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Fusarium solani infection in a diabetic patient treated with
itraconazole and debridement

Dear Editor,

Fusarium species are fungi that are found in nature, but rarely cause

infections in humans. They may lead to a variety of infections that are

insignificant, locally invasive, and widespread. Some Fusarium infec-

tions among healthy patients are generally unimportant, and usually

respond well to treatment.1-3 Widespread fusariosis affecting the

immunocompromised individual, is frequently more severe and may

be fatal.2-4 We present a diabetic patient with multiple ecthyma-like

lesions, which are diagnosed as Fusarium solani infection.

A 63-year-old female patient presented with painful ulcers with

black crust on her left leg for 3 months. The lesions have occurred

after trauma and did not respond to antibiotics. The patient had dia-

betes mellitus type 2 with sufficient glycemic control with oral antidia-

betics. She has been cultivating different types of plants for hobby

purposes.

Black crusted multiple ulcerative lesions and surrounding ery-

thematous halo around the lesions were seen on the lower face of the

left leg in dermatological examination (Figures 1A and 2A).

The specimen that was obtained with skin biopsy was seeded in

Sabouraud dextrose agar (SDA) without cycloheximide and incubated

at 25�C. A slide was prepared with lactophenol cotton blue stain.

Many partitioned hyphae, fusiform-shaped, one- to two-part mac-

roconidias, abundant undivided microconidias were seen in micro-

scopic examination and revealed Fusarium spp. (Figure 3A-D).

The sequences of fungal amplicons obtained using the Biospeedy

Fungal DNA Isolation Kit for DNA Isolation were determined using the

Sanger method, the ABI Prism Big Dye Terminator Cycle Sequencing

Ready Reaction Kit and the ABI Prism 377 DNA Sequencer (Applied Bio-

systems). The sequence obtained by real-time polymerase chain reaction

was found to be compatible with F. solani. The forward primer

F IGURE 1 The clinical appearance of

the patient before and after treatment
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F IGURE 2 Gradual recovery after step-by-
step debridement

F IGURE 3 A, Six days of Fusarium
solani culture (Sabouraud dextrose agar
[SDA], at 25�C); B, conidiophores and
monophialids; C,D, macroconidials and
microconidials
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(TCCTCCGCTTATTGATATGC) and reverse primer pairs (GGAAGTAAA

AGTCGTAACAAGG) specific to the ITS1-5.8S-ITS2 region were used in

fungi genomic DNA. In the NCBI DNA database (http://blast.ncbi.nlm.nih.

gov/Blast.cgi), the ITS region was compared with the designated species

and it received the sequence entry number KY484811.1.

Histopathological examination revealed branching septate hyphae

of Fusarium in hematoxylin and eosin (H&E). Further staining with

methenamine silver and periodic acid-Schiff (PAS) stain showed sep-

tate dichomatous branching hyphae, and spores suggestive of fungal

organism (Figure 4A-F).

Laboratory analysis was normal. Screening for human immunode-

ficiency virus was negative. Oral itraconazole 400 mg/day was admin-

istered along with local wound care, debridement, and wound covers

with hydrogel with calcium alginate. Microbiological examination at

the first month of therapy proved to be negative and oral itraconazole

treatment was completed after 2 months (Figures 1B and 2B). All

lesions healed after 3 months.

Skin findings of Fusarium are rarely seen in dermatological prac-

tice and the infection can be seen as an outcome of skin breakdown,

like burns and injuries, trauma, or foreign body.1-3

Fusarium solani, Fusarium oxysporum, and Fusarium moniliforme are

widely shown among Fusarium species in human infections.1 Fusarium

species are commonly spread in soil, subterranean, and aerial plant

areas, and exist in water worldwide.3

Types of skin lesions are ecthyma-like, targetoid ulcers, and multi-

ple subcutaneous nodules. Ulceration and eschar formation are indica-

tors of thrombosis in dermal vessels, extravasation of erythrocytes

and focal dermal necrosis triggered by fungal hyphae.4,5 The most

prominent features of the lesions were densely adhered crusts and

severe pain. The eschar was firmly adjacent to the ulcer.3,5

Localized skin lesions in immunocompromised individuals require

special care.3,6 We observed the importance of surgical debridement in

our case. Oral itraconazole in addition to debridement appears to be a

good option before proceeding to other systemic antifungal agents.2,3,6

F IGURE 4 Examination of H&E-stained sections revealed branching septate hyphae of Fusarium were seen (A, H&E ×20; B, H&E ×600; C, PAS
×200; D, PAS ×600; E, Grcott methenamine silver ×200; F, Grcott methenamine silver ×400). H&E, hematoxylin and eosin; PAS, periodic acid-Schiff
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Dermatologists are recommended to realize that other pathogens

like fungi may lead to clinically indistinguishable lesions. Immune sta-

tus of the patient is the key factor for the therapeutic choice.
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