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Dermatofibrosarcoma protuberans (DFSP) is a 
rare soft tissue tumor that involves the dermis, 
subcutaneous fat, and in rare cases, muscle and 
fascia. The peak age is between 25-45 years old 
with characteristic lesions in the shoulder and 
pelvic area. Most often, as with our case, patients 
will present with a long history of slowly 
progressing indurating dermal nodules or 
plaques. It is common for patients to have local 
recurrence, but rare to have distant metastasis. 
The treatment is surgical removal, ideally with 
Mohs micrographic surgery that ensures 
complete margin control. Chemotherapy with 
imatinib mesylate can be used for recurrent, 
unresectable and metastatic cases. Since local 
recurrence is common, close clinical follow up is 
important. The risk of recurrence is highest in the 
first 3 years after treatment.

A 67 year-old gentleman with a past medical history significant for chronic right chest wall keloids presented to 
the ED with a one day history of fever (Tmax 102F) and groin pain associated with subjective chills. He denied 
any urinary, respiratory, or GI symptoms. He denied history of intravenous drug use. On physical exam, he was 
mildly ill-appearing with an unremarkable cardiopulmonary exam. He had positive suprapubic tenderness, and 
multiple lobulated, firm, tender, irregular nodules with surrounding erythema along his right chest wall with no 
other open skin lesions or wounds. 

Labs were significant for WBC 19, unremarkable BMP, and normal lactate at 1.6. CT abdomen/pelvis showed 
enlarged prostate with evidence of prostatitis. He was started on Vancomycin and Cefepime. His blood cultures 
grew MRSA in 4/4 bottles. He had an unremarkable transthoracic echocardiogram and a transesophageal 
echocardiogram that showed no echocardiographic evidence of endocarditis. 

It was suspected that his chronic right keloids were the source of his bacteremia and dermatology was 
consulted. He had a shoulder MRI (figure 2) which showed multiple cutaneous nodules on the anterior and 
superior right shoulder. He had a shoulder punch biopsy with findings that were positive for CD34, focally 
reactive for CD68, and negative for AE1/AE3 and SOX-10, overall with features consistent with 
dermatofibrosarcoma protuberans. Wound culture grew MRSA.

He was discharged with a prolonged course of Daptomycin for persistent bacteremia with close follow up with 
Dermatologic surgery for Mohs micrographic surgery with reconstruction.

Our case presents a dermatologic malignancy 
that was diagnosed in the setting of MRSA 
bacteremia. MRSA infections are one of the 
leading causes of hospital-acquired infections 
and are associated with increased morbidity, 
mortality, and length of stay. Our patient 
presented with community-acquired MRSA with 
suspected source due to his chronic right anterior 
chest wall skin wounds. Commonly associated 
risk factors for MRSA infection include prolonged 
hospitalization, intensive care admission, recent 
hospitalization, recent antibiotic use, invasive 
procedures, HIV infection, and open wounds.

This case highlights the importance of obtaining a 
thorough history, physical exam, and working up 
chronic conditions of unknown etiology. Our 
patient had identified his skin lesions as “keloids” 
for years, likely leading to a delay in diagnosis. 
This diagnosis might not have been questioned 
during previous interfaces with the health care 
system due to the chronic nature of the disease 
and perhaps because of diagnostic momentum. 
Due to poor access to health care resources, the 
patient has had limited ability to follow up in an 
ambulatory setting. Ultimately, signs of 
bacteremia and hematogenous spread of 
infection triggered a reconsideration of his keloid 
diagnosis. This case exemplifies how indolent 
disease courses combined with disjointed 
medical care and a patient’s social determinants 
of health can contribute to accurate diagnoses 
and treatments.
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Introduction

Figure 1: Right anterior chest wall skin lesion

Figure 2: MRI Right Shoulder wo Contrast showing multiple 
cutaneous nodules on the anterior and superior right shoulder, 
consistent with known diagnosis of dermatofibrosarcoma 
protuberans. 

WBC 19 10*3/uL
Hb 12 g/dL
Plt 215 10*3/uL
Lactate 1.6 mmol/L
Cr 0.89 mg/d
UA 1+ blood
Blood Cultures MRSA+
Wound Cultures MRSA+
CTAP with IV Contrast enlarged prostate, 

consider prostatitis
Echocardiogram No endocarditis seen, 

grossly normal vales, 
normal LV systolic 

function

Vital Signs
T 102.3 HR 99 RR 18 BP 110/70 
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