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Summary

Pyodermas are frequent bacterial skin infections
favored by immunosuppression, malnutrition and poor
hygiene. Staphylococcus aureus and Streptococcus
pyogenes are most commonly implicated in the pathologic
processes. Several clinical forms have been described
including impetigo, ecthyma, folliculitis, etc. We present
the case of a 43-year-old patient who worked as a shepherd
in Italy. He addressed our clinic for a polymorphic eruption
including papules, pustules and ulcers, with a 5-month
onset. Differential diagnosis included ecthyma, cutaneous
anthrax, brucellosis, leishmaniasis, etc. Laboratory tests
and bacteriological exams detected the presence of germs of
the microbiota, such as Staphylococcus hominis and
Staphylococcus epidermidis. Elevated ASLO serum titer
suggested the diagnosis ofecthyma caused by  Streptococcus
pyogenes.

Key words: pyoderma, ecthyma, streptococcus
pyogenes.

Rezumat

Piodermitele sunt infecþii bacteriene frecvente
favorizate de imunosupresie, malnutriþie ºi igiena precarã.
Mai frecvent sunt implicaþi Staphylococcus aureus ºi
Streptococcus pyogenes. Au fost descrise mai multe forme
clinice printre care impetigo, ectima, foliculitã, etc.
Prezentãm cazul unui pacient în vârstã de 43 de ani, care
lucra ca cioban în Italia. S-a adresat clinicii noastre pentru
o erupþie polimorfã incluzând papule, pustule ºi ulceraþii,
cu un debut de 5 luni. Diagnosticul diferenþial a inclus
ectima, antraxul cutanat, bruceloza, leishmaniaza, etc. 
S-au efectuat analize de laborator ºi examene bacteriologice.
Examenele bacteriologice au pus în evidenþã prezenþa de
germeni ai microbiotei,precum Staphylococcus hominis ºi
Staphylococcus epidermidis. Titrul crescut a reacþiei ASLO
a orientat diagnosticul spre ectima, produsã de Strepto-
coccus pyogenes.

Cuvinte cheie: piodermitã, ectimã, streptococ piogen.
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Introducere

Piodermitele sunt infecþii bacteriene cauzate
în principal de Staphylococcus aureus ºi Strepto-
coccus pyogenes. Un rol important în patogeneza
piodermitei îl are microbiota care pe de o parte
împiedicã aderarea la nivel cutanat a altor
bacterii, iar pe de altã parte conduce la eliberarea
de acizi graºi nesaturaþi formând o barierã
chimicã (1). Piodermitele primare includ afec-
þiuni precum impetigo, foliculitã, furuncul,
ectima etc. Piodermitele secundare apar prin
suprainfectarea unor leziuni cutanate pre-
existente precum dermatite de contact, leziuni de
pemfigus vulgar, etc (2). 

Ectima se caracterizeazã prin apariþia unor
papulo-vezicule care evolueazã spre ulcerare ºi se
vindecã cu cicatrici. Cel mai frecvent afecteazã
gambele ºi dosul picioarelor. Principalii factori de
risc sunt imunosupresia, malnutriþia ºi igiena
precarã. Principalul agent etiologic incriminat
este streptococul beta-hemolitic de grup A. (3).
Este consideratã o formã de impetigo mai
profundã, care ajunge la nivel dermic ºi poate
evolua ca urmare a unui impetigo netratat.
Infecþia se poate grefa ºi la locul unor înþepãturi
de insecte, leziuni de scabie sau leziuni de grataj.
Poate asocia febrã ºi adenopatii. Diagnosticul
constã în identificarea în produsul patologic a
Streptococcus pyogenes (4).

