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BT . Mycobacterium szulgai (M. szulgai) |2 & 5 FHEGHED 1 Hl 2 FER L 72D THIE L7z FEBIZAE
SRR 5S5BMET, RP CHBEZRHEZE ) A LERBELZRERINZZ L, ZOBREIERED
BZTIERBOON L o7z, [REZRGE THIREBKRGE TS o 22Dz A V=7 F
(400 mg/day), V77~ ¥ ¥ (450 mg/day), L% ¥ 7 k=) (750 mg/day) \Z & B IGEE LB L 72,
BB X PRE LRGSO MBEIEEE SN, DNADNANA 7 ¥4 ¥—2a VkIcE ) M
szulgai ¥ FE SNTzo BHIBRZHMRETIEI I T VA~A TV, p-7 I /75 FIVER % B YLz
BEETHo70 7TV AURA Y yBIOF7OFY VY, LRTUFT Y, ANV TOFTY
v, Y7u7uaFdH Y o BEREHTH o7, 120 ABOEBICL D IEE L.

M. szulgai D353 BESNZHEICEIZL A LB IRERETH L LEZ LN THE Y, FEHEZEHERIC
EOVIHEL G TRETH S,
X—7— X FERRREE, SIS, Mycobacterium szulgai, W, FEFIESZIEER,
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R EVESICHERENTRRE 2> TETBY, TN
LIRS EE OB LS HICHML T Z e
FHEEND, Mycobacterium szulgai (M. szulgai) 13 E 1
LIFRERPRA CTH 505, TRESNIGEII LA LD
WEMTHLLEZONTRY, FBYURERICLD
BRAHRTEL LA OBREERELEETH 57,
bhbNIIMRZ TRE SN EEIRD M szulgai JE % %
BRL7:OTHET %,

iE Bl
E B 55, B,
B WEHEEREOBE,
TR (BT N&EZ LR L,
BEAERE  107%, Moz,

BLAEIE © 504/H X354F,

FRIERE - BAWE 14, #H2H,

HBRE . A Fy 7 CHRMEEEZLERHI N, Tl
RENA 1 HBEDOLURE2ZZ L2, BREERI
Tholz, HETTOMZ CEIEFZEHIN LI
Lol

B fE . BE1758cm, £E 494 kg, 4iR36.8C, I
J£128/72 mmHg, k¥ 72/, o WERE17/55, WRE
E#o DMETERL, TREBEEZRDO R, o7z, REY
YOS R AR L o T,

W AT (Table 1) @ FIMBkEL 8900/ ! & %
WML CWPHMERSETIEIRE 2RO L0072,
CRP XM TH o 7225, #RikiE 1 BHME34 mm & TH#
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WMZEERIET LA (Fig. 2) @ A LIEICHBEAEE % 09 2
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Table 1 Laboratory data
Blood ALP 325 1U/!I
RBC 459X 10* / ul LDH 329 1U/1
Hb 13.2 g/dl y GTP 27 1U/1
Het 39.7 % ChE 270 TU//
PLT 36.4 /ul TP 7.8 g/dl
WBC 8900 /1 Alb 325 g/di
Band 3 % Serological examination
Seg 58 % CRP 0.41 mg/d/
Eo 2 % CEA 0.8 ng/d!/
Lym 36 % CYFRA 0.8 ng/d/
Mo 1 % Pro-GRP 15 pg/m/
Ba 0 % PPD: 0X0/21X15
ESR 34 mm/hr Arterial Blood Gas Analysis
Biochemical examination pH 3.398
T-Bil 0.3 mg/d/ PaCO, 40.3 mmHg
AST 20 IU/1 PaO, 95.6 mmHg
ALT 11 1U/1

Fig. 1 A chest radiograph for an annual health exam-
ination in the previous year revealing no abnormal
findings.

MR xR0, NHICERG 2RO,

@“h%%CTWgQZEL%KEﬁ%,Eiﬁﬁ

DZERERD 720 ML FHEOSTNEM RN 2 7072,

IEER TR LR (Fig.4) - A LEOREE B LU
MR RRIE (G 2k L7z BEED & o 725 I 2
DERD LN,

B R ARE  MER LA B2 & RS A% % 8k o 72 2SI IR
HETEMBHEEHKEECTH o7z, ZHD2D11HTH
REXEWEEIT o720 £ B2 » IR bNIREHEE
W OYLEE T BB T3 - 720 Mycobacterium tuberculo-

Fig.2 An initial chest radiograph showing a right
upper lobe infiltrate with thin-walled cavities.

