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Case Presentation
43 yr old African American female who presented with complaints of headaches with 
photophobia, fever and vomiting. She had a past medical history of chronic pelvic pain, 
bronchitis/sinusitis reoccurring over the past 3 years and shingles. She was separated 
from her husband and lived locally working as a presser occasionally visiting New York 
City.  She had a past history of tobacco abuse and had been in substance abuse recovery 
for crack cocaine and marijuana usage.  She had tested negative for HIV in 2007.  Her 
husband had a positive ppd in the past and was treated with Isoniazid.  She took no 
medication and had no allergies. Her review of systems was significant for myalgias, 
weight loss (20lbs over the last 3-6 months), fatigue, fevers, dsyphasia, anorexia, back 
pain, slurred speech and ataxia.  Her physical exam was significant for slurrred speech, 
gait ataxia, right sided hemiparesis, thrush, left eye ptosis but no rashes/lesions. Lumber 
puncture revealed a pleocytosis with a WBC count of 620 and a with a differential of 98%
PMN’s.  The glucose was 48 and the protein was 122. She started on ceftriaxone, ampicillin 
and vancomycin and acyclovir.  Head CT revealed a low attenuated hypodense lesion in 
the left pons.  She had worsening ataxia and mental confusion and underwent an MRI, 
revealing an irregular enhancing centronecrotic lesion 2 cm in the left pons with edema 
throughout the pons extending to the left thalamus superiorly and the left middle 
cerebral peduncle. CSF, sputum, blood and urine cultures were negative and lab work 
showed a leucopenia and anemia.  The patient was tested for HIV, which was positive with 
a CD4 count of 25 (14%) and a viral load of 51,297 copies/ml.  Stereotactic brain biopsy 
was performed and tissue from the pons was sent for acid fast bacilli direct smear and 
culture which were positive.  She started isoniazid, rifampin, pyrazinamide and 
ethambutol.  Specimen pathology showed acid fast bacilli and direct smear was positive. 
Tissue was negative for Mycobacterium tuberculosis complex by DNA real time PCR. The 
patient was started on four drug therapy with clarithromycin, ethambutol, isoniazid, 
pyrazinamide, rifampin and discharged home.  Two weeks later, she was readmitted with 
fevers, ataxia, left sided weakness and lateral gaze palsy on the right.  Her CD4 count was 
50. Repeat MRI showed a large brain stem lesion.  The cavitary lesion on the left had 
decreased in size, however there was more enhancement on the right side of the brain 
stem.  Her pontine biopsy came back one month later showing Mycobacterium 
haemophilum identified by culture and molecular analysis. Once the organism was 
identified, the patient was changed to rifabutin, ethambutol, clarithromycin and 
ciprofloxacin. HAART (emtricitabine/tenofovir, atazanavir, and norvir) was initiated after 
weighing concerns about IRIS. Her lateral gaze palsy, weakness and speech improved 
and follow-up MRI’s showed a decrease in  edema and abscess cavity (12mm to 4mm 
wide) along with the resolution of her symptoms. However, the patient declined and her 
last head CT showed a persistent hypodensity in the pons and a new hypodensity in the 
left internal capsule and she passed away roughly 4 months after starting treatment.

Radiology

MRI from admission (top) shows and intensely enhancing lesion in the pons measuring 2cm in height and 
2.3cm diagnonally with diffuse edema extending to the midbrain, thalamus, cerebral peduncle and medulla.  
MRI (bottom) shows improvement in the left side with partial resolution of the cavitary lesion to 4mm. There is 
less edema and mass effect. 

