
CLINICAL REPORT

Cutaneous Scedosporium apiospermum Infection in an
Immunocompromised Patient and a Review of the Literature

Takeshi UENOTSUCHI, Yoichi MOROI, Kazunori URABE, Gaku TSUJI, Tetsuya KOGA, Tetsuo MATSUDA and

Masutaka FURUE

Department of Dermatology, Graduate School of Medical Sciences, Kyushu University, Fukuoka, Japan

Scedosporium apiospermum (also known as Pseudalles-
cheria boydii ) is a ubiquitous filamentous fungus. This

fungus is known as a cause of mycetoma, which may occur

in a normally immune host following trauma. However, in

an immunocompromised host, S. apiospermum may cause

a life-threatening infection. We describe a case of S. apio-
spermum infection of the right hand in a patient who was

receiving long-term immunosuppressants for adult Still’s

disease. We also review the cases of S. apiospermum
infection with cutaneous manifestations reported between

1998 and 2003. Key words: Scedosporium apiospermum;
Pseudallescheria boydii; cutaneous; immunocompromised
host.
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Scedosporium apiospermum (synonym: Monosporium

apiospermum), also referred to as Pseudallescheria boydii

(synonym: Allescheria boydii), is a ubiquitous fungus,

which can be isolated from soil, polluted water and

sewage (1–5). There is no difference in the virulence

between the asexual stage of S. apiospermum and other

stages (i.e. P. boydii, etc.) (2). The fungus causes not only

mycetoma, but also pneumonitis, osteomyelitis, arthritis,

meningitis, brain abscess, endocarditis, thyroid abscess

and cutaneous and subcutaneous granuloma (5, 6).

Among Scedosporium spp., S. inflatum (synonym: S.

prolificans) is another human pathogen. Various types

of infections with S. inflatum have been reported, and

invasive infections in immunocompromised patients

have been described (7).

In recent years, an increasing number of cases of

human disease with S. apiospermum has been reported,

probably due to widespread use of corticosteroids, immuno-

suppressants, antineoplastics and broad-spectrum anti-

biotics (5, 6, 8). We describe here a case of cutaneous

S. apiospermum infection in a man who was under-

going long-term therapy with corticosteroids. We also

summarize cases of cutaneous manifestations of S.

apiospermum infections.

CASE REPORT

A 65-year-old man presented with a 4-week history of

a lesion on the right hand. He had adult Still’s disease

that had been treated with corticosteroids and other

immunosuppressive agents for 13 years. At the time

of presentation, his immunosuppression included oral

betamethasone (1.5 mg daily) and methotrexate,

(2.5 mg and 5 mg every other day). Physical examina-

tion revealed a fluctuating subcutaneous abscess with

spontaneous purulent discharge. Grains could not be

observed. Laboratory studies disclosed: WBC count

7980 cells/mm3 (90.4% polymorphonuclear cells, 6.6%

lymphocytes, 3.3% eosinophils and 1% monocytes);

RBC count 3.846106/mm3; haemoglobin level 10.7 g/dl;

haematocrit 34.6%; total protein level 5.9 g/dl; blood

sugar 108 mg/dl; C-reactive protein (CRP) 1.56 mg/dl

(normal v0.10 mg/dl). Direct microscopy of the pus

and the scale was negative. Bacterial culture grew

Staphylococcus aureus and Pseudomonas aeruginosa.

Cultures for acid-fast bacilli were negative. The patient

was treated with oral minocycline 200 mg daily.

However, 2 weeks later the lesion had spread and

enlarged. There were new small satellite papules and

pustules on the dorsal surface of the right hand.

Although repeated direct microscopic examinations

and the cultures of superficial scrapings were negative

for fungus, treatment with oral itraconazole, 100 mg

daily, was added. However, the lesion did not improve

but spread. In addition, there was a new small nodule

on the extensor side of the right middle finger (Fig. 1).

Ultrasonographic examination revealed that the nodule

was cystic with a diameter of 5.8 mm. At biopsy the

nodule was well demarcated and contained pus but no

grains. The wall of the cystic structure contained mixed

inflammatory cells and branching hyphae. Periodic

acid Schiff (PAS) staining revealed obvious, septate

branching hyphae (Fig. 2). Cultures for fungus of both

the biopsy specimen and the pus were performed and

yielded white cottony colonies that later turned grey.

