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Recurrence of Fusarium solani Abscess Formation in an Otherwise

Healthy Patient

Summary: Fusarium spp. are usually considered opportunistic fungi in humans. A case of
Fusarium solani abscess formation of the foot in an immunocompetent patient in whom
recurrence occurred even after intravenous amphotericin B treatment is presented here.

Introduction

Fusarium infections do not play a prominent role in hu-
man mycoses since Fusarium spp. are weakly invasive and
considered opportunistic pathogens |1, 2]. Thus, most cas-
es of infection arc found in patients with neoplastic or oth-
er debilitating disease maintained on immunosuppressive
drugs, or in the severely burned or immunocompromised
host [2, 3].

Infection by Fusarium spp. in humans can result in local-
ized, focally invasive, or disseminated diseases. Mucocuta-
neous diseases, such as keratitis, onychomycosis, cellulitis,
granulomas, mycetomas, and panniculitis have been re-
ported, and most of the patients were immunocompro-
mised [4-60]. We describe a case of Fusarium solani abscess
formation in the foot of an otherwise healthy 62-ycar-old
woman in whom recurrence occurred in spite of intrave-
nous amphotericin B treatment.

Case Report

A 62-year-old woman was admitied to the hospital because of re-
currence of fluctuating swelling of the right {oot with no pain or
tenderness. She had been in a stable state of hcalth until 10
months previously when she had sustained minimal closed trau-
ma by a foreign body (a small bamboo chip) at her right food that
enlarged gradually to devclop abscess formation with fluctua-
tion. Multiple incisions, thorough debridement and drainage
were performed. Histopathologic study of the biopsy specimen
showed fibrous tissues with ill-defined granulomatous inflamma-
tion (Figure 1). Elongated and seplate fungal hyphae were found
with Gomori’s methcnamine silver stain (Figure 2). The yellow-
ish sticky pus was scnt for cultures. Therc was no growth for bac-
teria including mycobacleria but it was positive for fungus. It
grew rapidly on a Sabouraud dextrose agar plate. The colonies
were 34 cm in diameter with a whitish and [loccose appearance
after 4 days’ culture. After exposurc to daylight, the medium be-
low colonies was orange in color on the fifth day of culturc, and
deep purple red on the twellth day of culture. The microscopic
view of slide culture disclosed abundant, onc- 1o two-celled, cy-
lindrical to oval microconidia on the fourth day of culture. Sev-
eral 3—4 septate, curved fusiform, macroconidia were found on
the tenth day of culture. F. solani was identified. Amphotericin
B was then given intravenously and the dose was increased to 40
mg/day. The patient received a total dosc of 1,500 mg amphoter-
icin B. Shc was discharged after thc abscess had healed leaving
an atrophic scar and postinflammatory hyperpigmentation with
disappearance of swelling and [luctuation. However, 5 months
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later the fluctuating swelling of her right foot rccurred. The pa-
tient was readmitted to this hospital.

The patient was a housewife. Aside from rheumatoid arthritis
treated with a non-steroid anti-inflammatory drug 6 years ago,
there was no history of othcr major underlying discases or previ-
ous major surgical proccdures, There was also no history of fe-
ver, chills, enlarged lymph nodes, or risk factors for 111V infec-
tion. Her personal and [amily history was non-contributory.

On physical examination, thc patient appeared well. She was
conscious and afebrile. The temperature was 37°C, the pulsc was
76/min and the respirations were 19/min. The blood pressurc was
148/77 mmHg. No rash or other skin lesions were seen. No lymph
nodcs were felt. The head and neck were normal. The lungs were
clear bilatcrally. The heart rthythm was regular with no murmur.
The abdomen was soft and non-tendcer. The liver and splecn were
not lelt, and no masses were detected. A bulging abscess, 5 by
4 cm, was observed over the dorsum of her right [oot, with no ec-
chymosis or tenderness. The ranges of motion of the extremities
were normal. The peripheral pulses were intact. There was no
peripheral edema. Neurological cxamination was unrcvealing.
The complete blood count and blood chemistry profile were nor-
mal. The urine was normal. Radiographs ol the chest and the
electrocardiogram were without pathological findings.

