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      6 outbreaks were reported to DHMH during MMWR Week 48(Nov. 26 �Dec. 2, 2006):


4 Gastroenteritis outbreaks


1 outbreak of GASTROENTERITIS associated with a Hospital/Nursing Home


(Washington Co.)





2 outbreaks of GASTROENTERITIS associated with  Daycare Centers 


(Charles Co. and Montgomery Co.)





1 outbreak of GASTROENTERITIS associated with an Assisted Living 


(St. Mary's Co.)





B.	The Johns Hopkins Hospital, Department of Pathology, Information provided by, 


	Andrea Subhawong, M.D.





Patient presentation: This is a 69 year old gentleman with a past medical history significant for psoriasis, rheumatoid arthritis, and gout.  He is a school bus driver, who enjoys fishing on the Chesapeake with his family. Three weeks prior to admission, he had a gout exacerbation and was placed on allopurinol and prednisone, after which he developed an indurated, pustular lesion on his left lower extremity. At the time, it was felt that he had experienced an allergic drug eruption, however bacterial cultures were taken from the abscess fluid. No organisms were seen on gram stain. Two weeks later, the cultures became positive for Mycobacterium marinum. The patient was successfully treated and the lesion regressed.





Mycobacterium marinum


Background: M. marinum, the most common atypical Mycobacterium to cause infections in humans, is found in fresh and salt water. The bacteria is classified in Runyon group 1 as a photochromogen, which produces yellow pigment once cultured and exposed to light. Growth of culture usually takes 7-21 days and is optimal at cooler temperatures (25-32°C), because the organism is adapted to infect fish. This explains why humans are usually infected in the extremities, where body temperature is lower. Systemic infection in immunocompromised hosts has been reported, indicating that M. marinum is capable of adapting to grow in warmer conditions.














Host tissues are usually infected via an abrasion that is exposed to contaminated water.  After the mycobacteria are phagocytosed by macrophages, they interrupt phagolysosome formation, escape the lysosome, and move with actin-based motility both inside and outside cells. This may contribute to cell-to-cell spread. 


Clinical presentation: Patients usually present with a painful and indurated nodule or ulcer at the site of trauma, often with a history of exposure to nonchlorinated water several weeks earlier. Localized cutaneous disease can spread to soft tissues or along the path of lymphatic drainage, termed sporotrichotic spread.  Fever and other constitutional symptoms are uncommon. Patients may have deeper involvement, with bursitis, septic arthritis, or osteomyelitis of the underlying bone, however, dissemination to the bone marrow and abdominal viscera is rare.


Diagnosis: Cultures at 25-32°C will grow nonmotile acid-fast bacilli in 7-21 days. The organisms are photochromogens (Runyon group 1), producing yellow pigment only when exposed to light. No niacin or nitrate production occurs, but urease is usually positive. Examination of fluid from the lesion may show acid-fast bacilli within macrophages. Tissue biopsy also may aid in identification, often revealing a granuloma with a stellate central abscess.


Therapy: Typically a combination of drugs such as clarithromycin and rifampin are used for 4-6 weeks. Recent studies indicate that M. marinum is generally resistant to isoniazid and ethambutol, as well as ciprofloxacin and levofloxacin. However, most strains are susceptible to moxifloxacin and sparfloxacin. If the diagnosis is highly suspected, therapy should be initiated even if cultures remain negative.
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