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PRESENTATION OF CASE 

40-year-old female patient who was a farmer by occupation, 

Presented with painless swelling over the dorsum of the right 

hand for the past one year. Patient gives history of thorn 

prick over the dorsum of the right hand following which she 

developed the swelling which was insidious in onset and 

gradually increased in size to the current size. No history of 

pain, fever, pus discharge from the swelling. 

 Single swelling of size 4x3 cms over the dorsal aspect of 

the right hand 

 Skin over the swelling was normal and free from the 

underlying swelling (Pinchable). 

 No warmth and tenderness 

 Smooth surface 

 Cystic in consistency 

 Fluctuant 

 Non transilluminant 

 No bony indentation felt 

 No regional lymphadenopathy 

 No loss of sensation 

 Swelling was freely mobile. 

 

 
Figure 1. Cystic Swelling over the Dorsum of Hand 

 

 

In view of history of thorn prick, diagnosis of 

implantation dermoid was made. Since history was 

suggestive prick by a thorn, chronic abscess secondary to 

retained foreign body with surrounding infection was also 

held in differential diagnosis. Due to the location, over the 

dorsal surface of right hand, Ganglion was also held in the 

differential diagnosis list. Fungal aetiology was not thought 

of pre-operatively. 

Routine blood investigation was not done as procedure 

was done under local anaesthesia and diagnosis considered 

was of benign aetiology. 

 

CLINICAL DIAGNOSIS 

Implantation Dermoid 

 

DIFFERENTIAL DIAGNOSIS 

1. Implantation Dermoid 

2. Ganglion 

3. Chronic Abscess 

 

DISCUSSION OF MANGEMENT 

With clinical diagnosis of benign swelling, the plan was made 

to proceed with excision. Excision biopsy under local 

anaesthesia was done. Intraoperatively, there was a breach 

in the cyst wall and yellowish cheesy material was noted as 

contents from the cyst. The cyst wall was found to be 

thickened and whitish in colour. 

 

 
Figure 2. Intraoperative Picture showing T 

hick White Cyst Wall 

 

Excised cyst wall was sent for histopathological 

examination in formalin. 
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Figure 3. Excised Cyst Wall 

 

Diagnosis of fungal abscess was made following 

histopathological examination. Fungal hyphae (brown in 

colour) were demonstrated in gram staining. 

 

 
Figure 4. Gram Staining showing Fungal Hyphae 

 

Fungal aetiology was also confirmed by doing a KOH 

staining. Fungal culture for species identification could not 

be sent as the specimen was sent in formalin as the clinical 

diagnosis of fungal aetiology was not thought of. 

 

 
Figure 5. KOH Staining Demonstrating Fungal Elements 

 

 
Figure 6. Postoperative Sutured Wound 

       Subcutaneous fungal infections are not routinely 

encountered in clinical practice.1 Males are commonly 

affected due to their outdoor occupation. Mycotic cyst are 

subcutaneous cyst with formation of granulomas. They are 

caused either by dematiaceous (pigmented fungi) or 

eumycotic (non-pigmented fungi).1 They gain asses to the 

tissue via trauma or thorn prick. They result in 

asymptomatic, nodular or cystic lesion.2 Subcutaneous 

fungal infections are more common in extremities. Their 

diagnosis is usually missed as fungal cyst are not commonly 

encountered and they mimic like other commonly 

encountered swellings.3 The treatment of choice is complete 

surgical excision, in addition to antifungal treatment, which 

is indicated in recurrent cases and immunocompromised 

patients, chromoblastomycosis.4,5 In Immunocompromised 

patients it can run a prolong course with multiple recurrence. 

Immunocompromised state increases the risk with less 

pathogenic organism.6 Chromoblastomycosis is a differential 

diagnosis subcutaneous mycoses for which antifungal 

therapy is indicated. Hence identifying the causative 

organism is essential to plan for further management. 

Fungal abscess should also be considered as one of 

differential diagnosis of any benign swelling with history of 

thorn prick or splinters. Among the history of traumatic entry 

of fungal organism, the most common cause is by injury of 

wood splinter or vegetable matter.7 Subcutaneous fungal 

infection can present as nodular or verrucous.8 Lymphangitis 

and lymphadenopathy are not usually seen in fungal 

infections, and was not also seen in our case, which 

misguided us and hence we had considered of only non-

infective aetiology. Rarely it may set up an systemic 

infection.9 Subcutaneous fungal infections are usually are 

very slow growing and it many of the situation the patient 

often forgets the history of injury prior to development of 

swelling. Dermis and the subcutaneous plane are usually 

involved and is characterised by cyst formation with dense 

collagenous connective tissue and central suppurative 

necrosis. The overlying epidermis is usually normal. Which 

was normal in our case also. The wall contains compact 

aggregates of epithelioid histiocytes and numerous giant 

cells. 

It would be ideal to send the specimen for fungal 

staining to isolate and identify the causative organism. 

Identifying the causative fungal organism helps us to decide 

regarding initiation of antifungal treatment. 

Chromoblastomycosis is a type of fungal infection which 

requires initiation of antifungal treatment following excision. 

Important point to remember is that, entire cyst wall has to 

be excised, failing to remove results in recurrence. 

 

FINAL DIAGNOSIS 

Fungal Abscess 

 

REFERENCES 

[1] Vimal Chander R, Jayaganesh P, Karuna Kumar K. 

Subcutaneous phaeohyphomycotic cyst mimicking 

implantation dermoid clinically – a case report. Journal 



Jebmh.com Case Report 

 

J. Evid. Based Med. Healthc., pISSN- 2349-2562, eISSN- 2349-2570/ Vol. 5/Issue 51/Dec. 17, 2018                                              Page 3538 
 
 
 

of Evolution of Medical and Dental Sciences 

2014;3(7):1753-1756.  

[2] Ponnuswamy K, Muthureddy Y, Sigamani K. Two cases 

of multiple subcutaneous cystic phaeohyphomycosis in 

immunocompromised patients with a rare causative 

organism. Indian Journal of Dermatology 

2014;59(4):421.  

[3] Manoharan M, Shanmugam N, Veeriyan S. A rare case 

of a subcutaneous phaeomycotic cyst with a brief 

review of literature. Malays J Med Sci 2011;18(2):78-

81. 

[4] Koga T, Matsuda T, Matsumoto T, et al. Therapeutic 

approaches to subcutaneous mycoses. Am J Clin 

Dermatol 2003;4(8):537-543. 

[5] Chuan MT, Wu MC. Subcutaneous phaeohyphomycosis 

caused by exophiala jeanselmei: successful treatment 

with itraconazole. Int J Dermatol 1995;34(8):563-566. 

[6] Ronan SG, Uzoaru I, Nadimpalli V, et al. Primary 

cutaneous phaeohyphomycosis: report of seven cases. 

J Cutan Pathol 1993;20(3):223-228.  

[7] Gerdsen R, Uerlich M, De Hoog GS, et al. Sporotrichoid 

phaeohyphomycosis due to Alternaria infectoria. Br J 

Dermatol 2001;145(3):484-486. 

[8] Weedon D, Ritchie G. Cystic chromomycosis of the 

skin. Pathology 1979;11(3):389-392. 

[9] Revankar SG, Patterson JE, Sutton DA, et al. 

Disseminated phaeohyphomycosis: review of an 

emerging mycosis. Clin Infect Dis 2002;34(4):467-

476. 

 

 

 

 

 

 


