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Introduction 
Scedosporium apiospermum is a filamentous fungus that can cause cutaneous or extracutaneous disease. A large number of 
cases have been published over the last decades, mainly in patients immunocompromised as a result of their disease or 
treatment. These kinds of infections can progress rapidly and become disseminated, leading to very serious or even fatal 
complications. We report two new cases of skin infection by Scedosporium apiospermum from our hospital. 
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Case nº1 
A 68-year-old male underwent liver transplantation one year earlier for cryptogenic hepatic cirrhosis and diabetes mellitus 
type 2. His medications include deflazacort, mycophenolate mofetil, tacrolimus, cotrimoxazole, insulin, iron, and omeprazole. 
Two months earlier he developed a painful, raised plaque on an area of injury in the back of his left hand. A skin biopsy at this 
time showed epidermal hyperplasia and chronic inflammation. No organisms were seen with PAS, Giemsa, and Ziehl Neelsen 
staining. Enterococcus faecalis, cultured from lesional exudate was considered to be a contaminant. During the following days, 
the patient's condition deteriorated, with fatigue and difficult ambulation. On physical examination an infiltrated crusty, 
erythematous 6 cm plaque with foci of necrosis was present on the back of the left hand (figure 1). There were no other 
remarkable findings. Additional evaluation showed a peripheral blood count with pancytopenia of 1920 leukocytes/mm3, 
72.9% neutrophils, hemoglobin 10.7 g/dl, 87000 platelets/mm3, and a glucose level of 218 mg/dL.  

A skin biopsy of the lesion showed pseudoepitheliomatous hyperplasia, a dermal inflammatory lymphohistiocytic infiltrate 
with multinucleated giant cells of foreign body type, and neutrophils. PAS and methenamine silver staining helped to identify 
numerous fungal structures with septate hyphae and branches at 45 degrees in the stratum corneum, the stratum spinosum, and 
the dermis (figure 2). Scedosporium apiospermum, sensitive to voriconazole, grew from the tissue fungal culture. Bacterial 
and viral cultures were negative. A cranial computed tomography showed four rounded hypodense lesions with ring contrast 
enhancement and perilesional edema in the right thalamus  (24 mm) and the right cerebellar hemisphere (14 mm).  There was 
also cortico-subcortical connections from both occipital hemispheres (8 mm) compatible with abscesses. These findings were 
also visible on nuclear magnetic resonance imaging (MRI) (figure 3). Voriconazole 200 mg every 12 hours was started, with 
progressive improvement of the lesion in the left hand until its complete disappearance. Successive image studies 
demonstrated a decrease in the size of brain lesions. However, the patient's course was complicated by the appearance of 
neutropenia, probably of toxic etiology, that required the administration of granulocyte colony-stimulating factor (G-CSF). 
The patient died of multiple organ failure two months later. 
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Figure 1. Infiltrated crusty erythematous plaque on the back of the left hand. 

 
Figure 2. PAS stain showing fungal structures with septate hyphae with branches in 45 degrees over the stratum corneum, the stratum 

spinosum, and the dermis. 

 
Figure 3. Cranial nuclear magnetic resonance showing rounded cerebral lesions compatible with abscesses. 

Case nº2 
A 75-year-old male with a history of severe COPD requiring home oxygen therapy and oral prednisone for a long period of 
time was admitted to the internal medicine ward because of global decompensated respiratory failure, which later became 
complicated by pneumococcal pneumonia. He also had a history of hypertension, cor pulmonale, intolerance to carbohydrates, 
and benign prostatic hyperplasia. Other treatments consisted of aerosolized salmeterol and fluticasone, tiotropium bromide, 
torasemide, ramipril, and tamsulosin. The patient developed an acute onset of inflammatory pustules on his left pretibial 
region and the back of his left hand (Figures 4 and 5), along with numerous serosanguinous scabs on numerous lesions that 
were painful to touch.  The culture of lesional exudate grew S. apiospermum sensitive to voriconazole. A biopsy from a 
typical lesion showed identical findings to the first case (figure 6). Despite voriconazole 200 mg every 12 hours, the cutaneous 
findings progressed resulting in indurated purplish plaques and ulcerated nodules with pustules and crusted ulcers in the left 
pretibial region (figure 7). In addition, there were two rounded nodules with purple halos in the left thigh, which on MRI 



evaluation were compatible with abscesses. The patient required treatment with increasing doses of voriconazole at 400 mg 
every 12 hours and terbinafine 250 mg every 12 hours. After ten days of treatment, the eruption improved with disappearance 
of most lesions. However there was no improvement of the thigh lesions and surgical excision was performed. Therapy with 
voriconazole and terbinafine was maintained for a period of 8 weeks. Six months later, he was asymptomatic. 

 
Figure 4. Pustules and crusts over the left pretibial area. 

 
Figure 5. Similar lesions over the dorsum of the left hand. 

 



Figure 6. PAS stain showing septate hyphae within the dermis 

 
Figure 7. Ulcerated plaques and nodules with pustules and crusts in the left pretibial region. 

Discussion 
Scedosporium apiospermum, the asexual or anamorphic form of Pseudallescheria boydii [1, 2], is a saprophytic fungus of 
global distribution that can be found in soil and stagnant water or wastewater. In immunocompetent hosts, it causes infections 
usually after trauma or surgery. In temperate climates it is the most frequent cause of eumycetoma [3]. However, in 
immunosuppressed patients, the fungus is an opportunistic pathogen that spreads by hematogenous spread and causes 
infection of the skin and subcutaneous tissue, sinuses, ears, eyes, lungs, and nervous system [4]. 

The most common skin manifestations are subcutaneous nodules often associated with necrosis, fistulas, and exudate of 
purulent material [5, 6]. The lower extremities are the most common location. There are reports of sporotrichoid pattern in 
injuries [7, 8]. 

Over the last decades, the incidence of opportunistic fungal infections, such as Scedosporium [9], has increased. The vast 
majority of cases in the medical literature describe infection in immunosuppressed patients owing to organ transplantation, 
hematologic or autoimmune diseases, or treatment with corticosteroids or other immunosuppressive agents, as well as broad 
spectrum antibiotics. 

Treatment of this fungus is not well standardized. Scedosporium apiospermum has shown resistance to antifungals such as 
amphotericin B or 5-flucytosine [10]. The imidazoles, particularly voriconazole, have shown a greater efficacy in the 
treatment of these infections, although the optimal therapeutic regimen has not been determined. Overall response rates of 
57% and 91% have been reported in cases of cutaneous or subcutaneous infections [11]. We obtained a satisfactory response 
when we used a dose of 200 mg every 12 hours for case 1, although case 2 required elevation of the dose to 400 mg every 12 
hours and the addition of terbinafine because of the low initial response. Side effects of voriconazole include visual 
disturbances, hepatitis, photosensitivity, pseudoporphyria, lymphadenopathy, and pancytopenia [5, 10, 11]. A recently 
published case of Scedosporium apiospermum skin infection responded well to intralesional injection of voriconazole [12]. 
Surgical debridement and drainage of lesions has also proven beneficial [9, 13]. 

The prognosis for these patients is often poor owing to complications that include pneumonia or brain abscess [14, 15, 16]. 
Opportunistic fungal infections with Scedosporium are more frequently reported and require prompt diagnosis and treatment. 
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