CASE LETTER

Blastomycosislike Pyoderma:
Verrucous Hyperpigmented Plagues
on the Pretibial Shins
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PRACTICE POINTS

. Blastomycosislike pyoderma is a rare condition sec-
ondary to bacterial infection, but as the name sug-
gests, it also can resemble cutaneous blastomycosis.

. Blastomycosislike pyoderma most commonly occurs
in immunocompromised patients.

« The most common histologic findings include suppu-
rative and neutrophilic inflammation with pseudoepi-
theliomatous hyperplasia.

To the Editor:

Blastomycosislike pyoderma (BLP), .also commonly
referred to as pyoderma vegetans, is' a<fare cutaneous
bacterial infection that often mimics other fungal, inflam-
matory, or neoplastic disordersXIt is characterized by a
collection of neutrophilic abscesses with pseudoepithe-
liomatous hyperplasia that{coalesce into crusted plaques.

A 15-year-old adolescent girl with a history of type 1
diabetes mellitus was.admitted for diabetic ketoacidosis.
The patient presented with bilateral pretibial lesions of
6 years’ duration ‘that developed after swimming in a
pool following reported trauma to the site. These pruritic
plaques had grown slowly and were occasionally tender.
Of note, with episodes of hyperglycemia, the lesions
developed purulent drainage.

Upon admission to the hospital and subsequent der-
matology consultation, physical examination revealed the
right pretibial shin had a 15X5-cm, gray-brown, hyperpig-
mented, verrucous, tender plaque with purulent drainage
and overlying crust (Figure 1). The left pretibial shin had

a similar smaller lesion (Figure 2)» Laboratory test results
were notable for a white blood cell count of 41.84 cells/uL
(reference range, 3:8-10:5 cells/uL), blood glucose level of
586 mg/dL (reference range, 70-99 mg/dL), and hemoglo-
bin A, of 11.7% (reference range, 4.0%-5.6%). A biopsy
specimen.from the right pretibial shin was stained with
hematoxylin and eosin for dermatopathologic evaluation
as well as sent for tissue culture. Tissue and wound cul-
tures grew Staphylococcus aureus and group B Streptococcus
with no fungal or acid-fast bacilli growth.

Blood cultures were negative for bacteria. Results of
radiographic imaging were negative for osteomyelitis.
Biopsy specimens from the right pretibial plaque showed
a markedly inflamed, ruptured follicular unit with a dense
dermal lympho-neutrophilic infiltrate and overlying
pseudoepitheliomatous hyperplasia (Figure 3). Periodic
acid-Schiff, Gomori methenamine-silver, acid-fast bacilli,
and Giemsa stains were negative for organisms. No

FIGURE 1. Right pretibial shin with a verrucous hyperpigmented
plague with purulent drainage measuring 15x5 cm.
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FIGURE 2. Left pretibial plateau with a similar verrucous hyperpig-
mented plaque.

FIGURE 3. Biopsy specimens from the right pretibial plateau showed a
dense dermal lympho-neutrophilic infiltrate<and overlying pseudoepithe-
liomatous hyperplasia (H&E, original magnification X25). No granules
consistent with a Splendore-Hoeppli‘phenomenon were observed.

granules consistent with a Splendore-Hoeppli phenom-
enon were observed. These observations were consistent
with a diagnosis of BLP:

Blastomycosislike  pyoderma is a rare cutane-
ous bacterial infection that often mimics other fun-
gal, inflammatory, or neoplastic disorders.! Pediatric
cases also are uncommon. Blastomycosislike pyoderma
most commonly is caused by infection with S aureus or
group A streptococci, but several other organisms have
been implicated.? Clinically, BLP is similar to cutaneous
botryomycosis, as both are caused by similar organisms.?
However, while BLP is limited to the skin, botryomycosis
may involve visceral organs.
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BLASTOMYCOSISLIKE PYODERMA

Blastomycosislike pyoderma typically presents as ver-
rucous, hyperkeratotic, purulent plaques with raised
borders. It most commonly occurs on the face, scalp,
axillae, trunk, and distal extremities. Predisposing fac-
tors include immunosuppressed states such as poor
nutrition, HIV, malignancy, alcoholism, and diabetes
mellitus.** Hyperglycemia is thought to suppress helper
T cell (Tyl)-dependent immunity, which may explain why
our patient’s lesions worsened with hyperglycemic episodes.®

Histopathology revealed pseudoepitheliomatous
hyperplasia with neutrophilic abscesses.! The distin-
guishing feature between botryomycosis and BLP is
the development of grains known as the Splendore-
Hoeppli phenomenon in botryomycosis.® The grains
are eosinophilic and contain® the causative infec-
tious agent. The presence of these  grains is consis-
tent with botryomycosis but is-not pathognomonic, as
it also can be found in séveral bacterial, fungal, and para-
sitic infections.>®

The differential diagnosis of BLP includes atypical
mycobacterial infection, pyoderma gangrenosum, fungal
infection, and tuberculosis verrucosa cutis.”

Although BLP is caused by bacteria, response to sys-
temic antibiotics is variable. Other treatment modalities
include dapsone, systemic and intralesional corticoste-
roids, retinoids, debridement, CO, laser, and excision.®®
Lesions typically start out localized, but it is not uncom-
mon for them to spread to distal or vulnerable tissue,
such as sites of trauma or inflammation. Our patient
was started on oral trimethoprim-sulfamethoxazole
and showed improvement, but she worsened with
subsequent hyperglycemic episodes when antibiotics
were discontinued.
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