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ABSTRACT
Fungal infections are among the most serious infectious complications in immunosuppressed patients. Pri-
mary cutaneous aspergillosis is a relatively rare manifestation and is usually described in patients with un-
derlying malignant hematological diseases, AIDS, allogenic stem cell transplantation, solid organ trans-
plantation, etc. We present a clinical case of a 12-year-old boy with acute lymphoblastic leukemia initial-
ly diagnosed as primary cutaneous aspergillosis caused by Aspergillus flavus. The retrospective analysis 
demonstrates that a small solitary pulmonary nodule could be a possible portal of entry. This means that 
we could consider the disease as an early stage invasive aspergillosis, which is successfully treated with vori-
conazole.
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INTRODUCTION 
Fungi belonging to the genus Aspergillus are 

typical opportunistic pathogens. Due to airborne 
contamination the lungs and sinuses are the most 
common primary sites of infection, although Asper-
gillus can disseminate to distant organs and manifest 
as invasive aspergillosis (IA). Primary cutaneous le-

sions as a result of direct implantation of Aspergillus 
spores can occur in some cases and are usually devel-
oped after skin barrier disruption (1).  Primary cuta-
neous aspergillosis (PCA) in immunocompromised 
patients has the potential to progress to systemic in-
fection and is frequently lethal (1,2). An adequate and 
rapid microbiological diagnosis is of essential impor-
tance for the prompt therapy of these patients.  Here 
we present a clinical case of a 12-year-old boy ini-
tially diagnosed with PCA, successfully treated with 
voriconazole. Later the disease was defined as an ear-
ly stage of IA.

CASE DESCRIPTION 
A 12-year-old patient presented with a low-

grade fever, weakness, bone and joint pain, lymph-
adenopathy, hepatosplenomegaly and WBC 178 
x109 per liter.  Bone marrow aspirate smears re-
vealed 100% infiltration with lymphoblasts. Diag-
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The response was poor on D8 and remission was not 
achieved at the end of the induction on D33.

While the patient was neutropenic, a small skin 
lesion was noticed on the back side of the patient’s 
right hip. The lesion progressed into weakly painful 
ulcerative papule with a size of approximately 8 mm 
with central necrosis, surrounded by a zone of local 
hyperemia (Fig. 1A). A skin biopsy sample was col-
lected and cultured on Sabouraud agar at 30°C and 
after 48 hours mold colonies with yellow-green pig-
mentation were found (Fig. 1B). Microscopic exami-
nation of colonies revealed the typical morphologi-
cal characteristics of Aspergillus flavus. Histopatho-
logical examination of the skin biopsy sample dem-
onstrated adipose tissue with inflammatory cells and 
necrotic zones, numerous branched dichotomous at 
45° angles septate hyphae and conidiospores sugges-
tive for Aspergillus spp. (Fig. 1C).

Computed tomography (CT) scanning of the 
chest was done twice and revealed normal lung pa-
renchyma with a single small nodular lesion and no 
other typical for invasive pulmonary aspergillosis 
(IPA) signs (cavitation, halo sign, etc.) (Fig. 2). Serum 
levels of galactomannan were tested twice and both 
results were negative. 

Antifungal therapy with voriconazole was ini-
tiated with 600 mg/d on the first day, and then 400 
mg/d. The second lung CT performed after 6 weeks 

nosis of high-risk T-cell acute lymphoblastic anemia 
with central nervous system (CNS) involvement was 
made and course of chemotherapy according to the 
phase 1 of ALL IC BFM 2009 Protocol was started. 

Fig. 1. Cutaneous aspergillosis. A. The initial presentation 
of described in text skin lesion. B. Colonies of Aspergillus 
flavus after 48 hours of incubation on Sabouraud agar. C. 
Microphotography of the skin biopsy sample demonstrates 
necrotic zones, with numerous branched hyphae and co-

nidiospores suggestive of Aspergillus species.

Fig. 2. CT scan before the start of antifungal therapy. A and B. CT scan demonstrates a solitary nodule of <1cm in diam-
eter in the upper lobe of the left lung.
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of antifungal treatment was clear: the solitary nodule 
in the left lung disappeared and new lesions were not 
found. The skin lesion decreased in size and com-
pletely disappeared in 5 weeks. The patient contin-
ued to get chemotherapy and at present is in prepa-
ration to receive allogeneic haematopoietic stem cell 
transplantation from a matched unrelated donor.