Prezentare de caz

Un pacient în vârstã de 43 ani s-a prezentat în
clinica noastrã pentru o erupþie polimorfã
generalizatã alcãtuitã din papule acoperite de
cruste serohematice, pustule ºi ulceraþii.  Istoricul
bolii actuale a relevat faptul cã pacientul a trecut
printr-un episod similar acum 4 ani, când a
prezentat astfel de leziuni limitate doar la nivelul
gambelor. Leziunile au regresat sub tratament
sistemic ºi local cu antibiotice. În ceea ce priveºte
episodul actual, acesta a debutat în urmã cu 
5 luni. Erupþia a apãrut la nivelul gambelor,
extinzându-se ulterior la nivelul toracelui
anterior, posterior ºi membrelor superioare.  În
Italia, unde se afla pacientul, a primit tratament
local (nu a putut preciza tratamentul) însã
leziunile nu s-au ameliorat, ulterior întorcându-
se în România. A fost internat în provincie,
primind tratament sistemic cu antibiotice

Introduction

Pyodermas are bacterial skin infections
caused mainly by Staphylococcus aureus and
Streptococcus pyogenes. In the pathogenesis of
pyodermas  the microbiota plays an important
role, on one hand, prevents the adherence of
other bacteria on the skin, and on the other hand
leads to the release of unsaturated fatty acids that
form a chemical barrier (1). Primary pyodermas
include conditions such as impetigo, folliculitis,
furunculus, ecthyma, etc. Secondary pyodermas
occur by overinflection of the preexisting
cutaneous lesions such as contact dermatitis,
pemphigus vulgaris lesions, etc. (2). 

Ecthyma is characterized by the appearance
of papules and vesicles which evolve into
ulceration and heal with scars. It most commonly
affects the calves and the dorsal side of the legs.
The main risk factors are immunosuppression,
malnutrition and poor hygiene. Streptococcus
pyogenes (group A Streptococcus) is the main
etiologic agent (3). It is considered a deeper form
of impetigo, which reaches the dermis and may
evolve as the result of an untreated impetigo. The
infection can also be grafted at the site of insect
bites, scabies, or scratch injuries. It can associate
fever and adenopathy. The diagnosis consists in
identifying Streptococcus pyogenes in the patho-
logical product (4). 

Case report 

A 43-year-old patient presented to our clinic
for a generalized polymorphic eruption con-
sisting of papules covered with serous-hematic
crusts, pustules and ulcerations. The history of
the current illness has revealed that the patient
had gone through a similar episode four years
ago, when he presented similar lesions, but
limited on the calves. At that time, the lesions
regressed under systemic and local antibiotic
therapy. Regarding the current episode, it started
five months ago. The eruption occurred on the
calves, extending to the anterior, posterior thorax
and to the upper limbs. The patient was in Italy
and he received a local treatment (that he could
not specify), without improvement of the lesions.
When he returned to Romania, he was admitted



(clindamicinã, ciprofloxacinã,  doxiciclinã) ºi anti-
inflamatoare. Investigaþiile efectuate au relevat
valori crescute ale markerilor de inflamaþie
(fibrinogen = 768 mg/dl (normal 200–400
mg/dl),  proteina C reactivã = 186 mg/L (normal
<5 mg/L) ºi VSH = 85 mm/h (normal <15
mm/h)). Pentru examene bacteriologice s-au
prelevat: secreþie purulentã de la nivelul
pustulelor, exsudat faringian ºi exsudat nazal,
dar culturile au fost negative. 

Antecedentele personale fiziologice ºi
patologice au fost nesemnificative. În ceea ce
priveºte condiþiile de viaþã ºi de muncã, pacientul
era originar din Vrancea, la momentul debutului
episodului actual era cioban în Italia, într-o zonã
din vecinãtatea Romei. În plus, pacientul a
afirmat cã locuieºte în condiþii precare de igienã.

