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ABSTRACT:  Pulmonary bacterial pseudomycosis, also referred to as botryo-
mycosis, is a very rare, indolent illness that has been described mostly in pa-
tients with immunological problems.  The histological appearance is similar to
that of actinomycosis; however, various Gram-positive and Gram-negative bac-
teria have been implicated in the pathogenesis.  

We illustrate a rapidly progressive case of pulmonary bacterial pseudomycosis
in a normal host whose presenting complaint was haemoptysis.
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Bacterial pseudomycosis is a rare, chronic disease,
whose aetiology may be infectious.  This disease has
been reported to occur in many organ systems, includ-
ing skin, muscle, bone and viscera [1–2].  In the skin,
the disease grossly resembles a mycetoma.  The lung is
rarely a primary location of this disease, but primary
pulmonary bacterial pseudomycosis has been described
in patients with underlying immunological defects [3–6].

In the lungs, pseudomycosis has histological charac-
teristics similar to actinomycosis.  It is, therefore, neces-
sary to make the appropriate distinction between the
two, because of the difference in treatment modalities.
Pseudomycosis is frequently resistant to routine anti-
bacterial treatment, and, surgical intervention may be
necessary for complete resolution of the problem.  Bacteria
associated in the pathogenesis of this disease include
Staphylococcus aureus, Streptococcus pneumoniae,
Escherichia coli, Proteus spp. and Pseudomonas aerug-
inosa (1, 3, 5].  The case presented here illustrates a
rapid clinical course, without the indolent pattern seen
in previously described cases of primary pulmonary
bacterial pseudomycosis.

Case report

A 66 year old woman, without a significant past
medical history, presented to our institution with a 10
day history of haemoptysis.  This was described as small
amounts of gross blood without any purulent secretions.
She had been seen 10 days prior to her admission in her
native country, the Dominican Republic, was initially
told that she had a pulmonary infarct, and was antico-

agulated.  When the haemoptysis did not resolve, the
anticoagulation was discontinued and the patient was
taken by family members to our institution for evalua-
tion.  The only pertinent historical information was a 5
kg weight loss over the previous 10 months.  The patient
denied any history of smoking or alcohol use.  Physical
examination revealed no abnormalities and the patient
was afebrile.  A chest radiograph showed an extensive
infiltrate in the right upper lobe, with a suggestion of
cavity formation.  When compared with a previous film
taken 10 days earlier, that the patient had brought with
her, there was a significant enlargement of the in-
volved area of lung parenchyma.  No radiographic
evidence of pleural effusion was noted.  Laboratory
studies revealed a white blood count of 7.8×109·l-1 with
a normal differential.  The haematocrit was 34%.  A
co-agulation profile was within normal limits.  Room
air arterial blood gas showed an arterial oxygen ten-
sion (PaO2) of 10 kPa (76 mmHg) and no evidence of
carbon dioxide retention.  Spirometry showed all val-
ues to be greater than 80% of predicted and flow vol-
ume loop revealed a normal contour.  Serum lactate
dehydrogenase was slightly elevated to 275 U·l-1 and
alkaline phosphatase was also minimally elevated to
126 U·l-1.  Sputum culture revealed normal mouth
flora and the sputum cytology was negative.  A puri-
fied protein derivative (tuberculin) (PPD) was negative,
with a positive response to anergy panel testing.  Spu-
tum for acid-fast bacilli was also negative.  A CD4/CD8
count and ratio were normal, as were serum protein
electrophoresis and quantitative immunoglobulin assays.

There was worsening of the radiographic infiltrate,
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despite treatment with intravenous clindamycin and
ceftriaxone.  The patient underwent a computed tomo-
graphic (CT) scan of the chest (fig. 1), which revealed
a mass with an area of central breakdown.  Fibreoptic
bronchoscopy showed inflammation in the right upper
lobe area, but no endobronchial pathology was found.
Cytological studies were negative.  Cultures and smears
of the washings for acid-fast bacilli and fungi were neg-
ative.  Thoracotomy was recommended, and on day 14
the patient underwent a right upper lobectomy.

Gross examination revealed multiple abscesses
filled with soft tan and haemorrhagic material within
an area of consolidation involving mainly the anterior
segment of the lobe.  Microscopically, (fig. 2), the ab-
scesses contained purulent exudate, blood and masses
resembling "sulphur granules" of actinomycosis.  The
granules consisted of Gram-positive coccal and bacillary
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Fig. 1.  –  Computed tomographic (CT) scan of the chest showing a
large right upper lobe mass.  An area of breakdown is seen in the cen-
tre of the mass.

Fig. 2.  –  Sections through an abscess showing chronic necrotizing
granulomatous inflammation (large arrow), and surrounding normal
lung tissue (small arrow).  (Haematoxylin and eosin stain.  Magnifi-
cation×10).

bacterial colonies within eosinophilic, hyaline material.
Special cultures and stains for Actinomyces, fungi and
acid-fast bacilli were negative.  The walls of the absces-
ses consisted of chronically inflamed granulation and
fibrous tissue.  Beyond the abscesses, areas of acute
and areas of chronic and organizing pneumonia were
present.  The patient's postoperative course was unre-
markable, and she was discharged six days later.  Anti-
biotics were continued for two weeks after discharge,
and she continued to do well on follow-up visits.

Discussion

Bacterial pseudomycosis was originally described in
the skin of stallions in 1870 [7].  In humans, it usually
involves skin and subcutaneous tissue.  Visceral involve-
ment is rare.  Lung involvement has been reported in
occasional abscesses in immunologically deficient hosts,
as in patients with chronic granulomatous disease [5, 6,
8].  In the majority of cases, the lesions present as mul-
tiple or single abscesses or chronic suppurative bronchi-
ectasis.  The abscesses contain colonies of bacteria
enclosed within hyaline coating (Splendore-Hoeppli
reaction) [9] bearing a resemblance to the sulphur
granules of actinomycosis.  The eosinophilic "clubbing"
material is an antigen-antibody complex [7].  The gran-
ules may vary in size from microscopic to grossly
detectable particles.  The surrounding reaction to the
infection varies from purulent exudate enclosed by
chronically inflamed granulation tissue or fibrosis to
a purely granulomatous reaction [5, 8].  It is obvious
that since the process appears to be related to infection
with common bacterial species, its resemblance to
actinomycosis requires careful studies, as were per-
formed in this case, to rule out actinomycetes as the aetio-
logical agent.

This patient demonstrates a rapid radiographic and
clinical progression of primary pulmonary bacterial
pseudomycosis; a disease usually associated with a
slow progression.  This illness should be considered in
patients without chronic illness who present with cavi-
tary lung disease.
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