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Sinonasal infections by atypical mycobacterium (AM) are 
not common. First reported in an immunocompetent adult 
by Spring (1) in 1999, this disease had previously only 
been seen with AIDS patients. Later studies have 
reported the incidence of atypical mycobacterium among 
post-endoscopic sinus cultures as less than 1% (2). 
Patients with drug-resistant chronic rhino-sinusitis (CRS) 
are more likely to have AM, suggesting the need for 
accurate testing in these patients. This was demonstrated 
by Tichenor (3), who also described the various species 
of AM that are seen with CRS. Furthermore, there are as 
yet, no formal guidelines regarding proper treatment of 
extra-pulmonary AM sinusitis. Here, we present a case 
report of AM sinusitis and discuss any updates in the 
literature regarding diagnosis or treatment strategies.

Relevant History
A 65 year old female was seen for evaluation of 
congestion, epistaxis and facial pain lasting several 
months. She denied weight loss, hemoptysis or fevers. 
She had no prior ENT-related surgeries. Her medical 
history was significant for asthma, hypertension and 
chronic hepatitis C. She is a former heavy smoker and 
former IV drug user with associated left arm amputation. 
She had recently tried OTC nasal steroid sprays and oral 
antibiotics without relief. Her rhinoscopic exam showed 
significant crusting, mucopurulent drainage from left 
middle meatus. She was placed on a combination 
antibiotic and steroid nasal rinse and radiographic 
imaging was obtained (CT coronal and axial views seen 
below)

The incidence of extra-pulmonary AM infections has been 
rising over the years (4). It will become more important to 
have knowledge surrounding proper testing for these 
organisms. As seen in our patient, it wasn’t until after a 
second sinus procedure that the diagnosis was made, 
almost a year after initial presentation. Furthermore, we 
also demonstrated the variability between culture results. 
A total of three separate atypical mycobacterium species 
grew within our patient, M. chelonae, M. abscessus and 
M. avium complex. A recent study (3) sampled a 
population of AM sinusitis patients and found ten different 
species of AM. They also reported the presence of AM in 
drinking water, which may play role when counseling 
patients on proper saline nasal irrigation technique. 
Another interesting finding was the recent discovery of a 
new organism, M. abscessus-chelonae complex or M. 
franklinii, which was found among CRS patients in 
northeast US (5). This may suggest that there is more 
interplay and associations between these species than 
we know. At the least, considerations should be made for 
the role of obtaining multiple cultures over time in these 
patients. Solyar (6) demonstrated no significant difference 
in culture diagnoses of AM sinusitis made in the clinic vs 
OR; thus, lending credence to office-based procedures.

At this time, it is also not clearly understood whether 
there are diagnostic or prognostic differences between 
the various AM species that reside in the sinonasal or 
respiratory tract. It seems more likely that the various 
species that make up AM have a large amount of overlap 
but further research is needed.

Our patient’s clinical presentation was similar to other 
reports in the literature however she had radiographic 
evidence of bony erosion within the sinus cavity. This has 
not been clearly stated in the literature but Hicks (7) 
presented a patient with AM sinusitis similar to our own 
with CT imaging showing bony erosion in the sinuses. 
Further evidence is needed to confirm these findings as 
related. 

Treatment of AM sinusitis remains unclear although most 
would advocate for surgical excision first and foremost. 
Long-term antibiotic therapy against AM has also been 
described without a clear consensus on type, duration or 
route although macrolide treatment up to 6 months or 
longer has been seen (8). 

Sinonasal infections associated with AM are not very 
common although their incidence has been increasing 
recently. The lack of formal guidelines regarding 
diagnosis and treatment can only lead to worse outcomes 
in patient care. Recognizing this rare entity is the first 
step and influenced our decision to present this case 
report. As demonstrated in the literature and from our 
report, there is a need to establish a diagnostic criterion 
for AM sinusitis which would take into account obtaining 
consecutive cultures in addition to clinical signs and 
radiographic findings. Lastly, the paucity of studies aimed 
at specifically treating AM sinusitis leaves much room for 
future studies. 

There are several limitations in this study; 1) as a case 
report we are inherently limited by sample size, 2) our 
patient was unable to follow-up in the months following 
her second debridement due to closures related to 
Covid-19, 3) we were unable to obtain endoscopic 
photos.

This case report will hopefully increase the knowledge 
base to drive further research into this rare disease 
process.
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Course History
• CT imaging at initial visit showed soft tissue in superior 

left nasal cavity, opacification of left maxillary sinus with 
a small dehiscence on floor possibly representing intro-
oral fistula, obstruction of left osteomaxillary unit and left 
frontal sinus and outflow tract opacification.

• Lab results including ESR and WBC count were normal.

• Several months later, she underwent FESS, septoplasty 
and inferior turbinate reduction. Pathology of sinonasal 
contents revealed chronic inflammation and cultures 
grew S. aureus.

• Patient continued to experience symptoms and was 
taken back to OR for further debridement and 
endoscopically directed cultures. 

• AFB testing of sinus contents revealed negative staining 
but culture grew mycoplasma chelonae. Blood cultures 
were also negative for AFB.

• A chest CT was obtained which showed multiple upper 
lobe infiltrates

• Sputum samples were then collected (in a series of 3 on 
every other day) and the first sample stained positive for 
AFB and grew M. abscessus on culture. The second 
sample stained negative for AFB but grew M. abscessus 
on culture. The third sample stained negative for AFB 
but grew M. avium complex on culture. 

• Mycobacterium Tuberculosis PCR testing for sinus 
contents, sputum and blood was negative. A quantiferon 
test is currently pending. 

Follow-up Course
Patient was referred for evaluation by Pulmonary and 
Infectious Disease. She is not currently being considered 
for systemic treatment against AM. She continues to use 
nasal steroid irrigations and occasional antibiotic rinses. 
Her symptoms have improved only marginally.
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Figure 1. CT imaging at initial visit
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