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Case Report

Rapid Resolution of Subcutaneous Phycomycosis  
in a Child: A Case Report
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Abstract
Subcutaneous phycomycosis is a rare saprophytic fungal infection. We herein report a case of subcutaneous phycomycosis with stony 
hard swelling on the chest wall as an unusual site of infection. Diagnosis was made based on the clinical, histopathological, and culture 
studies. Oral treatment with itraconazole resulted in rapid resolution of lesion. 
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Introduction
Subcutaneous phycomycosis, also known as subcutaneous 
zygomycosis, is a rare chronic granulomatous infection of 
subcutaneous tissue caused by a saprophytic filamentous 
fungus Basidiobolus ranarum or Conidiobolus coronatus.[1] 
It has been reported in tropical countries. Here we report 
a case of subcutaneous phycomycosis in a girl child to give 
an emphasis on early recognition and administration of 
itraconazole for faster resolution.

Case Report
A 9-year-old girl came to dermatology clinic with painless 
swelling over the anterior chest wall since 15  days. 
Swelling was asymptomatic and non-tender. There was 
no history of trauma. There was no discharge from the 
lesion. Cutaneous examination revealed a subcutaneous 
nodule over the left side of the anterior chest measuring 
5 × 7 cm [Figure 1A]. Skin over the nodule was shiny and 
slightly erythematous with mild crust, and desquamation 
was observed. Skin was pinchable over the nodule. The 
nodule was firm to stony hard in consistency. No regional 
lymphadenopathy was noted. Systemic examination was 
unremarkable. No abnormality was detected in chest 
X-ray. Fine needle aspiration cytology revealed round 
cell tumor.

Biopsy samples were sent for culture and histopathological 
study. Culture of skin tissue on Sabouraud dextrose 
agar at 37°C yielded expanding, waxy growth with 
cerebriform topography and radial furrows within 5 days. 
Lactophenol cotton blue tease mount on microscopy 
showed short broad hyaline pauci-septate hyphae with 
wide angle branching. Spherical primary conidia with 
papilla with single nucleus and pyriform secondary 
conidia were seen. Many thick-walled zygospores were 
seen and some had lateral protuberances of gametangial 
remains [Figure 2A]. Organism Basidiobolus ranarum was 
isolated. Histopathology showed a diffuse granulomatous 
infiltrate extending from the subcutaneous fat with lobular 
panniculitis. Infiltrate chiefly consisted of lymphocytes, 
histiocytes, plasma cells, eosinophils, and a few foreign 
body giant cells. Among the infiltrate, thin-walled 
hyphae were seen as ring-shaped, twisted, or as collapsed 
structures [Figure 2B].

A diagnosis of subcutaneous phycomycosis was made 
based on clinical features, histopathology, and culture. 
The child was started on oral itraconazole 100 mg once 
daily. Marked regression in the size of the lesion was noted 
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by 21st day [Figure 1B] of treatment. Complete resolution 
was noted by 5th week [Figure 1C]. Itraconazole was 
continued for 4 more weeks to prevent relapse.

Discussion
Phycomycosis is caused by B.  ranarum or C.  coronatus 
belonging to class Zygomycota and order 
Entomophthoraceae of fungi.[1] The disease is mainly 
encountered in tropical countries of Africa, Indonesia, and 
with occasional reports from India.[2] B. ranarum is usually 
seen in plant debris. It causes subcutaneous zygomycosis 
and an acute systemic illness. Children are commonly 
affected.[3] The disease is seen in immuno-competent 

individuals. In this study, a girl child presented with 
nodular swelling which developed within a short period 
of 15 days.

The portal of  entry is through minor trauma or after 
insect bites which goes unnoticed. Lesions are commonly 
found on limb girdles and buttocks. They present as a 
firm and woody swelling of  subcutaneous tissue.[1] 
Disparity was observed in our patient; first there was 
no history of  trivial injury and secondly, anterior chest 
wall was affected which is a rare site for subcutaneous 
phycomycosis.

Clinical features include painless, unilateral, well-
circumscribed solitary swelling. It rarely involves the 

Figure 1: Clinical image of subcutaneous phycomycosis at first visit showing a subcutaneous nodule present over the left anterior chest region (A), 
marked improvement on 21st day (B), and complete resolution of lesion after 5 weeks of treatment (C)

Figure 2: Microscopy of lactophenol cotton blue wet mount from the culture shows short broad hyaline pauci-septate hyphae with wide angle 
branching (black arrow). Spherical primary conidia with papilla (red arrow) with single nucleus and many thick-walled zygospores (yellow arrow) 
seen (A). Histopathology of phycomycosis showed diffuse granulomatous infiltrate consisting of lymphocytes, histiocytes, plasma cells, eosinophils, 
and a few foreign body giant cells. Among the infiltrate, thin-walled hyphae were seen as ring-shaped, twisted, or collapsed structures (H&E, 100× 
magnification) (B)
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underlying bones or muscles.[4] In the same line, painless 
nodule was noted in our case without bone involvement.

Histopathology shows characteristic Splendore–Hoeppli 
phenomenon with broad aseptate hyphae surrounded by 
eosinophilic material and with extensive subcutaneous 
fibrosis.[5] Granulomatous inflammatory reactions are also 
present.[3] Classical Splendore–Hoeppli phenomenon was 
not seen in our case. However, other features were suggestive 
of subcutaneous phycomycosis. The organism is readily 
cultured in Sabouraud dextrose agar. Microscopy shows 
large, broad vegetative hyphae and zygospores with beak-
like appendages which are characteristics of B. ranarum.[1] 
Identical features were recognized in our case too.

Subcutaneous phaeohyphomycosis is an important 
differential diagnosis. It is caused by dematiaceous fungi, 
Exophiala dermatitidis and Cladosporium cladosporoides. 
It presents as papulo-nodules, verrucous, hyperkeratotic, 
or ulcerated plaques or cysts involving the extremities. 
Histopathologically, brown-walled septate hyphae or 
yeast-like cells in the dermis and subcutis are noted,[6] 
thus differentiating from phycomycosis, which is a non-
dematiaceous pauci-septate fungi.

As the diagnosis is delayed, the lesion is usually difficult 
to treat. Most of the patients usually respond well with 
potassium iodide and azoles.[3] Surgical intervention should 
be avoided as it hastens the rate of spread of infection 
and also the associated high relapse rates.[7] Our patient 
responded well with itraconazole, and a drastic improvement 
was observed within 5 weeks of treatment. The rapidity of 
recovery in our case is explained probably on the basis of 
duration of the lesion which was very short, around 15 days.

To conclude, subcutaneous phycomycosis is an uncommon 
deep fungal infection affecting children in tropical countries. 

Early recognition will prevent further disfigurement, and 
awareness of this entity eliminates the need of surgical 
intervention in these cases.
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