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ABSTRACT 

We report a case of chromoblastomycosis in a 42-year-old male, an army personnel by profession. The patient presented with 

an itchy nodular lesion (3.5 x 3 cm) that gradually increased in size over a period of 10 months. Scratching the lesion produced oozing 

of little fluid. Sclerotic bodies were detected both in KOH mount and histopathological examination. The latter also showed presence 

of microabscess and irregular epithelial margin. Fonsecaea pedrosoi (Cladosporium type) was isolated by culture as final 

confirmation. 
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INTRODUCTION  

Chromoblastomycosis is a chronic fungal infection of the skin 

and subcutaneous tissue. It is most commonly caused by 

Fonsecaea pedrosoi, Cladophialophora carrionii and 

Phialophora verrucosa.(1) The disease is characterised by the 

presence of sclerotic bodies in the tissue. Although present 

throughout the world, cases have been predominantly 

reported from tropical and subtropical countries. In India, 

several cases have been reported from sub-Himalayan belt. 

The fungi in the environment are present mostly in the soil. 

Barefooted agriculturists, labourers and field workers are the 

most vulnerable population group. The males are most 

commonly affected. 

 

METHODS 

A 42-year-old male patient, a paramilitary personnel, having 

no history of trauma, presented with a 10 months’ history of 

an itching nodular lesion over his left forearm (Fig. 1). Initially, 

it started with a nodule formation and vigorous itching over it. 

It gradually increased in size to 3.5 × 3 cm and started oozing 

purulent discharge. Patient is non-diabetic and non-

hypertensive and has been afebrile during this period. 

Empirical treatment with topical medication did not show any 

sign of improvement. General physical examination showed 

presence of tender lymph node at left axilla. Microscopy of 

KOH mount and histopathological examination of tissue 

sections from the affected site were done. The material was 

also put to culture in Sabouraud Dextrose Agar and 

subsequent slide microculture. 
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RESULTS 

Pigmented sclerotic bodies noted in 10% KOH mount (Fig. 2); 

histopathological examination showed presence of sclerotic 

bodies and microabscess (Fig. 3). Culture on Sabouraud 

Dextrose Agar with chloramphenicol showed fungal colony, 

and subsequent slide microculture proved the identity to be 

Fonsecaea pedrosoi (Fig. 4) by the display of characteristic 

septate hyphae, shield conidia and chains of conidiation. The 

patient was treated with Itraconazole (200-400 g) daily and 

Terbinafine (500-1000 g) daily for 6-12 months and showed 

signs of improvement. 
 

 
 

Fig. 1: Showing the Nodular Lesion 
on the Left Forearm of the Patient. 

 

 
 

Fig. 2: KOH Finding showing Presence of 

Sclerotic Body (40x Magnification). 



Jemds.com Case Report 

 

J. Evolution Med. Dent. Sci./eISSN- 2278-4802, pISSN- 2278-4748/ Vol. 5/ Issue 77/ Sept. 26, 2016                                                                          Page 5767 
 
 
 

 
 

Fig. 3: HPE with H&E Stain showing Presence  
of Sclerotic Body and Microabscess  

(100x Magnification) 

 

 
 

Fig. 4: Slide Culture showing Presence of Septate Hyphae, 
Shield Conidia and Chains of Conidiation  

(40x magnification) 
 

 

DISCUSSION 

Of the two main aetiological agents of chromoblastomycosis, 

Cladophialophora carrionii is thought to be endemic in 

semiarid zones while Fonsecaea pedrosoi is seen more in 

humid tropical climates.(2) The disease occurs predominantly 

in males (70%). It has been reported from different parts of 

the world like Madagascar, Sri Lanka, West Central Africa, 

Japan and Brazil.(3,4,5,6) After the first report from India by 

Thomas et al(7) few more cases have been reported including 

two cases from Bihar in 2014.(8) 

 

The fungus is present from soil, wood, vegetable debris. 

Chromoblastomycosis usually affects rural workers and 

usually the lower limbs or foot or hands are the common sites 

due to traumatic implantation of the fungus. In our case, no 

such rural background is present. Also the lesion has affected 

the forearm, which is rather an unusual site. Here lies the 

clinical importance of this case which might be missed unless 

the possibility was in mind. 

The above-mentioned systemic therapy is the treatment 

procedure for Chromoblastomycosis. Surgery, cryotherapy 

and thermotherapy are also advised in combination with 

chemotherapy.(9) Potassium iodide can also be given for 

treatment.(10) Good hygiene and adequate nutrition may help 

the individual abort a potential infection. (2) 
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