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not lead to troublesome cases of acne.2 However, our experi-
ence in a referral center for GID has shown otherwise.

Report of Cases | Case 1. A trans man in his 20s with a history of
mild acne during adolescence presented with inflammatory
acne with scarring in the face and chest of 4 months’ dura-
tion that had not responded to topical retinoids. He had be-
gun T therapy 6 months before (testosterone undecanoate,
1000 mg every 3 months), with adequate virilization that in-
cluded facial hair growth and suppression of menses. Blood T
levels were 505.6 ng/dL.

He started treatment with oral isotretinoin (30 mg/d), and
after 9 months, the acne had completely resolved. Three
months after treatment was discontinued, the acne recurred
and required retreatment with isotretinoin, 20 mg/d, which
was ongoing at last follow-up with good response.

Case 2. A trans man in his 20s with no relevant dermatologic
history was referred for severe acne on his face and trunk and
seborrhea, all of which had appeared 6 months after he began
standard T treatment (testosterone undecanoate, 1000 mg ev-
ery 3 months). The patient had developed secondary male char-
acteristics, namely facial and body hair growth. His T levels
after starting hormonal treatment were 496 ng/dL.

He received treatment with isotretinoin, 20 mg/d, for 8
months with complete resolution of the acne but persistence
of scarring. Six months after discontinuation of treatment, he
presented with a new acne outbreak resistant to oral doxicy-
cline that required retreatment with isotretinoin (20 mg, 3
times a week), which was ongoing at last follow-up with good
response and tolerance.

Discussion | To our knowledge, only 2 studies have investi-
gated the effects of sex steroid treatment on the skin of trans
men.3,4 Wierckx et al3 concluded that most cases of
T-induced acne occurred within the first 6 months and sub-
sequently improved. However, our patients presented with
severe, isotretinoin-dependent acne even 1 year after begin-
ning hormonal treatment. We cannot explain the acne remis-
sion reported by Wierckx et al. They propose that it may be
due to acne treatments used by several of their patients, or
alternatively, it may indicate that initial acne lesions caused
by male T levels in born-female patients attenuate over
time.3 In our opinion, it is reasonable to think that if the
patient keeps receiving masculinizing doses of T, virilizing
characteristics such as acne will persist. The fact that con-
tinuous isotretinoin was required over the long term is not
surprising; isotretinoin seems to be effective while the
patient is taking it, but the acne recurs when the treatment is
discontinued, since the causative factor (excess T) is still
present.

In previous studies, most trans men developed only mild
acne, with mild or no scarring, suggesting that severe, long-
term skin adverse effects are rare in this population.3,4 How-
ever, our 2 patients developed severe inflammatory acne with
scarring, even with physiological male T levels. The goal of T
therapy is to ensure T levels within physiological male ranges
(320-1000 ng/dL5). Although one could argue that tapering the

T dose would improve the acne lesions, there is a wide inter-
individual variability in androgen effects. Wierckx et al3 dem-
onstrated that dermatological outcome was not related to in-
dividual serum T levels. We believe that personal susceptibility
plays a crucial role in the acne development after cross-sex hor-
mone therapy.

In conclusion, previous data support that severe skin prob-
lems are rare after long-term T treatments.3 However, we pre-
sent 2 cases of severe acne in trans men that required continu-
ous isotretinoin therapy. Special requirements of patients with
GID1 and their dermatological problems during sex hormone
treatment are important to address because of their potential
to disrupt the hormone treatment process.3
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Pott’s Puffy Tumor Caused by Chronic Sinusitis
Resulting in Sinocutaneous Fistula
Pott’s puffy tumor was reported first in 1760 as a forehead
swelling and frontal bone osteomyelitis in association with an
epidural abscess,1 one of the most dangerous complications
of frontal sinusitis.2 To our knowledge, however, only 2 cases
of Pott’s puffy tumor have been reported in the English der-
matologic literature.3,4 Herein, we report a case of Pott’s puffy
tumor caused by chronic sinusitis that resulted in a sinocuta-
neous fistula.

