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Abstract

Environmental mycobacteria are the
causative factors of an increasing number of
infections worldwide. Cutaneous infections as a
result of such mycobacteria are often misdiag-
nosed, and their treatment is difficult since they
can show in vivo and in vitro multidrug resist-
ance. Absence of pathognomonic clinical signs
and variable histological findings often delay
diagnosis. We report a case of localized recur-
rent soft tissue swelling by Mycobacterium mar-
inum in 2 members of the same family. The
cases are being reported for their uncommon
clinical presentation and the associated etiolog-
ical agent. Patients recovered completely follow-
ing therapy with rifampicin 600 mg plus isoni-
azide 300 mg daily for 45 days.

Introduction

Skin and soft tissue infections caused by
non-tuberculous mycobacteria (NTM), which
used to be considered unusual, have become
more frequent in recent times.' Atypical
mycobacteria are environmental saprophytes,
which may occasionally enter human skin
through injuries and cause localized infection.
Papules, nodules, plaques, ulcers and panni-
culitis-like lesions are common manifesta-
tions.>® Disseminated infection occurs in
immunocompromised patients. This kind of
cutaneous infection is not frequently seen in
humans and its diagnosis can be missed
unless there is a strong clinical suspicion cou-
pled with microbiological confirmation.

Case Reports

A 52-year old healthy upper middle class,
Italian male and his 21-year old daughter pre-
sented in May 2008 with a history of swelling on
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of the father’s face and neck, and on the daugh-
ter’s buttocks and legs. The swellings had start-
ed approximately three months previously, had
gradually increased in size, associated with
moderate pain. They were of insidious onset
without any preceding history of trauma or
infection. Both subjects reported that they were
swimmers and that they used to travel to Egypt
in the summer. On physical examination, the
daughter had purple indurated subcutaneous
nodules and plaques were observed on her right
buttock. The father had subcutaneous granulo-
mas on the lateral left side of his neck that had
also ulcerated (Figure 1). Both patients report-
ed intermittent discharge from the lesions and
associated local non-tender lymphadenitis.
There was a local rise of temperature without
fever. Systemic examination of patients did not
reveal any abnormality. Diagnostic aspiration
from the swelling had been performed approxi-
mately 20 days previously after which the
swelling had subsided. The cytological findings
of the aspirate were inconclusive and the
swelling recurred within the following few days
which led to the patients returning for a repeat
evaluation. Laboratory evaluation, including
WBC count, chain protein reaction (CPR) and
Antistreptolysin O titre (AS(L)O titre (ASOT),
showed no increase in values. Rheumatoid fac-
tor and HIV (performed with patient consent)
were negative. Liver, renal function tests and a
chest X-ray were within normal limits. Needle
aspiration from the swelling was repeated and
subjected to cytological and microbiological eval-
uations which showed cream colonies that
turned yellow when exposed to light. A repeated
skin biopsy specimen of the abscess wall showed
an acute-on-chronic infection with edematous
granulation tissue and some foreign-body giant
cells. A focus of caseation necrosis was also
noted. A Ziehl-Neelson stain showed acid fast
bacilli in the necrotizing granuloma. Molecular
diagnosis can identify species of mycobacteria
polymerase chain reaction-restriction fragment
of the hsp65 gene. After eight weeks, the culture
grew Mycobacterium marinum. Patients were
treated successfully with rifampicin 600 mg plus
isoniazid 300 mg. After two months of treatment,
the lesions healed completely. At 1-year follow
up, there was no recurrence of the disease.
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Discussion

Mycobacterium has 95 well-characterized
species.’ Two well-known species, M. tubercu-
losis and M. leprae, have been known for cen-
turies to cause immense human suffering. The
pathogenic potential of most other mycobacte-
ria, present in the environment as sapro-
phytes, has been recognized since the begin-
ning of the 20" century. Mycobacterium mar-
inum belongs to Runyon Group 1 photochro-
mogenic non-tuberculous mycobacteria. It is a
waterborne mycobacterium that commonly
infects fish and amphibians all over the world.?

Infection in humans occasionally occur,
especially in a country like Italy. Categories at
risk are home-aquarium enthusiasts, swim-
mers, aquarium staff, marine-life handlers,
anglers, and oyster workers. In most cases,
they present as a granulomatous infection
localized in the skin, typically following minor
trauma and other surgical procedures. The
usual presentation is trauma to the skin in
non-chlorinated water or salt water, and after

Figure 1. (A)
Painful ulcerat-
ed nodules on
the neck. (B) A
painful abscess
with associated
erythema and
edema of the
right buttock.
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about two weeks of inoculation it will develop
into a localized papulonodular lesion which
eventually ulcerates. The clinical syndrome is
variable, the pathology is non-specific and cul-
ture is needed for definite diagnosis. Infections
sometimes heal spontaneously, but drug treat-
ment is usually necessary for several months in
order to cure the infection. Treatment is often
delayed because of lack of diagnostic suspicion
or cost. Today, it remains an important differ-
ential diagnosis for papulonodular lesion which
eventually ulcerates. Skin disorders are com-
mon in travelers. Knowledge of the relative fre-
quency of post-travel related skin disorders,
including their geographical and demographic
risk factors, will allow for effective pre-travel
counseling, as well as improve post-travel diag-
nosis and therapeutic intervention. In our
patients, suspicion was aroused because they
were swimmers who used to travel to Egypt dur-
ing the summer and had reported contact with
aquatic animals, although they could not recall
how many months after the trip the lesions
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appeared. Clinicians seeing patients post-trav-
el should be alert to travel-related skin dis-
eases.’ To prevent and manage skin-related
morbidity during travel, international travelers
should avoid direct contact with sand, soil, and
aquatic animals. Sometimes lesions are aspe-
cific and appear many months later so it is
important to keep record of any traveling and
seek immediate medical care.

With the increased numbers of immunocom-
promised patients, it is likely that we will see a
rising trend in these infections. A high index of
suspicion is the key to diagnosis and appropri-
ate samples should be sent for mycobacterial
culture before the use of antibiotics.
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