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CASE REPORT

Fatal Blastoschizomyces capitatus sepsis in a diabetic patient with sinusitis

Poonam Sharma, Aruna Aggarwal, Maninder Kaur

Department of Microbiology, Sri Guru Ram Das Institute of Medical Sciences and Research (SGRDIMSAR), Amritsar, Punjab, 
India

ABSTRACT

Blastoschizomyces capitatus is an emerging fungal pathogen. We describe a case of fungal sinusitis and invasive fungal 
septicemia due to B. capitatus in a 65-year-old male patient who was a known cardiac and diabetic patient. The patient 
was treated with antibiotics but succumbed due to delay in treatment with amphotericin-B. J Microbiol Infect Dis 2012; 
2(4): 165-167
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Sinüziti olan diyabetik hastada fatal seyreden bir Blastoschizomyces capitatus sepsisi

ÖZET

Blastoschizomyces capitatus önemli bir fungal patojendir. Burada daha önce kalp hastalığı ve diyabeti olduğu bilinen 65 
yaşındaki bir erkek hastada gelişen fungal sinüzit ve invazif fungal septisemi sunulmaktadır. Hasta antibiyotik ve amfo-
terisin-B ile tedavi edildi, fakat antifungal tedavideki gecikme nedeniyle kaybedildi.

Anahtar kelimeler: Blastoschizomyces capitatus, fungal sinüzit, diyabet

INTRODUCTION

Blastoschizomyces capitatus was previously 
known as Trichosporon capitatum, Geotrichum 
capitatum and Blastoschizomyces pseudotri-
chosporom, and was considered a new genus 
in 1985 after the suggestion by Salkin and col-
leagues.1

It was considered as a non-pathogenic fun-
gus until 25 years ago and is now recognized as 
emerging fungal pathogen in immunocompro-
mised patients.2 It has been isolated in sputum, 
faeces, oral mucosa, skin and liquids for intrave-
nous infusion as well as in environmental sam-
ples.3-6

B. capitatus can cause dermatomycosis, on-
ychomycosis7-9 and some deep localized lesions, 
but its greatest danger lies in its capacity to cause 
disseminated and invasive mycoses, particularly 
in severely immunodepressed patients. Neutro-
penia is the most important predisposing factor, 
followed by the use of corticosteroids and other 

immunodepressors.7-9 We report here a case of 
fungal sinusitis which eventually lead to invasive 
fungal septicemia.

CASE REPORT

A 65-year-old male patient presented with fever 
and swelling over right half of the face which was 
preceded by pain in pre-auricular region and ac-
companied with difficulty in swallowing solids. 
The diffuse swelling was seen extending over 
right cheek, upper part of neck and right lower 
lid. Skin over the area was inflamed and right half 
of oral cavity was also oedematous.The patient 
was a known diabetic since 8 years and also a 
cardiac patient with history of irregular medica-
tion. On investigating, random blood sugar was 
382mg/dl and glycosylated hemoglobin was 
9.9% (markedly raised). Total leukocyte count 
was raised (19,600/cumm) with 86% neutrophils. 
Kidney function tests & serum electrolytes were 
within normal range. The patient was also found 
to be negative for Hepatitis B surface antigen and 
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for antibodies to HIV and hepatitis C virus. CT 
scan report showed cerebritis with sinusitis.

The patient was treated with co-amoxiclav, 
gentamycin and metronidazole. He was put on 
insulin therapy. In spite of the treatment the pa-
tient became unconscious next day. He was in-
tubated and endoscopic nasal biopsy was taken 
which was sent for bacteriological culture, fungal 
culture, KOH and histopathological examination. 
Patient’s blood sample was also sent for culture. 
KOH preparation (Ten percent) of the biopsy 
showed the presence of thin, septate, hyaline 
fungal hyphae with narrow angle branching and 
pleomorphic yeast-like cells. For fungal culture 
Sabouraud’s dextrose agar (SDA) with and with-
out cycloheximide was inoculated in duplicate, 
one set was incubated at 25°C, while the second 
set was incubated at 37°C. While the bacterio-
logical culture was sterile, pure growth of several 
white to cream colored colonies was seen on SDA 
with and without cycloheximide after 48 hrs of in-
cubation at 37°C (Figure 1). Periodic acid schiff 
(PAS) stained sections of the biopsy revealed the 
presence of small fragments of fungal hyphae 
with a few yeast cells. Pure growth of white to 
cream coloured colonies was obtained on blood 
culture after 72 hrs of incubation at 37°C.

