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The Clinical Picture

An expanding skin lesion in a patient
on immunosuppressive therapy

A 61-YEAR-OLD CONSTRUCTION WORKER
presents with the lesion shown in FIGURE
1. The lesion measures 15 cm x 6 cm.

Several months ago, the patient was
found to have polymyositis, which was proven
by biopsy. His condition improved with treat-
ment with oral steroids (20 mg—40 mg/day).
Soon after, he developed pneumonia that
resolved with intravenous antibiotics.

Two months later, a “pimple” appeared on
his right thigh and steadily grew. He had no
fevers, pain, or pathergy. The lesion was diag-
nosed as pyoderma gangrenosum and was
treated with corticosteroids, both orally (50
mg/day) and by intralesional injections. The
lesion initially responded but then grew again.
Mycophenolate 1,000 mg twice daily was
added to the steroid treatment, but the lesion
has continued to grow.
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Q: What should the next step in manage-
ment be?

Add cyclosporine

Add infliximab

Recommend surgical intervention
Perform a biopsy of the lesion
Add minocycline

oo0ouo

A: A biopsy of the lesion should be per-
formed.

Cyclosporine, infliximab, minocycline,
and surgery are all treatment options in severe
or refractory pyoderma gangrenosum. How-
ever, pyoderma gangrenosum should not be
diagnosed without excluding other conditions
first.

In a review of 240 patients who had
received a diagnosis of pyoderma gangreno-
sum, 95 ultimately were found to have a dif-
ferent condition such as vascular occlusive or
venous disease, vasculitis, cancer, drug-
induced injury, other inflammatory disorders,
or primary infection. Primary infections
included sporotrichosis, aspergillosis, crypto-
coccosis, zygomycosis, cutaneous tuberculosis,
and infections due to Penicillium marneffei,
herpes simplex virus 2, and Amebiasis cutis.!

Any immunosuppressed patient in whom
anew skin lesion develops should have a biop-
sy of the lesion with routine, fungal, and acid-
fast bacillus stains, culture, and histopatholog-
ical investigation.2

Case continued
Gomori methenamine silver staining (100 X)
of the biopsy specimen reveals multiple yeast-
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like organisms within the dermis and subcuta-
neous tissues. There are also abundant nar-
row-based buds (FIGURE 2).

A diagnosis of cryptococcosis is made.

Cryptococcus neoformans is frequently
associated with droppings from pigeons or
other birds, as well as barnyard soil and
manure. The patient lives on a farm that
occasionally is visited by wild turkeys, but he
was not directly exposed to pigeon droppings
or rotting vegetation. He has no pets, has not
traveled recently, and has no risk factors for
human immunodeficiency virus.

On further testing, the patient’s serum
cryptococcal antigen titer is 1:512. He also
undergoes a lumbar puncture, but no crypto-
coccal antigen is detected in the cerebrospinal
fluid. Computed tomography shows no nodu-
lar lesions, cavities, lymphadenopathy, or mil-
iary disease.

The patient is treated in the hospital with
intravenous amphotericin B, which is contin-
ued at home. Two weeks later, the ulcer is
considerably smaller.

B TEACHING POINTS

e A biopsy should be obtained in any
immunosuppressed patient with a new skin
lesion.

e The tissue should be sent for histopatho-
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FIGURE 2

logical examination with routine, fungal, and
acid-fast bacillus stains and cultures.

¢ Pyoderma gangrenosum should be a diag-
nosis of exclusion.

e (Close, continuous follow-up of patients is
necessary. If there is no response to treatment,
the diagnosis must be reconsidered and a biop-
sy must be repeated. ]
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