
Introduction
Actinomycosis, once a common & fatal disease has

declined remarkably owing to advent of potent

antimicrobial agents.1 Now it has become a more

diagnostic challenge as patients no longer commonly

present with advanced disease.2 Although the

causative agents are true bacteria, lesions resemble

fungal, mycobacterial & cancerous ones. First human

case was described by Israel in 1878.1,2 Actinomycosis

is a subacute-to-chronic bacterial infection. The

organisms are non-motile, non-spore forming, non-

acid fast, Gram positive, pleomorphic, anaerobic-to-

microaerophilic filamentous bacterial rods.3

Common causative organisms are1 Actinomyces

israeli, Actinomyces gerencseriae and other related

species. It may involve cervicofacial & ileocaecal

regions, lung, liver, kidney, skin, meninges & even

bone (causing osteomyelitis). 4-10 The infection is

characterized by contiguous spread, granulomas &

formation of multiple abscesses & sinus tracts

discharging ‘Sulfur Granules’. Discharging sinus tract

or fistula usually becomes secondarily infected with

other bacteria. If it is not treated properly it can

become complicated & even endanger life with

significant morbidities.
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Case Report
A 35 years old non-diabetic male presented with
multiple painless discharging sinuses in the right
gluteal region & multiple nodular soft tissue
swellings in the right side of face for one year. He
had been well at about one year back when he noticed
gradual development of multiple painless nodular
lesions at his right gluteal region at the beginning
& later at his face (in the right side) over both lower
& upper jaws. Those at the right gluteal regions soon
turned into painless abscesses. These abscesses burst
leading to sinus formation. The nodular lesions at
the right side of face enlarged slowly to produce
disfigurement. He gave no history of oral infection
(no dental infection or dental caries or tonsillitis).
He had no disturbance in his bowel, bladder &
respiratory functions.

He gave no significant past medical history except
an acute abscess in left gluteal region 18 years back
which was treated successfully by operation and oral
medication. None of his family members & fellow
workers suffered from similar sort of disease.

He was non-alcoholic, but a smoker.

General examination showed nothing contributory
other than mild disfigurement (mild wrinkling of skin
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over the mandible) on the right side of face. Systemic
examinations also revealed nothing significant.
Examination of the face & the right gluteal region
showed mild disfigurement of face, non-tender freely
mobile firm to hard very small nodules of variable
sizes on the right side of face, non-tender gluteal
sinuses with unremarkable margin (Figures 1 & 2).
The discharges were found clear with occasional
yellow to black granules. Local & regional lymph
nodes were not enlarged.  Routine blood investigation
was normal except neutrophilic leucocytosis, elevated
ESR (70mm in 1st hr). X-ray of pelvic bones showed
no features of osteomyelitis. Ultrasonogram of whole
abdomen was normal. Culture of specimen
(discharges) in ordinary media showed no growth.
FNAC smears from both sites revealed squamous
epithelial cells, numerous neutrophils & some
tangled filamentous masses suggestive of filaments
of Actinomycosis. No malignant cells or granuloma
was found. We started treatment of Actinomycosis
by injectable benzyl penicillin and metronidazole for
seven days followed by oral phenoxymethyl
penicillin, metronidazole coupled with local care
(cleaning with normal saline, povidone iodine solution
& application of povidone iodine cream). The
response was dramatic. The discharging sinuses
healed within months & the nodular irregularities
within the soft tissues over the mandible began to
disappear. The patient reported at the end of two
months & four months following the start of the
specific treatment for Actinomycosis.

Discussion
Actinomycosis is a benign potentially & completely
curable disease & not contagious.1 The causative
bacteria are normally found in mouth, nose, throat
& gastrointestinal tract. But poor hygiene, dental
caries, trauma or surgery can increase the risk of
infection by these bacteria. It spreads by direct spread
to adjacent tissues or by aspiration or through
haematogenous route.1In addition to its serious
nature of organ involvement, it can complicate other
operations or situations like hip prosthesis infection,
septic arthritis, endodontic infection, IUD infection,
post-operative viscous endophthalmitis.
Opportunistic actinomycotic infection has been
reported in osteo-radionecrosis in patients having
head & neck cancer.11-18 Disseminated actinomycosis
by Actinomyces meyeri & and Actinobacillus
actinomycetemcomitans has also been reported.19

