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Case Report 
 
A 54-year-old woman with a history of breast 
cancer presented with one week of throbbing 
right breast pain.  She noted tenderness on 
palpation of the breast and denied any trauma, 
redness or swelling.  She had been gardening but 
denied any insect bites or thorn pricks.  She 
denied any fevers, chills or sweats.  Her stage 1 
(T1N0M0) breast cancer was diagnosed ten 
years earlier.  She underwent a left simple mas-
tectomy with negative axillary sampling 
followed by adjuvant chemotherapy but no 
radiation.  She also underwent contralateral pro-
phylactic mastectomy with placement of tissue 
expanders and subsequent bilateral saline 
implants and nipple reconstruction.  She was 
without recurrence of breast cancer or problems 
with the reconstruction until the time of 
presentation.   
 
On initial evaluation a breast contracture or 
rupture was considered.  Within one week the 
patient presented with redness and increasing 
pain to the right breast.  She denied any drainage, 
fevers, chills or sweats.  Physical exam demon-
strated an erythematous right breast with 
thickening around the implant.   
 
Subsequent ultrasound evaluation revealed a five 
cm by one cm fluid collection deep to the 
reconstructed nipple with associated prominent 
skin thickening and  peri-implant fluid.  
Aspiration of the fluid revealed organisms 
staining for acid fast bacilli by Ziehl-Neelson 
stain.  Subsequent speciation of the acid fast 
bacilli revealed a slow growing nontuberculous 
mycobacterium(NTM), Mycobacterium xenopi.   
 
Discussion 
  
Infection associated with breast implant surgery 
occurs in approximately 1% to 2% of cases1.  
Breast implant infections are more common after 
breast cancer reconstruction, ranging from 1-
30%.  Risk factors for breast implant infections, 
include diabetes, smoking and prior breast  
 
 

 
operations. Specifically, in reconstruction cases 
lymph node resection, chest wall radiation and 
preoperative chemotherapy are associated with 
increased risk of infection2, 3.   
 
Most breast implant infections occur shortly after 
placement with saline implant infections 
generally occurring in the first six weeks after 
placement. Silicone implant infections often 
occur 6 months after placement.4   Up to two 
thirds of the infections occur within the first 
month after implant surgery5. Typical symptoms 
of infections occurring shortly after surgery 
include redness, pain, drainage and wound 
dehiscence. Late infections occurring months to 
years after surgery are uncommon.  Some late 
infections are felt to be due to bacteremia.  
Additionally, poor infection control of the 
implants at the time of placement has also been 
implicated2.  
 
The typical pathogens are coagulase-negative 
staphylococci and staphylococcal aureus6.  Other 
pathogens include skin flora such as diptheroids, 
lactobacilli, bacillus species, beta hemolytic 
streptocci and propionibacterium acnes which 
are postulated to originate in the nipple area and 
breast ducts.  
 
Nontuberculous mycobacterium (NTM) organ-
isms have been identified as an increasing cause 
of breast infections7.  These infections have been 
implicated in acute, subacute or late onset 
infections.  When standard bacterial cultures are 
negative, NTM infection should be considered.  
Interestingly, NTM infections are often bilateral.  
The most common causes of NTM are 
Mycobacterium fortuitum and M. avium,  M. 
abscessus, and less commonly, M. chelonae.  
Most cases of NTM infections are related to 
infection at the time of the implant placement.  
Interestingly, in one case M. jacuzzi was iden-
tified in a series of patients who were infected by 
a surgeon who was found to have the bacterium 
on his body and in his jacuzzi8.  
 
In our case, the patient had Mycobacterium 
xenopi which is a slow growing  NTM.   
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M. xenopi is associated with opportunistic and 
nosocomial infections, usually of the lung and 
less commonly of the bone and joints4. It 
survives in water systems and is resistant to 
common disinfectants, enabling M. xenopi to 
contaminate laboratory samples and medical 
devices such as bronchoscopes, causing health-
care-acquired infections and laboratory 
contamination. To date, M. xenopi has not been 
identified in breast infections.    
 
Management of the NTM breast implant 
infections primarily consists of removal of the 
infected implant and appropriate antimicrobial 
therapy depending on the species of the NTM.  
Reimplantation after any infection should be 
delayed at least 3-6 months after completion of 
treatment to ensure complete resolution of 
infection2. Salvage treatment with isolated 
antibiotics is not recommended and is associated 
with a high risk of failure in NTM infections9. 
 
This case demonstrates many unusual findings 
which include the delayed presentation of 
infection nearly ten years after her recon-
struction. The infection occurred in the breast 
unaffected by the lymph node dissection.  
Notably, the pathogen M. xenopi is unusual 
despite recent increases in NTM breast infections 
and suggests potential contamination at the time 
of initial placement.   
 
 
 
REFERENCES: 
 
 
1. Brown SL, Hefflin B, Woo EK, Parmentier CM. 

Infections related to breast implants reported to the 
Food and Drug Administration, 1977-1997. J Long 
Term Eff Med Implants. 2001;11(1-2):1-12. PubMed 
PMID: 11495100. 

2. Washer LL, Gutowski K. Breast implant infections. 
Infect Dis Clin North Am. 2012 Mar;26(1):111-25. 
Review. PubMed PMID: 22284379. 

3. Olsen MA, Lefta M, Dietz JR, Brandt KE, Aft R, 
Matthews R, Mayfield J, Fraser VJ. Risk factors 
for surgical site infection after major breast 
operation. J Am Coll Surg. 2008 Sep;207(3):326-35. 
Epub 2008 Jun 26. PubMed PMID: 18722936. 

4. Uptodate, Breast Implant Infections, accessed on Feb 
12, 2012  

5. De Cholnoky T. Augmentation mammaplasty. 
Survey of complications in 10,941 patients by 265 
surgeons. Plast Reconstr Surg. 1970 Jun;45(6):573-
7. PubMed PMID: 5444674. 

6. Feldman EM, Kontoyiannis DP, Sharabi SE, Lee 
E, Kaufman Y, Heller L. Breast implant infections: 
is cefazolin enough? Plast Reconstr Surg. 2010 
Sep;126(3):779-85. PubMed PMID: 20811212. 

7. Macadam SA, Mehling BM, Fanning A, Dufton 
JA, Kowalewska-Grochowska KT, Lennox P, 
Anzarut A, Rodrigues M. Nontuberculous 
mycobacterial breast implant infections. Plast 
Reconstr Surg. 2007 Jan;119(1):337-44. PubMed 
PMID: 17255691. 

8. Rahav G, Pitlik S, Amitai Z, Lavy A, Blech M, 
Keller N, Smollan G, Lewis M, Zlotkin A. An 
outbreak of Mycobacterium jacuzzii infection 
following insertion of breast implants. Clin Infect 
Dis. 2006 Oct 1;43(7):823-30. Epub 2006 Aug 28. 
PubMed PMID: 16941361. 

9. Spear SL, Seruya M. Management of the infected 
or exposed breast prosthesis: a single surgeon's 15-
year experience with 69 patients. Plast Reconstr 
Surg. 2010 Apr;125(4):1074-84. PubMed PMID: 
20335860. 

 
 
Submitted on February 28, 2012  
 