Examenul dermatologic a pus în evidenþã
leziuni polimorfe incluzând papule acoperite de
cruste serohematice, pustule ºi ulceraþii, încon-
jurate de un halou eritemato-violaceu, unele
confluate formând plãci cu dimensiuni de 2-3 cm,
localizate la nivelul trunchiului ºi membrelor
superioare. La nivelul membrelor inferioare se
observau aceleaºi tipuri de leziuni, cu predomi-
nanþa ulceraþiilor ºi de dimensiuni mai mari, între
2-3 cm pânã la 10 cm diametru (Figura 1 ºi 
Figura 2).

to a rural facility where he received systemic
antibiotic therapy (clindamycin, ciprofloxacin,
doxycycline) and anti-inflammatory drugs.
Investigations revealed increased values of
inflammation markers (fibrinogen = 768 mg/dl
(normally 200–400 mg/dl), reactive C protein =
186 mg/L (normal <5 mg/L) and ESR = 85 mm/
h (normal <15 mm/h)). Purulent drainage from
the pustules, pharyngeal and nasal exudates
were performed for bacterial identification, but
the cultures were negative. 

Personal physiological and pathological
history was insignificant. Regarding living and
working conditions, the patient was originally
from Vrancea and at the time of the current
episode he was a shepherd in an area in the
vicinity of Rome. In addition, the patient stated
that he lives in poor hygiene conditions.

The dermatological examination revealed
polymorphic lesions, such as papules covered by
serous-hematic crusts, pustules and ulcerations,
surrounded by an erythema-violaceus halo, some
becoming confluent into 2 to 3 cm plaques,
located on the trunk and upper limbs. On the
lower limbs, the lesions were more ulcerated and
larger in size, between 2-3 cm to 10 cm in
diameter (Figures 1 and 2). 
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Figura 1 – Papule acoperite de cruste serohematice ºi
pustule

Figure 1 – Papules covered by serous-hematic crusts and
pustules 

Figura 2 – Ulceraþii, înconjurate de un halou eritemato-
violaceu

Figure 2 – Ulcerations surrounded by an erythematous-
violaceous hallo
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Analizele de laborator efectuate au evidenþiat
VSH crescut (80 mm/h) ºi titrul anticorpilor anti-
streptolizinã O (ASLO) crescut (1780 UI/ml -
normal <200 UI/ml). S-au efectuat examene
bacteriologice din puroiul recoltat de la nivelul
leziunilor. Pe frotiurile colorate Gram s-au
observat polimorfonucleare ºi celule epiteliale ºi
absenþa microorganismelor (bacterii, levuri). Nu
s-au evidenþiat bacili acid-alcool rezistenþi
(coloraþia Ziehl – Neelsen). Culturile bacteriene
au fost negative pentru Staphylococcus aureus,
streptococ beta-hemolitic de grup A/B/C/G,
Enterococcus spp,Haemophilus influenzae, H. para
influenzae, Pseudomonas aeruginosa, Acinetobacter
baumanii, Enterobacteriaceae, Corynebacterium ulce-
rans).

S-a decis recoltarea unei noi probe de la nive-
lul leziunilor. Pe culturile din probele recoltate 
s-a observat prezenþa urmãtoarelor micro-
organisme: Enterococcus faecium, Staphylococcus
hominis, Staphylococcus epidermidis. Culturile
fungice au fost negative. Culturile pentru
mycobacterii au fost negative.  Examenul de labo-
rator pentru Leishmania a fost negativ. 

A fost efectuatã ºi o biopsie cutanatã dintr-o
zonã a tegumentului cu leziuni recent apãrute
(pustule). S-a observat ortokeratozã moderatã, cu
o pustulã centralã subcornoasã care conþinea
neutrofile ºi rare celule acantolitice. Epidermul
subiacent a prezentat acantozã moderatã, spon-
giozã ºi rare leucocite intraepidermice.

Având în vedere contextul socio-cultural al
pacientului (relata cã purta timp îndelungat
aceeaºi salopetã la locul de muncã) ºi faptul cã
igiena precarã este un factor cheie în patogeneza
piodermitei, aspectul clinic, titrul ASLO crescut ºi
rezultatul examenului histopatologic au condus
la diagnosticul de piodermitã.