When infection occurs by these commensal
organisms, the infection commonly produces much
fibroplastic reaction. When it invades tissues, it
causes subacute pyogenic relatively painless
inflammation with considerable induration.
Systemic symptoms like fever, weight loss are
variably present.1 One fifth of the cases have primary
lesions in the chest & an equal proportion in the
abdomen, most commonly involving the appendix &
caecum.  Majority of the lesions occur in cervico-
facial region. The lower jaw is more frequently
affected. Indurated gum often simulate a bony
swelling. Nodules often appears, which then softens

Fig.-1: Healed gluteal lesions (four months after
initiation of specific treatment).

Fig.-2: Appearance of face (disappearing soft tissue
nodules), four months after initiation of specific
treatment.
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& bursts. The overlying indurated skin is bluish in
colour. Softening occurs in patches. Abscesses burst
through the skin & sinuses follow. Pulmonary
actinomycosis may occur at any age, but most
patients are 30-60 years old. Men get this infection
more often than women do.5,20 Lungs & pleura are
infected either by aspiration or by direct spread from
the pharynx or the neck or even upwards through
the diaphragm from the abdomen. 3 The chest wall
in the late stages becomes riddled with sinuses.
Pulmonary infiltrates, consolidation, hilar
manifestations are not uncommon. Perforating the
pleural cavity & the chest wall, the infection may
spread to invade the ribs & vertebra causing
osteomyelitis.9 The infection can easily spread
through the diaphragm to the liver & the subphrenic
space. According to some other authors, abdominal
lesions are less common. Lungs, liver, kidney & skin
are sometimes affected by haematogenous route. 20

It can produce appendicitis, ileocacal mass &
complications thereof. Here surprisingly local &
regional lymph nodes are normal if secondary
infection does not supervene.

The sinuses & fistula tracts may resemble those of
furunculosis & tuberculosis. In tissues, the organism
grows in colonies which gradually increase in size &
become visible1. These are well-known classical
‘sulphur’ granules. They are so called because of their
yellow colour which ultimately become dark brown
or even black. The discharging sinus & fistula tracts
usually become secondarily infected with other
bacteria (more commonly with pyogenic cocci).

Laboratory diagnosis of actinomycosis may be done
by using specimen like pus, sulphur granulrs, sinus
tract, sputum, FNAC & bsopsy materials.21

Microscopy reveals the characteristic ‘ray-fungus’
(crushed & stained ‘sulphur granules’). Characteristic
colonies in solid media & ‘fluff-ball’ colonies in liquid
media are diagnostic in anaerobic culture.
Colonoscopy, CT scans are sometimes required for
diagnosis.22

Medical treatment includes intensive course of
penicillin in large doses for a prolonged period (10
mega units, reducing to 4 mega units daily as long
as several months to a year until all signs &
symptoms have disappeared).20 The organism is also
sensitive to tetracycline & some other antibiotics
like lincomycin, clindamycin & macrolides
(erythromycin, carbomycin, spiramycin,

oleandomycin), but the sensitivity should be checked
in the laboratory.1,3 Recalcitrant actinomycosis
sometimes need treatment with ciprofloxacin.23

Regular cleaning with normal saline & application
of antibacterial cream like that based on povidone
iodine should be applied. Surgery is indicated to take
a biopsy specimen, to drain abscesses, to extirpate
(wide exicision) a fibrotic sinus tract (not responsive
to conservative treatment) or a fistula tract, to
decompress or remove a intra-cranial or intraspinal
SOLs (space occupying lesions), to remove severely
damaged segment of lung or liver & to repair a defect,
or to rule out a bronchogenic carcinoma.24

Conclusion
Diagnosis of Actinomycosis is not difficult. Careful
inspection of the discharge for so called ‘sulfur
granules’ preferably under a magnifying glass can
give the initial clue to the diagnosis. FNAC & Biopsy
are often helpful, but bacterial identification is
essential to confirm the diagnosis. Culture &
Sensitivity tests are sometimes required to have a
complete cure of the disease. Timely diagnosis &
initiation of appropriate treatment of Actinomycosis
not only cures the patient, but also prevents many
complications & morbidities thereof. Selected cases
need surgical intervention.
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