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Abstract

We describe a patient, who presented to our hospital with a prolonged febrile illness and was diagnosed with
Acquired Immunodeficiency Syndrome (AIDS) with CD4 count of 12 cells/mm? and viral load of 738000 copies/
mL. The CT scan of the chest did not show any abnormalities. Routine cultures were negative. The CT scan
of the abdomen showed a single liver abscess, the routine cultures of liver abscess were negative. The MRI
scan of the head revealed focal enhancing lesion within the right parietal bon which was not pursued further
at this point. About eight weeks later, the AFB blood culture was reported to have grown Mycobacterium Kan-
sasii. Because of the high index of suspicion, aspiration of the liver abscess was repeated, and mycobacteria
consistent with M. kansasii were grown. The biopsy from the right parietal dura and right parietal bone showed
acid fast bacilli on the stain which did not grow on the cultures, perhaps representing post-treatment non-viable
mycobacteria.

Abbreviations

M. Kansasii: Mycobacterium Kansasii; MAC: Mycobacterium Avium Complex; NTM: Non-Tuberculous My-
cobacteria; AFB: Acid Fast Bacilli; HIV: Human Immunodeficiency Virus; AIDS: Acquired Immunodeficiency
Syndrome; HAART: Highly Active Antiretroviral Therapy; MRI: Magnetic Resonance Imaging; CT: Computed

Tomography; CXR: Chest X Ray; FNA: Fine Needle Aspiration; CDI: Clostridium Difficile Infection

Introduction

Mpycobacterium kansasii is the second most common
cause of Non-Tuberculous Mycobacteria (NTM) dis-
ease in the United States including patients with HIV
infections. M. kansasii causes pulmonary disease in over
half of infected patients late in the course of AIDS [1-3].
However, this presentation is more common in patients
with underlying lung diseases. The clinical presentations
of M. kansasii pulmonary disease are similar to those as-
sociated with pulmonary M. tuberculosis [4,5].

Disseminated M. kansasii disease is less likely in HIV
negative individuals and often associated with advanced
HIV. The average CD4 count of patient with M. kansa-
sii and AIDS co-infection was less than 50 cells/mm? in
most studies. Like other opportunistic infections, the
incidence of disseminated M. kansasii infection has de-
clined after the introduction of Highly Active Antiretro-
viral Therapy (HARRT) [1,4,5].

Blood stream, aorta, mediastinal lymph nodes, pericar-
dium, gingivomandibular, sinuses, bone, tendon and joints,

liver, appendix, brain infections have been reported in ad-
vanced HIV and immunocompromised individuals [2-5].

Case Report

35-year-old female, without a significant past medical
history, presented to our hospital with complaints of fe-
ver, malaise, weight loss and chronic diarrhea.

On physical examination she was thin and chron-
ically ill appearing, she had a maximum temperature of
103.9 °F, blood pressure of 107/63 mmHg, heart rate of
120 beats/min, respiratory rate of 18 breaths/min, and
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Figure 1: Normal CT chest.

Figure 2: CT scan of abdomen showing complex low attenuating mass in the liver consistent with hepatic abscess.

oxygen saturation of 97% on room air. Thrush and poor
dentition were found on oral exam. Abdomen, chest,
lung and skin examination were unremarkable.

She was found to be HIV infected with a very low CD4
count of 12 cells/mm? (3.1%); HIV viral load of 738,000
copies/mL, and the HIV genotyping did not show any
resistance to antiretroviral agents.

During her prolonged hospitalization, she had unex-
plained persistent fever, and the extensive work up in-
cluded multiple negative blood cultures, negative CXR.
The CT scan of the chest (Figure 1) showed no evidence

of pulmonary infiltrate to suggest pneumonia, The CT
scan of the abdomen and pelvis (Figure 2) demonstrated
hepatic abscess. The patient underwent CT guided liv-
er abscess drainage with 3 cc of pus removed and rou-
tine cultures did not grow any organisms. Initially the
impression was that the liver abscess was secondary to
dental abscesses which had been found on Panorex and
was treated with appropriate antibiotics. Thereafter, the
patient developed leukocytosis and diarrhea and the clos-
tridium difficile toxin in the stool was positive. She was
treated for C. difficile infection which resulted in resolu-
tion of leukocytosis and diarrhea.
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Figure 3: Decrease in the size of the intrahepatic abscess.

