biopsy and culture should be performed on crusted lesions when the
patient is from an endemic area. Crusted nodular lesions caused by
Mycobacterium chelonee have been described in HIV-seropositive
patients. Treatment with clarithromycin looks promising.

(Table 129-1) Hair follicles serve as portals for a number of bacteria,
although S. aureus is the most common cause of localized folliculitis.
Sebaceous glands empty into hair follicles and ducts and, if these
portals are blocked, form sebaceous cysts that may resemble
staphylococcal abscesses or may become secondarily infected.
Inflammation of sweat glands (hidradenitis suppurativa) also can
mimic infection of hair follicles, particularly in the axillae, but new
treatments with potent anti-inflammatory agents hold promise.
Chronic folliculitis is uncommon except in acne vulgaris, where
constituents of the normal flora (e.g., Propionibacterium acnes) may
play a role.

Diffuse folliculitis occurs in two settings. Hot-tub folliculitis is
caused by Pseudomonas aeruginosa in waters that are insufficiently
chlorinated and maintained at temperatures of 37—40°C. Infection is
usually self-limited, although bacteremia and shock have been
reported. Swimmer’s itch occurs when a skin surface is exposed to
water infested with freshwater avian schistosomes. Warm water
temperatures and alkaline pH are suitable for mollusks that serve as
intermediate hosts between birds and humans. Free-swimming
schistosomal cercariae readily penetrate human hair follicles or
pores but quickly die and elicit a brisk allergic reaction, causing
intense itching and erythema.

(Table 129-1) Raised lesions of the skin occur in many different
forms. Mycobacterium marinum infections of the skin may present as
cellulitis or as raised erythematous nodules. Similar lesions caused
by Mycobacterium abscessus and M. chelonei have been described
among patients undergoing cosmetic laser surgery and tattooing,