Pacientul a fost cooperant ºi a urmat trata-
ment sistemic cu antibiotice (ceftriaxona, metro-
nidazol), corticosteroizi (dexametazona) ºi local
cu preparate pe bazã de antibiotic în combinaþie
cu corticosteroizi cu potenþã slabã. În plus, s-a
efectuat o igienã riguroasã a leziunilor. Evoluþia a
fost lent favorabilã. Prognosticul este favorabil,
fãrã risc vital, însã estetic grevat de cicatrice.
Având în vedere severitatea leziunilor ºi con-
textul socio-cultural este posibilã o recidivã a
bolii sau chiar cronicizarea acesteia.

Lab tests revealed and elevated ESR 
(80 mm/h) and an increased titer of anti-
streptolysin O antibodies (ASLO 1780 IU/ml –
normal <200 IU / ml). Bacteriologic examination
of the pus collected from the lesions was
performed. Polymorphonuclear and epithelial
cells were observed on Gram stained smears, but
microorganisms (such as bacteria or yeasts) were
not identified. No acid-alcohol resistant bacilli
were identified on Ziehl-Neelsen staining.
Bacterial cultures were negative for Staphylo-
coccus aureus, A / B / C / G beta-hemolytic Strepto-
coccus, Enterococcus spp, Hemophilus influenzae, H.
parainfluenzae, Pseudomonas aeruginosa, Acineto-
bacter baumanii, Enterobacteriaceae, Coryne-
bacterium ulcerans.

We decided to collect a new sample from the
lesions and the following microorganisms were
observed: Enterococcus faecium, Staphylococcus
hominis, Staphylococcus epidermidis. Fungal  and-
mycobacteria cultures were negative. The
Leishmania laboratory test was negative.

A skin biopsy was performed from an area
with early lesions (pustules) and showed a
moderate orthokeratosis with a central sub-
cornous pustule containing neutrophils and rare
acantholytic cells. The underlying epidermis
showed moderate acanthosis, spongiosis and rare
intraepidermal leukocytes.

Considering the socio-cultural context of the
patient (wearing the same overall at work for a
long time) and the fact that poor hygiene is a key
factor in the pathogenesis of pyoderma, the
clinical aspect, the increased ASLO titer and the
result of the histopathological examination, led to
the diagnosis of pyoderma.

The patient was co-operative and followed
the systemic antibiotics therapy (ceftriaxone,
metronidazole), corticosteroids (dexamethasone),
and antibiotic-based topical preparations in
combination with poorly acting corticosteroids.
In addition, rigorous hygiene of the injuries has
been performed. The evolution was slow
favorable. The prognosis is favorable, with no
vital risk, but aesthetically there is a rick of
scaring. Considering the severity of the injuries
and the socio-cultural context, a recurrence of the
disease or even achronic course can be possible.
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Discuþii

O analizã a infecþiilor prezente la persoanele
care se întorc dintr-o cãlãtorie a arãtat cã infecþiile
cutanate ºi a þesuturilor moi sunt semnificative.
Circa 50% din infecþiile cutanate au fost repre-
zentate de impetigo ºi abcese cutanate, ectima
având un procent de 18%. În majoritatea cazu-
rilor ectima s-a manifestat prin leziuni multiple,
debutate secundar unor înþepãturi de insecte (5).

Infecþiile cutanate produse de streptococul
beta hemolitic de grup A îmbracã manifestãri
cutanate variate, cu grade diferite de severitate.
În cazul pacienþilor cu istoric de cãlãtorii,
infecþiile streptococice pot mima diverse infecþii
zoonotice, ceea ce îngreuneazã diagnosticul
generând variate diagnostice diferenþiale care
trebuie luate în considerare (6).

A. Infecþii care se pot transmite prin contact
cu animale

1. Antraxul cutanat
Antraxul cutanat este o zoonozã care se poate

contracta prin contactul cu spori de Bacillus
anthracis care rezistã timp îndelungat pe sol sau
în obiecte din lânã sau piele provenite de la
animale infectate.  De asemenea se poate
contracta prin contact direct cu animalul bolnav.
Din punct de vedere clinic, se manifestã ca o
ulceraþie înconjuratã de edem, ce capãtã o crustã
neagrã. De obicei leziunile de antrax cutanat sunt
unice, dar pot fi ºi multiple ºi însoþite de
limfangita (7, 8).