Microscopic examination showed septate hyphae with

conidia borne terminally, either singly or in small

groups on elongated simple or branched conidiophores

or laterally on hyphae. The conidia were ovoid, with

the larger end toward the apex, and appeared to be cut

off the base, with a distinct wall (Fig. 3). The fungus
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was identified as S. apiospermum. The patient was

treated with oral itraconazole 200 mg daily and

drainage. The number of nodules and pustules

gradually decreased. However, 3 months later, the

patient died of bacterial pneumonia.

LITERATURE REVIEW

We searched the literature on cutaneous manifestations

of S. apiospermumi infection using PubMed (National

Library of Medicine, USA). The key words were

P. boydii/S. apiospermum/cutaneous/subcutaneous/lym-

phocutaneous.

Between January 1998 and November 2003, we

encountered 19 cases of S. apiospermum and P. boydii

infection that presented clinical manifestations of skin.

Table I summarizes the demographics and clinical

variables in 20 patients including our case [1–5, 8–20].

DISCUSSION

Miyamoto et al. (17) summarized 14 cases of cutaneous

S. apiospermum/P. boydii infection between 1994 and

1997 (i.e. 2.3 cases annually). We summarize 19 cases

reported between 1998 and November 2003 (i.e. 3.3

cases annually). The number of cases thus appears to

be increasing in the literature. Recently, S. apiospermum/

P. boydii has emerged as a cause of disease in

immunocompromised patients, with potentially devas-

tating consequences (3, 4, 6, 8). In our summary of

20 patients, 18 were immunocompromised – 16 were

treated with immunosuppressive drugs and 2 had

leukaemia. In the review by Miyamoto et al. (17),

almost all patients were immunosuppressed. Cutaneous

injury may be responsible for localized infections (3).

In our summary, there were 16 cases with localized

infection, but only 4 patients (25%) had an obvious

history of injury. However, all localized lesions were on

extremities, suggesting that minor injuries had triggered

the infection.

Treatment is not well defined. The choice of anti-

fungal drugs influences the prognosis because S.

apiospermum is often resistant to amphotericin B and

5-flucytosine (4, 21). The fungus is most responsive to

the imidazoles. Miconazole has shown high activity

in vitro against clinical isolates of S. apiospermum (16)

and is the treatment of choice. But in some countries,

miconazole is no longer available (22). There are many

reports of both successful and unsuccessful treatment

of S. apiospermum infection with itraconazole (22).

Voriconazole is a new triazole agent exhibiting excellent

in vitro effect on most clinical isolates of S. apiospermum

(2, 16). In a report by Girmenia et al., voriconazole

resulted in improvement even of cases with dissemination

(11).

For the present, surgical debridement or drainage in

addition to antifungal drugs is recommended (1, 23) and

this coincides with our review of the literature.
Fig. 2. Periodic acid Schiff staining of a cystic nodule revealed obvious

septate and branching hyphae.

Fig. 3. Microscopic appearance of the slide culture at room

temperature.
Fig. 1. Clinical appearance before the biopsy. The initial lesions were

enlarged and a small nodule appeared (arrow) in the extensor of the

right middle finger.
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Table I. Summary of demographics and clinical variables in 20 patients

Ref Age/Sex

Underlying medical

conditions

Immunosuppressive

agents

History of

trauma Clinical features Treatment Outcome

1 65/M Rheumatoid

polyarthritis

Methylprednisolone No Local

Right foot,

skin and bone

Itraconazole Cured

8 58/F Rheumatoid

polyarthritis

Corticosteroids

Cyclosporine

No Local

Left forearm

Itraconazole Cured

2 58/M Kidney

transplantation

Chronic

glomerulonephritis

Tacrolimus

Prednisone

No Local

Left leg and foot

Itraconazole

(not effective),

voriconazole

Cured

9 65/M Heart

transplantation

Dilating

cardiomyopathy

Cyclosporine

Prednisone

Azathioprine

No Local

Left forearm

Itraconazole

(not effective),

miconazole

and surgery

Cured

10 18/F Hepatitis-associated

severe anaemia,

BMT, GVHD

Methotrexate

Cyclosporine

Methylprednisolone

No Disseminated Liposomal

amphotericin

Death

Systemic fungal

infection

5 67/M Heart transplantation

Viral myocardia

Tacrolimus

Prednisone

Yes,

puncture while

gardening

Disseminated Itraconazole,

voriconazole

Death

Progressive multi-

system failure

4 81/M Lung fibrosis Prednisone Yes

(gardening?)