Microscopic characterization of the fungal 
isolate was carried out by preparing a lactophe-
nol cotton blue (LPCB) mount from the growth. 
LPCB mount (Figure 2) showed true hyphae, 
pseudohyphae and annelloconidia resembling 
arthroconidia.

Further on subculture, growth was also ob-
tained at 45°C. Glucose and galactose were as-
similated. The isolated fungus was unable to uti-
lize urea. The characteristics of the creamy-white 
colonies obtained on the blood culture were same 
as that of the one isolated on SDA plate. Based 
on the above mentioned characteristics, the fun-
gal isolate was identified as B. capitatus.

Liposomal form of amphotericin-B 5mg/
kg/day intravenously was started based on the 
KOH preparation findings. The patient seemed 
to improve and swelling over the face and eye 
reduced. His vitals were maintained and he be-
came semiconscious. After 24 hrs, patient devel-
oped hypotension and congestive cardiac failure 
which did not respond to inotropic support and 
died due to cardiac arrest.

Figure 1. Sabouraud’s Dextrose Agar with cycloheximide 
and Sabouraud’s Dextrose Agar incubated at 45°C show-
ing cream coloured yeast like colonies of Blastoschizo-
myces capitatus

Figure 2. Lactophenol Cotton blue mount showing annel-
loconidia and pseudohyphae

DISCUSSION

Opportunistic fungal infections have emerged 
as important causes of morbidity and mortality 
in patients with severe underlying illnesses and 
compromised host defenses.10 Earlier Aspergillus 
spp. and Candida spp. collectively accounted for 
the majority of invasive and life-threatening fun-
gal infections,11-13 but now epidemiological trends 
indicate a shift towards infections by Aspergillus 
spp., non-albicans Candida spp., as well as pre-
viously uncommon opportunistic fungi like Tricho-
sporon beigelli, Fusarium and B. capitatus etc.14-16

Several components of the case point to B. 
capitatus as being either the sole infectious agent 
causing disease or at least a significant contribu-
tor. Of significant importance is the isolation of 
the organism from the nasal biopsy and the blood 
culture. Although B. capitatus is a colonizer of the 
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normal respiratory tract, isolation of a pure cul-
ture of the organism suggests a role in the pa-
tient’s clinical presentation.

Conceptually, these emerging fungal infec-
tions develop in a dynamic interplay of altered 
hosts, permissive environmental conditions, and 
selective antifungal pressures. Because of the 
lack of specific clinical, radiographic and histolog-
ical features and the absence of diagnostic surro-
gate markers in blood, the diagnosis depends on 
the identification of the organism by means of cul-
ture based methods. The therapy of most emerg-
ing pathogens is not standardized but relies on 
the use of high dose amphotericin-B, appropriate 
surgical measures, and reversal of the underlying 
impaired host defense. The outcome of invasive 
disease caused by B. capitatus depends mainly 
on patient immunity. Since patient in this study 
was a known diabetic on irregular medication 
this could have been an important risk factor for 
development of fungal sinusitis due to B. capita-
tus.As the patient was not put on amphotericin-B 
right at the beginning, he had a rapid deteriora-
tion and was lost. The nature of this fungal infec-
tion is rapid progression with poor prognosis.

Finally, prompt diagnosis and aggressive 
treatment can only be achieved with increased 
awareness and better cooperation between clini-
cians, microbiologists and pathologists.

Ethical approval: Not required. Written in-
formed consent was obtained from the patient’s 
relative for publication of this case report and the 
accompanying images.
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