Figure 4: Margins of the abscess are less poorly defined.

Follow up CT scan of abdomen: Interval removal pigtail catheter with redemonstration of a 1.8 x 1.0 cm area of hypoatten-
uation in the left hepatic lobe, which could represent hypoenhancement due to infarct from prior abscess versus residual

or recurrent abscess.

However, the patient continued to have persistent
fever, so we ordered blood cultures for Acid fast bacilli
to rule out disseminated MAC infection. Approximately
4 weeks later, the blood cultures were reported to grow
acid fast bacilli other than MTB. We started her on treat-
ment for presumptive disseminated MAC infection with
Azithromycin and Ethambutol while awaiting specia-
tion. Patient did not attain any clinical improvement so
Rifabutin was added. At 8 weeks the AFB in blood cul-
tures was identified as Mycobacterium kansasii.

Azithromycin was changed to Isoniazid plus pyridox-
ine. Rifabutin and Ethambutol were continued. A repeat
CT scan of abdomen (Figure 3 and Figure 4) showed im-
provement of liver abscess and demonstration of a 1.8 x
1.0 cm area of hypoattenuation in the left hepatic lobe,
which could represent hypoenhancement due to infarct
from prior abscess versus residual or recurrent abscess.
A second aspiration of the liver abscess was done. Pa-
thology from liver lesion on second Fine Needle Aspi-
ration (FNA) was negative for malignant cells, but there
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Figure 5: MRI scans of the head showing focal enhancing lesion within the right parietal bone.

was acute inflammation which consistent with abscess
formation. The specimen was sent to a reference labora-
tory where the AFB stain was reported to be positive for
numerous organisms consistent with M. kansasii.

Patient was also found to have a focal enhancing lesion
within the right parietal bone on MRI scan (Figure 5). The
biopsy from the lesion was taken from right parietal dura
and right parietal bone. Histopathology showed mixed
inflammatory reaction with plasmacytosis involving
bone and underlying dura mater which was felt to be
consistent with reactive process. Ziehl-Neelsen staining
was performed at the reference laboratory showed rare
acid fast bacilli that did not grow on cultures, this can
easily be explained by the presence of post-treatment
non-viable mycobacteria.

After 6 weeks of treatment for M. kansasii infec-
tion, with the aim of avoiding Immune Reconstitution
Inflammatory Syndrome (IRIS), patient was started on
antiretroviral therapy. She is being followed in our clinic
and is doing well. Her most recent CD4 count is 87 cells/
mm® and HIV viral load is 710 copies/mL. And she is
into 9 months of therapy for M. kansasii infection. Pa-
tient was also placed on prophylaxis for Pneumocystis
jirovecii pneumonia, Toxoplasmosis and Mycobacterium
avium complex.

Discussion

Mpycobacterium kansasii was first described by Buhler
and Pollack in 1953. It is an acid-fast, photo chromogen-

ic (produces a yellow pigment when exposed to light)
mycobacterium, stains poorly with gram staining, grows
slowly over more than 7 days to reach mature growth and
appears longer and broader than Mycobacterium tuber-
culosis often with a beaded or cross-barred appearance
on Ziehl-Neelsen staining. Unlike other NTM, M. kan-
sasii is not readily isolated from environmental sources.
Tap water is likely the major reservoir causing human
disease. Human to human transmission likely does not
occur [1-4].

The reported incidence of M. kansasii in HIV patients
in the United States is 0.14%-0.44% [5]. Almost 20% of
patients with HIV infection, who develop M. kansasii in-
fection, eventually develop disseminated disease. The av-
erage CD4 count of patient with M. kansasii and HIV
co-infection was less than 50 cells/mm?® in most studies
[1,4,6-8].

