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ABSTRACT ACTINOMYCOSIS IS A CHRONIC GRANULOMATOUS DISEASE WITH THE CHARACTER OF EXTENSION 
TO THE CONTAGIOUS TISSUE FORMING MULTIPLE DISCHARGING SINUS TRACTS. PRIMARY ACTINO-

MYCOSIS OF EXTREMITY IS NOT A COMMON CLINICAL ENTITY AND IS USUALLY CONSIDERED AS A SOFT-TISSUE 
INFECTION.  WE REPORT HERE A CASE OF ACTINOMYCOTIC MYCETOMA OF THE HAND FOR ITS RARITY, CLINI-
CAL INTERVENTION THAT WAS DONE AND THE GOOD OUTCOME FOLLOWING PROLONGED ANTIMICROBIAL 
TREATMENT.
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Introduction

Actinomycosis is an indolent, slowly progressive infection 
caused by anaerobic or microaerophilic bacteria primarily of 
the genus Actinomyces that colonize the mouth, colon and 
vagina. Mucosal disruption leads to infection and small ab-
scesses and pus filled sinus tracts are formed from which pus 
containing colonies of organisms called Sulphur granules 
are discharged [1]. Actinomycosis has a peak incidence in the 
middle decade with three-fold higher incidence in males. The 
common sites of infection are cervicofacial, thoracic, ab-
dominal, primary cutaneous and pelvic [2].

Primary actinomycosis of the hand & wrist are uncommon 
and very few cases have been published in literature. This 
report presents the clinical, Microbiological, histological 
findings and the outcome of a patient who visited the surgi-
cal outpatient department with multiple sinuses on his wrist 
without any history of trauma [3].

CASE REPORT
A 50-year-old male patient presented with no previous history 
of any related illness or immunodeficiency came to the surgi-
cal OPD with a lesion of multiple nodules presenting as a 
swelling on the right wrist and hand for the past 6 years 
(Figure 1). The lesion started as a single painless nodule 
over the flexor aspect of right wrist and within a period of 
6 months progressed to form multiple nodules with seropu-
rulent discharge extending to the hand region. The patient 
gave no history of trauma to the hand. The patient was not 
diabetic or hypertensive and had no history of tuberculosis. 
Clinically multiple erythematous nodules with discharging si-
nuses over the flexor aspect of right wrist and hand with 
induration and swelling were noted. (Figure 1). The mobil-
ity of the wrist joint was not restricted. The examination 
of the discharge and the scraping from the sinuses did not 
reveal any granules. Haematological, biochemistry and urine 
analysis reports were all within normal limits. Mantoux test 
turned out negative and chest X-ray was grossly normal. X 
ray of the right hand showed soft tissue swelling around 
the right wrist joint and no bony involvement to suggest os-
teomyelitis (Figure 2). FNAC done on the wrist joint showed 
scattered histiocytes and occasional multinucleated giant 
cells in a seemingly necrotic background. An excision biopsy 
was planned and taken from a representative nodule under 

aseptic precautions in the operating room and sent for his-
topathological examination. The Pathologist reported that 
there were bits of fibrous connective tissue with a tract cov-
ered by granulation tissue, which focally showed a pale blue 
colony with surrounding Splendor -Hoeppli reaction and 
numerous acute on chronic inflammatory cells  suggestive 
of mycetoma (Figure 3). Gram stain was performed on tissue 
section and found positive. AFB staining turned out to be 
negative.  As there was no evidence of any lung disease or 
gingivitis in patient, a diagnosis of primary actinomycosis of 
hand was made for which he was treated with oral penicillin 
therapy for 6 months to which patient responded very well. 
(Figure 4)

Figure1. Initial clinical view of the lesion

 
Figure2. X-ray of the wrist joint shows no bony involve-
ment.
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Figure3. Actinomycetoma neutrophilic infiltrate surround-
ing the actinomycotic colony.(H&E 40x)

 
Figure4. Clinical picture following the course of treat-
ment

 
DISCUSSION
Actinomycosis is a rare infection caused by a gram-posi-
tive, non-spore forming and anaerobic bacilli belonging to 
the Actinomyces spp. which is primarily a commensal bac-
teria found in the normal oral cavities, including tonsillar 
crypts, dental plaques, caries teeth and also the female geni-
tal tract. It has not been isolated from the soil or other 
objects outside the body. [4] Most of the similar infections 
documented unlike this case here, have occurred after trau-
matic injury that created an anaerobic condition predispos-
ing to this bacterial growth. The cultures are positive in only 
24% of cases and diagnosis is often based on histopatholog-
ical findings. [5]

Actinomycosis has been called “the most misdiagnosed dis-
ease” and it remains a diagnostic challenge to most clini-
cians. Its chronic and indolent course resembles that of a 
fungal infection, tuberculosis or malignancy, for which 
there is delay in early diagnosis. [6]

In the present discussed case, patient had no history of in-
jury to his wrist or hand. The lesion started as a swelling 
on the wrist which gradually extended to his hand and distal 
forearm. He was treated with different kinds of antimicrobial 
agents before approaching us which had little beneficiary ef-
fect. Although an initial suspicion was made for tuberculo-
sis, it was ruled out by AFB staining and chest X-rays. Based 
on the clinical presentation and histopathological findings 
from the biopsy taken, the patient was diagnosed as a case 
of primary actinomycosis and showed an excellent response 

without the need for surgical debridement and with just a 
long-term penicillin therapy.

CONCLUSION
We want to highlight here that the treating clinician should 
possess knowledge of this disease whose presentation is usu-
ally indolent and can have varied manifestations, including 
nodular lesions, subcutaneous abscess, or even mass lesion 
mimicking a tumor.  Actinomycetoma should be distinguished 
from eumycetoma as the treatment varies. Actinomycosis can 
be cured with minimal surgical debridement and appropriate 
antibiotic therapy while eumycetoma is only partially respon-
sive to antifungal agents [7], has high rate of recurrence 
and may even require amputation. A high degree of suspicion 
and early histopathological sampling using special staining 
techniques can help in early diagnosis and treatment which 
will minimize unnecessary surgical interventions, morbidity 
and mortality.
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