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Human immunodeficiency virus (HIV) infection 
and acquired immunodeficiency syndrome 
(AIDS) have dramatically increased the number 
of persons living with serious immunosuppres­
sion. These persons are at risk for infection by 
previously uncommon organisms such as Pneu­
mocystis carinii and Mycobacterium avium-intracellu­
lm'e complex (MAC). Mycobacterium haemophilum is 
another uncommon organism that is now joining 
the list of those seen with increasing frequency 
during the past few years in persons with AIDS. I-I 1 

M haemophilum can cause cellulitis of the extrem­
ities, osteomyelitis, arthritis, pneumonia, lym­
phadenitis, and disseminated disease. 1- I6 Defini­
tive identification of M haemophilum, following 
acid-fast staining, requires very specific growth 
conditions and takes 3 weeks or longer. This re­
quirement can delay diagnosis and proper treat­
ment. We report here a case of M haemophilum 
infection in a person with AIDS that is illustrative 
of the diagnostic and therapeutic challenges posed 
by this organism. 

Case Report 
A 46-year-old man with late AIDS (CD4 < 50) 
came to a family practice clinic for a regular 
checkup. He had tested positive for HIV antibod­
ies 2 years previously but had not had any AIDS­
defining opportunistic infections diagnosed. He 
had been a patient at the clinic for 7 months and 
had recently begun to complain of fatigue, weak­
ness, and occasional fevers and chills. He had 
chronic pain from an anal fissure and had under­
gone sphincterotomy. He was taking 5-mg oxy­
codone tablets four times a day for pain, one 
trimethoprim-suIfamethoxazole double-strength 
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tablet daily for prophylaxis of P carinii pneumo­
nia, 25 mg of amitriptyline for sleep, 100 mg of 
fluconazole daily to suppress recurrent oral can­
didiasis, and 250 mg of azithromycin daily for 
prophylaxis against MAC. 

At this visit he casually mentioned pain and 
swelling of the dorsal surface of his left foot, 
which had started within the past month. He 
had no recollection of trauma to the area. The 
patient was afebrile and only slightly uncomfort­
able from the pain. Findings on a physical exami­
nation were unremarkable. No therapy was insti­
tuted, but the patient was instructed to return if 
his symptoms worsened. 

He returned 2 weeks later complaining of in­
creasing pain in the foot. When examined, the 
patient had a low-grade fever and a swollen, ery­
thematous area about 3 cm in diameter on the 
dorsal surface of the left foot at the bases of the 
fourth and fifth metatarsals. He also had a small 
furuncle on his left elbow. A radiograph of the left 
foot was obtained, which showed no abnormali­
ties. The patient was prescribed amoxicillin­
potassium clavulanate combination, 500 mg three 
times a day, which was discontinued after 4 days 
because he developed a rash. Cephalexin 500 mg 
three times a day was prescribed. The pain and 
swelling worsened during the following week. A 
repeat radiograph of the foot was again normal, 
and a blood culture was negative. The following 
week, 1 month after the original complaints, the 
patient had increased swelling of the foot as well 
as pain and swelling of the right third finger. A 
third radiograph of the foot revealed soft tissue 
swelling and a lytic bone lesion in the area of the 
patient's pain. 

Hospital admission was advised, but the patient 
refused. Several days later the patient telephoned 
and agreed to admission. At the time of admission 
both the dorsal aspect of the left foot and the area 
over the proximal and middle phalanges of his 
right third finger were erythematous, tender, and 
fluctuant. The small area of erythema and tender­
ness on his left elbow had also persisted. He also 
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complained of pain in the left knee with move­
ment, but it did not appear red or swollen. Inci­
sion and drainage were performed on the left foot 
and right finger lesions. Ten milliliters of puru­
lent material obtained from the foot was sent for 
Gram stain and culture, acid-fast stain and cul­
ture, and fungal stain and culture. Blood was also 
sent for bacterial and fungal culture and for coc­
cidioidomycosis serologic testing. 

Acid-fast stain of the purulent material was 
strongly positive, and the patient was prescribed 
antituberculosis therapy with isoniazid 300 mg 
daily, rifampin 300 mg twice daily, pyrazinamide 
500 mg three times daily, and ethambutol 400 mg 
three times daily. The patient improved slightly 
on this regimen. Twenty-four days after incision 
and drainage of the foot lesion, cultures grew only 
on medium containing X-factor (heme), indicat­
ing M haemophilum. The patient's medications 
were changed to ciprofloxacin 750 mg twice a 
day, rifabutin 300 mg per day, cycloserine 250 mg 
three times a day, and azithromycin 250 mg twice 
a day. Two weeks later, the patient's signs and 
symptoms had markedly improved. Two months 
later, radiographic findings of the left foot and the 
right hand were normal. 

