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Figure 2 (A) Gross pathological appearance of the
nodular, vascular tumour and its attachment to the lung,
with a diagram of the cut surfaces. The two pieces on the
left show the cut surfaces of the mass, which was cut
horizontally from the midline (A1, A2). The piece on the
right shows the cut surface of the nodular projection on
top of the mass (B). The darker area on top ofpiece B is
the lung tissue. (B) Photomicrograph showing an area of
the tumour that was separatedfrom the adjacent lung
parenchyma by a vascularfibrous capsule. (Haematoxylin
and eosin. )
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Abstract
A 6 year old boy receiving chemotherapy
for acute lymphocytic leukaemia
developed pneumonia due to Coryne-
bacterium pseudodiphtheriticum. He
responded to antibiotics.

(Thorax 1992;47:838-839)

Among the pathogenic non-diphtheria cory-
nebacteria, Corynebacterium pseudodiphth-
eriticum is reported to cause human infection
uncommonly despite its presence in the com-
mon flora of the upper respiratory tract.' 2 We
describe the first child recognised to have had
lower respiratory infection with this bacterium.

Case report
A 6 year old boy was admitted to hospital with
subacute pneumonia. He had been diagnosed
as having acute lymphocytic leukaemia 30
months before and had received chemotherapy
until admission. A persistent dry cough had
developed six months before this admission,
which seemed to improve with salbutamol.
Pulmonary infiltrates had not been seen
radiologically two months previously. Right
middle and lower lobe infiltrates appeared one
month before admission and the patient
became febrile one week before. On admission
he had tachypnoea (36/min) and tachycardia
(116 beats/min) and adventitious sounds were
heard at both lung bases. A central venous line
was in place. The initial white blood cell count
was 6-8 x 109/1, with only 11% lymphocytic
forms; the haemoglobin concentration was
7 8 g/dl. Quantitative immunoglobulin studies
showed a low IgG concentration (5-62 g/l) but
normal IgM and IgA. He had selective IgG2
deficiency (0-31 g/l) but values for IgG,, IgG3,
and IgG4 were normal. At bronchoscopy
purulent secretions were seen, which contained
many polymorphonuclear cells and many cell
associated diphtheroid Gram positive bacilli.
Vancomycin and erythromycin were started.
The washings yielded a heavy growth of C
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pseudodiphtheriticum with a light to moderate
mixed growth of common oral bacteria. The
corynebacterium was susceptible to penicillin,
all cephalosporins, aminoglycosides, fusidic
acid, and vancomycin but resistant to
erythromycin, chloramphenicol, and co-

trimoxazole. Because of a history of penicillin
allergy, cefotaxime was administered for 14
days. The patient became afebrile and
improved clinically within a few days. Resolu-
tion of the pulmonary infiltrates was documen-
ted radiologically. Cultures of bronchoscopy
fluid were negative for viruses, fungi, myco-

bacteria, legionellae, Mycoplasma pneumoniae,
Bordetella pertussis, and chlamydiae. Echocar-
diography did not show evidence of endocar-
ditis. Multiple blood cultures from both central
and peripheral venous sites were negative, and
urine analysis showed no abnormalities.
Twenty days after hospital discharge the
patient had only an infrequent cough. Repeat
bronchoscopies three and six months later
showed that purulent secretions were present
with a predominance of neutrophils, but the
corynebacterium was not cultured.

Discussion
This report represents the first description of
pulmonary disease caused by C pseudodiph-
theriticum in a child, though a few adults with
pulmonary infections have been reported.`5
Although several of the patients were apparen-

tly immunocompetent, all had been debilitated
by either an underlying chronic disease or

preceding pulmonary damage. This may

explain the paucity of infections in children.
The descriptions of pulmonary disease have
varied and have included unilateral and
bilateral infiltrates, cavitation, and tracheitis.
Two of the 12 patients died but both were

elderly men with preceding chronic lung dis-
ease. Our patient had depressed total IgG and
IgG2 concentrations, and preceding pulmonary
damage secondary to cytotoxic chemotherapy
cannot be excluded; the repeat bronchoscopies
suggested the presence of a chronic inflam-
matory process. Most of the other C pseudodi-
phtheriticum infections were endocarditides."2

The pathological response to infection
appears to be a purulent exudate with poly-
morphonuclear cells. Exotoxin production
analogous to that of C diphtheriae is not recog-

nised. Despite immunosuppression or lung
damage the host is usually able to contain the
microorganism, as shown by the absence of
bacteraemia in the previous cases reported.
Gram stains of respiratory secretions are of
value in showing Gram positive diphtheroid
bacilli in the presence of polymorphonuclear
cells. This finding should prompt the
laboratory to search for corynebacteria dili-
gently. The bacterial burden in bronchoscopy

specimens from our patient was not apparent
from the cultures at 24 hours owing to the small
size of the colonies. By 48-72 hours, however, a
heavy growth of bacteria that substantially
outnumbered the usual growth from contamin-
ating oral flora was apparent. Had not the Gram
stain been so remarkable, possibly C pseudo-
diphtheriticum would have been considered
simply a normal part of the oral flora contamin-
ants.

Several other Corynebacterium species have
been associated with pulmonary infection,
usually in immunocompromised patients.2
Because of the resistance profile of some (for
example, C jeikeium), initial treatment with
vancomycin is recommended for serious infec-
tions. Pulmonary infections with Cpseudodiph-
theriticum appear to be subacute. We believe
that infection and pulmonary infiltrates were
developing over several weeks before the acute
deterioration in our patient. It is uncertain
whether the two recorded deaths after C
pseudodiphtheriticum infection were due to the
bacterium or to the severe underlying pulmon-
ary disease. Treatment of C pseudodiphtheri-
ticum pulmonary infection with # lactam agents
or norfloxacin has been associated with good
outcomes, and these outcomes have been asso-
ciated with in vitro drug susceptibility.3?8 In
one patient, treated with fosfomycin for a
different purpose, in vitro resistance was
associated with lack of response clinically and
bacteriologically. Published antibiograms note
the variable sensitivity to erythromycin, clin-
damycin, and chloramphenicol. Further ex-
perience with this microorganism will help to
define appropriate antibiotics.
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