Disseminated Itraconazole Recurrence

11 25/M Acute myeloid

leukaemia

No No Disseminated Amphotericin B,

voriconazole

Death

Massive bleeding

12 83/M Aplastic anaemia

Diabetes mellitus

Prednisone No Local

Dorsum of the

hand and forearm

Itraconazole and

hyperthermia

Death

Bacterial

pneumonia

13 35/M Acute lymphoblastic

leukaemia

No Not described Disseminated Amphotericin B

(not effective),

voriconazole

Death

Multiple brain

abscesses and

progressive fungal

infection

14 79/M Bronchospasm Corticosteroids No Local

Forearm

Itraconazole Death

3 64/M Systemic sarcoidosis Prednisone No

(gardening?)

Local

Right elbow

Ketoconazole

(recurrence),

itraconazole

Cured

15 45/F Renal failure Corticosteroids No (injured

2 years before)

Local

Left lower

extremity

Not described Not described

16 69/F Rheumatoid arthritis,

Sjögren’s syndrome

CRF, hepatitis C

Prednisone Yes,

catheter

puncture site

Local

Left upper

extremity

Surgical

debridement

and itraconazole

Cured

17 69/M Polymyositis Prednisolone No Local

Back of the

right hand

Topical application

of antifungal drug

due to poor

general condition

Death

Liver failure,

DIC

18 65/F Degenerative

change (knee

and back

pain)

Dexamethasone No Local

Left forearm

Surgical drainage

and itraconazole

Cured

18 48/M No No Yes, pricked

by thorns

Local

Right hand

Surgical drainage

and itraconazole

Cured

19 55/M No No No Local

Left foot

Surgical excision

and itraconazole

Cured

20 60/M Renal

transplantation

Hypertension

Prednisone

Tacrolimus

No (but walked

barefoot)

Local

Left foot

Itraconazole Cured

This

study

65/M Adult Still’s disease

Diabetes mellitus

Betamethasone

Methotrexate

No Local

Dorsum of

the hand

Punctual drainage

and itraconazole

Death

Bacterial

pneumonia

BMT, bone marrow transplantation; GVHD, graft versus host disease; CRF, chronic renal failure; DIC, disseminated intravascular coagulation.

158 T. Uenotsuchi et al.

Acta Derm Venereol 85



The clinical outcome of cutaneous S. apiospermum

infection in immunosuppressed patients is poor because

they are susceptible to other fatal infectious diseases. In

our review, four patients with localized skin lesions died

because of complications, such as bacterial pneumonia.

In addition, it should be kept in mind that there are

several case reports that describe dissemination devel-

oping from localized cutaneous S. apiospermum infec-

tion, although this was not evident from our review of

the literature after 1998.

Although S. apiospermum is an opportunistic fungus,

an infection in the immunocompromised patient can be

life-threatening and accurate diagnosis and prompt

treatment are important (8).

REFERENCES

1. Fays S, Di Cesare MP, Antunes A, Truchetlet F.
Cutaneous and osteoarticular Scedosporium infection.
Ann Med Interne (Paris) 2002; 153: 537–539.

2. Montejo M, Muniz ML, Zarraga S, Aguirrebengoa K,
Amenabar JJ, Lopez-Soria L, et al. Case reports. Infection
due to Scedosporium apiospermum in renal transplant
recipients: a report of two cases and literature review of
central nervous system and cutaneous infection by
Pseudallescheria boydii/Sc. Apiospermum. Mycoses 2002;
45: 418–427.

3. Lavigne C, Maillot F, de Muret A, Therizol-Ferly M,
Lamisse F, Machet L. Cutaneous infection with
Scedosporium apiospermum in a patient treated with
corticosteroid. Acta Derm Venereol 1999; 79: 402–403.

4. Bower CPR, Oxley JD, Campbell CK, Archer CB.
Cutaneous Scedosporium apiospermum infection in an
immunocompromised patient. J Clin Pathol 1999; 52:
846–848.

5. Kusne S, Ariyanayanagam-Baksh S, Strollo DC,
Abernethy J. Invasive Scedosporium apiospermum infec-
tion in a heart transplant recipient presenting with
multiple skin nodules and a pulmonary consolidation.
Transplant Infect Dis 2000; 2: 194–196.

6. Liu YF, Zhao XD, Ma CL, Li CX, Zhang TS, Liao WJ.
Cutaneous infection by Scedosporium apiospermum and its
successful treatment with itraconazole. Clin Exp Dermatol
1997; 22: 198–200.