Becausc of the possibility of a rccurrence of the Fusarium ab-
scess, a 10 ml aspirate of the abscess was sent for culturcs. Later
it showed growth ol F. solani. Treatment with amphotericin B
was restarted, and the patient again improved. The patient was
subsequently discharged after a total dosc of 2,000 mg amphoter-
icin B was administered intravenously. The abscess resolved
completely.

Discussion

Fusarium, despitc its ubiquity as a plant and grain phyto-
pathogen, historically has been a rare isolate in human in-
fections. Several individual Fusarium spp. have been im-
plicated in infections in humans, including F. solani, Fusar-
ium oxysporum, Fusarium moniliforme, Fusarium prolife-
ratum and Fusarium chlamydosporum [7]. As a human
pathogen, Fusarium generally affects immunosuppressed
patients resulting in localized infections usually responsive
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Figure 1: A granuloma with mild central necrosis seen in the
biopsied specimen (hematoxylin and eosin stain, x 160).

s

Figure 2: Elongated and septate fungal hyphae were found in
the lesion (Gomori’s methenamine silver stain, x 400).

to appropriate drug therapy and, when necessary, surgical
debridement. Howcever, when Fusarium infcction be-
comes disseminated in an immunocompromised patient it
appears to be universally fatal.

The local forms of Fusarium infection occur usually after
burns, skin trauma or in ulcers and include cutaneous
plaques, granulomas, ulccrs, necrosis, pustulcs, vesicles,
painful nodules, mycetomas, cellulitis and onychomycosis
[8—11]. Infection of the skin, nails, and cornea are not un-
usual, but deep invasion or disseminated infection is rare.
In immunocompetent patients, subcutaneous granuloma-

tous lesions with F. oxysporum have been reported [12].
However, absccss formation duc to F. solani, as described
in this case, has so far not been described.

Our patient had no factors predisposing her to opportunis-
tic infection. In a normal healthy person without imniuno-
logic defects, Fusarium spp. should not be able to spread
because they are usually well walled off. Fusarium spp.
that directly invade through traumatized skin will usually
spontaneously resolve, but in our patient the infection
gradually cxtended to form an abscess. Therefore, it secms
to us that even a minor foot trauma (by a small bamboo
chip in our patient) may have provided a portal of entry
for this environmental pathogen, and local invasion of the
skin may occur even in the immunocompetent host. How-
ever, the remarkable aspect of this casc is the relative lack
of symptomatology and abnormal physical signs despite
the documentation of F. solani infection.

Wec have also found no reports in the literature as regards
recurrence of Fusarium infection after systemic antifungal

“treatment. Superficial Fusarium infections usually re-

spond to local treatment, systemic ketoconazole, and/or
dcbridement |7, 8]. Localized deep infection may respond
to surgical resection of infected tissue, amphotcricin B
alone, or combined surgical and medical treatment [7]. Tt
is possiblc that the lesion recurred because the small bam-
boo chip was not removed surgically, or the organism was
resistant to amphotericin B, or the dosage of amphotericin
B was insufficient, and/or the organism could have been
affected by liposomal amphotericin B [13, 14]. However,
the above explanations seem unlikely in our paticnt con-
sidering the lact that superlicial skin infections by Fusari-
wm spp. in immunocompetent patients usually respond
well to therapy [7, 8], intravenous amphotericin B (but no
liposomal amphotericin B) in total dosage of 1,500 mg was
used, and that the abscess was thoroughly debrided and
draincd. The lesion was in complete resolution with disap-
pearance of swelling and fluctuation Icaving atrophic scars
and post-inflammatory hyperpigmentation before the pa-
tient was discharged. We are therefore unable 1o explain
the recurrence of F. solani abscess formation in our pa-
tient.

The majority of reports in the literature present Fusarium
infection in immunocompromised patients and a grim pic-
turc of the outcome of its treatment. This additional case
may contribute to the recognition of Fusarium infection in
immunocompetent hosts. It also shows that recurrencc of
Fusarium infection may take place even after systemic an-
tifungal therapy.

