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Ulcerated Lesions on the Right Leg

Tamara Fakhoury, DO; Katelyn Urban, DO; Leila Ettefagh, MD; Navid Nami, DO

A 78-year-old man was referred to our dermatology
clinic for evaluation of nontender erythematous plaques
and nodules with central ulceration on the right leg of

5 months’ duration. The patient’s medical history was
remarkable for hyperlipidemia, gastroesophageal reflux
disease, prostate cancer, and colon cancer status

post resection. He denied any relevant travel history

but noted that he was an avid hiker and suspected he
may have obtained a puncture wound from a bush or

a mosquito bite prior to the appearance of the lesions.
Previous therapies prescribed by outside physicians and
our practice included trimethoprim/sulfamethoxazole,
ceftriaxone, levofloxacin, mupirocin, and topical
corticosteroids, all with minimal benefit. Clinical
examination on initial presentation revealed multiple
ulcerations of the lower extremities present for more than
2 months. Punch biopsy of a sample lesion at the current
presentation revealed granulomatous change, focal
necrosis, and a mixed inflammatory cell infiltrate. Grocott-
Gomori methenamine silver and periodic acid-Schiff
stains were negative for fungal organisms. The initial
acid-fast bacilli stain was negative for mycobacteria, and
tissue culture showed no growth.

WHAT’S YOUR DIAGNOSIS?

a. cutaneous leishmaniasis
b. ecthyma gangrenosum
c. leukocytoclastic vasculitis
d. Mycobacteria infection
€. sarcoidosis

PLEASE TURN TO PAGE E6 FOR THE DIAGNOSIS
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PHOTO CHALLENGE DISCUSSION

THE DIAGNOSIS:
Mycobacteria infection

espite the initial biopsy for tissue culture show-

ing no growth, a subsequent biopsy performed 1

month later yielded a positive result. Mycobacterium
marinum was identified through organism genome
sequencing. The patient was further treated by infectious
disease with clarithromycin and ethambutol, with com-
plete resolution of the lesions.

Although initial staining with acid-fast bacilli and
tissue culture were negative, we suspected a diagnosis
of mycobacterial infection with sporotrichoid spread of
multiple nodular and ulcerated lesions that was unrespon-
sive to antibiotics. Performing a tissue culture is crucial
for diagnosing mycobacterial skin and soft-tissue infec-
tions, as an acid-fast bacilli stain alone cannot distinguish
between different mycobacterial species. Lowenstein-
Jensen agar is a selective medium specifically used for the
culture and isolation of Mycobacterium species. The strict
temperature requirement of 30 °C to 32 °C (86-89.6 °F)
for the growth of this organism suggests that the infec-
tion predominantly affects the limbs, which tend to have
a slightly lower temperature compared to the core of the
body.' In our case, the histologic findings and clinical his-
tory suggested granulomatous involvement due to fungi
or mycobacteria.

Cutaneous leishmaniasis is characterized by ulcers
with possible accompanying nodular lymphangitis; how-
ever, the patient did not have relevant travel history.
Leishmaniasis results from a parasite transmitted by a
sandfly, with most cases occurring in Afghanistan, Algeria,
Brazil, Iran, Pakistan, Peru, Saudi Arabia, and Syria.?

E6 | CUTIS®

Ecthyma gangrenosum is characterized by tender
necrotic plaques seen predominantly in immunocom-
promised patients and is associated with Pseudomonas
aeruginosa bacteremia.® Our patient had lesions present
for a duration of 5 months, which is inconsistent with the
more rapidly progressing course of ecthyma gangrenosum.

Leukocytoclastic vasculitis may manifest with
palpable purpura of the lower extremities. An infec-
tious trigger, such as Mycobacterium, may lead to a
leukocytoclastic vasculitis. The histopathologic findings
classically demonstrate neutrophil deposition in vessel
walls, deposition of fibrin in the vessel lumen, and
nuclear debris.*

Despite the presence of granulomatous changes in
our patient, the presentation of ulcerated nodules in a
sporotrichoid pattern on one extremity suggests a diag-
nosis of infectious etiology rather than sarcoidosis.

REFERENCES

1. Gongalves IC, Furtado I, Gongalves M]J, et al. Mycobacterium marinum
cutaneous infection: a series of three cases and literature review. Cureus.
2022;14:E31787. doi:10.7759/cureus.31787

2. de Vries HJC, Schallig HD. Cutaneous leishmaniasis: a 2022
updated narrative review into diagnosis and management
developments. Am ] Clin Dermatol. 2022;23:823-840. doi:10.1007
/s40257-022-00726-8

3. Vaiman M, Lazarovitch T, Heller L, et al. Ecthyma gangrenosum and
ecthyma-like lesions: review article. Eur | Clin Microbiol Infect Dis.
2015;34:633-639.

4. Baigrie D, Goyal A, Crane JS. Leukocytoclastic vasculitis. StatPearls
[Internet]. Updated August 8, 2023. Accessed May 11, 2026. https://
www.ncbi.nlm.nih.gov/books/NBK482159/

WWW.MDEDGE.COM/CUTIS

Copyright Cutis 2026. No part of this publication may be reproduced, stored, or transmitted without the prior written permission of the Publisher.





