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ABSTRACT
Chromoblastomycosis (CBM)is a subcutaneous fungal in-
fection caused by one of several dematiaceae molds with
melanotic pigmentation in the cell walls. CBM is char-
acterized by various clinical and dermatological features,
leading to common misdiagnosis as several other infec-
tious and noninfectious diseases. Histopathologically,
in addition to the pathognomonic muriform cells or
“copper pennies,” the causative agents of subcutaneous
and systemic mycosis lead to a granulomatous reaction
due to the influx of mononuclear phagocytic cells and a
suppurative infiltrate of neutrophils. Treatment of CBM
can be challenging as no standard treatment has been
established.

This case highlights a rare presentation of subcuta-
neous chromoblastomycosis caused by Rhinocladiella
species in the United States with satisfactory manage-
ment. It emphasizes the role of occupational and expo-
sure history, keeping a high index of suspicion in cases of
verrucous nodules or plaques with new satellite lesions
on extremities, and recognizing this entity’s distinct
dermatopathology characteristics.

KEYWORDS: Chromoblastomycosis; Cutaneous Mycoses;
Dematiaceous Fungi; Verrucous Dermatitis; Rhinocladiella

INTRODUCTION

Chromoblastomycosis (CBM), or chromomycosis, is a sub-
cutaneous fungal infection caused by one of several demati-
aceae molds with melanotic pigmentation in the cell walls.
CBM is characterized by various clinical and dermatological
features, leading to common misdiagnosis as several other
infectious and noninfectious diseases.!

The main tissue form of the fungus in CBM is thick-
walled, brown sclerotic bodies with internal septae.> Com-
monly denominated “Medlar/sclerotic bodies,” “copper
pennies,” and “muriform cells,” these entities represent an
intermediate vegetative state between yeasts and hyphae.
CBM is most frequently found in tropical and subtropical
climates and is most commonly associated with the genera
Fonsecaea and Cladophialophora, with fewer cases reported
due to Rhinocladiella, Phialophora, and Exophiala.’
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The patient is a 74-year-old male Veteran with a history
of chronic obstructive pulmonary disease, hyperlipidemia,
gastroesophageal reflux disease, and hypertension, who pre-
sented to the Veteran Affairs dermatology clinic in Provi-
dence, Rhode Island, with a reported year-long history of
three, approximately 15 mm by 15 mm, verrucous nodules
in a linear distribution across the left knee [Figure 1A]. The
lesions were tender to palpation. They were treated by an
outside dermatologist with topical steroids but continued to
enlarge. Due to suspicion of cutaneous malignancy, broad
shave biopsies of each nodule were completed for surgical
pathology diagnosis. However, within a few weeks of the
initial biopsies, the patient noted a similar lesion inferior to
the original lesions [Figure 1B]. This prompted a repeat visit
to the clinic, where a punch biopsy and tissue culture were
taken of the newer lesion.

The patient was born and raised in Rhode Island. He
served in the Navy from 1968-1972, stationed in the Med-
iterranean, Cuba, and Tunisia, predominantly working on
ships, with notable exposure to asbestos, then worked as a
bricklayer, and is now retired. His hobbies include garden-
ing and camping. His only recent travel history was visiting
Florida for a week at a time, with the last visit several years
prior to presentation.

A review of systems was notable for occasional chills and
chronic cough, but he denied fevers, chest pain, worsening
dyspnea, abdominal pain, genitourinary symptoms, joint
pains, and rashes. Laboratory studies revealed normal renal
and liver function tests, along with negative hepatitis B,
hepatitis C, and HIV serologies.

Histopathology

The surgical pathology diagnosis of all three lesions on the
left knee revealed chromoblastomycosis, with associated
florid pseudoepitheliomatous hyperplasia and prominent
dermal suppurative granulomatous inflammation that
includes several bronze-colored spores [Figure 2A]. GMS
and PAS-D stains performed on all parts stained the fungal
organisms, consistent with the diagnosis [Figures 2B,C].

Mycology

The fungal culture taken of the newer inferior lesion on the
left knee isolated Rhinocladiella species.
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Figure 1A. Presentation Figure 1B. Follow-up visit (one month later) Figure 1C. Receiving terbinafine therapy
(five months later)

Figure 2C. Periodic acid-Schiff with diastase (PAS-D) stains the sclerotic
bodies a magenta hue.

Figure 2B. Grocott's methenamine silver (GMS) stain highlights the
sclerotic fungal wall black.

