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importance of surveillance measures. We need to 
raise awareness regarding this infection which has a 
potential for malignant transformation.
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Persistent skin donor site 
erythema: A simple physiological 
phenomenon

Sir,
Even though we often look for unusual explanations 
for unusual clinical phenomena, sometimes a simple 
explanation proves to be correct. We describe the 
case of a young man who presented with persistent 
donor site erythema following split thickness grafting, 
where investigations and therapeutic interventions 
failed to help. This should have been expected as it 
is a physiological phenomenon rather than a malady 
per se.

A 26‑year‑old man was referred to us by a surgeon 
after performing split thickness skin grafting 
12 months back for congenital bilateral syndactyly 
of toes. The donor skin was harvested from the left 
leg, which healed normally in 3  weeks. However, 
asymptomatic redness with crusting persisted over 
the donor site and after 3  months he was referred 
to us. On examination of the donor site, there was 
a large  (4  ×  10  cm) patch with fiery erythema on 
a background of depigmentation over the shin and 
lateral aspect of left leg, with mild crusting but no 
discharge or tenderness [Figure 1]. The recipient site 
was normal. The distressed patient was considering 
possibilities of infection and even cancer. He reported 
applying mupirocin ointment over that area regularly 
for a month after surgery and mometasone ointment 
for 2  months without improvement. There was no 
history of any other topical or oral medications and 
no features suggestive of nutritional deficiencies 
or any systemic disorder. Suspecting mupirocin 
or mometasone and/or vehicle  (propylene glycol) 
induced sensitization, we conducted a patch test 
with Indian Standard Series  (approved by the 
Contact and Occupational Dermatoses Forum of 
India (CODFI)) with additional patches for patient’s 
own mupirocin and mometasone ointment samples. 
However, the results were negative for all antigens 
including the suspected sensitizers. The patient 
refused a skin biopsy. A  course of fluticasone 
cream for a month, followed by tacrolimus 0.1% 
ointment for another month was given without any 
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Figure 1: Fiery donor site erythema over the left leg with focal 
crusting, 3 months post-operatively following split skin thickness 
grafting

Figure 2: Significant reduction in donor site erythema at 6 months 
of observation period after a negative patch test and following 
cessation of all topical applications

improvement. A literature search indicated that this 
phenomenon was expected following grafting which 
prompted us to stop all topical medications, counsel 
the patient and advise him for monthly follow‑up. 
After 3 and 6  months, there was progressive 
reduction in erythema [Figure 2] and the patient was 
satisfied.

Healing of the split skin graft donor site occurs in 
three phases: inflammation, tissue formation and 
remodeling with the latter involving regression of 
blood vessels.[1] Considered to be a non‑inflammatory 
process, an increase in the microvasculature during 
wound healing has been hypothesized as the 
possible cause of scar erythema.[2] Though the exact 
time‑point at which scar‑erythema normalizes is 

unknown, findings of a recent study that objectively 
evaluated post‑operative persistent donor site 
erythema have shown that the donor site may show 
up to 36% elevated erythema persisting for at least 
12  months versus the normal skin  (P  <  0.0005).[1] 
Thus, persistent donor site erythema is indeed a 
purely physiological phenomenon which needs no 
treatment per se. The associated depigmentation 
has also been described as one of the donor 
site complications which in this case may have 
worsened with topical steroids.[3] In a recent 
case‑controlled study of 10  patients, Itoh et  al. 
showed that topical hyperthermia applied to the 
donor site using chemical pocket warmers (daily for 
8 hours for 8 weeks) resulted in decreased erythema 
and blood flow in all subjects without any adverse 
effects.[4] However, we preferred patient counseling 
and observation in our case.
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