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INTRODUCTION 

Mycobacterium abscessus is a rapidly growing 

mycobacterium belonging to Runyon group IV. It is 

ubiquitous in nature and can be found in soil, dust and 

water.
[1] 

Mycobacterium abscessus most often presents as 

a chronic lung disease or as skin and soft tissue infection 

after trauma or surgery.It has also been implicated in 

post injection abscesses and several outbreaks have been 

reported.
[1,2]

 Breast lesion by atypical mycobacterium 

were relatively unknown till 15 years back when M. 

abscessus was implicated in mastitis from India.
[3]

 Here 

we present a rare case of breast abscess due to M. 

abscessus in an immunocompetent woman of 

reproductive age group.  To our knowledge this is the 

first case of breast abscess by M.abscessus from this  

region. 

 

CASE REPORT 

A 35 year old woman presented to the dermatology 

outpatient department with the chief complaints of 

swelling and pain in the right breast along with a 

purulent discharging sinus. Six months back patient had 

pain and swelling of the right breast, for which she had 

taken treatment in a peripheral institution. There incision 

and drainage was done and thick pus was drained. She 

was prescribed antibiotics for a duration of two weeks. 

The patient improved symptomatically but after one 

month her complaints recurred along with a pus 

discharging sinus. She was again treated with antibiotics 

. As there was no improvement in her condition she was  

referred to our tertiary care institute for further treatment. 

On local examination there was a red raised lesion over 

the right breast, which was tender. There was a non- 

healing sinus on the upper and outer quadrant with 

purulent discharge. Pus sample was sent for 

microbiological examination and biopsy was taken from 

the lesion for histopathological examination. On gram 

staining, there were many pus cells but no 

microorganisms were seen. Routine culture  on blood 

agar and MacConkey’s agar   was found to be sterile 

after 18–24 hrs incubation. On Ziehl-Neelsen staining, 

no acid fast bacilli were seen.Culture was done on 

Lowenstein Jensen (LJ)media and Middlebrook 7H9 

Broth (BACTEC MGIT 960 system)and incubated at 

37ºC. On the 5th day of incubation, cream coloured, non 

pigmented, moist colonies were seen on LJ medium. The 

MGIT 960 system also showed growth by day five. ZN 

staining from both media showed presence of acid fast 

bacilli. The isolate was identified as non tuberculous 

mycobacteria by the immunochromatographic card test 

which is specific for the MPT 64 antigen of 

Mycobacterium tuberculosis complex. The isolate was 

further speciated by PCR restriction analysis using 

CfoIand Sau96Ias restriction enzymes
[4]

 in the 

Department of Microbiology, Vallabhbhai Patel Chest 

Institute, New Delhi, and was identified as M. 

abscessus.(Fig 1). 

 

Histipathological examination of biopsy specimen 

showed orthokeratotic squamous epithelium with 

acanthosis. Dermis showed epitheloid granulomatous 

reaction with Langhans type of giant cells and 

lymphocytic infilterations. There was mild perivascular 

 SJIF Impact Factor 2.026 

Case Report 

ISSN 3294-3211 

EJPMR 

 

 

EUROPEAN JOURNAL OF PHARMACEUTICAL  

AND MEDICAL RESEARCH 
www.ejpmr.com  

 

ejpmr, 2015,2(6), 283-285 

*Correspondence for Author: Dr. Vineeta Sharma 

MD Microbiology, Senior Resident, Dept of Microbiology, IGMC Shimla.171001. 

 

 
 

  

ABSTRACT 

Rapidly growing mycobacteria are ubiquitous in nature and can be found in soil, dust and water. Mycobacterium 

abscessus most often presents as a chronic lung disease or as skin and soft tissue infection after trauma or surgery. It 

has also been implicated in post injection abscesses. We are here presenting a rare case of breast abscess due to M. 

abscessus in an immunocompetent woman in the North Indian state of Himachal Pradesh.  To our knowledge this is 

the first case of breast abscess by M.abscessus from this part of India. 

 

KEYWORDS: Breast abscess, M.abscessus,non tuberculous mycobacteria. 

 

http://www.ejpmr.com/
http://www.ejpmr.com/


www.ejpmr.com 

 

 

284 

Sharma et al.                                                                    European Journal of Pharmaceutical and Medical Research 

 

mononuclear cell infilteration. On PAS staining no 

fungal elements were seen. 

