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Abstract 

A 41-year-old man with a history of septic right leg underwent a below-the-knee amputation. One month 

after amputation and removal of Groshon catheter tip, he developed disseminated subcutaneous 

abscesses attributed to Mycobacterium abscessus. 

 
 

 
Clinical synopsis 

A 41-year-old man with a past history of chronic hepatitis-C infection, poly-substance abuse, and 

psychiatric illnesses had undergone a right below-the-knee amputation for cellulitis. He was admitted to 

the hospital for evaluation of his psychiatric condition and for substance abuse. In the hospital, he had 

recurrent fever with night sweats and shaking chills. He also developed several non-erythematous 0.5-2.0 

cm subcutaneous nodules on his legs, arms, abdomen, and fingers. A punch biopsy of a leg nodule was 

obtained for bacterial, mycobacterial, and fungal cultures as well as routine histologic examination. The 

direct acid-fast stain of the biopsy was negative but the mycobacterial culture was positive for growth at 4 

days. The organism was identified as Mycobacterium abscessus. A susceptibility test followed the 

isolation. 
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Figure 1A Figure 1B 

Figure 1A. Low power (2×) view of dermal abscess  

Figure 1B. High power (40×) view of dermal abscess 

 
Histological examination showed a dermal abscess with neutrophilic 

infiltrate and necrosis (Figs. 1A and 1B). An acid-fast stain revealed 

multiple acid-fast organisms, many arranged in chains, some located 

within vacuoles (Fig. 2). The case was reviewed by the Department of 

Dermatopathology of the Armed Forces Institute of Pathology, 

Washington, D.C. who agreed that the acid-fast positive organisms 

were consistent with Mycobacterium abscessus. 

Some 2 months prior to the skin biopsy, the patient had a positive 

mycobacterial culture of a Groshon catheter tip typed 

asMycobacterium chelonei subspecies abscessus. The patient was 

started on an antibiotic regimen including clarithromycin, linezolid, 

cefoxitin, and minocycline. 

 

 
Comment 

Mycobacterium abscessus is a rapidly growing acid-fast mycobacterium. It was formerly known as a 

subspecies of Mycobacterium chelonae. The organism can typically be found in water, soil, and dust; in 

addition, M. abscessus has been known to contaminate medications and products, including medical 

devices [1]. 

M. abscessus skin and soft tissue infections are rare and are usually associated with 

immunocompromised hosts or patients on long term corticosteroid treatment. Infection usually occurs by 

traumatic inoculation into skin or direct contact with preexisting skin lesions. The organism has been 

documented in skin and soft tissue infections of immunocompromised [2] and immunocompetent hosts 

[3], keratitis, lymphadenitis, and otomastoiditis [4]. A variety of foreign bodies and other medical devices 

have been infected including vascular catheters, peritoneal catheters, prosthetic valves, mammoplasty 

implants [5], and hemodialyzers. The presence of M. abscessus in bronchial washings associated with a 

contaminated fiberoptic bronchoscope is well documented [6]. 

Conventional antituberculous medications are not effective against M. abscessus, and treatment may 

require both surgical debridement and antibiotics [7]. Clarithromycin has been successful in some reports, 

but resistance to monotherapy with this drug has been documented [8]. Most isolates of M. 

abscessus are susceptible to amikacin, cefoxitin, imipenem, and clarithromycin. In localized infection, 

clarithromycin is the drug of choice, with 4-6 month duration of therapy [5]. However, in disseminated 

disease, combination therapy is recommended to prevent resistance [2]. 
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Figure 2 

Figure 2. Acid-fast stain (40×). 
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