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Sir, tion. Occasionally, some of these lesions ulcerated and
drained. The patient did not have a history of traumaMycobacterium chelonae is an unusual human pathogen.
in this area. A small axillary adenopathy was present.Cutaneous dissemination with a sporotrichoid pattern

Haemogram, biochemical screening, immunoglobulinhas been described mainly in immunocompromised
levels, human immunode� ciency virus serology and chestpatients. We present here a case of infection by
X-ray were all normal. A skin biopsy showed suppurat-Mycobacterium chelonae with a linear cutaneous dis-
ive granulomas without evidence of microorganismtribution in a healthy immunocompetent woman.
(negative PAS and Ziehl-Neelsen techniques). BecauseMinocycline was an eVective treatment.
of the sporotrichoid spread of the lesions, our initial
clinical suspicion was lymphocutaneous syndrome by
Sporothrix schenckii, so potassium iodide treatment wasCASE REPORT
started. Mycobacterium sp. grew on a tissue culture.

A 42-year-old, healthy woman presented with one- Thus, infection by Mycobacterium marinum was consid-
month old erythematous-viole t papular lesions on her ered and the previous treatment was changed to mino-
left arm. Initially, only one lesion was present, on the cycline (200 mg/day). Later, Mycobacterium chelonae
proximal phalanx of the fourth � nger (Fig. 1a). Over was identi� ed. The lesions healed satisfactorily and the
the next few days, new lesions developed on the dorsum treatment was continued for 2 months until the lesions

disappeared.of the hand (Fig. 1b) and forearm, in a linear distribu-
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Fig. 1. The � rst lesion located on the proximal phalanx of the fourth � nger (a) and linear distribution of the lesions on the dorsum of the hand (b).
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