Discussion 
M haemophilum infection remains relatively un­
common but is increasing in frequency. Fifty­
four case reports have been published since the 
first case report in 1978.17 All the cases occurred 
in patients who were immunosuppressed or chil­
dren less than 4 years of age.1-16 The first case of 
M haemophilum infection in a person with AIDS 
was reported in 1987; I now, more than one half of 
all published cases have occurred among persons 
with AIDS. The remaining cases in immunosup­
pressed patients have occurred in renal and bone 
marrow transplant recipients and in patients with 
Hodgkin's disease.8,9,13-15,17 

Most infections with At haemopbilum involve 
the skin. Cases of osteomyelitis, as well as infec­
tions of subcutaneous tissues, joints, lungs, lymph 
nodes, and eye, have also been reported. I-16 Dis­
seminated infection is fairly common, as evi­
denced by multiple sites of infection in some pa­
tients and positive blood cultures in a few.2,4,8,9 

Skin lesions occur most commonly on the ex­
tremities, but cases involving the face and trunk 
have also been reported.3- lo,14 In general, the le-

sions are slow-developing, tender, erythematous, 
and nodular or vesicular. In most cases, multiple 
nodules are present, 1-9,14 but in some, only a single 
nodule appeared.4,13 Of the cases that describe size 
of nodules, most are small, 3 cm or less in diame­
ter,6,9,14 but larger lesions up to 10 em have also 
been observed. I I The color of the lesions varies 
from erythematous pink or red to dark purple. In 
some cases the nodules became necrotic and ul­
cerative.4,6,9 Drainage from the lesions, whether 
spontaneous or therapeutic, has been described as 
serous, serosanguineous, or purulent. 

Few cases of M haemopbilum osteomyelitis have 
been reported previously. These cases have oc­
curred on the tibiae and fibulae, bilaterally in 
some cases.6,7,9,1l The lesions appear lytic on radi­
ographs. As in this patient, the osteomyelitis de­
velops slowly during the course of several weeks. 

In those patients with AIDS and M haemo­
philum infection, all CD4 counts were less than 
100, and 5 patients had counts of less than 
50,4,6,9,10 as did our patient. The occurrence of 
previous or concurrent opportunistic infections is 
variable. Some patients, as ours, had no previous 
opportunistic infection.4,6 Others had concurrent 
P carinii pneumonia, Kaposi sarcoma, candidiasis, 
cryptococcal meningitis, salmonella enteritis, and 
perianal herpes, or a history of these diseases. 

M haemophilum is an acid-fast mycobacterium. It 
has been shown to form granulomata in some 
cases2,6,8,1O,13,15,I6 and not in others.4 It is different 
from M tuberculosis because it grows optimally at 
temperatures 28 to 32°C, and not at all at 37 °C; 
this fact has been proposed as an explanation for its 
growth primarily on the extremities.4 Also unlike 
M tuberculosis, M baemophilum requires heme for 
growth and does not produce catalase. The exact 
conditions for optimal culture of M haemophilum 
have been described elsewhere.18,19 Growth in cul­
ture requires at least 3 weeks. Treatment of M 
haemophilum infection has not been standardized. 
The only constant has been the use of combina­
tions of drugs. In cases where lesions responded to 
antibiotics, either rifampin or isoniazid or both 
were used. Other drugs that have been used in suc­
cessful regimens include pyrazinamide, ethambu­
tol, amikacin, clarithromycin, doxycycline, cipro­
floxacin, clofazimine, and minocycline. 

This case, as well as most others, shows that 
treatment of M haemophilum infection in AIDS 
patients is generally efficacious. In most cases, pa-
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tients have recovered slowly, taking weeks to 
months. \Vhen M haemophilum infection has per­
sisted until the patient died, a concomitant disease 
was the most likely cause of death.1,2,6,8,9 A few pa­
tients have apparently died from M haemophilum; 
these cases involved serious infections, such as 
pneumonia,8,9 and disseminated disease.9 Other 
patients, however. have recovered from similar 
types of infection caused by M haemophilum. 

In this patient the accurate diagnosis of 
M haemophilum infection took 2 months. After 
accurate identification of M haemophilum and ini­
tiation of the appropriate medications, the lesions 
of his foot, finger, elbow, and knee cleared within 
4 weeks. He remained on ciprofloxacin. rifabutin, 
cycloserine, and azithromycin for 3 months and 
has had no recurrence of M haemophilum infec­
tion after 1 year of follow-up care. This case high­
lights the importance of suspecting unusual infec­
tions in persons with HIV infection. Acid-fast 
bacilli, fungal, and routine bacterial studies of all 
specimens obtained from patients with HIV in­
fection must be undertaken. The spectrum of 
pathogens found in these patients is broad and 
will likely continue to increase as persons with 
AIDS survive increasingly long periods of time 
with profound immunosuppression. 
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