 

Laboratory investigations revealed Hb- 3,8gm, TLC-

7.1cubic/mm, ESR-25mm in Ist hour. Chest x ray was 

normal. Mantoux test was negative. HIV was non 

reactive. 

 

Initially the patient was treated with Co-amoxyclav 

625mg, thrice daily for10 days and then was switched 

over to azithromycin 500mg ,once a day for fourteen 

days. After histopathology and culture report she was 

started on clarithromycin, rifampicin, isoniazid, 

ethambutol, and pyrazinamide. Her symptoms improved 

in the form of decreased discharge from the sinus. Her 

therapy was completed at 6 months with healing of sinus 

and no further complaints. 

 

DISCUSSION 

Infections due to nontuberculous mycobacteria (NTM) 

are being increasingly identified in recent years. 

Nontuberculous mycobacteria (NTM) are generally free-

living organisms that are ubiquitous in our environment 

and can also inhabit body surfaces or secretions without 

causing disease. Therefore, occasional isolation of NTM 

species are largely regarded as contaminants or 

colonizers. However, their importance in human disease 

has increasingly become evident due to the development 

of modern microbiological methods
.[5] 

 

The three major pathogens- M. fortuitum, M.chelonae 

and M.abscessus, belonging to Runyon group IV known 

as rapidly growing mycobacteria mainly cause cutaneous 

or subcutaneous infections.
[1] 

 M. abscessus has become 

an increasingly important clinical problem in the last 10 

years
[6]

 It was first described by Moore and Frerich in 

1953 from a patient of osteoarthritis with gluteal 

abscess
[7] 

M.abscessus has been reported as a causative 

agent for chronic lung disease, skin and soft tissue 

infections following  trauma or surgery. 

 

One of the most common and earliest forms of the 

disease caused by M.abscessus was identified as post 

injection abscess. The largest outbreak of post injection 

abscess was reported by Villanueva et al. They studied 

240 patients who had post injection abscess due to 

M.abscessus, and found that the mean incubation period 

ranged from 7 to 121 days.
[8] 

Wallace et al followed 125 

patients for 4 years with infections due to atypical 

mycobacteria. They found that M.fortuitum was the most 

common isolate (36 patients) followed by 

M.abscessus(20 patients). The common infections caused 

by these bacteria were cutaneous(59%) and 

pulmonary(27%). The other manifestations were cervical 

lymphadenitis, keratitis, endocarditis and disseminated 

disease.
[1]  

Very few  reports of mastitis due to M 

.abscessus have been documented. This includes a recent 

case from Turkey in a middle aged female. The possible 

source of inoculation of the agent was thought to be 

through fine needle aspiration  procedure.
[9]

  Garima et al 

from India  have also reported a case of M.abscessus in 

breast abscess.
[10] 

 

The patient in the present case had incision and drainage 

procedure done at a peripheral institution. We believe 

that the contaminated instruments used during the 

procedure were the most likely source of M.abscessus. 

There have been reports of nosocomial infections 

associated with local skin trauma, cutaneous injections, 

infected prostheses.
[2] 

 

M.abscessus is resistant to adverse environmental 

conditions. These organisms survive harsh 

decontamination procedures and can contaminate the 

culture media. A single culture yield is not sufficient for 

implicating it as a pathogenic agent. The American 

Thoracic Society has laid down guidelines for diagnosis 

of pulmonary disease with atypical mycobacteria. It 

states that a biopsy sample which shows histopathologic 

features consistent with mycobacterial disease and the 

presence of one or more cultures of sputum or bronchial 

washings that is positive for NTM is sufficient for the 

diagnosis
[11]

 The criteria for diagnosis of extrapulmonary 

NTM infections have not been established. In our patient 

these criteria were fulfilled as histopathology of tissue 

biopsy showed granulomatous inflammation and repeat 

cultures were positive for M. abscessus. 

 

The mainstay of therapy for subcutaneous infections by 

rapidly growing mycobacteria includes surgical drainage 

and antimicrobial therapy. Studies showing a correlation 

between in vitro antimicrobial susceptibility pattern and 

clinical response for non- tuberculous mycobacteria are 

lacking.  The antimicrobial treatment of rapidly growing 

mycobacteria is poorly established.
[12]

 The current 

antibiotic of choice is clarithromycin, which should be 

included in the combination treatment for 3-6 months. 

