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B GENERAL NOTES;

1. Normal skin flora consists of coagulase-negative Staphylococcus,
Corynebacterium, diphtheroids and a-haemolytic Streptococci in the
epidermis, and Propionibacterium in the pilosebaceous unit.

Synergistic microbial invasion is frequently presentin cutaneous wounds

3. Many cutaneous infections start as an isolated lesion that then spreads to
involve the surrounding previously uninvolved skin.

4. When taking swabs to diagnose superficial skin infections they should be
moistened in the transport media before contact with the skin and each
surface of the swab should be rotated on the infected skin surface.

5. Nasal swabs may identify Staphylococcus aureus carriers who can suffer
from recurrent infections because of bacterial shedding from the nose.

6. PVL-positive S.aureus is highly virulent and highly transmissible. Patients
with PVL-positive S. aureus often present with multiple/recurrent boils not
settling with short courses of flucloxacillin.

7. If you suspect mycobacterial infections, take a skin biopsy for culture and
PCR.

8. General approach to management:

N

[[ Antiseptic skin washes: chlorhexidine hydrochloride, Potassium permangaonate
soaks or diluted bleach (particularly on the lower legs), Betadineg, iodine, or eosin
>> Topical antibiotics (treat mild localized infections): Fusidic acid,neomycin, or
polymyxins ((Prolonged exposure to topical antibiotics leads to the selection of
resistant organisms and rarely contact dermatitis (neomycin most commonly))) >>
Systemic antibiotics are needed for more extensive cutaneous bacterial
infections: Staphylococcal cover (e.g: flucloxacillin, macrolides, coamoxiclav),
MRSA cover (e.g: vancomycin, daptomycin), Streptococcal cover (e.g: penicillin V,
flucloxacillin, macrolides, coamoxiclay, vancomycin, levofloxacin)]]

9. Mycobacterial diseases:

A. TBin the skin usually occurs as a secondary manifestation of disease with
its primary focus in the respiratory tract. The most common manifestation
is lupus vulgaris, which usually presents on the head and neck. Lesions
appear as slowly growing well-demarcated red-brown papules that
coalesce to form indolent plaques of a gelatinous nature: the so-called
‘apple-jelly nodules'.

B. Allergic-type hypersensitivity reactions called tuberculids can occur in the
skin of patients with underlying TB. Tuberculids include erythema



induratum (Bazin's disease), where patients present with tender nodules
and plaques that ulcerate and heal with scarring on the lower legs.

. Mycobacterium marinum or ‘fish tank’ or ‘swimming pool granuloma’
usually occurs because of contact with infected tropical fish or
contaminated water. The hand or fingers are most frequently affected;
initially, a single warty nodular and occasionally pustular lesion appears
with subsequent sporotricoid spread along local lymphatics, forming a
chain of nodules (Figure 13.14). Patients should be treated with oral
clarithromycin for several months.



