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Mycobacteria fortuitum and chelonae are a group of Rapidly Growing
Mycobacteria (RGM) that can cause skin infections, most commonly in
immunocompromised patients. RGM can also infect immunocompetent patients,
but the disease is usually localized. Immunocompetent patients infected by RGM
usually had a predisposing condition leading to the skin infection. We present a
case of an immunocompetent patient with no predisposing factors, who
presented with a chronic lesion on his neck that disseminated to his axilla.
Culture and species identification from the skin biopsy revealed Mycobacterium
fortuitum-chelonae complex. The patient was treated with a combination of
surgery and multi-drug therapy. This case report highlights the rarity of
cutaneous RGM infections encountered in ENT setting and the diagnostic
dilemma due to the non-typical characteristics of skin lesion in RGM infections.

INTRODUCTION
Group IV of the Runyon classification for NTM
consists of mycobacterium chelonae, fortuitum, and
abscessus. They are known as rapidly growing
mycobacteria (RGM) and although are ubiquitous in the
environment, they are normally non-pathogenic. The
type of cutaneous infection varies from patient to
patient and depends on the patient’s immune status.
Due to the large number of differential diagnoses, this
imposes a challenge to clinicians to achieve a correct
diagnosis.

CASE REPORT
A 21-year old Malay gentleman presented with a painful
ulcerative lesion on the right side of his neck which
progressively increased in size within two years. It was
initially neglected by the patient until it grew larger and
ruptured, producing a foul-smelling discharge. There
was no fever or constitutional symptoms. Past medical
and surgical history was unremarkable. There was no
family history of malignancy and no history of contact

with Pulmonary Tuberculosis (PTB) patients. He denied
high risk behaviours. There was no recent history of
travelling or significant exposure to soil or aquatic
environments.
Only when the lesion had become more extensive did
the patient come for treatment. Examination showed a
large mixed ulcerative-fungating lesion on the right side
of his neck with involvement of the upper part of his
right chest (Figure 1) and a foul-smelling serous
discharge. The lesion was tender with some contact
bleeding. Multiple bilateral cervical lymph nodes were
palpable. Endoscopic examination was insignificant.

The patient was admitted for IV antibiotic therapy
where he received IV amoxicillin-clavulanic acid 1.2g
three times daily. Blood tests showed mild leukocytosis
and the erythrocyte sedimentation rate (ESR) was raised.
Viral screening and autoimmune screening were
negative.
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Figure 1: Large mixed ulcerative-fungating
lesion of the neck

The result for MTB C&S from the neck lesion was
reported and showed positivity for non-tuberculous
mycobacterium. Species identification via conventional
culture method revealed Mycobacterium FortuitumChelonae complex. A chest physician with vast
experience in managing NTM infections was consulted
for input regarding treatment options. The patient was
started on oral ciprofloxacin 500mg twice daily and oral
azithromycin 500mg once daily, both for the course of 6
months in which he responded well to. After
completing 6 months of treatment, the patient had
completely recovered.

DISCUSSION
A contrasted computed tomography (CT) of the neck
was done which showed multiple overlying skin breaks
with a bulky right sternocleidomastoid and bilateral
subcentimetre cervical lymph nodes but with no
definite abscess formation (Figure 2). The non-specific
findings represented either a chronic inflammation or
infection. An incisional biopsy of the right neck lesion
was performed. The histopathological examination
(HPE) report came back as granulation tissue which
was negative for Ziel-Niehlsen and Periodic Acid Schiff
(PAS) stains.

Figure 2: Contrasted CT neck showing multiple
overlying skin breaks with a bulky right
sternocleidomastoid muscle.

Following the incisional biopsy, the patient had
repeated admissions to the hospital for debridement.
The lesion had extended to involve the left side of his
neck. It also extended caudally and developed into a
right axillary abscess which required drainage.
Specimens from the drainage all yielded negative results
(tissue, pus C&S, and acid-fast bacilli).