DISCUSSION 
Aspergillosis in immunocompromized patients 

is one of the most worrisome infectious complica-
tions. It is often described in patients with hematho-
logical malignancies and in most cases presents as 
IA. Cutaneous aspergillosis, both primary and sec-
ondary to hematogenous dissemination of Aspergil-
lus spp.  is a relatively rare clinical manifestation.

An ulcerative necrotic skin lesion in a patient 
on chemotherapy is a frequent finding but usual-
ly a solitary, non-disturbing lesion without symp-
toms of generalized infection can be easily omitted. 
The place of fungal infection in such lesions is not 
dominant. A standard monitoring with Aspergillus 
galactomannan antigen test is useful in certain cir-
cumstances but its sensitivity varies between 52.9 % 
and 79.3% (3) and cannot fully substitute the clinical 
examination. 

PCA is an uncommon disease, mostly de-
scribed in case reports (4-7). It typically develops on 
the place of disruption of skin integrity. This was not 
the case in the described patient, which makes it es-
pecially unusual for PCA. 

Viewed in this way, a single small lung lesion 
detected on CT examination can be of special inter-
est. This incidental finding is difficult to interpret. A 
solitary pulmonary nodule can be caused by a range 
of conditions varying from an infection or other be-
nign lesion to a malignancy. Meanwhile, with im-
proved imaging technique more nodules can be de-
tected, but the explanation of the presence of solitary 
lesions remains unclear (8). 

In neutropenic patients with leukemia the in-
cidence of IA exceeds 4-5% (9-11). The typical ear-
ly findings in IPA are ≥1 macronodules often with a 
“halo sign”. Small solitary lesions (<1 cm) might be 
present in only a small percent of all patients with 
IPA (12). Indeed, if similar nodule is found on CT 
scan as part of a disseminated  pulmonary process it 
would be taken as a part of the same infection, while 

just a solitary lesion is more likely to be interpreted 
as “non-specific”.

In the present case, considering the proven skin 
aspergillosis, and disappearance of the lung lesion af-
ter specific therapy there is enough proof that both 
lesions belong to the same process and we have good 
reason to define the disease as IA. 

After not finding any other focus of infection, 
the question which of these two loci is primary: the 
skin (proven) or the lung (probable) was raised.  

We proved that the skin lesion was caused by 
A. flavus. A retrospective study on deep cutaneous 
fungal infections in immunocompromised children 
showed that Aspergillus spp. was the most common 
pathogen, responsible for 44% of the cases. In this 
study Aspergillus flavus was the most commonly iso-
lated species (14). 

Only relatively small conidia are able to evade 
the pulmonary clearance. A. fumigatus conidia are 
smaller in size than those of A. flavus. As a result 
A. fumigatus has a dominant role in IPA. Currently 
some data shows a growing frequency of other non-
Aspergillus fumigatus species (15-17). 

In PCA cases, which develop due to direct fun-
gal inoculation, the size of conidia does not play a sig-
nificant role. But in addition to the size of the spores 
there are numerous factors, like surface characteris-
tics, pigment composition, adhesion properties, re-
sistance to phagocytosis, resistance to temperature 
and other environmental conditions, such as weath-
er, etc., which influence the epidemiology, the way 
of clinical presentation e.g. preferable localization of 
primary invasion  (14). This data demonstrates high-
er virulence of A. flavus than A. fumigatus. There-
fore A. flavus, as a causative agent in our case, does 
not exclude primary invasion via lungs followed by 
rapid hematogenous dissemination to the skin which 
was the evident presentation in this patient. If a small 
skin lesion is missed, another, less favorable scenar-
io could developed: disseminated bulky lung impair-
ment and different end organ involvement, e.g. CNS. 
Such evolution would be more resistant to treatment 
and would have significantly worse prognosis.

Voriconazole belongs to the group of mold–ac-
tive second generation azoles. It is approved for first-
line treatment of IA and for cutaneous aspergillosis 
(18). Despite the fact that resistance to azoles in As-
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pergillus spp. has already been reported, most studies 
show that the activity of voriconazole remains excel-
lent (19,20).  In this case voriconazole demonstrated 
a full effect and the antileukemic program was not 
modified.

In conclusion, this “simple” case demonstrates 
that cutaneous aspergillosis may occur in immuno-
suppressed patients as part of probable invasive as-
pergillosis. The case shows that serial gallactoman-
nan antigen evaluations do not substitute repeated 
lung CT scanning for monitoring for invasive fun-
gal infection. The correct and rapid microbiological 
diagnosis and early start of specific treatment with 
proper antifungal agent is the key to a successful out-
come in high-risk patients.
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