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Mycetoma caused by Petriellidium (Allescheria) boydii
was seen in a 28-year-old renal transplant recipient.
This is the most common organism isolated from my-
cetomas in the United States and is an increasingly
frequent cause of both localized and disseminated in-
fections in debilitated or immunosuppressed patients.
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Petriellidium (Allescheria) boydii is a ubiquitous
soil fungus, which is morphologically similar to
Aspergillus. Although infection usually occurs
through traumatic inoculation into the skin, in-
fection by inhalation of ascospores also has been
reported.’ We describe mycetoma of the left leg
caused by P. boydii in a renal transplant recipient.

Case report

A 28-year-old white man was first seen in the Dermatol-
ogy Department of the Cleveland Clinic in October 1982
for evaluation of a “‘growing lump” on his left leg. He stated
that the lesion had developed several years previously and
occasionally produced pus, but denied injury at the affected
site or any other skin problems. He had received a kidney
transplant in 1973 for end-stage poststreptococcal glomer-
ulonephritis and had been successfully maintained on im-
mununosuppressive therapy since then (prednisone, 15 mg/
day; azathioprine, 75 mg alternating with 100 mg/day at
the time of his visit).
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On physical examination, the patient appeared to be
somewhat cushingoid and had a violaceous, crusted nodule,
3.5 X 2.5 cm, on the upper anterior aspect of the left leg
(Fig. 1). Complete blood count, SMA-18, urinalysis, and 24-
hour creatinine clearance were normal. Roentgenograms of
the left leg showed a soft-tissue density corresponding to the
nodule, but no significant bone abnormalities.

Microscopic examination of a skin sample from the left
leg demonstrated multiple suppurative epithelioid granu-
lomas surrounded by a lymphocytic infiltrate and a fibro-
blastic dermal reaction. Within the central portions of the
granulomas were acute inflammatory cells and fibrinoid
debris (Fig. 2). Methenaminc silver and PAS stains demon-
strated short, septate hyphae with terminal swellings (Fig.
3). The histopathological diagnosis was multiple infectious
suppurative granulomas, compatible with mycetoma.

Multiple specimens of the exudate taken from the nodule
were planted onto Sabouraud’s dextrose agar with and
without antibiotics and incubated at 30 C. A white, spread-
ing aerial mycelium grew in five days and subsequently
became a mousy gray as shown in Figure 4. Scotch-tape
preparations revealed the typical appearance of Petriellidium
bovdii consisting of septate hyphae with simple oval conidia
occurring separately or in small groups. Based upon these
findings, a diagnosis of mycetoma was made. On excision of
the nodule, in February 1982, there was no evidence of
invasion deep into the fascia or underlying bone. To date,
the postoperative course has been unremarkable.

Discussion

Petriellidium boydii 1s the most prevalent orga-
nism isolated from mycetomas in the United
States® and isan increasing cause of both localized
and disseminated infections in debilitated or im-
munosuppressed patiems. It has been identified
as a cause of endocarditis,’ sinusitis necrotizmg
pneumomd osteomyelms > and brain abscesses.’
Usually it is easily isolated from appropriate spec-
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Figure 1. Violaceous, crusted nodule on the upper anterior
aspect of the left leg.

imens such as exudate, tissue, or granules (often
characteristic of mycetoma). Culturing onto me-
dia with antibiotics is necessary to ensure elimi-
nation of bacterial contaminants. Cultures be-
come positive within seven days, and both the
color of the mycelium and the microscopic ap-
pearance of the stained hyphae are usually suffi-
cient for a presumptive identification of P. boydi.
The diagnosis can be confirmed by the exoanti-
gen test, which involves fungus-specific antisera;
however, presumptive identification and a consis-
tent clinical picture are usually adequate.

Treatment of P. boydii infection can be diffi-
cult. Surgical excision is the treatment of choice
for localized disease, whether cutaneous or inter-
nal.**? Chemotherapy with intravenous micon-
azole has been reported to be beneficial;*'” how-
ever, the fungus is generally resistant to ampho-
tericin-B.
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Figure 2. Suppurative epithelioid granuloma (hematoxylin and
eosin, X200).

Figure 3. Central area of suppurative epithelioid granuloma
containing septate hyphae with terminal swellings (PAS, X400).

Figure 4. Gross culture of Petriellidium boydii on Sabouraud’s
dextrose agar after three to five days at 25-30°C. (Reprinted with
permission from Dolan CT, Funkhouser JW, Koneman EW, Miller
NG, Roberts GD. Atlas of Clinical Mycology V. Subcutaneous
Mycosis. Chicago: The American Society of Clinical Pathologists,
1976.)*
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P. boydii infection must be considered in the

differential diagnosis of any chronic suppurative
infection, especially in an immunocompromised
host. The clinical appearance of mycetoma may
mimic squamous-cell carcinoma, suppurative bac-
terial infections, or deeper fungal infections such
as blastomycosis. Early recognition and prompt
surgery offer the best chance for cure.
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