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Disseminated folliculitis by Mycobacterium fortuitum in an
immunocompetent woman*

Foliculite disseminada causada por Mycobacterium fortuitum em mulher 
imunocompetente  

▲
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Abstract: Mycobacterium fortuitum is a non-tuberculous fast-growing mycobacterium which is fre-
quently acquired from environmental sources such as soil and water. Since it is an opportunist patho-
gen, it is associated with trauma, surgery or immunodeficiency. The current report describes a case of
Mycobacterium fortuitum-caused disseminated lesions on the skin of an immunocompetent patient.
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Resumo: Mycobacterium fortuitum é uma micobactéria não tuberculosa de rápido crescimento, fre-
qüentemente adquirida em fontes ambientais como solo e água. É um patógeno oportunista que está
geralmente associado a trauma, procedimentos cirúrgicos, ou imunodeficiência. Este relato descreve um
caso de lesões disseminadas na pele causada por Mycobacterium fortuitum em paciente sem imunocom-
prometimento.
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INTRODUCTION
There are currently over 140 species of nontu-

berculous mycobacteria (NTM) and that number has
been increasing every year. NTM is a widely diverse
group of organisms with a broad spectrum of viru-
lence and potential to cause human disease.1 Diseases
caused by NTM, which have been grouped as
mycobacterioses, show a wide broad spectrum of clin-
ical manifestations and are not usually transmitted
from man to man.2 Cutaneous mycobacterioses are
not common; clinical, histopathological and bacterio-
logical findings are not very distinct, making the diag-
nosis difficult.3

Mycobacterium fortuitum is a rapidly growing
NTM, often acquired from environmental sources
such as soil and water. It is considered an opportunis-
tic pathogen often associated with trauma, surgical
procedures, or immunodeficiency.4,5 There are few
reports of infections in healthy hosts, which include
cutaneous and soft tissue after intramuscular injec-
tions, breast augmentation and other forms of surgery,
soft tissue infection following acupunture and also
outbreaks of M. fortuitum as agents of furunculosis
on the legs after pedicure procedures.5,6,7 The patho-
genicity of M. fortuitum is unclear but it is known that
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local trauma is the most important entry point for
infections of the skin and soft tissues, followed by
nosocomial acquisition.8

NTM infection should be considered in the dif-
ferential diagnosis of chronic infection, fever of
unknown origin and localized disease (abscesses,
ulcers, nodules, infiltration, etc.) that do not respond
to antibiotics commonly used in skin infections.6 This
report describes a case of disseminated skin lesions
caused by M. fortuitum in an young woman without
clinical signs of immunosuppression.

CASE REPORT
A 32-year-old woman who worked as a nurse in

hospitals in Maringá, Parana, Brazil, suffered from ery-
thema nodule–type lesions with some cold abscesses.
The lesions had diameters ranging from 5 to 30 mm,
on the trunk and on the upper and lower members,
with an evolution of approximately 60 days (Figure 1).
At first, the patient was treated with cephalexin 500 mg
four times daily, for furunculosis, and later, with
ciprofloxacin 500 mg orally twice daily for 14 days,
with no improvement. Puncture and drainage of cer-
tain lesions were undertaken and specimens submit-
ted to culture. Results were negative for aerobic bacte-
ria and facultative anaerobic ones. The patient was
then treated with rifampicin 600 mg orally twice daily
and tetracycline 500 mg, four times daily, for 30 days,
without any clinical improvement. The patient under-
went biopsy for pathological test and culture for Acid-
Fast Bacilli (AFB), fungi and pyogenic bacteria.
Complementary tests, such as hemoculture,

Hemogram, Aspartate Aminotranspherase (AST),
Alanine-aminotranspherase (ALT), Urea, Createnin,
Hemosedimentation speed, Antinuclear Antibodies
(ANA), serology for HIV, Hepatitis C and B (HBs Ag,
Anti-HBc, Anti-HBs), acid Alpha 1-glycoprotein,
Immunoglobulins (IgE, IgA, IgG, IgM), Rheumatoid
factor, Reactive Protein “C”, Complement C3 and C4,
CD4/CD8, were performed. The pathological test indi-
cated deep perforating and suppurating folliculitis sur-
rounded by a granulomatous and suppurating inflam-
matory process typifying a foreign body, coupled to a
superficial and perivascular limphohistoplasmocytari-
an infiltrate and to a deep periadnexal infiltrate. Direct
research for fungi and AFB showed negative results.
Culture for AFB was positive in less than seven days at
30°C and 35°C. No growth of other bacteria occurred.
Identification of AFB isolate was undertaken by
Restriction Fragment Length Polymorphism Analysis
(PCR-PRA) as Mycobacterium fortuitum complex.9 No
complementary test produced any changes that would
justify involvement of other infectious pathogens. The
patient underwent treatment using intravenous
amikacin 1 g, three times weekly, clarithromycin 500
mg orally twice daily, during 12 weeks. Afterward
monotherapy was maintained with clarithromycin 500
mg twice daily for 12 months. The elapsed time from
first medical appointment until the beginning of ther-
apy that achieved regression of lesions was approxi-
mately two months. By the end of treatment the
patient experienced total regression of skin lesions
with no recurring factor up to the present. 

