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Pulmonary phaeohyphomycosis: a challenge to the

clinician

To the Editor:

Phaeohyphomycosis is a rare, slowly progressive infection
caused by a heterogeneous group of imperfect black or
dematiaceous fungi that are found in plants and soil, and
contain a cytoplasmic melanin-like pigment, which appears to
have aetiological significance by decreasing the susceptibility of
these organisms to antifungal agents. A commonly recognised
species included in this group is Cladosporium spp. [1]. Although
it has been described as a pathogen in immunocompromised
patients, there are no reports of lung infections caused by this
agent.

We present the case of a 27-year-old non-smoking female
chemical engineer who worked at a cork company (quality
control, smelling cork stoppers daily), without relevant
medical history who was admitted to the pulmonology
department (Vila Nova de Gaia-Espinho Hospital Centre,
Vila Nova de Gaia, Portugal) with dry cough, malaise and low
fever for the previous week. On examination, she was in a
good general condition without dyspnoea or fever. The chest
was clear to auscultation and there was no significant
lymphadenopathy or hepatosplenomegaly. The remainder of
the physical examination was unremarkable.

On admission, blood tests showed an increased white blood
cell count with a normal differential and increased C-reactive
protein. Chest radiography revealed multiple bilateral nodular
images, which were more abundant in the right lung (fig. 1a).
Treatment with antibiotics (amoxicillin/clavulanic acid plus
azithromycin) was started without clinical or radiological
response. Chest tomography showed multiple, poorly defined,
cotton-like opacities with a ground-glass halo of subpleural
and peribronchovascular predominance, some with air bronch-
ogram suggesting fungal infection (fig. 1b). Immunological
studies were normal and HIV serology was negative. Fibreoptic
bronchoscopy with bronchoalveolar lavage (BAL) was per-
formed and the patient was started empirically on voriconazole
as her clinical status was worsening (persistent fever and malaise)
and fungal cultures were not yet available. Fibreoptic broncho-
scopy was normal and BAL was negative for neoplastic cells, as
well as mycobacterial and microbiological cultures. Fungal
culture showed dark colonies and Cladosporium cladosporioides
was identified (fig. 1c). After treatment with voriconazole for
1 week there was marked radiological and clinical improvement,
and 1 month later the patient was asymptomatic with total
radiological resolution.

Dematiaceous fungi often cause disease in the immunocom-
promised host, with the most common routes of infection

being the skin, via traumatic inoculation, and the respiratory

tract [2]. Cladosporium spp. are increasingly being recognised as

opportunistic pathogens in solid-organ transplant recipients

[3] and remains a significant cause of morbidity and mortality,

particularly in lung transplant recipients [4].

Phaeohyphomycosis involving the paranasal sinuses, mucous

and mucocutaneous membranes, subcutaneous tissues and the

central nervous system (including brain abscesses, meningitis

and mycotic aneurysms) have been reported [5–9]. Reports of

dematiaceous fungi on the respiratory system include the

incidental finding of C. cladosporioides cultured at autopsy from

a previously existing lung cavity and the isolation of various

species from nasal septa and/or colonisation of maxillary

sinuses [6–10].

In this case of phaeohyphomycosis, the patient had an

unusually large work-related exposure to cork by inhalation,

there was a high radiological suspicion of fungal infection,

there were no recognised predisposing conditions associated

with humoral or cell-mediated immunodeficiency and

C. cladosporioides was isolated on BAL fluid.

Cladosporium spp. is reported as being one of the fifth most

common fungi present in wine cork microflora [11].

In our case report, an excellent response to treatment with
voriconazole was noted (loading dose 400 mg every 12 h on the
first day for two doses followed on day 2 by maintenance
treatment 200 mg orally every 12 h for 4 weeks) and no hepatic
dysfunction or adverse reactions occurred. In addition, the
patient was advised to change her professional activity, which
she did, and has remained well ever since (follow-up of 2 years).

To the best of our knowledge, this is the first reported case of
isolated pulmonary phaeohyphomycosis caused by Cladosporium
spp.

This case illustrates a rare work-related fungal lung infection in
an immunocompetent patient, which stands out not only for its
rarity but also for its prompt response to antifungal treatment,
making it very important to pursue a specific diagnosis.

Dematiaceous fungi, well known by plant pathologists, pose a
new challenge to the clinician. Although more frequent in
immunocompromised hosts, it can also affect immunocompe-
tent patients depending on the amount of spore exposure, as
illustrated in this case.

Itraconazole is thought to be the drug of choice for the treatment
of infections caused by dematiaceous fungi, although few
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published data are available to aid therapy choices [10]. In our
patient we empirically started treatment with voriconazole
with an excellent response. Further studies are necessary to
identify the best treatment options for phaeohyphomycosis.
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FIGURE 1. a) Chest radiograph at admission showing multiple bilateral

nodular images, which are more abundant in the right lung. b) Chest computed

tomography scan showing multiple, opaque cotton-like images, relatively poorly

defined and outlining a ground-glass halo of subpleural and peribronchovascular

predominance, some with air bronchogram, suggesting inflammatory/infectious

changes, possibly due a fungal infection. c) Cladosporium cladosporioides colonies

and microscopic features in the bronchoalveolar lavage mycological culture.

Original magnification 65, Petri dish 90615 mm.
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