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Case Report 
 

Abstract: Botryomycosis is a rare granulomatous disease. We 

report a patient with multiple discharging sinuses and oedema on 

the back following trauma. Microbiological examination revealed 

Staphylococcus aureus as the causative agent. The patient 

responded to antibiotic co-trimoxazole. 
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Introduction 
Botryomycosis (or bacterial pseudomycosis) is a 

rare chronic bacterial granulomatous disease that usually 

involves skin, subcutaneous tissue and rarely the viscera.
1, 

2 
Staphylococcus aureus (40%) is the main aetiological 

agent followed by Pseudomonas aeruginosa, however, 

other causative agents reported are E. coli, proteus, 

bacteroides, streptococcus spp, micrococcus pyogenes 

and coagulase negative Staphylococci.
3,4,5,6 

This 

condition clinically resembles with that of eumycotic 

mycetoma (fungal) and actinomycosis. The nomenclature 

is a misnomer as it is caused by true bacteria and not by 

fungus.
 

 

Case Report 
A fifty two year old male presented with multiple 

erythematous fluctuant and necrotic skin lesions and 

oedema on back for past one year, most of which were 

discharging purulent material. On enquiring, history of 

trauma while carrying wood logs was given by the 

patient. Following trauma, within two days period he 

developed a single nodule on the back which gradually 

progressed to multiple nodules, with development of 

multiple discharging sinuses as shown in figure 1. 

However, there was no history of granules coming out of 

the sinuses. On examination vital signs of the patient 

were normal and systemic examination did not reveal 

anything significant to the case. Investigations showed 

total leucocyte count – 15,077 cells/mm
3
, polymorphs – 

65, lymphocytes – 30, eosinophils – 5 and platelets – 

2,50,000cells/mm
3
. ESR was 42mm at the end of 1 hour. 

Blood sugar level was normal. His HIV status was 

nonreactive. 
 

 
Figure 1 

 

Pus from the lesion was collected with swab and was 

processed in our laboratory for gram stain, 10%KOH 

mount, routine bacterial culture and fungal culture. Gram 

stain examination of sample showed pus cells and gram 

positive cocci in clusters. No fungal element was seen in 

gram stain and in 10% KOH mount. Routine 

bacteriological culture revealed pure growth of 

Staphylococcus aureus and was confirmed by standard 

bacteriological procedures as described by Mackie and 

Mc cartney.
7
 The isolate was found sensitive to co-

trimoxazole, clindamycin and linezolid. Fungal cultures 

on SDA did not yield any growth when incubated up to 

three weeks. Histopathological examination done outside 

showed chronic non specific inflammation and there was 

no evidence of fungal infection. As per the sensitivity 

report, treatment was started with co-trimoxazole for 15 

days. After 15 days, the clinical examination showed 

drying of few sinuses. He was asked to continue 

cotrimoxazole for 1 more month and was advised to come 

for follow up. However, patient did not come for follow 

up. 
 

Discussion 
Botryomycosis may present in cutaneous or 

visceral forms
8
. Predisposing factors include trauma, 

immunosuppression, chronic alcoholism and diabetes 

mellitus.
9 

In the primary cutaneous form, single or 

multiple abscesses of skin and subcutaneous tissues 

breakdown to discharge serous fluid with or without 

granules through multiple sinuses, and heal after an 
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antibiotic course of several weeks to months.
1,3,10,11 

This 

case presented with classical morphology of multiple 

discharging sinuses without granules over the back with 

predisposing factor of trauma. Pus culture showed growth 

of Staphylococcus aureus. Patient was treated with co-

trimoxazole which yielded good results as drying of 

sinuses and reduction in oedema was noted, which was 

consistent with most reported cases where treatment with 

cotrimoxazole for several weeks to months proved to be 

promising. 
3,4

 Botryomycosis of the skin and 

subcutaneous tissue should be differentiated from 

eumycotic mycetoma and actinomycosis which present 

with similar clinical features. Proper identification of the 

aetiological agent is important for proper management of 

cases as the treatment varies according to the aetiology.
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