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Case Report

Exophiala jeanselmei causing subcutaneous phaeohyphomycosis in a healthy
adult in Sri Lanka: A case report
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Abstract
Phaeohyphomycosis is a chronic infection caused by filamentous dematiaceous fungi and it
embraces a wide range of clinical presentations. Subcutaneous phaeohyphomycosis is caused by
traumatic implantation of aetiological fungi in subcutaneous tissue and is usually reported in
agricultural workers in the tropics. Subcutaneous phaeohyphomycosis presents with various skin
manifestations and is often misdiagnosed by clinicians. Exophiala sp is a common aetiological
agent of post traumatic subcutaneous phaeohyphomycosis.
We present a middle aged farmer who presented with a subcutaneous nodule in his dominant hand.
This swelling was initially diagnosed as a ganglion but turned out to be an abscess caused by
Exophiala jeanselmei and the patient was cured by complete surgical excision without antifungal
therapy. This case report aims to contribute to knowledge on this uncommon entity, in order to
help practitioners to correctly diagnose and treat subcutaneous phaeohyphomycosis.
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Introduction
Phaeohyphomycosis refers to a rare group of fungal infections caused by melanin producing
(brown pigmented) moulds known as dematiaceous fungi.1 Melanin is a virulence factor of these
fungi and its action is mainly by scavenging oxygen free radicals synthesized by phagocytes.2
Phaeohyphomycosis includes a spectrum of diseases ranging from localized cutaneous,
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subcutaneous, deep, disseminated infections and allergic disorders of sinuses and lungs with
varying morbidity.1 These moulds form septate hyphae, pseudo hyphae, yeast like cells or any
combination of those in tissues.1 Apart from phaeohyphomycosis, dematiaceous fungi are capable
of producing two other distinct forms of subcutaneous infections, named chromoblastomycosis
and eumycetoma which are characterized by the formation of muriform bodies in the host tissues
and identification of granules respectively.1
Species of Bipolaris, Curvularia, Exophiala, Exserohilum, and Wangiella are among the major aetiological
agents of phaeohyphomycosis.2 Exophiala is a genus of black yeast like dematiaceous fungus with

a worldwide distribution.1 It is commonly found in decaying wood and organic waste
contaminated soil.1 Exophiala is a major aetiological agent of phaeohyphomycosis in both
immunocompromised and immunocompetent individuals.1,3 E. jeanselmei complex is the most
common species in the genus Exophiala to cause subcutaneous phaeohyphomycosis.1,4
Case history
A 59-year-old paddy farmer from a rural area of Sri Lanka presented with a painless lump over
the dorsal aspect of his right wrist of two months’ duration. He was unable to recall a significant
history of preceding trauma to that particular site and the lump had gradually enlarged. The patient
was immunocompetent with no co-morbidities.
On examination, the lump was well-defined, 2cm x 2cm in size, non-tender with soft to firm
consistency and slight fluctuance. It was not adhered to the underlying tissues and the overlying
skin appeared normal without signs of inflammation. There was neither regional lymphadenopathy
nor associated systemic symptoms. After a clinical diagnosis of a ganglion was made, the patient
underwent excision of the lump under local anaesthesia. Surprisingly during surgery, pus was
found within the lump. Sample of pus was sent to the Mycology Reference Laboratory at the
Medical Research Institute for mycological investigation.
Direct microscopic examination of the specimen with 10% KOH revealed brown pigmented
branching septate fungal hyphae with rounded thick walled vesicles (Figure 1A). The rest of the
specimen was inoculated into four bottles of Sabouraud Dextrose Agar (SDA) with
chloramphenicol for culture and incubated at 37 °C and 26 °C. After seven days of incubation, all
four bottles of SDA yielded a pure growth of yeast like olivaceous black coloured small colonies.
The colonies were initially slimy and skin like and the tease mount showed ellipsoidal, yeast-like,
budding cells (Figure 1B). Growth of colonies at 37 °C was slower than that at 26 °C.
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Figure 1
A: Direct smear showing brown pigmented, branching septate fungal hyphae with
rounded thick walled vesicles (10% KOH preparation x 400)
B: Tease mount from a young colony with yeast cells, single or in short chains
(Lactophenol cotton blue x 400)

Later, the colony became dome shaped with a velvety, suede-like texture and aerial mycelia
developed (Figure 2A). The reverse of the colony was olivaceous-black in colour (Figure 2B). A
tease mount preparation displayed fungal hyphae with conidia formed on the branches that arose
laterally at right angles and apically (Figure 2C). The conidiogenous cells were tubular, flask
shaped with narrow, short annellated zones. The conidia were hyaline, smooth walled, oval, and
collected in clusters around the conidiophore. There were no basal scars. Considering the
macroscopic and microscopic morphology, the culture was identified as Exophiala jeanselmei.
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Figure 2
A: Colony on SDA after 3weeks of incubation at 37 °C olivaceous black, velvety, with aerial
mycelium
B: Reverse olivaceous black coloured
C: Slide culture showing septate conidiophores with clusters of conidia at the apex of long septate
conidiophores (Lactophenol cotton blue x 400)

Since the patient was immunocompetent and was asymptomatic after surgical excision, he was not
treated with antifungal drugs. He remained asymptomatic and was followed up at the surgical
clinic.
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Discussion
This is a case of subcutaneous phaeohyphomycosis caused by Exophiala jeanselmei. A solitary
nodule or cystic abscess at a site of a past injury are common presentations of subcutaneous
phaeohyphomycosis as a result of subcutaneous inoculation of fungus contaminated materials.2
Males are affected more commonly than females due to their outdoor work, and the frequently
affected age group is between 30 to 60 years.2
According to the immune status of the patient, the presentation of subcutaneous infection may vary
including cysts, papulonodules, abscesses, verrucous, pyogranuloma, hyperkeratosis, sinuses and
non- healing ulcers, but the commonest manifestations are a solitary subcutaneous cyst or abscess
as in our patient.2 Further, our case highlights the fact that fungal infections should also be included
in the differential diagnosis patients presenting with a subcutaneous swelling as it may be
misdiagnosed as lipoma, ganglion, fibroma, epidermal cyst or a foreign body reaction.2
The lesions are seen mainly on exposed areas of the body including fingers, wrist, toes, ankles and
rarely on the scalp, face and neck.1,4 Our patient’s lump was over the dorsum of his right wrist and
although he could not recall, it’s possible that he had a minor wound or abrasion with a
contaminated material while he was working in the paddy field.
Subcutaneous phaeohyphomycosis may occur in immunocompetent individuals as in our patient.
Similar case reports of otherwise healthy patients included a 68-year-old female from UK with a
palmer lump, a 46-year-old female from India complaining of a non-healing ulcer of the foot for
2 years and a 55-year-old Indian male with multiple lumps on his limbs.5-7
Management of subcutaneous phaeohyphomycosis comprises surgical excision with or without
antifungal therapy.1,6 Antifungal therapy was not initiated in our patient since he was an
immunocompetent person and complete excision of the small, solitary nodule was performed.
Similarly, the 68-year-old healthy female from UK with a palmer lump and 55-year-old Indian
male with multiple lumps were successfully managed with local excision without antifungal
therapy.5-7
Conclusion
Subcutaneous phaeohyphomycosis presents with non-specific clinical features and the diagnosis
requires laboratory identification. It is important that clinicians are aware of this entity and collect
pus or tissue specimens for definitive diagnosis.
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