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Cervicofacial actinomycosis with an atypical presentation
Dear Editor,

Cervicofacial actinomycosis, also called lumpy jaw, is a 
chronic, suppurative and granulomatous bacterial infec-
tion caused mostly by Actinomyces species and rarely by 
Propionicusbacterium species.1 It classically presents as an 
indurated and suppurative nodule which subsequently results 
in draining sinuses and tissue fibrosis.1 Herein, we present an 
atypical morphological presentation of cervicofacial actino-
mycosis, resembling a ‘bunch of grapes’.

A 45-year-old man presented with multiple, painless red ele-
vated lesions on his face since 6 months. There was no history 
of granular discharge, any congenital anomaly, dental pain, 
dental procedure or trauma prior to the appearance of lesions. 
Personal and family history was unremarkable. Cutaneous 
examination showed multiple erythematous to pinkish-grey 
nodules on an indurated base, resembling a “bunch of grapes” 
on the left side of the face around nose. It was associated with 
swelling of the nose, upper lip and left mandible [Figure 1]. 
There was no regional lymphadenopathy. General examination 

and other systemic examinations were unremarkable. On 
dermoscopy (Dermlite DL4, polarised, 10× magnification), 
yellow homogenous areas, arborizing vessels and shiny white 
structures were visible [Figure 2]. Haematological parame-
ters were within normal limits and radiological investigations 
failed to show any bony abnormality. We considered cervi-
cofacial actinomycosis, and botryomycosis as differentials. 
Histopathology revealed granules with radiating slender fil-
aments [Figure 3a] and the Grocott Methenamine silver stain 
showed filamentous bacteria [Figure 3b]. Cultures for bac-
teria, Mycobacteria, fungus and Actinomyces did grow any 
organism. A diagnosis of actinomycosis was made, and the 
patient was treated with oral amoxicillin with clavulanic acid  
625 mg thrice daily and oral doxycycline 100 mg twice daily. 
The lesions resolved completely after 5-months [Figure 4].

Cervicofacial actinomycosis clinically manifests in three 
stages, initially presenting as soft swelling of the peri-man-
dibular area (stage 1), followed by woody hard induration and 
development of multiple sinus tracts and fistulas discharging 
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Figure 2: Dermoscopy (DermLite DL4, ×10) shows yellow homogeneous 
areas, arborizing vessels and shiny white structures

Figure 1: Multiple, erythematous to pinkish-grey nodules on an indu-
rated base giving an appearance like a “bunch of grapes” on the left 
side of the face around the nose

Figure 3b: Grocott Methenamine silver stain showed filamentous bacteria 
(H&E, ×400)

Figure 3a: Histopathology shows a granule with slender filaments radiating 
from the granule (Splendore-Hoeppli phenomenon) (H&E, ×400)

purulent materials and sulphur granules (stage  2). Most 
patients with cervicofacial actinomycosis present in first or 
second stage. Later on, if left untreated, it can directly invade 
the cranium, or be disseminated hematogenously to involve 
the brain, lungs and abdominal cavity (stage 3).1 This clas-
sic presentation occurs in only 40% cases.2 Other presenta-
tions include chronic osteitis, osteolytic lesion, hard nodule 
on the tongue, lockjaw, para-apical or paradental abscess 

and tongue base ulcer.2,3 Rarely, they may spread from oral 
cavity to the tongue, larynx, trachea and salivary glands.4 In 
our case, the patient developed an atypical morphological 
presentation, mimicking “a bunch of grapes” without visi-
ble sinus or fistula. Reddy et al. described that discharging 
sinuses occur in 40% cases and suggested that they may be 
absent in patients with good host resistance, low virulence 
of the organism or subclinical disease.5 Kura et al. described 
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a case of actinomycosis with multiple spongy papulo-vesi-
cles and sessile nodules that mimicked lymphangioma cir-
cumscriptum due to a frog-spawn-like appearance.2

Tissue culture is the most accurate diagnostic modality, but 
is positive in only 30% cases. Histopathologically, diag-
nosis is based on the presence of suppurative and granu-
lomatous infiltrates and granules, which is surrounded by 
eosinophilic areas. Sulphur granules are present in only 
35–55% cases and are not pathognomic.1 Amoxicillin, 
clavulanic acid and minocycline are the first-line treat-
ment options for penicillin-sensitive and penicillin-aller-
gic patients, respectively. Carbapenems and tigecycline 
are used as second-line treatment options in severe cases. 
Treatment duration may range from 6 to 12 months.1 Our 
patient responded to the combination of amoxicillin/clavu-
lanic acid and doxycycline with complete resolution in five 
months. The combination treatment was given to prevent 
resistance to amoxicillin.

We report this case due to its rare morphological presenta-
tion. A high degree of suspicion is needed to diagnose cer-
vicofacial actinomycosis presenting as papulonodules in the 
absence of discharging sinuses.
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Figure 4: Complete resolution of lesions after five months of treatment
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