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Sir,

Mycobacterium abscessus, a rapidly growing mycobac-
terium (RGM), is an important environmental pathogen
that can cause a broad spectrum of diseases. Foreign
body-associated RGM infections are now receiving
increasing emphasis because of the increased use of in-
dwelling medical devices. Gastrostomy tube placement
is a well-established and tolerated method to achieve
feeding access in patients with dysphagia or aspiration.
The gastrostomy tube may be placed surgically, endo-
scopically or fluoroscopically. Percutaneous radiological
gastrostomy (PRQG) is performed under fluoroscopic
guidance for tube insertion. We present here a rare cause
of perigastrostomal infection due to M. abscessus in an
immunocompetent patient. This case highlights the im-
portance of including RGM infection in the differential
diagnosis of recalcitrant peristomal infection.

CASE REPORT

A 55-year-old man was admitted with a painful nodule
surrounding the PRG port for the previous month. He
had a medical history of nasopharyngeal carcinoma,
which had been managed by operation and radio-
therapy 20 years previously. No evidence of recurrence
was noted and he had not received any treatment for
cancer thereafter. Eight months prior to admission,
fluoroscopically guided PRG was performed under
amoxicillin-clavulanate coverage due to progressive
dysphagia resulting from previous radiotherapy. The
patient was in his usual state of health until one month
before admission, when an erythematous, pigeon egg-
sized, ill-demarcated, tender nodule with yellowish
discharge and foul odour was noted around the gastro-
stomy site. Laboratory investigations revealed a leuko-
cyte count of 14.2x 10%1 and an elevated C-reactive
protein level of 6.76 mg/dl. Skin biopsy of the affected
area demonstrated granulation tissue with acute and
chronic inflammation. The acid-fast stain was negative.
Cultures of the skin specimen for bacteria and fungi
were negative. With suspected peristomal cellulitis, he
was commenced on a 10-day treatment of intravenous
amoxicillin-clavulanate, however, one week later,
copious discharge of pus was observed from the biopsy
wound (Fig. 1). Culture of the biopsy specimen yielded
M. abscessus, which was also isolated from subsequent
skin pus cultures in two sets. The antibiotic regimen
was changed to clarithromycin (500 mg/day) and
ciprofloxacin (1000 mg/day). After a 3-month treatment
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Fig. 1. A pigeon egg-sized, erythematous nodule with copious discharge of
pus from the biopsy wound near the gastrostomy site.

with antibiotics and without removal of the gastrostomy
tube, the erythematous tender nodule disappeared.

DISCUSSION

M. abscessus, a member of Runyon group 1V, is the
most pathogenic and chemotherapy-resistant RGM. In
1953, it is first isolated from synovial fluid in a patient
with post-traumatic arthritis and gluteal abscess (1).
Since the 1980s, M. abscessus and M. chelonae have
generally been regarded as separate species. Clinically,
it causes a wide range of diseases, including superfi-
cial or deep soft tissue infection, pulmonary diseases,
endocarditis, keratitis, lymphadenitis, otomastoiditis,
osteomyelitis and disseminated diseases (1, 2). Skin
infections with RGM usually follow a traumatic injury
and develop as localized abscess formation (2).

Due to the low virulence of RGM, overt infections
in immunocompetent hosts are uncommon. RGM
infections associated with foreign bodies (3) or other
indwelling medical devices, including vascular cathe-
ters, peritoneal catheters, prosthetic valves, epicardial
pacemaker wires, mammoplasty implants, orbital im-
plants, and haemodialysers, have been reported rarely
in the literature (1, 4, 5). The presence of a foreign body
is believed to facilitate the infection by weakening the
host defence mechanism (6).

Because of the growing number of patients with
various underlying debilitating diseases who cannot
take food orally, percutancous gastrostomy has been
employed widely with increasing frequency for provi-
ding nutrition. Peristomal infection occurs in approx-
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imately 5% of patients with PRG tube placement (7).
Methicillin-resistant Staphylococcus aureus (MRSA) is
the most commonly implicated organism in peristomal
infection, but rare cases of RGM have been reported.
A case of peristomal infection due to RGM has been
reported (8). This 55-year-old man had a history of ob-
structive sleep apnoea and had had a tracheotomy for
14 years. He presented with a 10-month history of ery-
thema, oedema and discharge around the tracheostomy
site. Based on the histopathology and culture results,
he was diagnosed as having cutaneous infection due to
M. chelonae involving a tracheostomy stoma.

To our knowledge, our case is the first published
report of perigastrostomy infection due to M. abscessus
in the English literature. The present case demonstrates
the importance of considering RGM as a pathogen of
peristomal infection in an immunocompetent host, with
percutaneous gastrostomy placement being a predispo-
sing factor. Because RGM are resistant to conventional
antibiotics and anti-tuberculosis drugs, it is important
to recognize this specific group of pathogens. Early
identification will allow timely susceptibility testing
and appropriate therapy.
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