2. Bruceloza
O altã suspiciune ar fi bruceloza. Bruceloza

este o zoonozã transmisã prin contact direct cu
animalele infectate, prin consumul produselor
lactate contaminate sau prin aerosoli. Tabloul
clinic este nespecific, se caracterizeazã prin febrã,
transpiraþii ºi stare generalã alteratã. Aproape
jumãtate dintre pacienþi prezintã manifestãri
articulare, ceea ce regãsim ºi în cazul nostru (9).
Leziunile cutanate sunt rare, apar în 1-14% din
cazuri, ºi pot apãrea sub forma unor ulceraþii (10). 

3. Morva
Morva este o infecþie cauzatã de Burkholderia

mallei, un bacil Gram negativ, care se dezvoltã
intracelular ºi se transmite prin contact cu
animalele infectate sau pe cale respiratorie.

Discussions

An analysis of the infections that people
returning from trips carry,  has shown the
existence of significant skin and soft tissue
infections. About 50% of skin infections were
impetigo and skin abscesses, with an 18% for
ecthyma. In most cases ecthyma was manifested
with multiple lesions, secondary to insect bites
(5).

The cutaneous infections produced by Group
A Streptococcus have different skin manifestations
with varying degrees of severity. For patients
with a traveling history, streptococcal infections
can mimic various zoonotic infections, which
makes the diagnosis more difficult and generates
a variety of differential diagnoses to be
considered (6).

A. Infections that can be transmitted by
animal contact

1. Cutaneous Anthrax
Cutaneous anthrax is a zoonotic disease

caused by the spore-forming bacterium Bacillus
anthracis that can last for a long time in the soil,
the wool or leather objects from infected animals.
It can also be cotransmitted by direct contact with
a sick animal. From a clinical point of view, it is
manifested as an ulceration surrounded by
swelling, which develops a black crust. Usually
cutaneous anthrax injuries are unique, but there
can be multiple and with lymphangitis (7, 8).

2. Brucellosis
Another suspicion would be brucellosis.

Brucellosis is a zoonosis transmitted through
direct contact with an infected animal, by
consuming contaminated dairy products or
through aerosols. The clinical picture is non-
specific an is characterized by fever, sweating,
and general malaise. Almost half of the patients
have articular manifestations, which are also
found in our case (9). Skin lesions are rare, only in
1-14% of cases, and may occur as ulcers (10).

3. Morva
Morva is an infection caused by Burkholderia

mallei, a Gram negative bacillus, which develops
intracellularly and is transmitted by air or
through direct contact with and infected animal.
It frequently affects horses but sheepscan also be



Afecteazã cel mai frecvent caii dar pot fi afectate
ºi oile. Boala poate fi localizatã, pulmonarã,
diseminatã sau poate conduce la sepsis (11).
Forma localizatã se caracterizeazã prin apariþia
de pustule ºi ulceraþii cutanate. Forma sistemicã
se caracterizeazã prin noduli ºi ulceraþii la nivelul
organelor afectate (12). Pacientul prezintã sensi-
bilitate în hipocondrul drept ºi stâng la palpare ºi
ulceraþii cutanate generalizate însã pe frotiu nu 
s-au observat bacili gram negativi ºi micro-
organismul nu a crescut în culturi.

B. Infecþii care se pot transmite prin apã ºi
sol 

În ceea ce priveºte infecþiile care se pot
transmite prin apã sau sol ne gândim la
melioidozã ºi mycobacterii netuberculoase, în
mod special Mycobacterium ulcerans.

1. Melioidoza
Melioidoza este o infecþie bacterianã tropi-

calã, produsã de Burkholderia pseudomallei, un
bacil Gram negativ. Clinic se manifestã prin
apariþia unor abcese, care pot disemina ºi în unele
cazuri evoluþia este gravã cu sepsis ºi deces. Se
transmite prin contact direct cu apa ºi solul
contaminate (13). Pe frotiu nu s-au observat bacili
Gram-pozitivi iar microorganismul nu s-a
dezvoltat în culturi.

