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Case Report 

 

A 67-year-old man with a history of hypertrophic 

cardiomyopathy and hyperlipidemia presented initially with a 

one-week history of right elbow swelling. Prior to the 

swelling, he had an episode of moderate trauma to the right 

arm and elbow while body surfing in the Santa Monica Bay. 

He had no history for any immunocompromised condition and 

was not on any immune-suppressive treatments and was HIV 

negative. He was afebrile with normal vital signs. Pertinent 

physical findings were focused on the right upper extremity, 

including fluctulance of the olecranon bursa with mild 

swelling of the forearm. Muscle strength and sensation of the 

extremity were intact. The presumptive diagnosis was 

olecranon bursitis, and he had aspiration of 10cc of serous 

sanguineous fluid and injection of triamcinolone 20 mg. One 

week later, he returned with re-accumulation of fluid in the 

right olecranon bursa. A second aspiration of synovial fluid 

was sent for culture. Right forearm and right elbow x-rays 

after aspiration revealed soft tissue edema posterior to the 

olecranon and increased soft tissue thickness posterior to the 

olecranon containing foci of gas and a focus of calcification. 

The fluid culture returned positive for Mycobacterium chelona 

with pending antibiotic sensitivities. He was sent for infectious 

disease consultation and started on ciprofloxin, azithromycin, 

and rifampin. Once the identification and susceptibilities were 

known, the therapy was changed to linezolid 600 mg bid and 

azithromycin 500 mg daily (Table 1).  After four weeks of 

therapy with the two oral antibiotics, he developed progressive 

weakness and nausea. Repeat CBC revealed anemia with 

Hemoglobin of 9.5 g/dl and thrombocytopenia with a platelet 

count of 85,000. Under the advice of infectious disease, the 

antibiotic treatment with linezolid and azithromycin was 

stopped after six weeks. Follow-up examination showed 

resolution of the olecranon swelling and forearm induration. 

Follow-up ESR and C-reactive protein were normal.  The 

patient had no evidence of any other mycobacterium infection.  

 

Discussion 

 

The patient presented with a very rare form of infectious 

olecranon bursitis. Mycobacterium chelonae (M.chelonae) is 

in the classification of rapidly growing mycobacterium 

(RGM), which also includes Mycobacterium fortulim and 

Mycobacterium asbscessus. The RGM usually grow in 

subcultures within one week compared to other mycobacteria, 

which was the case with this patient.
1
 

 

 

 

 

 

M. Chelonae is found worldwide and is ubiquitous in the 

environment and has been found in soil, water, sewage, and 

dust particles.
2
  It is a cause of localized skin lesions including 

surgical wounds and also disseminated disease.  In surgical 

wounds, the source often is contamination from colonized tap 

water and contaminated tissue-marking pens.
3
 Other localized 

infection with M. chelonae include isolated lymphadenitis, 

osteomyelitis, joint infections, eye disease, and pulmonary 

infection.
4
 M. chelonae infections have also been found 

following total joint replacements in both knee and hip joints.
5
 

 

In this specific case, the most likely exposure was in the 

Pacific Ocean and trauma to the right arm and elbow is the 

likely portal of entry. What makes this case more unusual is 

that M. chelonae, in contrast to the other RGM, primarily 

causes human infections in immunosuppressed patients, 

particularly HIV patients, and our patient had normal 

immunity.
6
 Most likely the initial entry was the right forearm 

and then eventually spread to the olecranon bursa. 

 

M. chelonae lesions usually present as red-to-violaceous  

nodules, which may be painful and then progress to cellulitis 

and eventually can form an abscess or an ulcer. Localized 

adenopathy can be found, but constitutional symptoms such as 

fever, fatigue arthralgia, and myalgia are not present. 

Disseminated disease can progress from skin or soft tissue 

lesions but almost exclusively occur in immunosuppressed 

patients. However, anyone with even localized infection 

should be screened for HIV or other immune disorders.
7
 

 

Treatment for M. chelonae infections can be difficult because 

the bacteria can be resistant or only partially susceptible to 

many antibiotics. Oral clarithromycin had been the mainstay 

of treatment but with the emergence of macrolide resistant 

organisms multidrug treatment regimens must be determined 

for each patient. No controlled clinical trials of treatment 

comparing one form of treatment with another or with no 

treatment at all have been performed.
8,9

 Most treatment 

recommendations are based on case series and organism 

sensitivities but at least two agents are recommended. For 

severe infection with M. chelonae, initial two agent parental 

treatment is recommended for two to six weeks and then 

followed by oral therapy with two agents.  Also, length of 

treatment with oral agents has not been clinically determined 

but recommendations are four months for localized skin and 

soft tissue, 6 months for bone infection, and 12 months for 

lung infections. In prosthetic joint infections IV antibiotics up 



to 6 months are sometimes recommended.
10

 In our case, 

treatment was stopped secondary to medication side effects. 

There was no evidence for recurrence.  

 

Surgery is indicated with extensive skin disease, abscess 

formation, or when antibiotic therapy is difficult of 

ineffective. Removal of surgical prosthesis or implants is 

necessary for cure. Surgical resection of limited pulmonary 

disease may be curative.
11

 

 

Conclusion 

 

Mycobacterium chelonae as illustrated in this case is a very 

rare form of infectious olecranon bursitis. However since the 

bacteria exist in multiple environments worldwide, one must 

be suspicious of the agent as a cause of recalcitrant infections 

of the olecranon bursa, as well as other soft tissue infections. It 

is not unusual for there to be a lag time of up to two years 

from time of initial inoculation with the mycobacterium and 

eventual diagnosis.   

 

Table 

 

Table 1. Antibiotic Sensitivities of Mycobacterium Chelonae 

Culture. 

MYCOBACTERIUM CHELONAE GROUP 

MIC in mcg/mL 
AMIKACIN: 16S 
CEFOXITIN: >256R 
CIPROFLOXACIN: >2R 
CLARITHROMYCIN: 0.25S 
DOXYCYCLINE: >64R 
IMIPENEM: 16R 
LINEZOLID: 4S 
MOXIFLOXACIN: 8% 
RIFAMPIN: >2% 
SULFAMETHOXAZOLE: >64R 
TOBRAMYCIN: S 
TIGECYCLINE: <=0.25 % 
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