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INTRODUCTION

Mycetomas are chronic infections responsible for 
inflammatory pseudo-tumor lesions due to fungal agents 
(eumycetomas) or aerobic bacteria (actinomycetomas). 
They evolve slowly. In addition to developing at the 
subcutaneous level, they may affect the bone structure, 
complicating management. Eighty percent of cases are 
located on the foot, thus known as Madura’s foot [1,2].

CASE REPORT

A 53-year-old day laborer with the concept of walking 
barefoot as an antecedent was traumatized eleven 
years earlier by a sharp object at the level of the sole of 
his left foot, causing a wound, for which he was given 
undocumented local treatment without success. Four 
years later, a swelling of the foot gradually increased in 
size. He sought the trauma department, which performed 
MRI and an initial bone biopsy revealing subacute 
osteitis. He was given antibiotics. In response to the 
persistent nature of the disease and the disabling clinical 
worsening, as well as the appearance of new lesions, the 
patient sought multiple consultations at the traumatology 
department before being referred for additional care to 
our training. An examination preceding admission found 

that the patient was in good general condition yet had 
inflammatory pain in the left lower extremity responsible 
for lameness, with a pseudo-tumor swelling of the left 
foot, polyfistulized (Fig. 1a), dotted with multiple 
yellowish and reddish papules (Fig. 1b), and emitting pus 
and small, yellowish-white grains (Fig. 1c) associated with 
a painless mass under the skin of the ipsilateral leg. A long 
anatomopathological examination performed on a local 
sample from the foot led to the diagnosis of eumycetoma 
with positive PAS staining. A radiological assessment 
consisted of standard X-ray of the foot, an ultrasound 
of the lymph node areas objectifying bilateral inguinal 
and iliac lymph node formations, and MRI of the foot 
highlighting a bony extension of the lesions with multiple 
lacunae affecting all bony structures of the foot and leg, 
with infiltrations of the subcutaneous tissues, creating 
a point-in-the-circle appearance (Figs. 2a and 2b). MRI 
of the left leg showed an 8 cm mycetoma pedicle. The 
therapeutic decision was to perform a left trans-femoral 
amputation and to administer an antifungal. The patient 
unfortunately refused any treatment.

DISCUSSION

Mycetomas are indolent and deforming inflammatory 
pseudotumors often polyfistulized due to fungi 
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(eumycetoma) or aerobic bacteria (actinomycetoma) [1]. 
It most commonly affects young, male subjects engaged 
in manual labor, such as farmers and breeders in humid 
tropical climates [2].

Sixty percent of cases in the literature indicated 
anterior trauma. In general, the preferred site is the 
foot [3], as was the case in our patient. Nevertheless, 
various extrapodal locations have been described in the 
literature, including the trunk, hands, and knees [2,4].

Initially, eumycetoma manifests as a firm and painless 
subcutaneous nodule that evolves into an infiltration 
with fistulizations, from which intermittent pus 
and black or yellowish-white grains appear. It is 
essential to have an accurate biological diagnosis in 
order to confirm the diagnosis and guide treatment. 
The procedure is divided into several stages: direct 
examination and culture of the grains when these are 
emitted, followed by a biopsy and anatomical pathology 
examination [1,5].

Generally, mycetomas spread superficially, as well 
as in depth, gradually engulfing the surrounding 
tissues, particularly the bones and joints [5-7]. It 
is common for them to develop slowly and remain 
painless for a number of months, even years once 
they have appeared [8,9], which explains the delayed 
consultations [10,11].

The extent of the pathogenesis must be documented 
immediately after diagnosis. Plain radiographs 
may show non-specific lesions (geodes, reactive 
osteosclerosis), ultrasound or MRI may identify the 
mycelium by its characteristic morphology: single or 
multiple small grains appearing on hyperechoic images 
with posterior shadow cones confirming the context 
of a point in a circle that is pathognomonic [12-14]. 
The treatment of fungal infections depends on their 
etiology. Although there is no established consensus, 
treatment should be continued over a long period 
of time [15]. Eumycetoma is usually treated with 
the antifungal drugs itraconazole, amphotericin B, 
voriconazole, and terbinafine for a prolonged period 
of 12 to 15 months. Surgery remains the solution of 
choice for initial lesions and is strongly indicated in 
cases of bone lysis [1,10]. Lymph nodes are a route for 
the spread of pathogens with the possibility of inguinal 
localization [16,17]. There are no satisfactory criteria to 
confirm healing. The risk of postoperative recurrence 
is always present. Only long-term monitoring over 
several years may confirm the cure. In this case, the 
treatment should be continued at a reduced dose for 
several months [18]. Prevention is of great interest. 
It consists of wearing protective shoes, thoroughly 
and systematically disinfecting wounds, and avoiding 
injuries, especially thorns [16].

Figure 1: (a) Pseudo-tumor swelling of the left foot polyfistulized with an under-skin mass on the leg. (b) Multiple yellowish and reddish papules. 
(c) Pseudo-tumor emitting pus and small, yellowish-white grains.
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Figure 2: MRI of (a) the foot and (b) the leg highlighting a bony extension 
of the lesions with multiple lacunae, creating a point-in-the-circle 
appearance.
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CONCLUSION

Fungal mycetomas are rare and recurring infections 
that may make them difficult to recognize. Treatment 
depends on the pathogen and the extent of the lesion. 
Immediate and early treatment is indicated to improve 
prognosis and avoid disabling sequelae.

Consent

The examination of the patient was conducted according to the 
principles of the Declaration of Helsinki.

The authors certify that they have obtained all appropriate patient 
consent forms, in which the patients gave their consent for images 
and other clinical information to be included in the journal. The 
patients understand that their names and initials will not be 
published and due effort will be made to conceal their identity, 
but that anonymity cannot be guaranteed.
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