 

M.abscessus and other rapidly growing mycobacteria 

should be kept in differential diagnosis of cutaneous and 

subcutaneous infections, especially in cases of chronic 

breast abscess which do not respond to standard 

antibiotic therapy and who have a history of surgery, 

trauma or injection. 
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Legends to figure 

Fig 1.  PRA for the mycobacterial species. Lane 1: 50 base pair marker; lane 2: undigested positive control 

H37Rv; lane 3: digested H37Rv  with CfoI and Sau96I; lane 4: digested test sample with CfoI and Sau96I; 

 

ACKNOWELDGEMENT  

We acknowledge the kind assistance of Dr Mandira 

Varma Basil, Reader VPCI, Delhi for confirmation of the 

isolate. 

 

REFERENCES 

1 Wallace RJ Jr, Steele LC, Labidi A, Silcox VA. 

Heterogenity among isolates of rapidly growing 

mycobacteria responsible for infections following 

mammoplasty despite clustering of cases in Texas 

and other southern coastal states. J Infect Dis., 1989; 

160: 180-84. 

2 Galil K, Miller LA, Yakrus MA, Wallace RJ, 

Mosley DG, England B, et al. Abscesses due to 

Mycobacterium abscessus linked to injection of 

unapproved alternative medication. Emerg Infect 

Dis., 1999; 5: 681-87. 

3 Trupiano JK, Sebek Ba, Goldfarb J, Levy LR, Hall 

Gs, ProcopGw. Mastitis due to Mycobacterium 

abscessus after body piercing. Clin Infect Dis., 2001; 

33: 131-34. 

4 DA Wong, PCW Yip, DTL. Cheung, KM. Kam, 

Simple and rational approach to the identification of 

Mycobacterium tuberculosis, Mycobacterium avium 

complex species and other commonly isolated 

mycobacteria, J. Clin. Microbiol., 2001; 39: 3768–

71. 

5 Morimoto K,Manago E,Iioka,H,, Asada H, 

Nakagawa C,Mikasa K, Taniguchi S, MD, 

Kuwahara M. Rare Complication after Stripping 

Operation:A Case Report of Mycobacterium 

Abscessus Infection. Ann Vasc Dis., 2010; 3(3): 

232–35. 

6 Thomson R, Tolson, Sidjabat H, Huygens F,  

Hargreaves M.Mycobacterium abscessus isolated 

from municipal water - a potential source of human 

infection. BMC Infectious Diseases., 2013; 13: 241. 

7 Moore M, Frerich JB. An unusual acid fast infection 

of of the knee with subcutaneous abscess-like 

lesions of the gluteal region; report of a case with a 

study of the organism, M.abscessus, n.sp. J. Invest 

Dermatol., 1953; 20: 133-69. 

8 Villanueva A, Villanueva RC, Vargas AB, Ruiz F, 

Aguero S, Zhang Y, Brown BA, Wallace RJ 

Jr.Report on an Outbreak of Postinjection Abscesses 

Due to Mycobacteriumabscessus, Including 

Management with Surgery and Clarithromycin 

Therapy and Comparison of Strains by Random 

Amplified Polymorphic DNA PolymeraseChain 

Reaction. Clinical Infectious Diseases., 1997; 24: 

1147–53. 

9 Yasar KK, Pehlivanoglu F, Sengoz G, Cabioglu N. 

Sucessfully treated Mycobacterium 

abscessusmastitis: A rare cause of breast masses. 

Indian J Med Microbiol., 2011; 29: 425-27. 

10 Kushal G , Basil MV,  Pathak R , Kumar S, Narang 

A, Rawat KS, Chaudhry A, Nair D, Ramachandran 

VG , Bose  M. Are we overlooking infections owing 

to non-tuberculous mycobacteria during routine 

conventional laboratory investigations? International 

Journal Of Mycobacteriology., 2012; 207-11. 

11 American Thoracic Society. Diagnosis and treatment 

of disease caused by nontuberculous mycobacteria. 

Am J Respir Crit Care Med., 1997; 156: S1-25. 

12 Uslan DZ, Kowalski TJ, Wengenack NL, Virk A, 

Wilson JW. Skin and soft tissue infections due to 

rapidly growing mycobacteria. Comparison of 

clinical features, treatment ansd susceptibility. Arch 

Dermatol., 2006; 142: 1287-92et al. 

 

http://www.ejpmr.com/

