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Abstract 

The type of cutaneous infection varies mainly according to the patient’s immune status, and 

the disseminated form is mostly found in the context of immunosuppression. We report the 

case of a 62-year-old male who was under long-term systemic corticosteroid therapy and 

presented with a 7-month history of multiple painless cutaneous lesions at various stages of 

development: papules, nodules, pustules and hemorrhagic crusts, as well as small erosions 

and ulcers distributed over the limbs and scalp. Cutaneous biopsy showed a suppurative 

granulomatous infiltrate with abscess formation. Fite stain revealed numerous extracellular 

bacilli, suggesting mycobacterial infection, particularly by atypical mycobacteria. Culture of a 

skin sample revealed Mycobacterium chelonae. The patient started multidrug therapy and 

showed clinical improvement despite of resistance to one of the antibiotics. This striking 

presentation underlines the role of immunosuppression with corticotherapy as a major risk 

factor for these infections. Multidrug therapy is advised and antibiogram is essential in di-

recting treatment. © 2015 The Author(s) 

 Published by S. Karger AG, Basel 

Introduction 

Mycobacterium chelonae is a rare atypical mycobacterium. The type of cutaneous infec-
tion varies mainly according to the patient’s immune status, and the disseminated form is 
usually found in the context of immune depression. 
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Case Presentation 

We report the case of a 62-year-old male, who was under systemic corticosteroid thera-
py (prednisolone 60 mg/day) for about 5 years, for unconfirmed dermatomyositis, initially 
hospitalized for strangulated inguinoscrotal hernia complicated with Fournier gangrene. 

During hospitalization, dermatology observation was requested for a 7-month history of 
multiple painless and nonpruritic cutaneous lesions at various stages of development: ery-
thematous papules and nodules, pustular lesions as well as hemorrhagic crusts, small ero-
sions and ulcers that resolved with depressed cicatricial lesions (fig. 1), distributed over the 
upper and lower limbs, but also on the scalp and face, sparing the trunk (fig. 2). 

He had no systemic symptoms, and besides the surgical wound in the right inguinal re-
gion, there were no other abnormalities in the physical examination. 

Cutaneous biopsy of a pustule showed a suppurative granulomatous infiltrate with ab-
scess formation. Fite stain revealed numerous extracellular bacilli, suggesting mycobacterial 
infection, particularly by atypical mycobacteria (fig. 3). 

The blood and urine cultures for mycobacteria were negative. HIV serology was nega-
tive, blood count was normal, and chest CT scan did not show evidence of infectious or tu-
moral lesions. Culture of a skin sample revealed M. chelonae, thus establishing the diagnosis 
of disseminated M. chelonae infection in the context of immunosuppression. 

While antibiogram was pending, oral clarithromycin and ciprofloxacin were started, due 
to the necessity of prolonged therapy and avoidance of antibiotic resistance, and intravenous 
amikacin was added for the first 3 weeks considering the extension of the disease. 

After 45 days of therapy, the patient showed significant improvement, with fewer pustu-
lar and exudative lesions. However, the patient underwent several surgeries regarding the 
Fournier gangrene and died in the surgery ward due to postsurgical complications. Antibio-
gram later revealed susceptibility to clarithromycin and amikacin, but resistance to ciprof-
loxacin. 

Discussion 

We presented the case of an immunocompromised patient under prolonged systemic 
corticosteroid therapy with an extensive disseminated cutaneous M. chelonae infection. 

M. chelonae is a nontuberculous, rapidly growing species of mycobacteria and is often 
grouped together with M. fortuitum and M. abscessus as the Fortuitum complex due to their 
similar metabolic and clinical features [1]. 

It is found in soil, dust and natural water supplies. Infection typically follows incidental 
environmental inoculation, but it has also been associated with surgeries [2], tattooing [3] 
and cosmetic procedures such as liposuction [4]. 

The cutaneous manifestations vary mainly according to the patient’s immune status: lo-
calized infections such as cellulitis and abscesses commonly present in immunocompetent 
patients, whereas disseminated skin disease occurs in the background of immunosuppres-
sion, although a case in an immunocompetent host has been described [5]. In disseminated 
disease, limbs are predominantly involved with more than 5 lesions (pustules, nodules, ab-
scesses or ulcers), commonly showing sporotrichoid pattern, and may develop without any 
trauma [6, 7]. Our case is impressive because of the numerous lesions over limbs and scalp, 
with remarkable sparing of the trunk. 

Other less common presentations reported in the literature include osteomyelitis, 
pneumonitis, lymphadenitis, corneal ulcers, endocarditis or catheter-related infections [8]. 
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Underlying conditions for disseminated disease include organ transplantation, chemo-
therapy and autoimmune disorders. Long-term steroid therapy with doubtful indication 
certainly played an important role in our patient’s infection, and corticosteroid usage has in 
fact been reported in 92% of cases [9], which makes it a major risk factor for these infections 
[10]. 

In addition, there have been several of cases of M. chelonae infections associated with 
biologic therapies [11], and although the most common mycobacterial infections in these 
patients are caused by M. tuberculosis, the widespread use of these drugs may originate an 
increasing number of infections by opportunistic agents like atypical mycobacteria. 

Most standard antimycobacterials such as ethambutol, pyrazinamide and isoniazid 
show little or no effect against the rapidly growing mycobacteria [12]. Clarithromycin alone 
was shown to be an adequate treatment; however, acquired resistance has been reported, 
seemingly caused by a mutation in the gene coding 23S ribosome RNA [13]. Furthermore, 
resistance of M. chelonae to other antimicrobials such as erythromycin, ciprofloxacin, ofloxa-
cin and sulfamethoxazole has been described [9]. Hence, current literature supports multi-
drug therapy to avoid selecting resistant strains and a prolonged therapy period in order to 
prevent relapse [10]. 

Obtaining in vitro susceptibilities is essential in directing treatment [8], but since it usu-
ally takes some time to obtain the antibiogram, suggested initial regimens include clarithro-
mycin with the addition of imipenem, tobramycin or amikacin [12, 14]. Many other newer 
antibiotics were successful in treating M. chelonae infections, like faropenem [13] and rox-
ithromycin [15], and other treatment modalities should be considered in more recalcitrant 
or small lesions, such as surgical excision or cryotherapy [10]. 

We report this case because of its striking and still unusual clinical presentation, which 
provides a good example of the role of immunosuppression with corticosteroids as a major 
risk factor for nontuberculous mycobacteria infection, such as M. chelonae. Multidrug thera-
py is advised to prevent antibiotic resistance, and antibiogram should be performed to con-
firm susceptibility, even in the setting of early clinical improvement. 
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Fig. 1. Cutaneous lesions at various stages of development. a Erythematous papules and nodules, and 

hemorrhagic crusts. b Small erosions and ulcers. c Pustules and depressed cicatricial lesions. 
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Fig. 2. Distribution of lesions: sporotrichoid pattern over the limbs (c, d) and scalp (a), with sparing of the 

trunk (b). 

 

 

 

Fig. 3. Histopathology of pustular lesion. Suppurative granulomatous infiltrate with abscess formation (a). 

Fite stain revealed numerous extracellular bacilli, frequently forming clumps (b). 
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