Report of a Case | An otherwise healthy 52-year-old Japanese
woman presented with a 2-year history of a swelling of her right
upper eyelid, which had discharged pus for the previous 10
months without any trauma to her head. She denied any symp-
toms, including fever, headache, or nasal discharge. Physical
examination revealed an immovable scarlike node, 11 × 7 mm,
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on her right upper eyelid discharging pus (Figure, A). Mag-
netic resonance imaging (MRI) showed a high signal on the T2-
weighted image and a ring enhancement on contrast-
enhanced MRI in the right frontal sinus without any abnormal
lesions in the orbital or intracranial tissue (Figure, B).

From these findings, we diagnosed a Pott’s puffy tumor
caused by chronic sinusitis that resulted in a sinocutaneous fis-
tula, and we referred her to the otorhinolaryngology (ORL) de-
partment. There, she underwent computed tomographic (CT)

imagingforboneevaluation,whichrevealedanopacificationand
expansion of the right frontal sinus with no bone destruction
(Figure, C). She underwent endoscopic sinus surgery and Killian
frontal sinus surgery and had a silicone frontal sinus stent placed
in the right nasofrontal duct. The histologic examination of the
sinus mucosa showed a mild inflammatory infiltrate and fibro-
sis with few eosinophils and no sign of malignancy (Figure, D and
E). At her last postoperative follow-up, the patient showed no re-
lapse of symptoms.

Discussion | Although the sequence of events is uncommon,
recurrent or chronic sinusitis can lead to periorbital or orbital
cellulitis, intracranial abscess or meningitis, Pott’s puffy
tumor, osteomyelitis, and cavernous sinus thrombosis.2 Per-
civall Pott first reported a case of a puffy, circumscribed,
indolent tumor of the scalp with a spontaneous separation
of the underlying pericranium from the skull.1,5 Currently, it
is defined as a localized forehead swelling with underlying
subperiosteal abscess formation and osteomyelitis of the
frontal bone.3,5 Symptoms include frontal scalp swelling,
headache, fever, nasal drainage, photophobia, and frontal
sinus tenderness.2 Pott’s puffy tumor is a complication of
frontal sinus disease or direct injury to the frontal bone.5

Singh et al6 noted that it was a sign of intracranial complica-
tions in 85% of 219 patients.6 Both CT and MRI of the head
are helpful to determine the presence of intracranial
complications.2,5 If there is an intracranial infection, prompt
neurosurgical intervention and paranasal sinus trephina-
tions combined with antibiotic therapy are required.2,5

In our case, it took approximately 2 years to make a cor-
rect diagnosis because the only symptom was swelling of the
right upper eyelid without fever or headache. Consequently,
the lesion made a sinocutaneous fistula with the drainage of
the pus from the right upper eyelid. The differential diagno-
sis includes furuncle, infected epidermal cyst, and, if the le-
sion is near the mouth, external dental fistula. Our case sug-
gested a relatively uncommon Pott’s puffy tumor as the
differential diagnosis, since the lesion developed on an up-
per eyelid.

In conclusion, Pott’s puffy tumor is a sign of a poten-
tially life-threatening infection of the frontal sinus, which
may be accompanied by intracranial invasion. We derma-
tologists should be aware of this pathological condition
when patients present with swelling of the upper eyelid or
forehead and perform MRI and/or CT promptly on any
patients suspected of having Pott’s puffy tumor to rule out
intracranial complications.
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Figure. Clinical, MRI, CT and Histologic Features of Pott’s Puffy Tumor
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A, The patient presented with an immovable scarlike node, 11 × 7 mm, on her
right upper eyelid, discharging pus. B, Magnetic resonance imaging (MRI)
revealed high signal on the T2-weighted image (left) and a ring enhancement on
contrast-enhanced MRI (right), suggesting an abscess in the right frontal sinus.
C, Computed tomographic (CT) imaging (left, axial section; right, coronal
section) showed an opacification on right frontal sinus, right ethmoid sinus, and
right maxillary sinus and expansion of the right frontal sinus and right ethmoid
sinus without any bone destruction. D, Histopathologic evaluation of sinus
mucosa samples revealed a mild inflammatory infiltrate with fibrosis
(hematoxylin-eosin, original magnification ×100). E, High-power magnification
of the lymphoplasmacytic infiltrate (hematoxylin-eosin, original magnification
×400).
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Cutaneous Disseminated Emmonsiosis
Due to Emmonsia pasteuriana in a Patient
With Cytomegalovirus Enteritis
Emmonsia pasteuriana is a newly emerging dimorphic fungal
pathogen first isolated in 1998 from a cutaneous dissemi-
nated infection in an Italian patient with human immunode-
ficiency virus (HIV) infection.1 In 2013, attention was drawn
to 13 cases of disseminated E pasteuriana infection in South
Africa.2 We present herein a case of cutaneous disseminated
E pasteuriana infection in a patient with cytomegalovirus
(CMV) enteritis in China.

