\WHAT 1S YOUR DIAGNOSIS?

v

Case for diagnosis’

Alejandro Molina-Leyva'

DOI: http.//dx.doi.org/10.1590/abd1806-4841.20143237

CASE REPORT

A 53-year-old man presented with a 2-week old,
rapidly growing, plaque on the right forearm. He
worked as a seasonal olive harvester and may have
unknowingly been scratched by an olive branch. The
patient had not been treated with topical steroids for
this condition and had never shaved his forearms. At
the time of the physical examination, a keloid-like
plaque was observed on the right forearm (Figure 1).
Direct examination of the scales and the purulent dis-
charge revealed no bacterial or hyphal elements.
Microbiological investigation of a deep-aspiration

FIGURE 1: Ten-
centimeter  dia-
meter erythema-
tous bumpy pla-
que, resulting in a
keloid-like or
brainy appearan-
ce. Yellow crusts
and  follicular-
centered pustules
were present on
the surface
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identified signs of Trichophyton rubrum (Figures 2 and
3). Antifungal susceptibility test revealed sensibility
to terbinafine, itraconazole and fluconazole.
Biochemical and hematological analyses were per-
formed to assess the immunologic status of the
patient. Serology for HIV virus was negative; the T-
helper/T-suppressor lymphocytes ratio and chest X-
ray were also normal. The patient was treated with
itraconazole 400mg during 8 weeks, with an excellent
therapeutic response.

FIGURE 2: Culture
on Sabouraud's
dextrose agar of a
deep-aspiration
sample yielded
heaped and gla-
borous, pink-
colored colonies
of Trichophyton
rubrum  within
4-5 days

FIGURE 3:
Lactophenol cot-
ton blue mount
showed septate
hyphae with typi-
cal pencil- shaped
macroconidia
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DISCUSSION

The rupture of the hair follicle infundibulum
caused by the dermatophyte infection in Majocchi’s
granuloma, originates dermal and subcutaneous tis-
sue inflammation, resulting in the typical chronic ery-
thematous and indurated plaques. Trichophyton
rubrum is the most common dermatophyte isolated
from Majocchi’s granuloma but other fungi have been
reported to be involved, including Trichophyton menta-
grophytes, Trichophyton violaceum and Epidermophyton
flocossum™* The collection of a tissue or deep-aspira-
tion sample is required for efficient pathogen isolation
and identification.’ Specific stains, such as the period-
ic acid-Schiff stain or Gomori methenamine-silver,
may be necessary to visualize fungal elements in tis-
sues. Follicular invasion in Majocchi’s granuloma is
usually endothrix. However, as in other inflammatory
mycoses, like kerion, an endo-ectothrix mosaic pat-
tern can be detected. There are two clinical forms of
Majocchi’s granuloma.' The first is superficial and
formed by granulomatous inflammation limited to
the perifollicular area. It appears in healthy individu-
als after localized trauma, topical corticosteroid use,
and chronic toenail or foot dermatophyte coloniza-
tion. Superficial Majocchi’s granuloma commonly
occurs in young women who repeatedly shave their

legs or after chronic corticosteroid treatment. The sec-
ond is a deep form, characterized by subcutaneous
granulomatous response and neutrophilic dermal
abscesses. It is usually seen in inmunocompromised
patients, such as transplant recipients and those with
bone marrow malignancy or autoimmune diseases.
Although the clinical appearance of the lesion in our
study was more consistent with the deep form of
Majocchi’s granuloma, the patient was immunocom-
petent and there was no evidence of trauma, topical
corticosteroid use or chronic dermatophyte coloniza-
tion. There is no clear consensus on treatment regi-
men. However, systemic antifungals, such as azole
antifungals, griseofulvin and terbinafine, are the
mainstays of therapy, as they are safe and effective.
The most reported regimens are itraconazole 200mg
bid or terbinafine 250 mg daily. The duration of thera-
py should be at least 4 - 8 weeks, and treatment
should be continued until all lesions have cleared.’

In conclusion, we report an unusual presenta-
tion of deep Majocchi’s granuloma in an immunocom-
petent patient. In addition, this case highlights the
importance of collecting deep microbiological sam-
ples for diagnosis. 4

Abstract: Majocchi's granuloma is a persistent supurative folliculitis, associated with a deep granulomatous reac-
tion induced by dermatophytes. There are two clinical forms of Majocchi's granuloma: the superficial form that
appears in healthy individuals after localized trauma; and the nodular form, which occurs in inmunocompro-
mised patients. We present a case of nodular Majocchi’s granuloma on the forearm of an immunocompetent
patient. Microbiological culture and examination of a deep aspiration sample identified Trichophyton rubrum.
Collecting a deep sample of tissue is essential in achieving a good diagnostic performance.
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