CASE REPORT

Disseminated aspergillosis
presenting as a skin abscess

THOMAS N. HELM, MD AND DANIEL MAZANEC, MD

m An immunocompromised patient presented with chronic low back pain as the initial symptom and a
subcutaneous abscess as the initial sign of disseminated aspergillosis. With the rising incidence of im-

munocompromised patients, cutaneous manifestation of aspergillosis may become more common.
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SPERGILLUS infection of the skin is usually

considered to be the result of hematogenous

dissemination in an immunocompromised

host."? Defects in cellular immunity allow
the hyphal form of Aspergillus to invade the skin and
produce various lesions, including nonspecific
erythema, violaceous papules, erythematous nodules,
subcutaneous granulomas, and necrotizing dermal
plaques.”> We describe an immunocompromised patient
whose presenting sign of disseminated aspergillosis was a
subcutaneous abscess. Her chief complaint was low back
pain, a symptom preceding any objective findings by
three and one half months. The abscess developed in
the area of preceding pain. Incision and drainage of the
abscess immediately resolved the discomfort, but she
later died of respiratory failure.

We report this case because of the unusual presenta-
tion of disseminated aspergillosis. With the increasing
population of immunocompromised patients, clinicians
must be alert to atypical manifestations of infection.*
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CASE PRESENTATION

A 58-year-old black woman presented for evaluation
of low back pain of two months’ duration. She had a 15-
year history of pulmonary sarcoidosis confirmed by bron-
choscopy and a four-year history of cutaneous sarcoido-
sis. For the preceding four years she had been treated
with 20 mg of prednisone daily. The pain that prompted
her office visit was localized in the right lower paralum-
bar region. It was exacerbated by movement such as
turning in bed or coughing. Examination of the skin at
that time was unremarkable. Lower extremity reflexes
were normal, as were the results of the straight leg rais-
ing test. Review of lumbar radiographs revealed only
spondylolisthesis of .5 and S1. A bone scan revealed
generalized increased lumbosacral uptake consistent
with degenerative joint disease. The patient was referred
to the Physical Therapy Department and her pain im-
proved with conservative management.

Three and one-half months later, she reported recur-
rent back pain and new trace hemoptysis. A 6 x 4 cm
firm movable mass in the right paralumbar area with
normal overlying skin was found. Over the following
two weeks, the pain intensified and the mass increased
in size to 10 x 10 cm. The overlying skin became
markedly erythematous. The patient was admitted to
the hospital and the mass was incised and drained, yield-
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ing 50 mL of purulent material. Following the proce-
dure, her back pain improved immediately.

Culture of the material revealed Aspergillus fumigatus.
Aspergillus antibody complement fixation tests were
negative on admission and 1 month later; immunodiffu-
sion studies, however, showed bands of identity to all
types of Aspergillus studied (eg, Aspergillus fumigatus,
Aspergillus niger, and Aspergillus flavus). Bronchoscopy
was performed to evaluate her intermittent trace
hemoptysis. Left upper lobe bleeding was detected and
the bronchial aspirate obtained grew Aspergillus fumiga-
tus. A chest radiograph revealed a mediastinal shift to
the left, interstitial changes, and left upper lobe pleural
thickening unchanged from a radiograph taken two
years earlier. The patient developed severe parieto-
occipital headaches after admission to the hospital.
Head CT revealed the presence of left maxillary and
right sphenoidal sinus opacification. Irrigation and cul-
ture of left maxillary sinus contents revealed Aspergillus
fumigatus. A left Caldwell-Luc operation was performed
and an aspergilloma withdrawn. The patient was treated
aggressively with amphotericin B, but her condition de-
teriorated and she later died. Her family refused an au-

topsy.

DISCUSSION

The presence of unrelenting lower back pain at rest
should suggest an infectious or malignant etiology, par-
ticularly in older patients. In our patient, who was im-
munosuppressed because of both her primary disease
(sarcoidosis) and its therapy (steroids), infection as the
cause of her pain was a primary concern. As dermatolo-
gists encounter increasing numbers of immunocom-
promised patients, more atypical presentations of
diverse infectious diseases can be expected. Early recog-
nition of the infectious process offers the patient the
best opportunity for recovery.