Zusammenfassung: Rerzidivierende, abszedierende Fusarium
solani -Infektion bei einer sonst gesunden Patientin. Fusarium
wird im allgemeinen als opportunistischer Pilz beim Menschen

angceschen. Im FuBd einer Patientin ohne Abwehrschwiche trat

cine abszedierendc Infektion durch Fusarium solani auf, die
sogar nach intravendser Amphotericin B-Therapie rezidivier-
te.

547304

Infection 23 (1995) No. 5 © MMV Medizin Verlag GmbH Miinchen, Miinchen 1995



H.-S. Leun et al.: Fusarium solani Infection in Immunocompetent Paticnt

References

1.

Infection 23 (1995) No. 5 © MMV Medizin Verlag GmbH Miinchen, Miinchen 1995

Austwick, P. K. C.: Fusarium infections in man and animals. Tn:
Moss, M., Smith, J. E. (eds.): The applied mycology ol Fusarium.
Cambridge University Press, New York 1984, pp. 129-140.

. Rebell, G.: Fusarium infections in human and veterinary medicine.

In; Fusarium: discases, biology, taxonomy. Pennsylvania State Uni-
versity Press, University Park 1981, pp. 210-220.

. Matsuda, T., Matsumoto, T.: Disseminated hyalohyphomycosis in a

leukemic patient. Arch. Dermatol. 122 (1986) 1171-1175.

Zaias, N.: Onychomycosis. Arch. Dermatol. 105 (1972) 263-274.
Zapater, R. C., Arrechea, A.: Mycotic keratitis by Fusarium. Oph-
thalmologica 170 (1975) 1-12.

Richardson, S. E., Bannatyne, R. M., Summerbell, R. C., Milliken, J.,
Gold, R., Weitzmann, S. §,: Disseminated fusarial infection in the im-
munocompromised host. Rev. Infect. Dis. 10 (1988) 1171-1181.
Anaissie, E., Kantarjian, H., Joncs, P., Barlogie, B., Lnna, M., Lo-
pez-Berestein, G., Bodey, G. P.: Fusarium: a newly recognized fun-
gal pathogen in immunosuppressed patients. Cancer 57 (1986)
2141-2145.

Wheeler, M. S., McGinnis, M. R., Schell, W. A., Walker, D. H.: J7u-
sarium infection in burned patients. Clin. Pathol. 75 (1981) 304-311.

10.

13.

14.

. Sayama, K., Ohtsuka, H., Shiraishi, S., Miki, Y., Tada, M., Matsnmo-

to, T.: Squamous ccll carcinoma arising in long-standing granuloma-
tous hyalohypomycosis caused by Fusarium solani. Arch, Dermatol.
127 (1991) 1735-1737.

Disalvo, A. I, Fickling, A. M.: A casc of nondermatophytic 10¢ ony-
chomycosis caused by Fusarium oxysporum. Arch. Dermatol. 116
(1980) 699-700.

. Merz, W. G., Karp, J. E., Hoagland, M., Jett-Goheen, M., Junkins,

J. M., Hood, A. F.: Diagnosis and successful trcatment of fusariosis
in the compromised host. J. Infect. Dis. 158 (1988) 1046-1055.

. Nelson, P. E., Gignani, M. C., Anaissie, E. J.: Taxonomy, biology,

and clinical aspects of Fusarium species. Clin. Microbiol. Rev. 7
(1994) 479-504.

Rabodonirina, M., Piens, M. A., Monier, M. K., Gueho, E., Fiere, D.,
Mojon, M.: Jusarium infcctions in immunocompromised paticnts:
case reports and literaturc review. Eur. J. Clin. Microbiol. Infect. Dis.
13 (1994) 152--160.

Anaissie, E. J., Hachem, R., Legrand, C., Legenne, P., Nelson, P.,
Bodey, G. P.: Lack of activity of amphotericin B in systemic murine
fusarial infcction. J. Infect. Dis. 165 (1992) 1155-1157.

305/55



