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TO THE EDITOR:

Recently, a letter published in the European Respiratory 
Review brought attention to a pulmonary infection caused 
by Cladosporium cladosporioides in an immunocompetent 
woman.(1) Based on this interesting note, we were able 
to diagnose a case of alveolar hemorrhage by C. clad-
osporioides in a previously healthy patient, reinforcing the 
importance of this fungus in the respiratory tract. To the 
best of our knowledge, this is the first case of hemorrhagic 
pneumonia due to C. cladosporioides, and the second 
report of pulmonary parenchymal infection associated with 
C. cladosporioides affecting a non-immunocompromised 
patient, whose main symptom was hemoptysis.

We report the case of a 59-year-old male outpatient 
who presented with hemoptysis for two weeks. He was an 
active smoker and had a 25-pack-year smoking history. 
He had been working in a restaurant in Japan for 5 years 
and reported having ingested a large number of raw 
peanuts just before the hemoptysis episodes. He came 
back to Brazil to have this symptom investigated. Clinical 
examination revealed a good general condition of the 
patient, no fever or respiratory distress. Auscultation was 
clear; chest X-ray revealed haziness in the right upper 
lobe, whereas CT of the chest showed a large opacity 
with a ground-glass halo in the posterior segment of the 
upper right lobe (Figures 1A and 1B). Immunological 
tests were normal, and HIV serology was negative. 
Fiberoptic bronchoscopy revealed blood in the right upper 
lobe bronchus; BAL fluid was bloody, and its culture was 
negative for bacteria and fungi. The patient was started 
on a seven-day course with amoxicillin/clavulanate; 
no clinical difference was observed. Two weeks later, 
the patient presented with dyspnea, wheezing, cough, 
and increased hemoptysis. Surgical lung biopsy was 
performed and the histopathological examination of 
the specimen revealed alveolar hemorrhage. Culture 
from the biopsy fragments was carried out by using 
ten tubes containing Sabouraud glucose agar without 
cycloheximide, which were incubated in the darkness 
at 25ºC and examined daily. Fourteen days later, there 
was growth of a pure culture presenting as dark green 
colonies with black reverse. Microculture assays showed 
conidiophores branching terminally and laterally, allowing 
the identification of the fungus as C. cladosporioides 
(Figures 1C and 1D). There was no growth of any type 
of bacteria in the cultures.

The patient was treated with itraconazole 400 mg daily. 
Within two months, there was clinical improvement with 

remission of dyspnea, hemoptysis, and cough, as well 
as radiological improvement (Figure 1E). At 3 years of 
follow-up, chest X-rays revealed good resolution (Figure 
1F), and there was no clinical relapse at this writing.

Hemoptysis is most commonly caused by bacterial 
infections or fungi such as Aspergillus spp. Exophiala 
dermatitidis is a dematiaceous fungus that was described 
in a case of hemoptysis.(2) However, Cladosporium 
spp. apparently have yet to be reported as a cause of 
hemoptysis.

Cladosporium spp. are dematiaceous fungi which are 
found in a wide variety of habitats; they can be isolated 
from foods, such as peanuts.(3) They are saprophytic 
fungi, although they can cause human infections oppor-
tunistically; this genus has already been isolated from 
subcutaneous phaeohyphomycoses,(4) keratomycosis,(5) 
and from cerebrospinal fluid.(6) Specifically regarding 
the human respiratory tract, studies have reported 
Cladosporium spp. associated with hypersensitivity 
pneumonitis,(7) pulmonary fungus ball,(8) obstruction 
of the left main bronchus by a mucoid lesion,(9) and 
intrabronchial lesion.(10) Recently, C. cladosporioides was 
isolated from lung parenchyma.(1)

The pathogenic mechanism by which this fungus causes 
disease is still unclear. Apparently, fungus particles 
reach the lungs by inhalation, since C. cladosporioides 
is present in the microflora of peanuts.(3) It is possible 
that melanin, which is present in dematiaceous fungi, 
allows the maintenance of the fungus in lung tissue. It 
is a protective advantage against phagocytic cells during 
their oxidative burst.

Initially, we suspected of bacterial pneumonia, but 
previous antibiotic treatment had been administered 
without remission of clinical symptoms. In addition, 
laboratory investigation of BAL fluid was negative for 
bacteria. However, Figure 1B shows an opacity with a 
ground-glass halo in a limited area of the right lung, 
compatible with pneumonia and alveolar hemorrhage. 
Therefore, based on clinical and radiological aspects, 
as well as positive cultures for C. cladosporioides from 
surgical biopsy fragments, we decided to start treatment 
with itraconazole, the drug of choice for the treatment 
of infections caused by dematiaceous fungi. (1,10) There 
was an excellent response to the treatment. Our findings 
reinforce the concern that Castro et al.(1) reported, 
which was that pulmonary phaeohyphomycosis is a 
challenge to the clinician and deserves attention. It 
seems that infections of the respiratory tract due to 
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Cladosporium spp. have been increasingly identified. 
The clinical manifestations are very similar to those 
of bacterial infections, and the clinician needs to 
differentiate between them, diagnose it, and treat 
it appropriately.
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Figure 1. In A, a chest X-ray taken prior to treatment showing opacities in the right upper lobe. In B, a chest CT scan 
taken prior to treatment with itraconazole showing an opacity with a ground-glass halo in the right upper lobe. In C, 
a Cladosporium cladosporioides colony in a culture from a lung biopsy fragment showing typical microscopic features 
characterizing C. cladosporioides. In D, a photomicrograph of the mycological culture on a glass slide stained with cotton 
blue (magnification, ×400). In E, chest X-ray showing good resolution after two-month treatment with itraconazole. In 
F, three-year follow-up chest X-rays showing complete resolution of the infection 
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