sis Direct (MTD) %38 & UF Mycobacterium avium complex
|Z%§§ % Polymerase chain reaction (PCR) {LIZREHETH -
7o [AlE |2 Klebsiella osaenae 73V w553 S L7z 05 &k
HB PRI 25 % b ¥ 2 BREIRICZ L < CRPIZREHET
& o722 & H 5 Klebsiella osaenae |2 X % E M7 & 13
Zzlizl weklbhiz, MEKLZBEVWAY =TT F
(INH) (400 mg/H), ) 77 > ¥ > (RFP) (450 mg/H),
%> 7 b= (EB) (750 mg/H) ONREZFIEL 7z, 4
WEBIEREB L ORE RS SHIERE 1 20 = —7°
BERINEPFAT VY TAMBRETH 722 DD
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Fig.3 CT scans showing peripheral airspace consoli-
dations with thin-walled cavities in the right upper lobe.
Note multiple bullae were seen in the bilateral lungs.

Fig.4 A chest radiograph after anti-mycobacterial
therapy for twelve months revealing no right upper lobe
infiltrate. Large bullae were left in the right upper lobe.

Table 2 Antimicrobial susceptibility tests (1); performed using Ogawa
method according to a standard protocol

Drugs Coneent, Susceptibility

Drugs Cancent Susceptibility

(p g/ml) (p g/ml)

INH 0.1 4+ CPM 23 2
1 = 100 1+

5 — TH 25 —

RFP 10 — 50 =
50 — EVM 25 =

SM 20 = 100 —
200 = PAS 1 3+
EB 2:5 1+ 10 1+
5 = CS 20 =

KM 25 1+ 40 =
100 — Control 4+

Table3 Antimicrobial susceptibilty tests
(2); minimum inhibitory concentrations
(MIC) determined by microdilution method

Drugs MIC (px g/ml)
Ofloxacin 1.0
Levofloxacin 0.5
Sparfloxacin 0.25
Ciprofloxacin 0.5
Clarithromycin 0.125

— Wik 2 Pk L7z 49 8T 13 7 1 DNA-DNA
Hybridization (DDH) #:12 & V) M. szulgai & [R7%E SN 720
F I ER I EORZ 7 1+ VA TIEA LEDORE

WEROLD o722 EDVHA LTz, EEIED M szulgai
SE L EZ 13461 B £ ) INH, RFP, EBIZ X %IR1E
ZEE L7z, RLIZIERFLL, WELVHAETIIA EIERE
EOREIIREL T IHOFTREEL CHBELZEER
LM77z, P34 A ClRERHRT L7,

A RS VERER (Table 2, 3) @ PUREIRIH§ 2 54|
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432 v (CPFX) oW CEARZERB2ITo 2 L
25, WTROERNCH RIFREZEEZRL TV,

¢l

03

e



430

% &=
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Case Report

PULMONARY INFECTION CAUSED BY MYCOBACTERIUM SZULGAI: A CASE REPORT

Tatsuyoshi IKEUE, Shigeki WATANABE, Takakazu SUGITA, Sadao HORIKAWA,
Yujiro SUZUKI, Hideki NISHIYAMA, and Nobuo MAEKAWA

Abstract We reported a case of pulmonary infection caused
by Mycobacterium szulgai (M. szulgai) in an immunocom-
petent, asymptomatic 55-year-old man without underlying
disease. A chest radiograph of an annual health examination
revealed a right upper lobe infiltrate with thin-walled cavities,
which was not present in the previous year. An acid-fast stain
of bronchial washing fluid was positive, and antimycobac-
terial chemotherapy with isoniazid (400 mg/day), rifampin
(450 mg/day), and ethambutol (750 mg/day) was initiated on
presumptive diagnosis of the case as tuberculosis. DNA-DNA
hybridization of sputum and bronchial washing samples iden-
tified M. szulgai as the causative organism. Antimicrobial
susceptibility testing indicated that the isolate was sensitive to
most common antimycobacterial drugs except capreomycin
(CPM) and p-aminosalicylic acid (PAS), and was also
sensitive to clarithromycin and fluoroquinolones including
ofloxacin, levofloxacin, sparfloxacin, and ciprofloxacin. After

12 months of therapy, a repeat chest radiograph demonstrated
improvement of the right upper lobe infiltrate. When M.
szulgai is isolated, it almost always represents a true patho-
gen. Therefore, the detection of even a small number of M.
szulgai warrants treatment based on susceptibility testing.
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