Report of a Case | A woman in her 30s presented a 3-month his-
tory of scattered asymptomatic cutaneous nodules. Medical his-
tory was significant for urticaria of 8 years’ duration and diarrhea
of 14-months’ duration. She had received prednisone for 2 weeks
to treat urticaria before the onset of skin nodules. At the time of
presentation,shewasemaciatedandhadnootherknownchronic
medical conditions. She had not traveled recently but had had
contact with a domestic hamster 1 month before skin lesion on-
set. Physical examination revealed four 1- to 2-cm diameter nod-
uleswithcentralulcerationorthickadherentcrustontheleftside
of her face (Figure 1), left axilla, and bilateral forearms without
lymphadenopathy. Findings of the general physical examination
were normal.

Both skin lesion exudate smear and skin biopsy revealed
numerous yeast cells within histiocytes; the yeast cells were
rarely extracellular (Figure 2). Skin biopsy specimens yielded
a thermally dimorphic fungus; morphologic characteristics
and analysis by internal transcribed spacer sequence 5 DNA
sequencing (GenBank accession number: sysu2014.sqn
sysu2014 KP260922) identified it as E pasteuriana. Disk dif-
fusion antifungal susceptibility testing revealed that the iso-
lated fungus was sensitive to voriconazole, fluconazole, itra-
conazole, and amphotericin B. Fungal cultures of blood,
urine, and stool clinical specimens were negative. Capsule
endoscopy revealed ileal mucosa multiple hyperplasia and
ulceration. Intestinal biopsy and immunostaining results
were consistent with CMV enteritis; CD4+ and CD8+ lympho-
cyte counts were 570.96/mL and 287.92/mL, respectively.

Findings of chest radiography and HIV antibody and serum
immunoglobulin and complement C3 and C4 evaluation
were normal.

A 2-month regimen of oral voriconazole resolved the cu-
taneous nodules, but the diarrhea persisted. After treatment
was begun with intravenous ganciclovir, the diarrhea im-
proved significantly. There was no recurrence of skin erup-
tion or diarrhea during the 3-month follow-up.

Discussion | The Emmonsia genus contains 3 species: E parva,
E crescens, and E pasteuriana. The first 2 are adiaspiromyco-
sis pathogens in rodents and rarely in humans. In infected tis-
sues, they usually present with distinctive adiaspores.3 To our
knowledge, except for 1 case each from Italy1 and Spain,4,5

E pasteuriana infection has been limited to HIV-infected pa-
tients in South Africa.2 In the present case, negative HIV an-
tibody results and normal lymphocyte counts and humoral im-
munity were found, while HIV viral load and T-cell function
were not evaluated, which is a limitation of our report. The pa-
tient’s cachexia and malnutrition, presumed to be from CMV
colitis and recent prednisone treatment, likely contributed to
her immunosuppression.

Emmonsia pasteuriana is present in infected tissue as in-
trahistiocytic yeasts. It can be easily mistaken for other fun-
gal infections characterized by the presence of histiocytes with
phagocytosed yeast cells, eg, Histoplasma capsulatum and Peni-
cillium marneffei.

The E pasteuriana infection transmission route remains
elusive. Our patient developed cutaneous nodules 1 month af-
ter close contact with her hamster, and a successful experi-
mental animal model of E pasteuriana infection was con-
structed only when hamsters were infected via intratesticular
innoculation,6 suggesting that contact with hamsters could be
an E pasteuriana infection risk factor.

The skin is the most commonly involved organ in E pas-
teuriana infection.2 Our patient presented only 4 discrete cu-
taneous nodules, and E pasteuriana was only isolated from skin
biopsy specimens. This implies that direct inoculation of E pas-
teuriana could have caused the cutaneous nodules.

Figure 1. Cutaneous Manifestation of Emmonsia pasteuriana Infection

Facial emmonsiosis lesion. Crusted nodule at the left corner of mouth.
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