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TO THE EDITOR:

Fusarium is an opportunistic fungal pathogen
which has been emerging as a significant cause of
mortality and morbidity in the immunocompromi-
sed host."? Presentation of fusariosis can be local,
locally invasive or disseminated when two or more
noncontiguous sites are involved. Therapeutic opti-
ons are scarce and mortality reaches up to 80-90%
in patients subject to allogeneic hematopoietic stem
cell transplantation.’

A 31-year-old man with relapsed acute lymphob-
lastic leukemia was admitted to our hospital for al-
logeneic bone marrow transplantation. He had been
treated with BFM protocol and applied central ner-
vous system prophylaxy with intrathecal chemothe-
rapy and radiotherapy due to diagnosis of precur-
sor B cell acute lymphoblastic leukemia in another
hospital. During maintainance treatment, ALL re-
lapsed at central nervous system. The central ner-
vous system disease was treated with high dose
methotrexate and intrathecal chemotherapy and he
was directed to our hospital for allogeneic bone
marrow transplantation from his full matched do-
nor. He was transplanted successfully. At the 50 th
day post transplantation, he was admitted to the
hospital with acute renal failure because of cyclos-
porin toxicity. During his hospitalization, central
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nervous sytem relapse occured. Intrathecal chemot-
herapy and IDA-FLAG (idarubicine, fludarabine,
arabinoside C and filgrastim) chemotherapy was
given. At 9th day of chemotherapy, he developed
neutropenic fever. His physical examination was
normal. Empirical anti-bacterial antibiotherapy
with tazobactam-piperacilline (4x4.5 g/day) was
started. Due to persistant neutropenic fever at the
fourth day of antibiotherapy, thorax HRCT was
performed. None of the several blood cultures we-
re positive and aspergillus galactomannan antigen
was below detectable levels. There were no nodu-
les or fungal infection specific findings on the com-
puted tomography. Empirical antifungal therapy
with caspofungin (at initial dose of 70 mg intrave-
nous infusion followed by 50 mg intravenous daily)
was initiated. At 3th day of antifungal therapy, pa-
ranasal sinus computed tomography (CT) was per-
formed. But there was no positive findings. The se-
rial galactomannan assays were also negative. The
optic fundus examination was normal. During fol-
low-up, some macular erythematous skin lesions
developed at lower extremities. Necrosis develo-
ped at the center of the lesions (figure1). Because of
sustained fever and necrotic skin lesions, punch
skin biopsy was taken from these lesions after
thrombocyte replacement.
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Figure 1. Multiple erythematous lesions with necrosis at the

center (like echtyma gangrenosum)

At the pathological examination, non-pigmented,
septate non-branching hiphae were detected. At the
8th day of empirical antifungal therapy, caspofun-
gin was replaced with liposomal amphotericin B (5
mg/kg/day). However, since the fever persisted, le-
sions disseminated the whole body, patient’s status
started deteriorating and new blood cultures were
found to be positive for mould infection, voricona-
zole was added to liposomal amphotericin B. But
patient died at the 7th day of combination antifun-
gal therapy.

Fusarium is an opportunistic fungal pathogen
which has been emerging as a significant cause of
mortality and morbidity in immunocompromised
host.' This disease can be local, locally invasive or
disseminated when two or more noncontiguous si-
tes are involved. Disseminated infections can cause
very high morbidity and mortality.” Unfortunately
therapeutic options are scarce. The mainstay of the
treatment for disseminated fusariosis has been
amphotericin B or its lipid formulations. But mor-
tality reaches 70% especially in immunocomprimi-
sed patients.** For immunocomprimised patients,
>70% was found to have skin involvement.* Our
patient was a case with allogeneic bone marrow
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trasplant and he was neutropenic because of the sal-
vage chemotherapy which was given due to relap-
sed disease after transplantation. He had developed
disseminated skin lesions. In neutropenic patients,
all the clues should be evaluated for the diagnosis
of the etiology of sustained fever. Possibility of a
skin biopsy should be kept in mind to confirm diag-
nosis. Skin biopsy was made in our patient and
septate non-branching hyphaes were seen. So we
changed our treatment with a suspect of mould in-
fection.

Voriconazole has been studied in salvage therapy
for invasive fungal infections, with efficacy rates
for fusarious ranging from 45.5% to 66%.° Since
then, several reports have documented successful
treatment of disseminated fusariosis by voriconazo-
le but treatment success is not guaranteed.” In other
literatures, combination of antifungal treatments al-
so has been discussed. Successful combination the-
rapies against disseminated fusariosis using amp-
hotericin B products and voriconazole have been
reported.*” We also used the amphotericin B and
voriconazole combination but we lost our patient
possibly due to the delay in initiation of secondary
antifungal therapy.

As a result, disseminated fusariosis causes high
morbidity and mortality in immunocomprimised
patients. Optimal treatment modality should be ini-
tiated immediately with any suspicion of invasive
fungal infection.
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