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Introduction

Ecthyma gangrenosum is a rare cutaneous infection, most com-
monly caused by the Gram-negative bacterium Pseudomonas aer-
uginosa (1, 2). It typically starts with an erythematous or purpuric 
macule and rapidly develops into a hemorrhagic bulla or pustule 
surrounded by a narrow pink to violaceous halo. Then it ruptures 
to become a round ulcer with a necrotic black or a gunmetal-gray 
scab surrounded by erythema (2). The hemorrhagic nature of the 
infection is a consequence of the invasion of venules by the bacte-
ria resulting in secondary thrombosis of arterioles (3). Lesions are 
usually located on the buttocks and lower extremities, and in the 
anogenital or axillary region. Major dermatology textbooks state 
that ecthyma gangrenosum occurs in severely ill and debilitated 
persons, immunosuppressed patients, and cancer patients with 
underlying sepsis or bacteremia (1, 2).

Here we present a clinical scenario of connubial or consort 
ecthyma gangrenosum in an otherwise healthy couple not de-
scribed previously.

Case report

A 49-year-old woman and her 53-year-old partner came to our der-
matology center for an extremely painful red and ulcerated plaque 
on their thighs. The lesions appeared in both of them roughly si-
multaneously 2 to 3 weeks prior to presentation as a small reddish 
macule that evolved into a hemorrhagic bulla that ruptured and 
transformed into an enlarging ulcer. They were otherwise healthy, 
active, taking no medications, and had not recently traveled 
abroad or visited public pools or spas. On examination, there was 
an erythematous indurated plaque 3 cm wide with ulcers 1.5 and 
2 cm wide covered with an adherent black-gray eschar (Figure 1). 
The ulcer base and periphery were exquisitely painful on palpa-
tion. Interestingly, the lesions arose on her right thigh and his 
left thigh approximately corresponding to sites of tight contact of 
their thighs. Regional lymph nodes were not enlarged. They were 
afebrile and, apart from the local pain and enlarging ulcers, there 
were no other symptoms. We explained the probable nature of 
the lesions to them and ordered ulcer swabs, blood cultures, and
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Figure 1 | Tender erythematous plaques on the thighs with the central ulceration covered with a black-grayish eschar: a) on the right thigh of the woman, and b) 
on the left thigh of her male partner.
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complete blood cell counts. However, they declined to have the 
suggested tests and their general practitioner prescribed them 
oral ciprofloxacin and mupirocin ointment. In a few days the 
scabs fell off and the ulcers began to heal. The lesions completely 
healed with atrophic scarring 2 weeks later.

Discussion

A recent comprehensive literature review showed that, although 
ecthyma gangrenosum is generally caused by P. aeruginosa, in 
26% of patients other bacteria (other strains of Pseudomonas, 
Aeromonas, Escherichia, Klebsiella, Citrobacter, Staphylococcus, 
etc.) and fungi were found as the responsible agent (4). Sepsis 
was documented in less than half of patients described in the lit-
erature. Roughly 40% of patients diagnosed with ecthyma gan-
grenosum caused by various bacteria were immunocompetent 
without any underlying disease; the exception is cases caused by 
fungi, in which the majority of those affected were immunocom-
promised (4).

Our patients’ case is interesting in several respects. They were 
completely healthy and without any systemic signs of infection. The 
lesions appeared precisely at the sites where their thighs made 

tight contact, resembling cutaneous “kissing ulcers”: a pair of 
ulcers usually caused by an infectious agent in which a second 
ulcer develops due to spread of the agent by autoinoculation onto 
the contacting, usually contralateral, skin surface (e.g., chancroid 
ulcers on the labia) (5). In this special case, reminiscent of con-
nubial contact allergic or irritant dermatitis (6, 7), the ecthyma 
gangrenosum lesions appeared on the “mirrored” skin surfaces of 
two partners, strongly suggesting a direct contact route of infec-
tion. Hence, the ulcers may be dubbed “consort kissing ulcers.”

Unfortunately, our patients declined to have them sampled for 
possible infectious agents. However, the history, clinical picture, 
and response to antibiotic therapy was convincing enough to ex-
clude other similar conditions frequently cited in the literature: 
warfarin-induced skin necrosis, calciphylaxis, septic emboli, dis-
seminated intravascular coagulation, necrotizing vasculitides, 
pyoderma gangrenosum, necrosis secondary to the use of vasoac-
tive drugs, and so on (4).

In sum, the diagnosis of ecthyma gangrenosum should also be 
considered in healthy subjects without signs of systemic infec-
tion, and may be transferred by direct skin-to-skin contact, some-
times producing a clinical picture of “kissing ulcers.”
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