7. Howden BP, Slavin MA, Schwarer AP, Mijch AM.
Successful control of disseminated Scedosporium prolifi-
cans infection with a combination of voriconazole and
terbinafine. Eur J Clin Microbiol Infect Dis 2003; 22:
111–113.

8. Chaveiro MA, Vieira R, Cardoso J, Afonso A. Cutaneous
infection due to Scedosporium apiospermum in an immuno-
suppressed patient. J Eur Acad Dermatol Venereol 2003;
17: 47–49.

9. Ginter G, Petuschnig B, Pierer G, Soyer HP, Reischle S,
Kern T, et al. Case report. Atypical cutaneous

pseudallescheriosis refractory to antifungal agents.
Mycoses 1999; 42: 507–511.

10. Bonduel M, Santos P, Figueroa Turienzo C, Chantada G,
Paganini H. Atypical skin lesions caused by Curvularia sp.
and Pseudallescheria boydii in two patients after allogeneic
bone marrow transplantation. Bone Marrow Transplant
2001; 27: 1311–1313.

11. Girmenia C, Luzi G, Monaco M, Martino P. Use of
voriconazole in treatment of Scedosporium apiospermum
infection: case report. J Clin Microbiol 1998; 36:
1436–1438.

12. Kamiya M, Noda T, Nakatani A, Yoneda K. A case of
cutaneous pseudallescheriosis resembling sporotrichosis.
Jpn J Med Mycol 1998; 39: 33–36.

13. Fietz T, Knauf W, Schwarz S, Thiel E. Intramedullary
abscess in a patient with disseminated Scedosporium
apiospermum infection. Br J Haematol 2003; 120: 724.

14. Lemerle E, Bastein M, Demolliens-Dreux G, Forest JL,
Boyer E, Chabasse D, et al. Scedosporiose cutanee revelee
par un purpura bullo-necrotique. Ann Dermatol Venereol
1998; 125: 711–714.

15. Hagari Y, Ishioka S, Ohyama F, Mihara M. Cutaneous
infection showing sporotrichoid spread caused by
Pseudallescheria boydii (Scedosporium apiospermum):
successful detection of fungal DNA in formalin-fixed,
paraffin-embedded sections by seminested PCR. Arch
Dermatol 2002; 138: 271–272.

16. Canet JJ, Pageros X, Sanchez C, Vives P, Garau J.
Lymphocutaneous syndrome due to Scedosporium apios-
permum. Clin Microbiol Infect Dis 2001; 7: 648–650.

17. Miyamoto T, Sasaoka R, Kawaguchi M, Ishioka S,
Inoue T, Yamada N, et al. Scedosporium apiospermum
skin infection: a case report and review of the literature.
J Am Acad Dermatol 1998; 39: 498–500.

18. Kim HU, Kim SC, Lee HS. Localized skin infection due
to Scedosporium apiospermum: report of two cases.
Br J Dermatol 1999; 141: 605–606.

19. Noma Y, Murakami S, Nakaoka H, Shiraishi S,
Miyauchi S, Nishimura K, et al. A case of cutaneous
pseudallescheriasis in an immunocompetent patient.
Jpn J Dermatol 1999; 109: 1341–1346.

20. Miele PS, Levy CS, Smith MA, Dugan EM, Cooke DH,
Light JA, et al. Primary cutaneous fungal infections in
solid organ transplantation: a case series. Am J Transplant
2002; 2: 678–683.

21. Safdar A, Papadopoulos EB, Young JW. Breakthrough
Scedosporium apiospermum (Pseudallescheria boydii) brain
abscess during therapy for invasive pulmonary aspergillo-
sis following high-risk allogenic hematopoietic stem cell
transplantation. Scedosporiasis and recent advances in
antifungal therapy. Transpl Infect Dis 2002; 4: 212–217.

22. Castiglioni B, Sutton DA, Rinaldi M, Fung J, Kusne S.
Pseudallescheria boydii (Anamorph Scedosporium apio-
spermum) infection in solid organ transplant recipients in
a tertiary medical center and review of the literature.
Medicine 2002; 81: 333–348.

23. Ruxin TA, Steck WD, Helm TN, Bergfeld WF, Bolwell BJ.
Pseudallescheria boydii in an immunocompromised host.
Successful treatment with debridement and itraconazole.
Arch Dermatol 1996; 132: 382–384.

Cutaneous Scedosporium apiospermum infection 159

Acta Derm Venereol 85


