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A Case of Primary Cutaneous Actinomycosis
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Sir,
Actinomycetes are Gram-positive anaerobic bacteria
present as saprophytes in the soil as well as in the oral
and sometimes vaginal mucosa. Actinomyces israeli, and
less often A. mejeri, A. naeslundii, A. viscosus and A.
odontolyticus, cause chronic granulomato-suppurativ e
infections of the neck and face, lungs, intestine (predomi-
nantly caecum) and pelvic area. Disseminated forms of
infection have been reported (1) as well as uncommon
primary cutaneous cases. Infection is generally con-
tracted endogenously from tooth and gum disease.
Although it occurs worldwide, it has a higher incidence
in farm workers of rural tropical regions, possibly related
to poor oral hygiene and limited use of antibiotics
eVective against actinomycetes in these areas. Here

Fig. 1. Filamentous structures at periphery of Gram-positive bacterial
we report an immunocompetent patient with primary colony (Gram ´ 400 ).
cutaneous actinomycosis.

DISCUSSION

Diagnosis of cutaneous actinomycosis was based onCASE REPORT
histological examination, which revealed � lamentous

A 74-year-old man presented with a painless perineal Gram-positive structures, and on isolation of A. israeli
nodule at the base of the scrotum. The nodule was in skin biopsy culture. In the absence of demonstrable
12 mm in diameter, soft to elastic in consistency, eryth- localizations in other sites, the infection was presumed
ematous and suppurative. It developed in the site of an to be linked to perineal trauma and classi� ed as primary.
excoriation received during hunting, appearing about 1 Cutaneous localizations of actinomycosis generally
month after the wound, which had healed completely at occur by contiguity of underlying foci of tooth or lung
the time of observation. Medical history included infection, by direct inoculation, or by spread through
chronic periodontitis. The patient had received perio- the bloodstream during a septicemic phase of the infec-
dontal care 5–6 months before the nodule appeared. tion. In the latter case, there are often multiple lesions.
The dentist reported severe gingival disease with sites of Post-traumatic actinomycosis and cases due to insect
chronic infection, but did not observe lesions suggesting bites have also been described. Primary infections of the
actinomycosis. The patient consulted a surgery depart- rectum (2, 3) and rarely of the perianal area (4, 5),
ment where the lesion was removed. Histological exam- perianal and buttock area (6) and abdominal wall (7,
ination at scanning power revealed amorphous 8) have been reported. These infections were presumably
eosinophilic aggregates with fringed edges, embedded in related to previous surgery sometimes undergone many
� brotic stroma in the dermis, with some monocytic years earlier.
in� ammatory in� ltrate. Special stains revealed the Cutaneous actinomycosis manifesting with nodular
aggregates to consist of � lamentous Gram-positive struc- lesions that tend to form � stulae needs to be diVerenti-
tures (Fig. 1). Culture of biopsy fragments on brain- ated clinically from other chronic in� ammatory skin
heart dextrose agar at 37°C, performed in the Mycology diseases, such as cutaneous tuberculosis, tertiary syphilis,
Laboratory of the Institute of Dermatology, produced sporotrichosis, lymphogranuloma venereum and nocar-
colonies of Actinomyces israeli. There were no cervicofa- diosis. Diagnosis is based on identi� cation of sulphur
cial, thoracic or abdominal lesions. Chest X-ray and granules, usually 1–2 mm in diameter, in pus and histo-
abdominal ultrasonography and X-ray were negative. logical preparations, and preferably also on culture. The
Routine blood chemistry and lymphocyte subpopula- histological picture is one of suppurative in� ammation
tions were within normal limits. The patient was treated with abscesses and pus-� lled sinus tracts in which bac-
with 200 mg/day oral minocyclin for 45 days. Follow- teria form typical granular colonies composed of radiat-

ing Gram-positive � laments. Anaerobic culture at 37°Cup 1 year later was negative.
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Self-healing Juvenile Cutaneous Mucinosis in an Infant
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Sir,
Self-healing juvenile cutaneous mucinosis (SHJCM) is
a very rare disease characterized by the rapid onset of
asymptomatic papules and nodules with predilection to
face and periarticular regions, mild or absent in� am-
matory symptoms, lack of extra-cutaneous involvement
and spontaneous and complete resolution of the skin
lesions within weeks to months.

The � rst cases diagnosed with SHJCM were published
in the French medical literature, and subsequently 5
additional patients were reported (1, 2). The youngest
patient was a 5-year-old boy (3). We describe a case of
SHJCM in a 1-year, 9-month-old girl.

CASE REPORT
Fig. 1. Subcutaneous nodules over the face, eyelids and periarticular
areas of the hands.The otherwise healthy girl was referred to the emergency

room with a history of rapidly enlarging subcutaneous
masses over her face, trunk and the periarticular regions
on her hands (Fig. 1). Because of the unusual appear- Excision biopsies from lesions on the skull and hands

revealed normal epidermis and focal deposition ofance of the skin lesions, a full investigation including
skin biopsy was recommended but her parents declined. amorphous material within the dermis, in particular the

upper dermis. This material stained positively with alcianThe child returned to the emergency room 3 weeks later
because of further enlargement of the existing lesions blue at pH 2.5, and negatively with periodic acid-SchiV

(Fig. 2). The interpretation of these biopsies was consist-and the appearance of new lesions. The rest of her
physical examination was unremarkable. ent with cutaneous mucinosis, and in view of her age

and clinical presentation the patient was diagnosed asBlood tests, including a complete blood count, eryth-
rocyte sedimentation rate, liver, kidney and thyroid having SHJCM. Consequently, no treatment was recom-

mended. At a follow-up visit 3 months later, all herfunctions, serum protein electrophoresis and whole body
computerized tomography were normal. lesions had resolved completely.
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