Chaetomium funicola are also
included. F pedrosoi is the most commonly isolated
organism.! The genera which have been commonly described
in Indian scenario are Exophiala, Phialophora, Cladosporium,
Curvularia, Fonsecaea, and Alternaria.[!
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Max Rudolph 1% described chromoblastomycosis in 1914, in
Brazil.>!%! [n 1915, Medlar reported chromoblastomycosis
in an Italian immigrant in Boston.) He described the
“sclerotic body,” which was later named as “Medlar body.”™
It is also termed as “copper penny body” or “muriform
cells.” In India, such cases are being reported from the sub-
Himalayan belt and the coastal areas due to hot and humid
climate.l'!"13]

This small tiny fungus is causing disease when they
are inoculated by contaminated soil/wood particles
into  tissue. The  histopathological findings of
cutaneous chromoblastomycosis consist of acanthosis,
pseudoepitheliomatous hyperplasia, dermal microabscess,
chronic granulomatous inflammation, multinucleated
foreign body type of giant cells, “sclerotic body”/”copper
penny body.” Primary lesion develops at the site of
inoculation usually at an extremity and remains localized
for years. Spread to multiple sites may occur following
autoinoculation. Lymphatic and hematogenous spread may
rarely develop producing elephantiasis. Long standing
cases may even convert to squamous cell carcinoma.?! In
the present case, the patient may have acquired the infection
following some trauma as evidenced by the presence of
vegetable particle within the tissue. Histopathological
microsections demonstrated the presence of ill-formed
granulomas, aggregates of histiocytes, multinucleated
giant cells. The presence of sclerotic body, septate hyphae,
intracellular wall in the spores, and the vegetable cells
confirmed that the chromoblastomycosis infection occurred
following inoculation of contaminated wood particle. As
they are naturally pigmented fungi containing melanin, they
can be easily identified in H and E stained section. Thereby
the unnecessary cost of special fungal stains can be avoided.

Clinical presentation of chromoblastomycosis is nodular
swelling in an agricultural worker that may or may not be
accompanied with a history of trauma. Hence, they may be
confused with TB verrucosa cutis, leprosy, squamous cell
carcinoma, sporotrichosis, and palmar-plantar psoriasis.t!!4-16!
This case was clinically suspected to be a neoplastic one. The
diagnosis of chromoblastomycosis gave tremendous relief
to the patient as well as the treating physician. Treatment
of chromoblastomycosis is antifungal agents. In previous
days, radical mutilating surgery was the only treatment. With
the introduction of Itraconazole, therapy management of
chromoblastomycosis became easier.

CONCLUSION

We conclude that chromoblastomycosis should be kept under
consideration during assessment of verrucous cutaneous
lesions, especially on the extremity. Close search for fungal
hyphae, spores in the lesion would help to find out the
characteristic “copper penny” bodies in verrucous cutaneous
lesions having pseudoepitheliomatous hyperplasia and

abscesses. High index of suspicion could guide to make the
diagnosis confidently.
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