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clarithromycin. Despite medical therapy, he demised a month later from hospital acquired 
pneumonia.

Conclusion. Mycobacterium hemophilum can present with cutaneous lesions 
and neurological signs that can resemble lepromatous leprosy. High index of suspi-
cion, good travel and exposure history, as well as obtaining specimens for culture 
would be essential in suspicion and diagnosis.
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Background. The Marshall Islands are known to be endemic for both leprosy 
and tuberculosis (TB). Active TB needs to be ruled out in all cases of leprosy, as treat-
ment will lead to rifampin monotherapy of undiagnosed TB co-infection. The use of 
protein based interferon gamma release assays (IGRAS) to test for latent TB in leprosy 
endemic areas is confounded by the crossreactivity of T-cell response to the antigenic 
homologs of these proteins in Mycobacterium leparae.

Methods. The Purified Protein Derivative (PPD) skin test may have some utility 
in the diagnosis of latent TB in the setting of paucibacillary leprosy, however “giant 
reactions” to PPD testing have been documented in monoinfection with multibacillary 
leprosy.

Results. A 32-year-old Marshallese woman presented to the surgical department 
with symptoms concerning for osteomyelitis of the third distal phalanx, multiple burn 
wounds on both hands, and hypoaesthetic- hypopigmented skin lesions. She was referred 
to the National Hansen’s institute where a limited disarticulation of the distal phalanx 
and a slit skin biopsy was performed. Fite stain was negative, but PCR was positive for 
Mycobacterium leprae. The patient also had a strongly positive IGRA test for TB, and a 
positive PPD skin test. A chest x-ray showed a subtle infiltrate in the right middle lobe, 
three induced sputa were AFB negative by smear - however 1/3 was culture positive for 
drug-susceptible TB. The patient then underwent standard drug therapy for TB with the 
addition of dapsone for the treatment of Hanson’s. Repeat sputum cultures were negative 
at one month, and the patient had improvement in her skin hypopigmentation within four 
months of therapy.

Conclusion. The immunological milieu of the host appears to paradoxically 
influence susceptibility to mycobacterial coinfection, with no consensus regarding 
whether prior exposure to one offers protection or predisposition to the other. The 
clinical implications of failure to identify active TB in a case of leprosy can not be 
understated, and positive IGRA or PPD testing in leprosy should not be considered 
falsely positive without further investigation. If treatment for paucibacillary leprosy 
is to be considered before ruling out active TB then minocycline may temporarily 
replace Rifampin.
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Background. The recent outbreak of M. chimaera has focused attention on NTM 
species as the potential source of other clusters of infection. Since 2010 NTMs have 
been reportable in Nebraska.

Methods. The NEDSS data base for Nebraska was searched for all NTM infec-
tions reported from May 1, 2013 through April 30, 2017. These entries were reviewed 
for species or group type and source of material. All pulmonary isolates were excluded.

Results. Over 4 years, 421 lab reports of NTMs from non-pulmonary sites were 
received by the DPH. The most common group isolated was M. avium intracellulare 
group consisting of 246 specimens. Next was M. chelonae with 57 specimens, followed 

by M. fortuitum with 32, and M. abscessus and M. gordonae with 17 each. Three or 
fewer isolates of M.  kansasii, M.  marinum, M.  mucogenicum or M.  arupense were 
reported. Eight isolates were not speciated. The sources of those isolates were included 
in the report 46% of the time. 

Source MAI M.chelonaeM. fortuitum
M. absces-
sus M. gordonae

Source Reported 40% 63% 50% 71% 94%
% of those cases 

reported by site
Abscess, wound 26% 14% 25% 33.3% (1 

ear)
19%

Tissue, mass, 
skin, or lesion

22 11 (1 sinus) 0 0 12.5

Neck or LN 12 11 0 0 0
Bone or Joint 11 14 19 0 25
Blood 3 22 25 25 0
Fluid Non 

Specified
24 5.5 12.5 16.7 12.5

Abdomen 0 11 6 0 12.5
Peritoneal fluid 0 3 0 8.3 0
Stool 0 14 6 8.3
CSF 2 0 0 0 0
Other Urine-3

Eye-5.5
Cervix-8.3 Urine 12.5

Conclusion. The majority of NTM reported in Nebraska over 4 years came from 
an abscess, wound, mass, bone, joint or skin source. Interesting results included: 
the number of cases detected by blood culture (between 15 and 20%) in non-MAI 
NTMS, the number of abdominal sources or stool (5–10% each) in non-MAI NTM, 
and the unusual sites discovered such as the CSF (MAI only), peritoneal fluid, ear, 
eye, and cervix. These results suggest that looking for NTM in the blood or stool 
could be an effective way of making the diagnosis, that it is important to consider 
NTM in abdominal infections and infections of peritoneal dialysis fluid of unclear 
etiology. Lastly, NTM may play a role in infections in unusual sites such as the eye, 
the ear or cervix.
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Background. Non-tuberculous mycobacteria (NTM) are a rare cause of septic 
olecranon bursitis (SOB) with few cases reported in the literature. Here we describe 
clinical outcomes and treatment modalities of 6 patients with SOB due to NTM 
infections.

Methods. This is a retrospective chart review of all adult patients treated at Mayo 
Clinic between January 2000 and June 2015 with SOB due to NTM.

Results. We had 6 patients in our series. Patient characteristics are in Table 1. 
All patients receiving antibiotics (n = 5) required ≥12 weeks of therapy. 80% experi-
enced severe side effects requiring either a change in regimen (n = 3) or discontinu-
ation (n = 1). The most serious side effect was vestibular toxicity and hearing loss 
related to tobramycin usage. One patient did not receive antibiotics after surgical 
debridement and had resolution. Of the 5 patients who required debridement, none 
experienced complications from surgery. Anconeus muscle flap was required in 1 
patient to avoid wound healing issues. All 6 patients achieved resolution of infec-
tion at the bursa, but relapse with the same organism at other sites was seen in 2 
immunocompromised hosts.

Conclusion. SOB due to NTM infections are uncommon and challenging to 
treat. In our institution, Mycobacterium chelonae was the most frequently impli-
cated organism. Proper microbiologic diagnosis is often delayed. These typically 
require extensive debridement and prolonged combination antimicrobial therapy. 
In some instances, more conservative measures may be considered. Although side 
effects are common, this treatment modality seems to produce clinical improve-
ment. Relapse may be associated with immunosuppression and may occur at 
different sites. 