2. Infecþii cutanate cu mycobacterii netuber-
culoase

Infecþiile cu mycobacterii netuberculoase
afecteazã în special indivizii imunosupresaþi. În
cazul prezentat poate fi luatã în considerare în
special infecþia cu Mycobacterium ulcerans, agentul
etiologic al ulcerului Buruli, care se manifestã
prin apariþia unor noduli care evolueazã spre
ulceraþii nedureroase. Microorganismul pãtrunde
la nivel cutanat prin intermediul unei leziuni
minore (14). Nu s-au observat bacili acid-alcool
rezistenþi, iar culturile pentru mycobacterii au
fost negative.

C. Leishmanioza

Având în vedere faptul cã Italia este o zonã
endemicã pentru Leishmania, ne gândim la
leishmanioza cutanatã difuzã. Leishmanioza
cutanatã este o zoonozã care se transmite la om
prin intermediul flebotomilor, fiind produsã de

affected. The disease can be localized, pulmonary,
disseminated or can lead to sepsis (11). The
localized form is characterized by the appearance
of pustules and cutaneous ulcers. The systemic
form is characterized by nodules and ulcers in
affected organs (12). Palpation exhibits sensitivity
in the right and left hypochondrium and the
patient has generalized cutaneous ulcers. Gram-
negative bacilli were not observed on the smear
and the microorganism did not grow in cultures.

B. Infections that can be transmitted
through water and soil

With regard to infections that can be
transmitted by water or soil, we think about
melioidosis and non-tuberculous mycobacteria,
especially Mycobacterium ulcerans.

1. Melioidosis
Melioidosis is a tropical bacterial infection

produced by Burkholderia pseudomallei, a Gram
negative bacillus. Clinically it is manifested by
the appearance of some abscesses that can
disseminate and in some cases the evolution is
serious with sepsis and death. It is transmitted
through direct contact with contaminated water
and soil (13). Gram-positive bacilli were not
observed on the smear and the microorganism
did not grow in cultures.

2. Skin infections with non-tuberculous
mycobacteria

Infections with non-tuberculous mycobac-
teria particularly affect immunosuppressed
individuals. In our case, the infection with
Mycobacterium ulcerans, the etiologic agent of
Buruli ulcer, which is manifested by the
appearance of nodules evolving towards painless
ulcers, can be considered. The microorganism
penetrates the skin through a minor lesion (14).
No resistant acid-resistant bacilli were observed,
and cultures for mycobacteria were negative.

C. Leishmaniasis

Considering that Italy is an endemic area for
Leishmania, we think of diffuse cutanate
leishmaniasis. Cutaneous leishmaniasis is a
zoonosis that is transmitted to humans via
phlebotomy, and is produced by a parasite. At the
site of the sting there is a papule that evolves

DermatoVenerol. (Buc.), 64(2): 103-110
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un parazit. La locul înþepãturii apare o papulã
care evolueazã spre un nodul care ulcereazã ºi se
vindecã cu cicatrice atroficã. Manifestãrile
cutanate ale leishmaniozei variazã de la mici
noduli la forme tisulare distructive extinse (15).

Pacientului i s-au izolat din pustule
Enterococcus faecium, Staphylococcus epidermidis ºi
hominis. Aceste bacterii pot face parte din
microbiotã, însã, în anumite condiþii pot fi
implicate patogenic. Existã anumite condiþii care
pot favoriza exprimarea virulentei acestor
microorganisme, de exemplu acestea se pot grefa
pe leziuni preexistente sau pe catetere intra-
arteriale, urinare. Igiena precarã este, de
asemenea, unul din factorii favorizanþi.

Deºi streptococul beta-hemolitic de grupã A
nu a fost izolat în culturi, titrul ASLO
semnificativ crescut poate indica infecþia cu
streptococul beta hemolitic de grup A..

