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A 65-year-old woman was admitted for an
extensive painful erythematous lesion on right
thigh for 3 weeks. She had past medical history
of  d iabetes mel l i tus ,  hyper tens ion and
hyperlipidaemia. The lesion was itchy initially
and the patient had applied topical medications
bought over-the-counter. The provisional
diagnosis on presentation was contact allergic
dermatitis with secondary bacterial infection.
However, the skin lesion on her right thigh
worsened and ulcerated despite treatment with
intravenous antibiotics (Figure 1). Physical
examination showed an extensive, ill-defined
erythematous indurated plaque on right thigh
associated with two deep ulcers. Suppurative
discharge and necrotic debris were noted over
the base. Satellite painful nodules were found
adjacent to the main lesions. There was no
inguinal lymphadenopathy. The pat ient
remained afebrile all along and no cutaneous
lesions were found elsewhere. Incisional biopsy
was performed at the edge of the larger ulcer
(Figures 2 and 3).
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Figure 1. Two deep ulcers were found over an
extensive ill-defined erythematous plaque. The ulcer
edge was indurated and necrotic tissue was observed
at the base of the ulcer. Satellite nodules were also
noted.

Figure 2. H&E, original magnification x 100.
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Figure 3. Original magnification x 400 (Ziehl
Neelsen stain).

Questions

1) What are the differential diagnoses?
2) What are the skin biopsy findings?
3) What other investigations should be done?
4) What is the plan of management?

(Answers on pages 159)
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Answers to Dermato-venereological Quiz on pages 147-148

1) The differential diagnoses are deep-seated bacterial infections including cellulitis and
pyomyositis; typical and atypical mycobacterial infection; deep fungal infection; medium-sized
vessel vasculitis; and pyoderma gangrenosum. The most likely diagnosis is atypical
mycobacterial or deep fungal infection. Invasive bacterial infections would be unlikely in this
setting without significant systemic upset and response to antibiotics. The thigh is not a typical
site of vasculitis and the unilateral involvement would speak against a systemic inflammatory
process. Pyoderma gangrenosum is otherwise a diagnosis by exclusion and infection should
first be cautiously sought out.

2) Histologically, there was a florid suppurative granulomatous inflammatory infiltrate within the
mid dermis (Figure 2). There was no evidence of vasculitis. Special histochemical stains were
performed to look for infectious pathogens. A single short beaded acid fast bacillus (arrow)
was identified with Ziehl Neelsen stain (Figure 4). The overall histopathological features were
consistent with mycobacterial infection.

3) Deep wound swab and biopsied skin specimen for smear and tissue culture of acid fast bacilli
(AFB). Chest radiograph and baseline blood investigations including complete blood picture,
liver and renal function test, HIV status in preparation for systemic anti-microbial treatment. In
our patient, AFB culture grew Mycobacterium fortuitum which is sensitive to doxycycline and
levofloxacin according to the sensitivity test.

4) Together with M. abscessus, M. chelonae, M. fortuitum belongs to the group of rapidly growing
mycobacteria (RGM). RGM are uncommon cause of soft tissue infection and a high index of
suspicion is required for diagnosis. RGM are classically resistant to anti-tuberculosis drugs in
general, but are often sensitive to several common antibiotics. Initial parenteral treatment with
a two-drug regime (including amikacin, tobramycin, imipenem or levofloxacin) is recommended
in the first 2 to 6 weeks. It should be followed by oral antibiotic therapy with two agents with
regards to the susceptibility patterns. Commonly used oral agents include doxycycline,
levofloxacin, clarithromycin, azithromycin and cotrimoxazole. The duration of oral treatment
is usually 6 to 12 months. A 2-week course of intravenous imipenem and amikacin was
administered to our patient, followed by oral treatment of doxycycline and levofloxacin for
6 months. There was complete resolution of the thigh lesion and the ulcer healed with scarring.

Figure 4. Single acid fast bacillus (arrow) was
identified with Ziehl Neelsen stain (original
magnification x 400).