Along with multidisciplinary management with Infec-
tious Disease specialists, terbinafine was initiated [Figure
1C] with a plan for discontinuation once the patient met
the following criteria for three consecutive months: clini-
cal resolution, defined as lesion clearing except for scarring;
resolution of local pruritus and pain; and negative monthly
skin biopsies, potassium hydroxide preparations, and tis-
sue cultures. Terbinafine was favored over itraconazole
due to significantly fewer drug-drug interactions with his
home medications, given the anticipated extended course
of treatment.

DISCUSSION

CMB is characterized as one of the Neglected Tropical Dis-
eases caused by inoculation of pathogenic dematiaceous
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fungi.? Based on published case series and epidemiological
surveys, incidence in the United States is estimated at one
per 8,625,000.* However, actual incidence and prevalence
are unknown, as reporting of this disease is not mandatory.
Most cases are caused by the F. pedrosoi species complex,
with higher prevalence in Africa and Latin America than in
Asia and Australia; rarely are CBM cases observed in north-
ern Europe and the United States of America.! This was a
case of a patient who developed subcutaneous chromoblas-
tomycosis caused by Rhinocladiella species in the United
States. There have been reports of the genus Rhinocladiella
relating to CBM, including R. aquaspersa, a classic chro-
moblastomycosis agent; R. tropicalis, which was isolated
from four Brazilian patients; and R. phaeophora, whose only
report derives from a case in Thailand. There have been two
cases in the worldwide literature of R. similis causing CBM.?

The clinical diagnosis of CBM is challenging due to the
polymorphic dermatologic characteristics of lesions, with
the differential diagnoses including cutaneous malignan-
cies (as was initially suspected in our case), Bowen’s disease,
squamous cell carcinoma, and keratoacanthoma; and cuta-
neous infections such as cutaneous mycobacteria, cutane-
ous leishmaniasis, lobomycosis, paracoccidioidomycosis,
phaeohyphomycosis, and sporotrichosis, necessitating con-
firmation of the etiological agent in the patient’s tissues.
Maintaining a high index of suspicion for a rare cutaneous
fungal infection is crucial, especially when new lesions
occur, such as in this patient. As in this case, most patients
do not remember a traumatic inoculation event prior to the
disease because it may go unnoticed, or a long time may
have elapsed from the injury to the onset of the disease.
Studies have reported the duration of disease until diagnosis
from one month to four decades with a mean duration of
3.1 to 8.3 years.* Despite the patient’s limited travel history
and thus low epidemiological suspicion for CBM, his occu-
pation as a bricklayer may have exposed him to contami-
nated soil. CBM has been more frequently reported on the
extremities in men and rural workers, with researchers pos-
tulating that this distribution is related to the notion that
men have been more historically involved in activities that
expose them to environments where etiological agents are
present. Although infrequent, extracutaneous dissemina-
tion with muriform cells and confirmatory isolate in tissues
has been described mainly in immunocompetent individ-
uals, warranting a comprehensive review of systems in
affected patients.

Histopathologically, in addition to the pathognomonic
muriform cells or “copper pennies,” the causative agents of
subcutaneous and systemic mycosis lead to a granuloma-
tous reaction due to the influx of mononuclear phagocytic
cells and a suppurative infiltrate of neutrophils. This results
in what has been recently described as mixed organized
mycotic granuloma (MOMG).¢
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Lastly, treatment of chromoblastomycosis can be chal-
lenging as no standard treatment has been established. Low
cure rates and high relapse rates can complicate therapy,
especially in chronic and extensive disease, with the most
common causes of treatment failure being treatment aban-
donment, prolonged therapy, side effects, and antifungal
resistance.” Reported treatments have ranged from physi-
cal therapeutic methods (surgery for smaller lesions, cryo-
surgery, electrosurgery, and local heat), antifungals such as
itraconazole or terbinafine administered as monotherapy,
and combined therapy with other antifungals or with phys-
ical agents.* Eradication is important as there are reports of
progression to squamous cell carcinoma in long-standing,
inadequately treated lesions.**

In conclusion, this case highlights a rare presentation of
subcutaneous chromoblastomycosis caused by Rhinocla-
diella species in the United States. It emphasizes the role of
occupational and exposure history, keeping a high index of
suspicion in cases of verrucous nodules or plaques with new
satellite lesions on extremities, and recognizing this entity’s
distinct dermatopathology characteristics.

References

1. Queiroz-Telles F, de Hoog S, Santos DWCL, et al. Chromoblas-
tomycosis. Clin Microbiol Rev. 2017;30(1):233-76.

2. Hamza SH, Mercado PJ, Skelton HG, Smith KJ. An unusual
dematiaceous fungal infection of the skin caused by Fonseca-
ea pedrosoi: a case report and review of the literature. J Cutan
Pathol. 2003,30(5):340-3.