Streptococii de grup A sunt coci Gram-
pozitivi, aerobi facultativ anaerobi, care se dispun
în lanþuri. Microorganismul se transmite prin
contact direct. Sunt implicaþi într-o varietate de
manifestãri cutanate, superficiale sau profunde,
cu grade variabile de severitate. Una din
caracteristicile streptococilor de grup A este
faptul cã au capacitatea de a invada þesutul
epitelial. Prezintã adezine ceea ce le permite sã
adere ferm de þesutul epitelial.Prin eliberarea de
toxine produc liza celularã ceea ce faciliteazã
diseminarea infecþiei la structurile profunde.
Principalul factor de virulenþã al streptococului
de grup A este proteina M. Printre factorii de
virulenþã se numãrã streptolizinã O, înaltã
imunogenã. (16).

Aspectul clinic caracteristic ºi evoluþia
leziunilor este în concordanþã cu diagnosticul de
ectima, iar rezultatul histopatologic consolideazã
diagnosticul. Titrul ridicat al anticorpilor anti-
SLO orienteazã spre Streptococcus pyogenes. 

Cazul are câteva particularitãþi importante. În
primul rând, contextul epidemiologic a impus
necesitatea luãrii în considerare a mai multor
diagnostice diferenþiale, cum ar fi antraxul,
bruceloza, leishmanioza cutanatã ºi infecþia cu
micobacterii netuberculoase. În al doilea rând,
erupþia a fost extinsã, în ciuda faptului cã
pacientul nu a prezentat imunosupresie. Igiena
precarã este un factor cheie în dezvoltarea
ectimei; ar putea explica amploarea leziunilor.

towards a nodule which ulcerates and heals with
atrophic scarring. The skin manifestations of
leishmaniasis range from small nodules to
extensive destructive tissue (15).

In our patient, the pus cultures from the
pustules identified Enterococcus faecium, Staphylo-
coccus epidermidis and hominis. These bacteria are
part of the skin microbiota, but under certain
conditions they may be pathogenic. There are
certain conditions that may favor the expression
of the virulence of these microorganisms, for
example, they may graft on pre-existing lesions
or intra-arterial urinary catheters. Poor hygiene is
also one of the contributing factors.

Although Group A beta-hemolytic strepto-
coccus was not isolated in cultures, the
significantly elevated ASLO titer may indicate
infection with Group A hemolytic beta
streptococci.

Group A streptococci are Gram-positive,
optionally aerobic anaerobes, which grow  in
chains. The microorganism is transmitted by
direct contact. They are involved in a variety of
skin, superficial or deep manifestations of
varying degrees of severity. One of the features of
group A streptococci is that they have the ability
to invade epithelial tissue. They possess adhesins
that allow them to firmly adhere to epithelial
tissue. By releasing toxins, they produce cellular
lysis facilitating the spread of infection to deep
structures. The main virulence factor of group A
streptococcus is the M protein. Among the
virulence factors  streptolysin O is highly
immunogenic (16).

The characteristic clinical appearance and
lesion evolution is consistent with the diagnosis
of ecthyma and the histopathological result
strengthens the diagnosis. The high titer of anti-
SLO antibodies is directed towards Streptococcus
pyogenes.

The case has some important particularities.
First of all, the epidemiological context has made
it necessary to consider several differential
diagnoses such as anthrax, brucellosis, cutaneous
leishmaniasis and non-tuberculous myco-
bacterial infection. Secondly, the eruption was
widespread, despite the fact that the patient did
not experience immunosuppression. Poor
hygiene is a key factor in the development of
ecthyma; it could explain the extent of the lesions.
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Când vine vorba de infecþii cutanate, adeseori
este dificil sã se identifice agentul etiologic, în
special când sunt izolate microorganisme
condiþionat patogene, care aparþin în mod curent
microbiotei cutanate.

When it comes to skin infections, it is often
difficult to identify the etiological agent,
especially when pathogenic conditioned
microorganisms, which currently belong to the
skin microbiota, are isolated.
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