Non-tuberculous mycobacteria (NTM) is divided into
four groups based on the Runyon system. Groups I
through III are slow growing. The Runyon IV
organisms, also known as rapidly growing mycobacteria
(RGM), include mycobacterium chelonae, fortuitum,
and abscessus. RGM are ubiquitous in the environment
and can be found in soil and natural water supplies.
They commonly are not pathogenic, but can infect a
person through puncture wounds.
RGM can cause infections following invasive
procedures such as subcutaneous injections of
traditional medicine, excision of a sebaceous cyst,
Ibrutinib therapy, skin graft, cosmetic surgery, and
sclerotherapy of a varicose vein.1,2,3,4,5 Health-care
associated outbreaks is believed to be due to
contaminated tap water. Environmental exposure such
as gardening has also been shown to cause cutaneous
RGM infections. What is unique about our case is that
our patient is a young, immunocompetent patient who
had no previous exposure to the risks mentioned above.
In young individuals, the most common aetiology of
cutaneous infections caused by RGM is M. fortuitum.
In older individuals, M. chelonae and M. abscessus are
more commonly isolated. Cutaneous infection by RGM
has a wide variety of clinical presentations, ranging from
asymptomatic to tender erythematous nodules, cellulitis,
ulcers, and draining sinuses.7 In an immunocompetent
person, symptoms are usually localized. In our patient
however, although immunocompetent, his disease had
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disseminated to the axilla due to treatment delay. Had he
not delayed his presentation to the hospital, the disease
could have been treated earlier and might have been
contained in the neck area. Disseminated and severe
lesions commonly occur in those who are
immunocompromised or immunosuppressed.8,9
The vast range of symptoms imposes a challenge for
clinicians as they can create a diagnostic dilemma. This
may cause a delay at initiating treatment hence allowing
time for the infection to disseminate. In our patient, the
unfamiliarity with the nature of RGM skin infections
caused us not to have suspicion of RGM as the causative
agent. We initially suspected squamous cell carcinoma
due to the ulcerative feature of the skin lesion. To
confirm the diagnosis of cutaneous RGM infections,
multiple biopsies of the skin lesion and cultures are
essential. Histologically, the lesions are characterized by
granulomatous reactions. In cases with abscess
formation, neutrophil predominance may be
observed.1,5,9 The sensitivity of AFB staining is
unsatisfactory in majority of RGM cases, although it is a
fast and convenient diagnostic method. Therefore,
despite being time-consuming, cultures are needed for
mycobacteria detection, which also allows susceptibility
testing.
Treatment for a cutaneous RGM infection is not
standardized, but a combination of surgical treatment
with antimicrobial therapy is recommended. All
abscesses should be drained and unhealthy tissue
debrided. Our patient had undergone surgical
debridement multiple times to provide a healthy wound
bed for healing process to take place. The type and
duration of antimicrobial therapy depend on the severity
of infection and immune status of the patient. For the
time being there are no statistically significant clinical
trials that compare the efficacies of RGM-specific
antibiotics, thus current guidelines suggest for
susceptibility testing. Jayasingam et al have studied the
pattern of resistance of antibiotics commonly prescribed
for RGM infections (amikacin, ciprofloxacin,
clarithromycin, imipenem, linezolid), but the RGM
isolated were from the lower respiratory tract and not
from skin biopsies.10 Current literature on treatment of
cutaneous RGM infections supports the use of multidrug therapy to avoid resistance and a long-term therapy
to prevent recurrences.

The flaw in our management was that following
mycobacterium species identification, treatment was
initiated without antimicrobial susceptibility testing.
The choice of combination of azithromycin and
ciprofloxacin was not based on drug sensitivity, but was
started after consultation with a chest physician.
Fortunately, the patient responded well to the
treatment. It is recommended however, that
susceptibility testing be performed in all future cases of
RGM infections so that a more targeted therapy can be
given.
We report this case due to the rarity of such reported
cases in our population and the peculiarity of the host
in which the patient is a young, immunocompetent
patient with no identifiable risk factors, as well as the
diagnostic dilemma due to the wide range of symptoms
in RGM infections. The clinical presentation of the
patient was unique as he presented with a disseminated
skin infection which is not commonly seen in
immunocompetent patients.
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