3. Ntuli M. Ending the neglect to attain the Sustainable Develop-
ment Goals: A road map for neglected tropical diseases 2021-
2030. [cited 2025 Apr 13];Available from: https://www.who.int/
publications/i/item/9789240010352

4. Guevara A, Vicente VA, de Souza Lima BJF, Nery AF, Hagen F,
Hahn RC. Chromoblastomycosis-Leprosy Co-Infection in Cen-
tral West Brazil. Presentation of Three Cases and Literature Re-
view. Mycopathologia. 2022;187(4):363-74.

5. Heidrich D, Gonzilez GM, Pagani DM, Ramirez-Castrillon M,
Scroferneker ML. Chromoblastomycosis caused by Rhinocla-
diella similis: Case report. Med Mycol Case Rep. 2017;16:25-7.

6. Minotto R. Study on the organization of cellular elements in the
granulomatous lesion caused by chromoblastomycosis. ] Cutan
Pathol [Internet]. 2017 [cited 2025 Apr 13];Available from:
https://onlinelibrary.wiley.com/doi/10.1111/cup.13014

7. Ameen M. Chromoblastomycosis: clinical presentation and
management. Clin Exp Dermatol. 2009;34(8):849-54.

8. Rojas OC, Gonzalez GM, Moreno-Treviiio M, Salas-Alanis J.
Chromoblastomycosis by Cladophialophora carrionii Associ-
ated with Squamous Cell Carcinoma and Review of Published
Reports. Mycopathologia. 2015;179(1):153-7.

NOVEMBER 2025 RHODE ISLAND MEDICAL JOURNAL 12


http://rimed.org/rimedicaljournal-archives.asp
http://www.rimed.org/rimedicaljournal-2025-11.asp
https://www.rimedicalsociety.org

Authors

Bianca Biglione, MD, Department of Dermatology, The Warren
Alpert Medical School of Brown University, Providence, RI.

Pavane L. Gorrepati, MD, Department of Dermatology, The
Warren Alpert Medical School of Brown University,
Providence, RI.

Jaclyn Anderson, MD, Department of Pathology and Laboratory
Medicine, The Warren Alpert Medical School of Brown
University, Providence, RI.

Andrew Blundell, MD, Department of Dermatology, The Warren
Alpert Medical School of Brown University, Providence, RI.

Michael Bharier, MD, PhD, Department of Dermatology,

The Warren Alpert Medical School of Brown University,
Providence, RI.

Leslie Robinson-Bostom, MD, Department of Dermatology,
Department of Pathology and Laboratory Medicine, The
Warren Alpert Medical School of Brown University,
Providence, RI.

RIMJ ARCHIVES | NOVEMBER ISSUE WEBPAGE | RIMS

7977 20850

CASE REPORT

Disclosures

Our institution does not require ethical approval for reporting
individual cases or case series.

Written informed consent for treatment and publication was
obtained from the patient and is on file. The patient gave written
permission for the publication of clinical details and images.
Identifying information has been removed to protect anonymity.
The authors received no external funding for this work.

The authors declare no conflicts of interest—financial or
otherwise—related to the content of this manuscript.

Correspondence

Bianca Biglione, MD, PGY-2

Brown University Health Dermatology Resident
Rhode Island Hospital

593 Eddy Street Ambulatory Patient Center, 10th Floor
Providence, RI, 02903

NOVEMBER 2025 RHODE ISLAND MEDICAL JOURNAL 13


mailto:bianca_biglione%40brown.edu%20?subject=
http://rimed.org/rimedicaljournal-archives.asp
http://www.rimed.org/rimedicaljournal-2025-11.asp
https://www.rimedicalsociety.org

	COVER
	CONTENTS-Cases, Images
	CONTENTS–Contributions
	CONTENTS–Features,News, People
	CASE–Surana
	CASE–Biglione
	CASE–Trevino
	IMAGES–Loczi-Storm
	RESEARCH–Batayneh
	RESEARCH–Daici
	RESEARCH–Lhamu
	RESEARCH–Pearce
	RESEARCH–Waddell
	RESEARCH–Wahood
	HEALTH-McAtee
	HEALTH–Vital Statistics
	RIMS–Convivium
	BOOK–Elam
	PERSPECTIVE–Rios
	NEWS
	PEOPLE/PLACES
	OBITUARIES

