
M ycobacterium xenopi is a well-documented
cause of nontuberculous mycobacterial pul-
monary disease, particularly in western 

Europe and Ontario, Canada.1-13 Reports of extrapul-
monary infections remain rare2 and include involve-
ment of peritoneum, epididymis, synovial fluid,
lymph tissue, and bone.14-18 Cutaneous infections also
have been documented in the immunocompromised
host3,19; but to our knowledge, only one case has been
reported in an immunocompetent patient in western
Europe.12 We present another case of primary cuta-
neous infection caused by M xenopi in an immuno-
competent patient living in the United States.

Case Report
A 38-year-old female experienced trauma and sus-
tained an abrasion to the dorsal surface of her right
hand. The lesion was localized to the dorsal soft tis-
sue of the fifth metacarpal. Initially, it appeared as an
erythematous area with eczematous changes. The pri-
mary care physician injected the lesion with 15 mg
triamcinolone hexacetonide. Two weeks later, the
lesion had an increased zone of erythema and had
become nodular. The patient was placed on an oral
quinolone for 2 weeks. The lesion remained painful
and intermittently drained pus. Mild improvement
was noted after doxycycline was added by a derma-
tologist who biopsied the lesion and sent the tissue
for cultures.

The patient was then referred for an infectious dis-
ease consult. Physical examination revealed an afebrile,
well-developed, otherwise healthy woman, unremark-
able except for her hand, which was erythematous with
a nodular lesion along the dorsal surface from the fifth
finger to the carpal region (Figure).

Mild edema was present, as well as tenderness with
wrist movement. Her hemoglobin level was 12.2 g/dL,
and her white blood cell count was 6600/mm3 with
51% neutrophils and 11% lymphocytes.

Trimethaprine sulfa and rifampin were added to
doxycycline pending biopsy results and culture for
acid-fast bacillus and fungus. Aerobic and anaerobic
cultures were negative. Biopsy revealed a poorly
formed granulomatous lesion that grew M xenopi after
36 days. In vitro susceptibility testing showed that
the isolate was sensitive to rifampin and strepto-
mycin, but resistant to ethambutol and isoniazid. The
regimen was modified to add ethambutol 400 mg 
3 times daily, clarithromycin 500 mg twice daily, and
ciprofloxacin 750 mg twice daily. The lesion slowly
resolved.

Comment
M xenopi is a group II mycobacteria that is nontuber-
culous and acid-fast and may colonize tap water.4,5

The isolation of M xenopi varies geographically.
Endemic in France and England, it is the second most
common nontuberculous mycobacterial pulmonary
pathogen after Mycobacterium kansasii and is a com-
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Lesion along the dorsal surface of the right hand, 
4 weeks posttrauma.



mon isolate in Ontario, Canada.6,7,13 It has been docu-
mented to cause nosocomial disease associated with
the colonization of hospital water systems.4,20 In cer-
tain situations, it causes pulmonary infections and,
less frequently, infections such as arthritis and
osteoarticular infections.4,5,8 M xenopi typically affects
immunosuppressed patients or those with preexisting
lung disease.4,5 Skin and soft-tissue infections are
rarely described.4-12 The optimal therapeutic regimen
and duration of treatment for infection due to
M xenopi are not clearly defined. Studies of in vitro
susceptibilities have indicated that the organism is
frequently resistant to isoniazid, rifampin, pyra-
zinamide, and ethambutol.1,5,21,22

Conclusion
We describe a case of cutaneous M xenopi in an
immunocompetent host. The patient responded to a
multidrug regimen and surgical debriding was not
needed. The length of therapy was 12 months.
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