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ABSTRACT
Mycobacterium scrofulaceum is one of the slowly growing scotochromogenic nontuberculous mycobacteria.
In adult, the clinical manifestations of M. scrofulaceum infections include pulmonary disease, hepatitis,
osteomyelitis, and cutaneous infection. Herein, we report a rare case of disseminated M. scrofulaceum infection
in a patient with lymphoma. The patient had the M. scrofulaceum infections that involved lung and joint, and
the clinical condition responded to the antimycobacterial agent and surgical debridement well.
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INTRODUCTION

CASE REPORT

Mycobacterium scrofulaceum is one of the slowly growing
scotochromogenic nontuberculous mycobacteria (NTM).
Its name is derived from “scrofula” – an infection of cervical
lymph nodes, because of the high frequency of isolating
M. scrofulaceum in children lymphadenitis [1]. In adult, the
clinical manifestations of M. scrofulaceum infections include
pulmonary disease, hepatitis, osteomyelitis, cutaneous infection,
and disseminated diseases [2-11]. Disseminated M. scrofulaceum
infection always develops in patients with immunocompromised
status, such as acquired immunodeficiency syndrome or
interferon-γ receptor 1 deficiency [8-10]. Herein, we report a
rare case of disseminated M. scrofulaceum infection in a patient
with lymphoma.

A 75-year-old woman had the Hodgkin’s lymphoma (Ann Arbor
stage IV) and received cyclophosphamide (50 mg/day) and
dexamethasone (0.5 mg twice daily) for 3 months. This time,
she presented with erythematous and painful swelling over the
left knee for 1-week during the course of oral chemotherapy.
However, she did not have fever or chills and did not recall
any recent trauma. Her vital signs were as the following: Her
body temperature was 36.8°C, pulse rate was 85 beats/min,
respiratory rate was 18 breaths/min, and her blood pressure
was 104/65 mmHg. The only notable finding on physical
examination was swelling, redness, and local heat over left knee.
Laboratory examinations revealed the following values: White
blood cell count, 18,400/mm3 (89% neutrophils); erythrocyte
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sedimentation rate 104 mm/h; creatinine, 0.6 mg/dL; and
C-reactive protein, 167.2 mg/L (reference range <6 mg/L).
Radiography of left knee only showed the degenerative change.
Chest radiography showed one nodular patch over right upper
lobe [Figure 1]. Ultrasonography disclosed one lobulated-margin
hypoechoic mass at left knee suprapatellar region, and another
heterogeneous mass lesion at the intramuscular region of left
suprapatellar region with extension to the lateral side of the left
knee. Computed tomography of left knee disclosed 18 mm ×
8 mm × 10 mm fluid accumulation with marginal enhancement
in the prepatellar region and abundant effusion in suprapatellar
bursa with marked synovial enhancement [Figure 2]. Joint fluid
aspiration was performed and sent for bacterial and mycobacterial
culture. Therefore, arthroscopic synovectomy and debridement of
left knee joint and bursectomy and debridement of left anterior
knee were performed for septic arthritis and soft tissue infection.
The pathologic examination of surgical specimen disclosed
suppurative inflammation with foci of granulomatous formation,
and acid-fast bacilli (AFB) within it. Two weeks later, NTM was
isolated from the joint fluid specimen, and surgical specimen,
and further confirmed as M. scrofulaceum. At the same time,
three sets of her sputum yielded M. scrofulaceum. Aspirated
synovial fluid or concentrated specimens (sediment obtained after
centrifugation) were inoculated onto both Lowenstein-Jensen
slants and the fluorometric BACTEC system (BACTEC MGIT
960 system, Becton-Dickinson). AFB staining was performed on
digested and decontaminated specimens and was repeated on all
positive cultures from the BACTEC system. Furthermore, all of
the identification of mycobacteria was performed in Rui-Fu-Shi
Medical Laboratory. After the growth of AFB, mycobacterium
was further analyzed using the BluePoint TM MycoID kit (Bio
Concept Inc. Taichung, Taiwan). The kit is a DNA array that
could simultaneously differentiate six species of Mycobacterium
tuberculosis complex and 19 species of clinically relevant NTM.
The BluePoint TM MycoID identification method consists of
PCR-based amplification, which targets the 16S-23S rRNA gene
intergenic spacer (ITS) regions and gyrB gene, of the nucleic
acids from cultured media, followed by hybridization of the
digoxigenin-labeled PCR products with oligonucleotide probes
immobilized on a membrane. After hybridization, the array was
read by BluePoint TM CHR analyzer.
However, no other bacterium was isolated from the joint fluid
and surgical specimen. Therefore, rifampicin (450 mg daily),
ethambutol (800 mg daily), and clarithromycin (500 mg twice
daily) (body weight of the patient was 45 kg) were prescribed
for disseminated M. scrofulaceum infection. In addition, the
test for HIV was negative. Finally, the local condition gradually
improved during the follow-up 1-year later.

DISCUSSION
The patient described herein had the M. scrofulaceum
infections that involved lung and joint, and the diagnosis of
disseminated M. scrofulaceum infection based on the positive
culture from two separate anatomic sites (sputum, and synovial
fluid). The deficit of her immune status should be due to her
underlying lymphoma. To our knowledge, this is the first case
82

Figure 1: Chest radiography showed a nodular patch over right upper lobe

Figure 2: Computed tomography of left knee disclosed 18 mm × 8 mm
× 10 mm uid accumulation with marginal enhancement in prepatellar
region, and abundant effusion in suprapatellar bursa with marked
synovial enhancement

of disseminated M. scrofulaceum in a patient with lymphoma
undergoing chemotherapy. As previous reports, this finding
reminds us that M. scrofulaceum can cause disseminated
infection in immunocompromised patients, such as lymphoma,
HIV infection, or interferon-γ receptor 1 deficiency [8-10].
Because disseminated M. scrofulaceum infections were rare and
the susceptibility data are lacking, the treatment regimen for
this clinical entity remains controversial [11]. In our patient,
the clinical condition improved after antimicrobial agents and
surgical debridement. However, we still need more evidence to
recommend the drug of choice for M. scrofulaceum infections.
Therefore, further study should be warranted to investigate the
choice of the appropriate anti-mycobacterial agent.
In conclusion, M. scrofulaceum should be considered as
a possible etiology causing disseminated infection in the
immunocompromised patient, such as hematological cancer
patients.
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