M. kansasii causes pulmonary disease in patients with
underlying lung diseases, such as chronic obstructive
pulmonary disease, bronchiectasis, prior tuberculosis,
pneumoconiosis and malignancy [1,4,5]. The symptoms
of M. kansasii pulmonary disease are commonly in-
distinguishable to those associated with pulmonary M.
tuberculosis [4,5]. The most common symptoms of pul-
monary M. kansasii infection include cough, weight loss,
shortness of breath, chest pain, hemoptysis, and fever [9].

Disseminated M. kansasii disease is uncommon in
HIV negative patients and usually associated with ad-
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vanced immune compromised status. Nonetheless, the
incidence of disseminated M. kansasii infection has de-
clined after the debut of Highly Active Antiretroviral
Therapy (HARRT). The risk factors for disseminated M.
kansasii infection include acquired immunologic defects
such as AIDS and iatrogenic immunosuppression, or ge-
netic disorders like as INF-y and IL-12 pathway defects
[10,11].

Isolated bloodstream infection cause by M. kansa-
sii is less common than with MAC in HIV infected pa-
tients and is seen in less than 25% of infected individuals
[1,4,5]. The organs involved in disseminated M. kansasii
disease include lung, bone, intestines, central nervous
system, spleen, bone marrow, lymph nodes, skin, and
genitourinary system [5]. Other cases reported include
pericarditis in a kidney transplant patient [10], aortic
pseudoaneurysm in myelodysplastic syndrome [12],
mediastinal lymphadenopathy or abscesses [11], hepatic
abscesses in a renal transplant recipient [2]. A case of M.
kansasii and MAC co-infection in an AIDS patient was
reported, but the liver abscess revealed MAC only [13].
Smith, et al. reported that M. kansasii was isolated from
granuloma in the portal area of the liver [5].

Common causes of liver abscess in HIV infected pa-
tients include pyogenic abscesses due to the Streptococcus
milleri group, Staphylococcus aureus, Streptococcus pyo-
genes, and other Gram positive cocci, other pathogens
like Klebsiella pneumoniae, Candida species, Mycobac-
terium tuberculous, MAC, Burkholderia pseudomallei,
Amoebiasis, Histoplasmosis, Leishmaniasis, Pneumocys-
tis jirovecii have been reported as well [14,15].

In our extensive literature review, we came across
a report of liver abscess due to M. kansasii in a patient
with HIV with low CD4 count and without pulmonary
involvement [16]. However, case of M. kansasii infection
involving blood stream infection with liver abscess and
bone next to the dura mater was not reported. Our case
extends this previous reported case to include cranial
bone and dura mater involvement in addition to blood
stream infection and liver abscess in disseminated infec-
tion caused by M. kansasii.

Conclusion

M. kansasii is an important pathogen in immune
compromised patients, especially those with advanced
AIDS. The prevalence of M. kansasii increased with the
HIV pandemic. Disseminated M. kansasii infection is
rare in HIV negative individuals. HIV and M. kansasii
co-infection is often associated with advanced immune
compromised status, usually with CD4 count less than
50 cells/mm? in most studies. Pulmonary disease is seen
in over 50% of patients and isolated bloodstream infec-
tion is far less common than with MAC and occurs in

less than 25% of infected individuals. M. kansasii should
be considered in immune suppressed individuals with
pulmonary, extrapulmonary and systemic infection. The
case reported here adds liver abscess and cranial (pari-
etal bone) lesions to the spectrum of organs involved in
disseminated diseases due to M. kansasii infection. The
case also highlights the significant contribution histo-
pathologic and microbiologic evaluation made to the di-
agnosis and management of this patient. For a number of
reasons, the initial specimen may not be diagnostic but
a second biopsy was done in this case, can be revealing
and very useful.
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