Qur patient had complaints originating from cu-
taneous involvement of Aspergillus fumigatus that
preceded any other evidence of fungal involvement by
three and one half months. Although Aspergillus fumiga-
tus may have colonized her diseased respiratory tract, her
cutaneous disease led to the symptoms that prompted
her to seek medical attention.

Aspergillus fumigatus is a ubiquitous saprophyte first
reported in 1844 to cause disease in humans.® More re-
cently, Aspergillus fumigatus has been increasingly recog-
nized as an important pathogen, especially in the im-
munocompromised host.>*

Exposure to Aspergillus conidia may cause allergic
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aspergillosis and pneumonitis. Colonization of damaged
tissue such as lung cavities allows for development of
aspergillomas. If the immune system is impaired by dis-
ease or immunosuppressive agents, Aspergillus hyphae
may invade the respiratory tract and spread hemato-
genously to form necrotic cutaneous nodules, renal ab-
scesses, brain abscesses, or osteomyelitis.? Culture-neg-
ative endocarditis, mycotic keratitis, and even
endogenous oculomycosis can occur. The paranasal
sinuses and the external auditory canal are frequently
chronically infected with Aspergillus spp. Spread from
the paranasal sinuses may be an important cause of
orofacial aspergillosis.>*

Normal neutrophil function is most important in
controlling invasive disease.? Treatment with immuno-
suppressive medications, in the case described, may in-
crease susceptibility to infection by impairing neutrophil
function. Corticosteroid therapy impairs the inflam-
matory response needed to contain infection.®

Recent review of the English literature reveals only
eight published cases of primary cutaneous Aspergil-
lus fumigatus infection, to the best of our knowledge.”!!
Although Aspergillus fumigatus is the species of Aspergil-
lus most frequently isolated from the lung, the pre-
ponderance of cases of primary cutaneous aspergillosis
are due to Aspergillus flavus infection.® Local injury from
intravenous catheters or arm boards has been implicated
as the source of cutaneous infection in many of these
cases.>'? We have also included a case of Aspergillus fumi-
gatus infection originating in the nasal cavity as an ex-
ample of primary cutaneous infection.! Most reported
cases are in immunocompromised patients, although
primary aspergillus infection has been described in nor-
mal hosts. Although our patient presented with cu-
taneous involvement, she most likely did not have pri-
mary cutaneous aspergillosis. Her sinus and skin disease
most likely resulted from spread from a pulmonary focus
of infection. The absence of complement-fixing antibo-
dies in the face of positive results of an immunodiffusion
study may be further evidence of her immunosuppressed
status.

The skin manifestations of aspergillosis infection are
varied and depend on the mode of infection. Dissemi-
nated aspergillosis has been estimated to invade the der-
mis in less than 5% of cases.> Lesions often begin as
erythematous papules and may become pustular.?® Mi-
croabscesses with granuloma formation may be seen in
biopsy specimens. Lesions may mimic ecthyma gangre-
nosum. When local spread from the paranasal sinuses or
the nares occurs, violaceous ulcerated plaques may be
seen.®
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Primary infection may present as a fluctuant nodule
near a site of injury, a necrotizing plaque, necrotic tissue
at the site of a surgical wound, purpuric pustules, or
hemorrhagic bullae. The appearance may be similar to
leprosy, leishmaniasis, cryptococcosis, blastomycosis,
and botryomycosis. Interestingly, transepithelial elimi-
nation has been shown to occur in all of these diseases
and in aspergillosis.'*

The treatment of Aspergillus infection depends on the
form of the disease, whether invasive, allergic, or only
the result of colonization. Invasive disease is best man-
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aged with intravenous amphotericin B.2"> Combination
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Aspergillus spp in vitro,'” but clinical experience is essen-
tial before this combination can be considered a treat-
ment of choice.
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