FIGURE 1: A. Erythematous 
nodular lesions on the trunk;
B,C,D erythematous nodular
lesions on lower members 
of the body

A B

C D



An Bras Dermatol. 2013;88(1):102-4.

104 Macente S, Helbel C, Souza SFR, Siqueira VLD, Padua RAF, Cardoso RF

MAILING  ADDRESS:
Rosilene Fressatti Cardoso 
Departamento de Análises Clinicas e Biomedicina
Universidade Estadual de Maringá
Avenida Colombo 5790, Bloco J90 - Sala 05.
78020-900 - Maringá, PR.
Tel/Fax: 44 3011 4797
E-mail: rfcardoso@uem.br

REFERENCES
Alvarez-Uria G. Lung disease caused by nontuberculous mycobacteria. Curr Opin1.
Pulm Med. 2010;16:251-6.
American Thoracic Society. Diagnosis and treatment of disease caused by nontu-2.
berculous mycobacteria. Am Rev Respir Dis. 1990;142:940-53.
Oliveira e Sousa ACG, Pereira CP, Guimarães NS, Rego VR, Barbosa Jr. AA.3.
Micobacteriose Cutânea Atípica pós-mesoterapia. An Bras Dermatol.
2001;76:711-5.
Chen HY, Chen CY, Huang, CT, Ruan SY, Chou CH, Lai CC, et al. Skin and soft-tis-4.
sue infection caused by non-tuberculous mycobacteria in Taiwan, 1997-2008.
Epidemiol Infect. 2011;139:121-9.
Serra C, Loi G, Saddi B, Pautasso M, Manzin A. Unusual Clinical Presentation of5.
Mycobacterium fortuitum Infection in an Immunocompetent Woman. J Clin
Microbiol. 2007;45:1663-5.
Guevara-Patiño A, Sandoval de Mora M, Farreras A, Rivera-Olivero I, Fermin D, de6.
Waard JH. Soft tissue infection due to Mycobacterium fortuitum following acu-
puncture: a case report and review of the literature. J Infect Dev Ctries.
2010;4:521-5.
Vugia DJ, Jang Y, Zizeh C, Ely E, Winthrop KL, Desmond E. Mycobacteria in nail7.
salon whirlpool footbaths, California. Emerg Infect Dis. 2005;11:616-8.
Griffith DE, Aksamit T, Brown-Elliott BA, Catanzaro A, Daley C, Gordin F, et al. An8.
official ATS/IDSA statement: diagnosis, treatment, and prevention of nontubercu-
lous mycobacterial disease. Am J Respir Crit Care Med. 2007;175:367-416.
Telenti A, Marchesi F, Balz M, Bally F, Böttger EC, Bodmer T. Rapid identification of9.
mycobacteria to the species level by polymerase chain reaction and restriction
enzyme analysis. J Clin Microbiol. 1993;31:175-8.

How to cite this article: Macente S, Helbel C, Souza SFR, Siqueira VLD, Padua RAF, Cardoso RF. Disseminated
folliculitis by Mycobacterium fortuitum in an immunocompetent woman. An Bras Dermatol. 2013;88(1):102-4.

Sethi S, Sharma M, Ray P, Singh M, Gupta A. Mycobacterium fortuitum wound10.
infection following laparoscopy. Indian J Med Res. 2001;113: 83-4.
Swenson JM, Wallace RJJr, Silcox VA, Thornsberry C. Antimicrobial susceptibility11.
testing of 5 subgroups of Mycobacterium fortuitum and Mycobacterium chelonae.
Antimicrob Agents Chemother. 1985;28: 807-11.

DISCUSSION
The current report describes a case of M. fortu-

itum-caused disseminated skin lesions in patient with-
out clinical signs of immunosuppression. This is dif-
ferent from cases with localized lesions currently
described in the literature.10 Since the patient did not
have either a surgical history or any other type of skin
trauma, the source of M. fortuitum infection
remained unknown. 

M. fortuitum is frequently sensitive in vitro to
several oral antimicrobial agents, including last gener-
ation quinolone, macrolides, doxycyclines, minocy-
clines, amikacin and sulfonamide.11 With the therapy
initially employed, the patient demonstrated bacterial
resistance to ciprofloxacin. However, when the infec-
tious agent was identified as belonging to the genus
Mycobacterium spp. and therapy with amikacin and
clarithromycin started, the patient showed complete
resolution of lesions. In spite of the fact that 80% of
isolates are sensitive to clarithromycin, experts do not

recommend monotherapy and justify the association
with amikacin.8 Recent studies have shown that a sig-
nificant amount of M. fortuitum are resistant to
macrolides and that, as a rule, antimicrobial resistance
in M. fortuitum may not be detected by routine sensi-
tivity tests.8 For a high cure probability, a minimum
therapy period of four months is recommended in
bone, serious cutaneous and soft tissues infections
using at least two active agents.8

Current report highlights the need to include
M. fortuitum in the differential diagnosis of cutaneous
infections that fail to respond to antimicrobial therapy
against pyogenic bacteria. This is due to the fact that
non-tuberculous mycobacteria have been isolated
with greater frequency. The issue requiring an answer
in situations described above is whether such increase
occurred through the improvement of diagnosis tech-
niques or through an increase in mycobacterial viru-
lence. ❑




