
VOL. 104 NO. 1   I  JULY 2019  79WWW.MDEDGE.COM/DERMATOLOGY

CASE REPORT

 
 

With an ever-increasing prevalence of cosmetic treatments, there 
also have been increasing rates of skin and soft tissue infections due 
to cosmetic procedures and other popular procedures such as acu-
puncture. We report a case of a 32-year-old woman who presented 
with a tender lump on the face of 6 weeks’ duration that developed 
acutely after using an at-home microdermabrasion device. She was 
eventually diagnosed with a skin infection due to Mycobacterium 
abscessus, which is part of a more specific group known as rapidly 
growing nontuberculous mycobacteria. Due to multidrug resistance, 
treatment of the solitary lesion required combination intravenous (IV) 
antibiotic therapy for more than 2 months. This report considers 
the significance of these infections within the context of cosmetic 
procedures that are generally considered to be minimally invasive. 
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Case Report
A 32-year-old woman presented to the dermatology clinic 
with a tender lump overlying the right maxilla of 6 weeks’ 
duration. The lesion developed acutely 1 to 2 months after 
the patient began using an at-home microdermabra-
sion device, which she routinely cleaned with tap water. 
The physical examination was notable for a 1.5-cm, soft, 
superficially indurated plaque on the right cheek without 
associated lymphadenopathy (Figure). 

A punch biopsy revealed underlying necrotic fat. 
Computed tomography of the neck showed 20-mm 
skin thickening overlying the right zygomatic arch, with 
minimal adjacent subcutaneous soft tissue stranding and 

reactive lymph nodes. Further histologic examination of 
the biopsy specimen revealed inflamed granulation tissue 
with granulomatous inflammation.

Acid-fast bacterial culture was positive. Subsequent spe-
ciation revealed the causal agent to be multidrug-resistant 
Mycobacterium abscessus. The patient was initially treated 
with trimethoprim-sulfamethoxazole, which was switched 
to a combination of doxycycline and levofloxacin a few days 
later after initial culture returned. The following week, after 
the specific microorganism was confirmed with specific sen-
sitivity, treatment was changed to intravenous (IV) tigecycline 
and amikacin. This regimen was continued for 2 more months 
through a peripherally inserted central catheter, then discon-
tinued after complete resolution of the skin lesion.

Comment 
Mycobacterial Infection—Nontuberculous mycobacte-
ria were not identified as human pathogens until the 
1950s. They are known to cause skin disease, lymphad-
enitis, skeletal infection, pulmonary disease, and dissemi-
nated infection, with pulmonary disease being the most 
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PRACTICE POINTS
•	 �Atypical mycobacteria are included in the differential 

for cutaneous abscesses.
•	 �At-home cosmetic treatments often carry unrecog-

nized risks for adverse events.
•	 Obtain culture prior to initiation of empiric antibiotics.

A 1.5-cm, soft, superficially indurated plaque on the right cheek 
without associated lymphadenopathy, which was caused by 
Mycobacterium abscessus infection following home dermabrasion. 
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MYCOBACTERIAL INFECTION 
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common clinical form overall.1 Mycobacterium abscessus 
is a member of a more specific group known as rap-
idly growing nontuberculous mycobacteria, which also 
includes Mycobacterium fortuitum and Mycobacterium 
chelonae.2 Commonly found in water, soil, and dust,  
M abscessus causes skin and soft tissue infection after 
skin injury by inoculation, minor trauma, or surgery.2-4 An 
increased rate of infections recently has been attributed 
to an increase in cosmetic procedures such as tattooing, 
liposuction, mesotherapy, pedicures, and body piercing. 
Mycobacterial infections transmitted through acupunc-
ture also have been documented.5,6 

Causes of Skin and Soft Tissue Infections—Skin and soft 
tissue infections due to rapidly growing mycobacteria 
often are associated with systemic comorbidities that cause 
immunosuppression and with immunosuppressive medi-
cations.7 Our patient did not have a preexisting comor-
bidity and did not take any long-term medication. When 
multiple lesions have been reported, patients were more 
likely to either have a systemic comorbidity or be taking 
immunosuppressive medication compared to patients 
with a single lesion. A history of penetrating trauma or an 
invasive surgical procedure has been reported more often 
in patients with a single lesion.7 

Our patient had a solitary lesion on the face; improper 
sterile technique while using an at-home microderm-
abrasion device was thought to be the cause of infection. 
Although generally considered a minimally abrasive 
treatment modality, microdermabrasion caused enough 
trauma to create a nidus of infection in our patient.

Presentation—Cutaneous infection from rapidly growing 
mycobacteria can manifest as a nonhealing ulceration, sub-
cutaneous abscess, draining sinus, or subcutaneous fluctu-
ant or firm nodules. Erythema may be found in association 
with ulcers or chronic drainage from a surgical wound.2,7 

Histopathologic appearance varies, depending on the 
evolution of the disease and host immunologic status. 
Tuberculoid, palisading, and sarcoidlike granulomas; a 
diffuse infiltrate of histiocytic foamy cells; acute and 
chronic panniculitis; nonspecific chronic inflammation; 
cutaneous abscess; suppurative granuloma; and necro-
tizing folliculitis all can be seen.8 Immunosuppressed 
patients are less likely to form granulomas.6 Diagnosis 
often is delayed because acid-fast bacterial culture is not 
typically performed on skin biopsy specimens or surgical 
wound infections.7 Fortunately, a high index of suspicion 
in our patient’s case allowed for prompt diagnosis and 
expeditious management. 

Management—Mycobacterium abscessus tends to be 
resistant to conventional antituberculous medications; 
overall, it is considered a highly drug-resistant pathogen 
that is difficult to treat.9,10 Treatment usually requires  
3 to 6 months of therapy, with oral clarithromycin consid-
ered the first-line agent for localized infection.5 Because 
cases of clarithromycin resistance have been reported in 
patients with M chelonae infection, caution is warranted 
when deciding between monotherapy or combination 

therapy.7 Multidrug resistance often necessitates pro-
longed IV therapy. Amikacin is the mostly commonly 
used IV agent for M abscessus infection. Adverse effects 
of treatment are common, often leading to a change in or 
discontinuation of therapy.11 

Our patient was initially given trimethoprim- 
sulfamethoxazole before being switched to doxycycline 
and levofloxacin prior to final results of susceptibility 
testing. Ultimately, due to the multidrug-resistant nature 
of M abscessus, clarithromycin was not a viable option. 
Therefore, the patient was administered tigecycline and 
amikacin through a peripherally inserted central catheter 
until symptoms fully resolved.

Surgery can be an important adjunctive measure for 
certain patients, especially those with a single lesion.7 Our 
patient did well with medical treatment alone. 

Conclusion
Given the difficulty of treating skin and soft tissue infec-
tions caused by M abscessus and related mycobacteria, 
it is worth noting that these infections are increasingly 
caused by procedures generally considered to be mini-
mally invasive. Microdermabrasion—performed at home 
in an unsterile environment and not by a trained medi-
cal professional—was the causal procedure in this case. 
An important consideration is whether clinicians can be 
comfortable with the use of these treatments at home or 
whether they should be advising patients against at-home 
treatments that have potentially serious complications. 
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