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To the Editor: 
Botryomycosis is a rare, chronic, granulomatous 
infectious disease primarily resulting from 
Staphylococcus aureus, but the condition can be 
attributed to other bacterial species. We describe a 
patient who presented to the emergency 
department with a severe case of botryomycosis of 
the scalp. Physical examination showed a severely 
deteriorated glued-in hair piece with a foul exudate 
and ulcerated tracts. 

A woman with in her 60s with cognitive impairment 
presented to the emergency department with a 
fluctuant, draining plaque under a deteriorated hair 
piece (Figure 1A) on the left occipital scalp. 
According to the patient, her condition appeared 6-
months prior, but symptoms worsened the week 
prior to presentation. Intense pain in the area 
prevented her from lying down or sleeping.  

Physical examination revealed a glued hair piece in a 
state of severe deterioration with exudate, foul odor, 
and ulcerated tracts on the scalp. White granules 
were abundant and sent for ova and parasite 
evaluation by the hospital pathologist, which 
returned negative. The patient was admitted from 
the emergency department to the medicine floor. 
Lukewarm hydrogen peroxide and saline wraps were 
applied to the patient’s scalp for approximately 8 
hours. In addition, the patient was started on 
intravenous vancomycin at the time of her arrival on 
the floor by the inpatient medicine team for 

adequate methicillin resistant Staphylococcus aureus 
coverage. 

After soaking, the hairpiece, which had softened 
from the soaking regimen, was removed piece by 
piece until fully detached (Figure 1B). The removal 
was not painful or bothersome for the patient. 
During this procedure, more ulcerated tracts were 
uncovered. A bacterial culture of the ulcerated tracts 
was performed. Staphylococcus aureus sensitive to 
trimethoprim/sulfamethoxazole was identified 
through the culture. Based on the identification of 
Staphylococcus aureus and the clinical examination, a 
diagnosis of botryomycosis was made. 
Subsequently, the patient transitioned from 
vancomycin to Staphylococcus aureus sensitive to 
trimethoprim/sulfamethoxazole to complete a two-
week course of systemic antibiotics. When she was 
discharged 48 hours later, she was stable on oral 
medication with her condition improving. 
Significant clearing was exhibited at her next  

Figure 1. A) Hairpiece glued into place on the scalp. B) Partial 
removal of hairpiece in the lower panel. 
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appointment (Figure 2). The patient expired one 
year later from an unrelated condition. It was clear to 
the medical team that the deteriorating condition of 
the patient’s scalp in the context of a glued-in 
hairpiece complicated by botryomycosis had 
progressed for a prolonged period (at least 6 
months) without medical attention. 

Botryomycosis is a rare, chronic, granulomatous 
infectious disease most commonly caused by 
Staphylococcus aureus, but the condition can be 
attributed to other bacterial species [1,2]. It can also 
result from Pseudomonas aeruginosa (20%) or other 
microorganism classes like Escherichia, Proteus, 
Bacillus, and Actinobaccilus [2]. The disease is 
uncommon, with approximately 140 cases reported 
in the literature [2]. 

Strains causing botryomycosis are typically of low 
virulence and require inciting trauma or laceration to 
the skin. There is no age prevalence; however, the 
immunocompromised and those with comorbidities 
of diabetes mellitus, liver disorders, and cystic 
fibrosis are at greater risk [2]. Bacteria in 
botryomycosis will group in clustered granules and  

use fibrin, dead tissue, and an antigen-antibody 
complex to form a ringed eosinophilic matrix, called 
the Splendore-Hoeppli phenomenon, which acts to 
prevent phagocytosis by host immune cells [1,2]. 
Although the exact mechanism is not fully 
characterized, it is believed to be the result of a 
localized immune response and this allows low-
virulence bacteria to create a chronic, smoldering 
infection [3]. 

Occurrences of botryomycosis are cutaneous or 
visceral, with our case being an example of the more 
common cutaneous form. Manifestations in the skin 
include ulcers, subcutaneous nodules, and sinus 
tracts [4]. Such presentations can often give a 
seropurulent exudate with granules of bacteria. 
Infection sites often occur on the extremities but 
may also be located on the tongue, forehead, and 
scalp, as in our patient’s case [5]. Treatment for 
botryomycosis includes anti-staphylococcal 
antibiotics used in this case as well as tetracyclines 
and fluoroquinolones [3]. Surgical debridement, skin 
grafts, and other strain-specific antibiotics can be 
utilized for treatment. Botryomycosis of the head 
and neck region can be difficult to treat owing to the 
region’s anatomy, functions, and cosmetic 
appearance; successful cases utilize long-term 
medical therapy in lieu of surgical intervention [6,7]. 

Consideration should be given to the circumstances 
for our patient that permitted the progression of 
botryomycosis without medical intervention. Her 
condition was a result of years of hairpiece 
deterioration in the setting of neglect. She had 
multiple risk factors that may have contributed to 
disease progression: barriers to healthcare access, a 
reduced cognitive capacity, and limited knowledge 
of ethnic hair variations among physicians. 
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