Pathology

Discussion
Mycobacterium haemophilum is an emerging pathogen first identified in 1978 and found worldwide 
causing skin, lung, bone, eye and joint infections. It commonly infects immunocompromised 
patients such as persons with HIV, malignancy, solid organ and bone marrow transplant recipients. 
Mycobacterial disease is the second most frequent cause of illness in AIDS patients receiving PCP 
prophylaxis.  M. haemophilum occurs as painful, erythematous, ulcerating nodules on skin and in 
lymph nodes and rarely involves the CNS.  The epidemiology of M. haemophilum is undefined and it 
is probably present in the environment with no known explanation of transmission to humans and 
no reported cases of human to human spread or environmental inoculation.  This organism grows 
best at 30-32 degrees, takes up to 8 weeks to grow and requires iron supplementation in the media 
which may compromise recovery in the laboratory.  The most active antimicrobial agents in vitro are 
amikacin, ciprofloxacin, clarithromycin, rifabutin and rifampin.  Treatment with a combination of 
drugs for several months with at least two agents demonstrated to have low MICs for the organism 
has been shown to be effective and outcomes appear to be influenced by the patient's underlying 
immunosuppression.  There are cases of rifamycin resistance and reoccurrence after treatment.  
Reported responses to therapy in AIDS patients is poor.  There is one case of a man with AIDs 
developing a spindle cell pseudotumor in the brain stem with a mixed infection of M. haemophilum 
and M. simiae.

Conclusion
The role of Mycobacterium haemophilum as a pathogenic, non-tuberculous microorganism is 
becoming more defined despite lack of specific treatment regimens.  As more patients receive bone 
marrow transplants, chemotherapy and are diagnosed with HIV there will be more hosts for this 
organism.  It is an underrecognized organism because it requires special laboratory methods for 
cultivation and identification.  Timely diagnosis and therapy require communication between the
clinician and the laboratory.  Standards for defining antimicrobial susceptibility to the organism do 
not exist and there are concerns and there are concerns about resistance to effective agents.  The 
prognosis for recovery depends on host-related factors and degree of immunosuppresion.  Reported 
responses to antimycobacterial therapy in AIDS patients has been poor, as these patients often do not
respond to agents shown to be effective in vitro.  Atypical mycobacterium ought to be considered in
the differential of immunocompromised patients particularly with skin lesions.  Rarely does it involve 
the CNS with one documented case of a mixed mycobacterial pseudotumor.  This is the first reported 
case of this organism presenting as an abscess in the pons.

References:  1) Bernard, E.M., Edwards, F.F., Kiehn, T.E., Brown, S.T. and Armstrong, D.  Activities of Antimicrobial Agents Against 
Clinical Isolates of Mycobacterium haemophilum. Antimicrob Agents Chemother.  1993 Nov; 37(11):2323-6.  2) Dever, L.L., Martin, 
J.W., Seaworth, B. and Jorgensen, J.H. Varied Presentations and Responses to Treatment of Infections Caused by Mycobacterium 
Haemophilium in Patients with AIDS.   Clinical Infectious Disease. 1992; 14:1195-1200.  3) Kiehn, T.E. and White, M.  Mycobacterium 
haemophilum: An Emerging Pathogen.  European Journal of Clinical Microbiology and Infectious Disease.  1994 Nov; 13(11):925-31.
4) Leibowitz, M.R., Currier, J.S., Bartlett, J.G. and McGovern, B.H. Overview of nontuberculous mycobacteria (excluding MAC) in HIV-
infected patients.  May 1 2009.  http://www.utdol.com/online/content/topic.do?topicKey=hiv_infe/12326&view=print.  5) Sabuolle, 
M.A., Kehn, A.T., White, M.H., Rudinsky, M.F. and Armstrong, D. Mycobacterium haemophilum: microbiology and expanding clinical 
and geographic spectra of disease in humans.  Clinical Microbiology Review.  1996; 9:435-447.  6) Straus, W.L., Ostroff, S.M., Jernigan, 
D.B. et al.  Clinical and Epidemiologic Characteristics of Mycobacterium Haemophilum, An Emerging Pathogen in Immuno-
compromised Patients. Annals of Internal Medicine. 1994; 120:118.  7) Phowthongkum, P., Puengchitprapai, A., Udomsantisook, N., 
Tumwasorn, S. and Suankratay, C.  Spindle Cell Pseudotumor of the Brain Associated with Mycobacterium haemophilum and 
Mycobacterium simiae Mixed Infection in a Patient with AIDS:  The First Case Report.  International Journal of Infectious Disease.  
2008 Jul; 12(4): 421-424.  Epub 2008 Mar 4.

* The top two images show a high and low power view with pleomorphic to curved 
    acid fast bacilli and diffuse organisms were in the neural tissue.

* The bottom images show hematoxalin and eosin staining revealing a high density 
    of organisms filling up the macrophages.


