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Aspergillus nidulans Causing Primary Cutaneous
Aspergillosis in an Immunocompetent Patient

To the Editor:

Cutaneous aspergillosis mostly has been reported
in immunosuppressed hosts and usually is caused
by Aspergillus flavus or Aspergillus fumigatus. We
report the occurrence of primary cutaneous
aspergillosis (PCA) caused by a relatively rare
species, Aspergillus nidulans, in a middle-aged
patient without overt immunosuppression or history
of trauma.

A 57-year-old woman was referred to the
dermatology outpatient department for evaluation
of a lesion on the right hand of 1 month’s duration.
On examination the lesion measured approximately
4X%3 cm with central necrosis (Figure 1). Her medical
history was unremarkable and routine laboratory test
results were within reference range.

The patient was an agricultural worker with no
history of trauma. Her history was unremarkable.
A 20% potassium hydroxide mount of the tissue
revealed septate, branched, hyaline hyphae. A soft,
wooly, greenish brown growth was observed after
3 days of incubation on Sabouraud dextrose agar
(Figure 2). No growth was observed on dermatophyte
test medium. A lactophenol. cotton blue mount
revealed columnar conidial heads with brown, short,
smooth-walled conidiophores (Figures 3—6). Vesicles
were hemispheric and small (8-12 um in diameter),
with metulae and phialides occurring in the upper
portion. Conidia were globose (3—4 wm) and rough.
Based on these findings the fungus was identified
as A nidulans. The patient did not respond to daily

Figure 1. Cutaneous lesion on the right hand with cen-
tral'necrosis.
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Figure 3. Globose and thick-walled conidia of
Aspergillus nidulans (lactophenol cotton blue mount,
original magnification x40).

Figure 4. Conidial head of Aspergillus nidulans(lacto-
phenol cotton blue mount, original magnification X40).

oral ketoconazole, and after.1 month of therapy the
lesion did not regress. She was eventually treated with
oral itraconazole and the lesion completely healed
within 15 weeks.

An overwhelming majority of the cases of cuta-
neous aspergillosis have been reported either in
immunocompromised hosts (ie, leukemia, cutaneous
T-cell lymphoma, Hodgkin disease, human immuno-
deficiency virus/AIDS, solid-organ or hematopoietic
stem cell transplant recipients) or in patients with
contributing risk factors (ie, severe burns, diabetes
mellitus, preterm or underweight neonates, elderly
patients). Two outbreaks of this condition have been
reported in neonatal intensive care units, with the
source of contamination being linked to nonsterile
disposable gloves, incubators, and humidity cham-
bers."? However, PCA is a relatively rare condition
and often is associated with disruption of dermal
integrity by trauma or maceration, followed by colo-
nization of the wound by Aspergillus spores that are
ubiquitously present in soil and decomposed vegeta-
tion.>”> Our case was remarkable, as the patient was
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Figure 5. Columnar heads of Aspergillus nidulans
(lactophenol cotton blue mount, original magnifi-

cation x40).

Figure 6. Cleistothecium of Aspergillus nidulans (lacto-
phenol cotton blue mount, original magnification X40)
with hulle cells (arrow).

not immunosuppressed and did not have a history of
trauma. However, we surmise that fungal inoculation
might have inadvertently occurred through some triv-
ial trauma sustained through her professional work.

The 2 species that have most commonly been
associated with PCA are A flavus and A fumigatus.®’
There have been isolated reports of PCA caused by
other organisms such as Aspergillus niger,®’ Aspergillus
terreus,'® Aspergillus ustus,'' or Aspergillus calidoustus. '
In a report of a neutropenic 56-year-old patient
suffering from acute myeloblastic leukemia, PCA
developed in association with a double-lumen
Hickman catheter after a period of prolonged hos-
pitalization.”” A study by the National Institutes of
Health (1976-1997) revealed 6 life-threatening cases
of A nidulans infection in patients with chronic granu-
lomatous disease.'

We did not perform antifungal susceptibility test-
ing on the isolate in our patient. However, we
observed disease that was refractory to ketoconazole
therapy but successfully resolved with oral itracon-
azole. Antifungal susceptibility was noted in a large
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number of reported cases of Aspergillus infections
that were resistant to conventional treatment, such
as voriconazole, itraconazole, and amphotericin B."
Thus antifungal susceptibility testing is necessary
before starting treatment. There also have been
reports of recurrence of cutaneous aspergillosis follow-
ing incomplete and irregular treatment.' Our case of
PCA also failed to respond to ketoconazole therapy,
thus stressing the need for thorough mycological
characterization, including the determination of an
antifungal susceptibility profile, for successful and
complete management of this condition.
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