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mi paciente es…

INTRODuCTION
Atypical mycobacteria, also referred
to as nontuberculous mycobacteria
or environmental mycobacteria, are
characterized by their lack of pig-
mentation and rapid growth in cul-
ture1,2. These organisms are found in
soil, dust, and water, and may colo-
nize gastric secretions, sputum, and
the skin. Often, when they cause cuta-
neous infections, they are preceded
by minor trauma, injections, or sur-
gery3. Immunocompromised patients
are more likely to be affected. Ho -
wever, other risk factors include
advanced age, malnutrition, diabetes
mellitus, obesity, chronic renal fail-
ure, and corticosteroid use.

These rapidly growing organisms
are classified according to Runyon
groups I-IV. Runyon subtype IV atyp-
ical mycobacteria are known to have
greater pathogenicity than subtypes
I-III, and demonstrate rapid growth
of colonies within three to seven days.
The most dominant human path -
ogens of Runyon group IV are Myco -
bac terium chelonae, Mycobacterium for-
tuitum, and Mycobacterium abscessus.

Atypical mycobacterial infection is
uncommon after dermatological cos-
metic surgery. Indeed, wound infec-
tions following micrographic proce-
dures occur in less than 3 % of cases4.
More typical infections complicating

surgical procedures are secondary to
Staphylococcus epidermidis, Staphylococcus
aureus, and Pseudomonas aeruginosa4-8.
Herein, we report a case of atypical
mycobacterial infection following a
routine upper and lower transcuta-
neous blepharoplasty in a healthy,
non-immunocompromised patient.

CAsE REpORT
A healthy 60-year-old Caucasian
female presented with painful, drain-
ing erythematous papules on her eye-
lids six weeks after a transcutaneous
blepharoplasty. No peri-operative com-
plications were noted by the plastic
surgeon. She had no significant med-
ical history, medication history, or
review of systems. She had no expo-
sure to marine life, aquariums, or nail
salons.

Examination showed eyelid edema
and multiple 4- to 6-mm erythema-
tous, tender draining papules on the
eyelids, bilaterally localized to the sur-
gical incision sites (Figures 1-3). No -
dules expressed seropurulent dis-
charge.

Differential diagnosis included
suture reaction versus infection.
Culture of the nodules grew rare
gram-positive rods, ‘possibly dipther -
oids’, but a two-week course of levo -
floxacin showed minimal improve-

Jillian W. Wong, M.S. 
Clinical Research
Investigator at the
University of California, 
San Francisco, 
Department of
Dermatology, Psoriasis 
and Skin Treatment 
Center. Medical Student 
at the University of Utah
School of Medicine.

Siegrid S. Yu, M.D.
Assistant Professor 
of Clinical Dermatology 
at the University 
of California, 
San Francisco,
Dermatologic Surgery 
and Laser Center.

Atypical Mycobacterial Infection after 
a Routine Transcutaneous Blepharoplasty: 
A Case and Review of the Current Literature

© Editorial Glosa, S.L. Autorizado el uso en el ámbito académico o docente según lo previsto por la Ley de Propiedad Intelectual.



15Más Dermatol. 2013;19:14-16
doi:10.5538/1887-5181.2013.19.14

W. Wong J et al. Atypical Mycobacterial Infection after a Routine Transcutaneous Blepharoplasty: 
A Case and Review of the Current Literature

ment. A skin biopsy was then performed and
histopathology demonstrated suppurative and gran-
ulomatous dermatitis, confirming an infection

(Figure 4). Acid-fast bacilli stain and bacterial,
fungal, and atypical mycobacterial cultures were
negative. Based on the clinical presentation, atyp-
ical mycobacterial infection was suspected, and
the patient was treated empirically with clar-
ithromycin 500 mg twice daily for four months.
On examination at one-month follow-up, the
patient showed a 70 % improvement, with com-
plete resolution of the infection on follow-up at
six months.

DIsCussION
Clinically, an atypical mycobacterial infection pres-
ents as multiple or single nodules, which may
involve the suture line, or as a periocular or orbital
mass. Orbital cellulitis may precede development
of the nodules. There may also be inflammatory
signs such as tenderness and erythema, and devel-
opment of abscesses with drainage. Unlike the usu-
al period of presentation for post-operative staphy-
lococcal infections, the presentation of atypical
mycobacterial infections is delayed. The median
time for presentation of infection following sur-
gical procedures is longer, 30 days, ranging from
18 to 24 days9. Our patient began presenting symp-
toms six weeks after surgery, which was even more
delayed compared to staphylococcal infections,
and outside the typical range for presentation of
atypical mycobacterial infection. The median time

Figura 1. Post-operative infection: Visible nodules six weeks
after blepharoplasty.

Figura 2. Right upper and lower eyelids: Erythema and visible
nodules six weeks after blepharoplasty.

Figura 3. Left upper and lower eyelids: Erythema and visible
nodules six weeks after blepharoplasty.

Figura 4. Histological examination of nodule: Suppurative
and granulomatous dermatitis.
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from illness onset to diagnosis of mycobacterium
infection is 21 days, ranging from 8 to 38 days9.
Although disseminated disease has been report-
ed in immunosuppressed cases, in general, there
are no associated systemic manifestations.

Diagnosis of mycobacteria can be made by tis-
sue biopsy or culture. Examination of the sample
tissue demonstrates non-caseating granulomas,
necrosis, polymorphonuclear microabscesses, and
giant cells10. Acid-fast bacilli staining may be pos-
itive in some cases11.

Treatment of an atypical mycobacterial infec-
tion is determined by the clinical symptoms and
antibiotic susceptibility. In general, these organ-
isms are resistant to the usual antituberculous ther-
apies. Often, patients can be given single or com-
bination therapy with amikacin, cefoxitin,
clarithromycin, sulfonamide, imipenem, doxycy-
cline, and ciprofloxacin. All foreign bodies should
be removed if present. If medication and abscess
drainage are ineffective, surgical intervention may
be needed1. Treatment usually resolves without
scarring. However, patients may have prolonged
post-inflammatory hyperpigmentation. 
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