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PRESENTACIÓN DE CASO
Chromoblastomycosis in Santa Catarina state, Brazil
Elidiana de Bona,1 Luciane Maria Canton1 y Alexandre Meneghello Fuentefria2

ABSTRACT
A case of chromoblastomycosis caused by Cladophialophora carrionii is reported. The diabetic and hypertensive patient
presented serpiginous and verrucous lesions, with centrifugal evolution. The patient, with a history of disease for 59 years, had
not been diagnosed or treated before. Dematiaceous septate hyphal and elliptical conidia were seen on microscopic observations.
The isolated fungus was identified on the basis of micro-macromorphologic characteristics.
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INTRODUCTION
Chromoblastomycosis is a subcutaneous
mycotic disease, usually characterized by the
development of verrucose, dyschromic and ulcerative lesions.1,2 The infection frequently occurs
through the trauma by contaminated organic material with conidia and mycelium of the fungus that
are distributed in soil, air and plants, with the highest
incidence in tropical and subtropical regions of Latin
America, Africa and Asia. In Brazil, the states of
Rio Grande do Sul, São Paulo, Rio de Janeiro, Minas Gerais and the entire Amazon region are
reported as endemic regions.2,3
Chromoblastomycosis, as well as phaeohyphomycosis, are the major mycoses caused by
dematiaceous fungi, characterized by agents of
black cottonous colonies, unlike of eumycetoma,
which is also a fungal infection characterized by
the presence of granules which are dense aggregates of hyphae and other vegetative components.
The most common species associated in the
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epidemiological context of chromoblastomycosis
in Brazil are Phialophora verrucosa, Cladophialophora carrionii, Fonsecaea pedrosoi,
Fonsecaea compacta, and Rhinocladiella
aquaspersa. 4-6
In the last years, about 150 cases of chromoblastomycosis have been described in southern
Brazil, but none in the state of Santa Catarina. We
add to the Brazilian casuistic one new and persistent
case of chromoblastomycosis with mycological
diagnosis.

CASE PRESENTATION
Patient, male, 73 years old, rural worker, with
diabetes mellitus type 2 (DM2) and hypertension,
a resident in Cunha Porã city, located in the state
of Santa Catarina in southern Brazil, with a
nonspecific erythematous papular and vegetating
plaque on the feet and 2/3 of the lower legs
(Fig. 1). The patient reports that at age 14, started
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with body aches and fever. After years arose red
patches with edema and later verrucous lesions,
presenting evolution with centrifugal serpiginous
appearance and purulent draining. In culture grew
a filamentous fungus, with colony wrinkled, velvety
and dark green, in addition of beige colonies, with
creamy aspect, typical of yeast.
Microscopy of the dark olive-green colonies
showed characteristic dematiaceous septate
hyphae, 2 to 5 mm in width, with oval to elliptical
conidia also dark brown color, characteristic of
Cladophialophora carrionii (Fig. 2A). In turn,
the microculture of yeast colonies showed
chlamydospores and conformation of pseudohyphae characteristic of Candida albicans (Fig.
2B), performing the role of opportunistic in injury.
The characteristics of the lesion presented also
corroborate the description of chromoblastomycosis in accordance with Minotto et al.7 and
Queiroz-Telles et al.8

Fig. 1. Injury erythematous-papular and plaque
vegetating in the legs and 2/3 of the lower leg.
A: lesion with serpiginous and verrucous aspect, and
B: centrifugal evolution.

Fig 2. Micromorphology in 40x: Underdeveloped or
absent conidiophores, unicellular slightly pigmented
conidia of Cladophialophora carrionii. A: pseudohyphae
and B: chlamydospores production by Candida albicans
isolation.

The treatment suggested by the general
practitioner was on itraconazole 100 mg daily doses
for 6 months. After 40 days of use there was little
improvement.

DISCUSSION
The real prevalence of chromoblastomycosis
is apparently more frequent in immunocompetent
patients than in immunosuppressed, such as those
undergoing corticosteroid therapy, diabetes mellitus,
transplant recipients, patients with chronic
infectious diseases, patients on chemotherapy,
among others.3,9,10 The isolation of the causative
fungi from nature on several different occasions
has added to the demonstration that fungi entry
into the host’s body occurred through traumatic
inoculation.2,3 In this condition, notes the prevalence
of reported cases in rural workers clinically healthy,
therefore immunocompetent, but who have extensive contact with the ground in endemic regions
where the causative agents are found.1
Regarding the geographical epidemiology of
chromoblastomycosis, the frequency of cases
occurs in most regions of tropical and subtropical
climate of the planet because the biochemical and
physiological characteristics of the etiologic agents
are more easily expressed when associated with
these climates. 2,11,12 Based on the correlation
between the subtropical climate of the region of
Santa Catarina with the occupation of the patient
reported, realizes the importance of preventive
measures against subcutaneous mycoses in any
situation of risk, such as a skin perforation, a tear,
or even with scratches vegetable skin-piercing.
The location of the lesion in lower limbs of the
patient in study, closely related to the type of work
activity performed, reinforces the hypothesis of
traumatic implantation of the fungus in the tissue
to produce this infection.1,9,13
Chromoblastomycosis caused by Fonsecaea
pedrosoi is responsible for most cases of the
disease in the southern and southeastern Brazil,
and refractory to various treatments, which is
characterized as a chronic mycosis.5,11,14 However,
an incorrect diagnosis often occurs because of
similarities with other causative agents. In cases
of more extensive lesions, the flucytosine is the
drug of choice for both etiologic agents, observing
a rapid remission of the disease. But when there
are relapses or resistance, the recommendation is
the combination with other drugs, for example,
amphotericin B, itraconazole or thiabendazole,
where for a long period (3 to 6 months).1
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This case is the first report described and
discussed of chromoblastomycosis in Santa
Catarina state, southern Brazil. The importance of
the description of cases, as in this study, justified
by the need to document the different patterns of
clinical signs that chromoblastomycosis presents.
Lesions are usually chronic for years and, of confusing
laboratory diagnosis, always accompanied by
subtherapeutic treatment or by resistance of the
etiologic agent.
Cromoblastomicosis en el estado de Santa Catarina,
Brasil
RESUMEN
Se reportó un caso de cromoblastomicosis causado por
Cladophialophora carrionii. El paciente, diabético e hipertenso,
presentaba lesiones de apariencia verrugosa y serpiginosa, con
evolución centrífuga. Tenía un historial de enfermedad hace
59 años sin haber sido diagnosticado hasta entonces. En el examen
microscópico de observaron elementos hifales septados, pigmentados y con conidios elípticos. La identificación del hongo se
basó en las características macromorfológicas y micromorfológicas.
Palabras clave: cromoblastomicosis, Cladophialophora carrionii,
hongos dematiáceos.
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