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Case Synopsis
A 95- year-old woman presented with a mildly 
pruritic rash on her right arm for 2-3 weeks prior 
to presentation. She had been seen by her family 
physician and given two weeks of clarithromycin with 
minimal improvement. On physical examination, 
multiple hyperkeratotic papules, nodules, and 
pustules coalescing into plaque were noted over a 
large portion of the patient’s right extensor forearm 
(Figure 1). Her social, family, and surgical history were 
non-contributory. No recent trauma was reported, 
though the patient had recalled working in her 
garden. The patient was otherwise healthy, except 
for long standing hypertension, hyperlipidemia, and 
hypothyroidism, all of which were well controlled 
on medication. A shave biopsy was performed, as 
well as tissue cultures. Histopathology revealed 
pseudoepitheliomatous epidermal hyperplasia, with 

suppurative and granulomatous inflammation of 
the dermis, which suggested an infectious etiology. 
Mycobacterial culture ultimately came back positive 
for Mycobacterium chelonae and fortuitum. Bacterial 
culture and stain were negative, as were the fungal 
culture, acid fast stain, and Actinomyces spp culture. 
Owing to the confirmed presence of Mycobacterium 
chelonae over such a widespread area, multiple 
diagnostic tests were performed to rule out systemic 
involvement, or an immunocompromised state. 
Basic metabolic panel, complete blood count, HIV 
antibody screen, chest X-ray, and soft tissue X-ray 
of the patient’s right arm were all negative. Though 
prescribed oral clarithromycin and minocycline, 
because of stomach upset, the patient was unable 
to comply or complete therapy any longer than 1-2 
weeks. However, approximately eight months after 
initial presentation, and despite senescent immunity, 
clinical clearance was observed.

Abstract

We present an interesting case of cutaneous 
Mycobacterium chelonae in a 95-year-old woman. 
The lesion in question was localized to her right 
arm; subsequent biopsy and culture studies were 
consistent with a mycobacterial infection. Historically, 
these infections are treated based on the immunologic 
state of the patient. In this case, taking into account 
the age of our otherwise immunocompetent patient, 
a course of oral antibiotics was initiated. The patient 
was unable to tolerate any oral regimens for longer 
than several weeks. Remarkably, even in the absence 
of recommended antibiotic therapy, the lesion 
clinically cleared over a course of 8 months. Figure 1. Multiple hyperkeratotic papules, nodules, and pustules 

coalescing into plaque on the right extensor forearm.
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Discussion
The organisms of the Mycobacterium fortuitum 
and Mycobacterium chelonae/abscessus group are 
considered rapid-growing mycobacteria. They are 
named for their relatively accelerated in vitro growth 
time as compared to other species of mycobacteria, 
typically appearing within seven days [1]. These 
organisms have been isolated from a diverse 
array of environments, from city water supplies to 
nail salon foot baths [2,3,4]. However, despite its 
prevalence, it is not completely understood what 
exactly determines virulence. Infection is seen in 
both immunocompetent and immunocompromised 
hosts. Trauma plays an important role. Infection 
secondary to direct inoculation, such as simple cuts 
from household bottle openers are important in 
introducing the organism. Cosmetic procedures, 
such as liposuction, breast reconstruction, and 
Botox® and filler injections, have all been reported to 
introduce infection [5,6,7,8]. Clinicians should also be 
aware that surgical laparoscopic sites, insertion sites 
for peritoneal dialysis catheters, and Hickman lines 
have also been implicated. Therefore, asking patients 
about any recent invasive procedures is important 
[9,10]. Clusters of cases are also common and these 
include: patients from nail salons following pedicures/
foot bath use, patrons from tattoo salons following 
use of contaminated tattoo ink, and patients after 
bronchoscopy using a contaminated cleaning water 
reservoir [2,5,11]. Therapeutic use of biologics may 
also be considered a risk factor, as infection has also 
been associated with the use of adalimumab in one 
patient [12].

Cutaneous manifestations are extremely diverse and 
clinicians must remember to keep these organisms 
in mind when forming their differential diagnosis. 
Although solitary, self-healing papules are most 
common, ulcerations, subcutaneous nodules, 
cellulitis, and abscesses are all possible presentations. 
Involvement of other organ systems can also occur, 
making a good review of systems essential when 
considering mycobacterial infection. Keratitis, corneal 
ulcers (secondary to LASIK procedures), endocarditis, 
pneumonia, and peritonitis have all been reported 
[1]. Histopathology examination can certainly offer 
clues to an infectious etiology, but tissue culture and 
appropriate stains are essential to rule in/rule out a 
diagnosis of rapid growing mycobacterium. Whereas 

tissue culture is most commonly used to identify 
these species and provide susceptibilities, RNA 
probes and PCR-based techniques are also available 
[13].

