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Letters to the Editors
Severe cutaneous hand infection: 
Mycobacterium marinum in an 
immunosuppressed patient

Sirs,
A 48-year-old male professional under-
water diver, with a history of ankylosing 
spondylitis treated with infliximab for eight 
years and thereafter with adalimumab for 
the last three years, developed, five months 
before consulting us, a progressively wors-
ening swelling of his left hand, causing pain 
and restriction of hand joint movements. 
He consulted different physicians without 
proper diagnosis or appropriate therapeutic 
intervention. Oral corticosteroids were pre-
scribed for presumable “arthritis”, which 
caused increasingly worsening of his hand 
pain and swelling. At presentation to our 
outpatient clinic, the patient was afebrile 
and in intense distress due to pain.  A dif-
fuse dorsal and palmar swelling of his left 
hand along with large erythematous plaques 
and nodules over all hand joints was evi-
dent (Fig. 1a, arrows). After taking a care-
ful and detailed history, we noted that sev-
eral days before onset of symptoms, while 
working on an underwater ship repair, he 
accidentally punctured his left index finger 
over the dorsal proximal interphalangeal 
area. Shortly thereafter, painful swelling 
and erythema developed over the injured 
area. Upon presentation, laboratory testing 
was unremarkable, except marginally el-
evated C-reactive protein. Left hand mag-
netic resonance imaging (MRI) showed 
extensive soft tissue swelling, not affecting 
adjacent bones or joints, and multiple sub-
cutaneous nodules following the lymphatic 
path in a sporotrichotic distribution along 
the dorsal and palmar areas of all fingers, 
on T2-weighted images (Fig. 1b, arrows). 
Given the patient’s history of a recent un-
derwater injury and immunosuppression, 
the possibility of an atypical mycobacte-
rial infection was raised (1). Adalimumab 
was discontinued and surgical debridement 
was performed. Histology of the tissue bi-
opsy showed epidermal hyperkeratosis with 
non-specific inflammation in the dermis 
and epidermis, without granulomas, casea-
tion or acid-fast bacilli (2), whereas Gram 
staining was negative. While awaiting con-
firmatory diagnostic results and with the 
working hypothesis of an atypical myco-
bacterial infection, the patient was placed 
on clarithromycin (1gr/day), ethambutol 
(1500 mg/day) and rifampicin (1200 mg/
day) (1, 2). Two weeks later, culture of the 
excised tissues in Löwenstein-Jensen medi-
um at 30°C revealed Mycobacterium mari-

num growth and PCR-restriction enzyme 
analysis of hsp65 confirmed the diagnosis. 
Despite initial improvement with antibiotic 
treatment, fourteen days later, an exacerba-
tion and further spreading of the infection 
to the forearm occurred. This deterioration 
of the inflammatory process was attributed 
to immune reconstitution inflammatory 
syndrome (IRIS). This syndrome can occur 
in previously immunosuppressed individu-
als with an acquired opportunistic infection 
following withdrawal of anti-TNF therapy. 
When the immune system begins to recov-
er, it responds overwhelmingly to the infec-
tion causing a paradoxical worsening of 
infection symptoms (3). In line with this as-
sumption, oral methylprednisolone (16mg/
day) was added to the patient’s therapeutic 
regimen, resulting five days later in marked 
clinical improvement (Fig. 1c). 
Human Mycobacterium marinum infection, 
also called aquarium granuloma, swimming 
pool granuloma or fish tank granuloma is an 
uncommon disease that mainly affects the 
cutaneous tissues, primarily in an acral dis-
tribution. Although Mycobacterium mari-
num infection affects individuals regardless 
of their immune status, the histopathologi-
cal findings, the clinical outcome and the re-
sponse to treatment may differ between im-
munocompetent and immunocompromised 
patients. We present this case to emphasise 
that a) in order to avoid significant delay in  
diagnosis of  human Mycobacterium mari-
num  infection, a high index of suspicion 
is required, especially if the individual has 
been traumatised while working in fresh or 
salty water or while holding fishes b) the 
suspicion should further be increased if the 
individual is intensively immunosuppressed 
and c) in mycobacterial infections affecting 

immunosuppressed patients under anti-TNF 
treatment, halting of the therapeutic inter-
vention and subsequent rapid restoration 
of TNF signalling may result in a transient 
paradoxical exacerbation of the inflamma-
tory process (3).
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Fig. 1. (A) At presentation a diffuse, painful and restrictive swelling of the dorsal and palmar aspects of the left 
hand was evident, while erythematous nodules (arrows) were noted over all hand joints (B) left hand MRI revealed 
extensive soft tissue swelling, without bone erosive lesions, and multiple subcutaneous nodules in a sporotrichotic 
distribution (arrows), (C) marked improvement was achieved after treatment with combination of antibiotic drugs and 
a short course of oral methylprednisolone.


