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Typical Evolution of a Cutaneous
Anthrax Lesion
Cansu Çimen
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ABSTRACT
An illustrated case of cutaneous anthrax acquired in eastern Turkey was described in this
report. A 56-year-old female patient applied to the infectious diseases outpatient clinic
with a painless, dark-colored swelling over her right middle finger accompanied by edema
extending to the right hand. Typical disease course of a cutaneous anthrax lesion evolved
in a few days. This case report was presented in order to help clinicians to recognize the
different stages of the disease in clinical practice.
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A

nthrax is a zoonotic infection mainly affecting herbivores and caused by Bacillus anthracis. Humans can contract the disease after direct or indirect exposure to animals or animal products (1). Human-to -human transmission has
never been reported (2). Worldwide, most of the cases are among persons who come in
contact with animals in agricultural regions of south and central America, sub-Saharan Africa, central and southwestern Asia, and southern and eastern Europe (3,4). Besides, anthrax is still an endemic disease in Turkey (5). Depending on the inoculation
site; cutaneous, gastrointestinal or respiratory anthrax may develop. Cutaneous anthrax accounts for more than 95% of all human cases worldwide (1,2,4,5), and mostly
seen in the hand, arm, head, or neck, yet this depends on the exposed area (6). The
incubation period was noted to be from 1 to 19 days, but usually is between 2 and 9
days (5,7,8) . Initiation of appropriate therapy prevents systemic disease but does not
alter the evolution of the cutaneous lesion (9). Thus, it is important to accurately diagnose cutaneous anthrax based on the history of the patient and the characteristics
of the skin lesions (1).

In this report, we present an illustrated case of cutaneous anthrax acquired in eastern
Turkey.
CASE PRESENTATION
A 56-year-old female patient applied in July 2018 to the infectious diseases outpatient
clinic of Ardahan State Hospital with a painless, dark- coloured swelling over her right
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Figure 1. Anthrax lesion at the day of presentation (a) top view, (b) lateral view
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Figure 2. Anthrax lesion on the third day of treatment (a) top view, (b) lateral view
middle finger accompanied by oedema extending
to the right hand (Figure 1a and 1b).
As a farmer, she had noticed the sudden death
of several sheep; therefore, she cut their mutton.
Three days later, the first lesion appeared. The patient described the initial lesion as a small papule,
which expanded over two days and ended with a
swollen hand. Despite its violaceous view, the lesion was remarkably painless.
On physical examination; she was afebrile, hemodynamically stable, and there was no neurovascular
or orthopaedic injury. She had a tender epitrochlear
lymph node of about 3 cm in diameter. The laboratory examination was regular. After puncture of
the lesion, a Gram’s stain and culture tests were
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performed on the aspiration material. Gram-positive, endospore-forming-rods were observed. The
patient was started on amoxicillin-clavulanic acid
3gr/day. Three days after the start of the treatment,
the swelling had decreased (Figure 2a and 2b).
After ten days of treatment, a typical anthrax eschar with a sharp-edged, black ulcer in the middle of the wound appeared, and the antibiotic was
stopped (Figure 3).
DISCUSSION AND CONCLUSION
This case demonstrates the typical disease course of
a cutaneous anthrax lesion. It is helpful to clinicians,
as the diagnosis mainly depends on clinical features.
A cutaneous anthrax lesion usually begins with itch-
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ing at the site of entry. Subsequently, small, painless
papule emerges. This papule quickly enlarges and
develops a central vesicle, surrounded by oedema.
In a couple of days, the vesicle fluid becomes darker.
The wound turns into a necrotic ulcer, followed by
a depressed painless eschar. Swollen and painful regional lymph nodes and lymphangitis often accompany this lesion (5,10,11). The differential diagnosis
of cutaneous anthrax includes a wide range of infectious diseases: erysipelas, cat-scratch disease, cutaneous plague, ulceroglanduler tularemia, clostridial
infection, orf, vaccinia and cowpox, leishmaniasis,
ecthyma gangrenosum, blastomycosis, sporotrichosis or herpetic withlow. However, these infections
lack the characteristic oedema of anthrax (1,7).
The fatality rate of cutaneous anthrax among humans is <1% with adequate treatment, but the rate
could increase by up to 20% in the case of late diagnosis and treatment (4). Oedema associated tracheal compression, severe oedema and shock may
develop as a complication (4,7).
Anthrax is an endemic disease, particularly in eastern and southeastern Turkey, where animal hus-
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Figure 3. A typical anthrax eschar
bandry and farming are common. The cutaneous
form of the disease is diagnosed based on a history
of contact with animals or animal products in an
endemic region and the presence of a violaceous
but painless skin lesion on an edematic background.
Considering anthrax in the differential diagnosis is
crucial for the prompt and appropriate treatment.
This case report may help clinicians to recognize the
different stages of the disease in clinical practice.
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