Treatment is guided by the patient’s immune status, 
as well as extent of disease. In a patient like ours’ 
with localized cutaneous disease, six months of 
clarithromycin is the treatment of choice [1,6,14]. 
Based on susceptibilities, or in severe cases, double 
coverage may be warranted. Surgical approaches 
have also been successful in those cases which did not 
clear with oral therapies [14]. Although spontaneous 
clearing can occur, greater success is achieved 
with antibiotic treatment and is recommended. 
It is interesting that given our patient’s senescent 
immunity, large area of involvement, and inability 
to adhere to therapy, spontaneous clearing was still 
observed.

References
1.	 Kennedy BS; Bedard B; Younge M. Outbreak of Mycobacterium 

chelonae infection associated with tattoo ink. N Engl J Med 2012 
Sep 13; Vol. 367 (11), pp. 1020-4. Date of Electronic Publication: 
2012 Aug 22. [PMID: 22913660]

2.	 Lee WJ; Kang SM; Sung H. Non-tuberculous mycobacterial 
infections of the skin: a retrospective study of 29 cases. J Dermatol 
2010 Nov; Vol. 37 (11), pp. 965-72. Date of Electronic Publication: 
2010 Sep 06. [PMID: 21039785]

3.	 De Groote, Mary, and Gwen Huitt. Infections Due to Rapidly 
Growing Mycobacteria. Clin Infect Dis 2006. Vol. 42 (12), pp. 1756-
1763. [PMID: 16705584]

4.	 Griffith, David E., and Richard J. Wallace. Rapidly Growing 
Mycobacterial Infection in HIV-negative Patients. In: UpToDate, 
Rose, BD (Ed), UpToDate, Waltham, MA, 2005.

5.	 Sniezak PJ, Graham BS, Busch HB, et al. Rapidly growing 
mycobacterial infections after pedicures. Arch Dermatol 2003; 
139:629-634 [PMID: 12756100]

6.	 Gubler JG, Salfinger M, von Graevenitz A. Pseudoepidemic 
of nontuberculous mycobacteria due to a contaminated 
bronchoscope cleaning machine. Report of an outbreak and review 
of the literature. Chest 1992; 101:1245-1249 [PMID: 1582279]

7.	 Dessy LA, Mazzocchi M, Fioramonti P, Scuderi N. Conservative 
management of local Mycobacterium chelonae infection after 
combined liposuction and lipofilling. Aesth Plast Surg 2006; 30:717-
722. [PMID: 17093877]

8.	 Brickman M, Parsa AA, Parsa FD. Mycobacterium cheloneae 
infection after breast augmentation. Aesth Plast Surg 2005; 29:116-
118 [PMID: 15759095]

9.	 Rajini M, Prasad SR, Reddy RR, et al. Postoperative infection of 
laparoscopic surgery wound due to Mycobacterium chelonae Ind. 
J Med Microbiol 2007; 25:163-165. [PMID: 17582193]

10.	 Lee KF, Chen HH, Wu CJ. Mycobacterium chelonae peritonitis in 
a patient on peritoneal dialysis. Renal Failure 2008; 30:335-338. 
[PMID: 18350455]

11.	 Khan IU, Selvaraju SB, Yadav JS. Method for rapid identification 
and differentiation of the species of the Mycobacterium chelonae 
complex based on 16S-23S rRNA gene internal transcribed spacer 



Volume 23 Number 2 | February 2017 
DOJ 23 (2): 17

- 3 - 

Dermatology Online Journal  ||  Letter

PCR-restriction analysis. J Clin Microbiol 2005; 43:4466-4472. [PMID: 
16145093]

12.	 Santos R, Oliveira F, Fernandes J, et al. Detection and identification 
of mycobacteria in the Lisbon water distribution system. Water Sci 
Technol 2005; 52:177-180. [PMID: 16312965]

13.	 Vaerewijck MJ, Huys G, Palomino JC, et al. Mycobacteria in drinking 
water distribution systems: ecology and significance for human 
health. FEMS Microbiol Revs 2005; 29:911-934. [PMID: 16219512]

14.	 Diaz F, Urkijo JC, Mendoza F, et al. Mycobacterium chelonae 
infection associated with adalimumab therapy. Scand J Rheumatol 
2008; 37:159-160 [PMID: 18415777]




