Mycobacterium haemophilum disseminated infection with Brodie’s abscess of the cuboid bone
and paratracheal lymphadenopathy masquerading as PTLD
M. Lucio Paredes Aulestia?, T. Zangeneh?, M. Al-Obaidi?

College of Medicine

Tucson

1 Infectious Disease, Banner University Medical Center-Tucson, Tucson, AZ, United States, 2 Transplant Infectious Disease, Banner University Medical Center-Tucson, Tucson, AZ, United States.

Table 1: Serum and Blood Studies

Introduction Discussion/Major teaching points

* Solid organ transplant (SOT) recipients are at increased risk of fungal and HIV Ag/Ab 4 generation Negative This case presents an interesting clinical scenario and several major teaching
mycobacterial infections. 5 | points:
»  SOT recipients present with unusual difficult to treat skin and soft tissue infection ~ epatitis B surface Ab, surface Ag, core Ab Negative 1. Recurrent SSTI in SOT recipients should raise concern for disseminated
P : i : Toxoplasma IgG <0.05 IU/ml (negative) . _ . . o .
(SSTI) can be related to fungal or mycobacterial infection, or non-infectious — | infections, including fungal and non-tuberculous mycobacterial infections.
conditions such as malignancy. Coccidioides EIA 1IgM and 1gG Negative . o . o
* This case presents an interesting clinical scenario of disseminated Mycobacterium  Cytomegalovirus Quantitative PCR Negative 2. I\/I.dh.c;emc?f h/lt:]m > d SI?W g;owmg fas’;]ldlolgs.orlgamslr.n, t.hat '?i‘fﬂcglt to grow
haemophilum infection with SSTI, as well as necrotizing lymphadenopathy, and Epstein Barr Virus Quantitative PCR Negative an '. er.1t| y.;l' 1> €ds5€ ai>0 | usjcrat.es ¢ e.c nical application o ro_a rar.mge
Brodie’s abscess. Serum galactomannan Negative PCR in tissue?. When rare, atypical infections are suspected, there is a wide and
Serum B-D-glucan <31 pg/ml more relevant use for this type of testing, as most of these organisms are
Case Presentation Cryptococcus Antigen Negative difficult to culture or rec.quwe special medla th.at.are not routlneIY u.sed, such as
Histoplasma Antibody IMDF Negative the case of Mycobacterium haemophilum. This is due to the fastidious nature
RPR and Syphilis Antibody Detected of this organism which requires specific temperatures between 28°C-32°C and
A 77-year-old woman initially presented with fever (39.2 DegC) and chills of 3 TB Quantiferon Negative iron-supplemented media for growth'-2.
days duration. A few weeks prior, she had complained of an indurated, tender Bacterial, fungal and AFB blood cultures No growth 3. M haemophilum infections usually present with involvement of the extremities

lesion in the right groin that was treated with 5 days of cephalexin. The lesion

resolved; however, 2 weeks later she developed a similar lesion on her left neck.
* PMH: Deceased-donor Kidney transplant 12 years prior for membranous Figure 1: MRI with contrast of R foot

and isolates are susceptible to most first-line antimycobacterial agents (except
ethambutol), clarithromycin, and the sulfonamides.

4. Timely diagnosis and treatment of early manifestations are likely to improve
outcomes*-.

nephropathy (Key Medications: Tacrolimus, Prednisone, Fluconazole (for
coccidioidomycosis prophylaxis)

 Epidemiological history: Born in Alabama and living in Tucson, AZ for over 10
vears. No significant outdoor exposures.

* Physical Examination: Remarkable only for small tender erythematous open
lesions on the left side of her neck, draining scant amount of serous fluid, and a 2
cm erythematous open lesion in the right groin without drainage or tenderness.
Vital signs within normal limits.

 Workup: extensive initial non-invasive workup was done (Table 1). Ultrasound of
the left neck and right groin showed small size abscesses, respectively. Initial MRI
of the chest, abdomen and pelvis with contrast reported no acute findings.

* Clinical course: After initial workup patient was discharged with oral antibiotics
for 2 weeks with complete resolution of the lesions. However, 3 months later, she
reported several new raised, pink, ulcerated papules on her upper extremities.
Also reported new right foot pain without prior trauma/triggers. Since symptoms

. . . .. Fairhurst, R.M., Kubak, B.M., Pegues, D.A., Moriguchi, J.D., Han, K.F., Haley, J.C. and Kobashigawa, J.A.
progressed’ she was admitted a.nd L.Jnderwent MR.I of the rlght foot (Flgure 1)' 2l (2002), Mycobacterium haemophilum Infections in Heart Transplant Recipients: Case Report and Review of the
well as CT chest/abdomen/pelvis with contrast (Figure 2). Literature. American Journal of Transplantation, 2: 476-479. https://doi.org/10.1034/j.1600-6143.2002.20514.x

o A Shave b|0 OSy Of the |esion reported 3 dermal abscess W|th hemorrhage W|th .. Griffith DE, Aksamit T, Brown-Elliott BA, Catanzaro A, Daley C, Gordin F, Holland SM, Horsburgh R, Huitt G, lademarco

id-fast bacilli identified. A h bi f d [ d MF, Iseman M, Olivier K, Ruoss S, von Reyn CF, Wallace RJ Jr, Winthrop K; ATS Mycobacterial Diseases Subcommittee;
numerous acCid-1as a.CI | laentirtie .. F)UI’]C. | IOPSY WasS per 'Orme dS We .an American Thoracic Society; Infectious Disease Society of America. An official ATS/IDSA statement: diagnosis,
sent for broad range tissue PCR, which identified Mycobacterium haemophilum treatment, and prevention of nontuberculous mycobacterial diseases. Am J Respir Crit Care Med. 2007 Feb
with 16s rRNA gene primer set and hsp65 amp“fied probe. The microbiology |ab’ 15;175(4):367-416. doi: 10.1164/rccm.200604-571ST. Erratum in: Am J Respir Crit Care Med. 2007 Apr 1;175(7):744-5.
with this information, cultured in iron-supplemented media and confirmed the

organism and performed susceptibilities. Podiatry team evaluated her foot, no

Brodie's abscess of the right
cuboid bone draining to the lateral
plantar soft tissues adjacent to the

cuboid with complex fluid/soft . . . | . . _ N
tissue abscess at the superficial Mycobacterium haemophilum disseminated infection with Brodie's abscess of the

soft tissues cuboid bone and paratracheal lymphadenopathy masquerading as post-transplant
lymphoproliferative disorder (PTLD)

Final diagnosis
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* Treatment/Follow-up: treated with several regimens but due to drug interactions
and toxicities. The plan was for long course of combination antibiotic therapy
based on available susceptibilities with oral doxycycline, moxifloxacin and
azithromycin. The patient tolerated the regimen well, with plan to complete a
yvear course of treatment. She has continued to improve clinically and is able to
ambulate without assistance, and no new cutaneous lesions.
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