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An oesophageal and pulmonary association
not to forget
Bernie Young Sunwoo

A 45-year-old Indian man with a history of achala-
sia presented with fevers, cough and fatigue. He
had undergone endoscopic dilatation for achalasia
several years prior. Chest radiograph revealed a
dilated oesophagus and a left perihilar opacity
(figure 1). He was treated for community-acquired
pneumonia with a course of clarithromycin but had
persistent cough, fatigue and weight loss with non-
resolving radiographic infiltrates. A 3-week course
of amoxicillin clavulanate was prescribed for sus-
pected aspiration with little clinical improvement,
and a chest CT was performed (figure 2). The
patient had never smoked and had moved to the
USA from India over 20 years ago, last travelling to
India 1 year prior. Prior purified protein derivative
skin tests (PPDs) were negative. HIV testing was
negative.
Induced sputums isolated Mycobacterium for-

tuitum. Bronchoscopy was performed showing no
endobronchial lesions. Bronchoalveolar lavage from
the left lower lobe also grew M. fortuitum.
Mycobacterium tuberculosis PCR and all other cul-
tures were negative. Cytology was negative.
M. fortuitum is a rapidly growing non-

tuberculous mycobacterium that is ubiquitous in
the environment. It has been associated with infec-
tions of the skin, soft tissue, wounds and bone.
Pulmonary infection is uncommon in the immuno-
competent host with no underlying lung disease
except in the setting of gastro-oesophageal

disease.1–4 An association between achalasia and
M. fortuitum pulmonary infection has been
described. Lipoid ingestion and physical protection
of the mycobacteria by surrounding fat has been
proposed as one mechanism supporting survival
against enzymes and growth of the mycobac-
teria.2 5 6 The stagnant oesophageal contents in
achalasia have also been proposed to support myco-
bacterial growth, such that regurgitation and aspir-
ation of large quantities of mycobacteria into the
lungs may result in infection.2 5 6

In a retrospective review of 182 patients with
positive respiratory specimen for M. fortuitum,
Park et al7 suggested that M. fortuitum represented
colonisation or transient infection but no data
on oesophageal disease were provided. Given
the described association between achalasia and
M. fortuitum, our patient was initiated on linezolid,

Figure 1 Chest radiography showing a dilated
oesophagus (arrow) and left perihilar opacification
(arrowhead).

Figure 2 Chest CT. (A) Axial view and (B) coronal view
showing a markedly dilated oesophagus with fluid and
debris (arrow) with gradual tapering at the gastro-
oesophageal junction and patchy consolidation in the left
lower lobe (arrowhead).

485Sunwoo BY. Thorax 2017;72:485–486. doi:10.1136/thoraxjnl-2016-209045

C
he

st
 c

li
ni

c

Chest clinic

To cite: Sunwoo BY. Thorax 
2017;72:485–486.

Correspondence to
Dr Bernie Young Sunwoo, 
Division of Pulmonary, Critical 
Care and Sleep Medicine, 
Department of Medicine, 
University of California San 
Francisco, 2330 Post St, Suite 
420, San Francisco, CA 94115, 
USA;  bernie. sunwoo@ ucsf. edu

Received 17 June 2016
Revised 14 October 2016
Accepted 29 November 2016
Published Online First 
23 December 2016

 on M
ay 23, 2023 by guest. P

rotected by copyright.
http://thorax.bm

j.com
/

T
horax: first published as 10.1136/thoraxjnl-2016-209045 on 23 D

ecem
ber 2016. D

ow
nloaded from

 

http://crossmark.crossref.org/dialog/?doi=10.1136/thoraxjnl-2016-209045&domain=pdf&date_stamp=2017-03-22
https://www.brit-thoracic.org.uk/
http://thorax.bmj.com/
http://thorax.bmj.com/


Ch
es
t
cl
in
ic

moxifloxacin and co-trimoxazole based on susceptibility testing,
with clinical and radiographic improvement 1 month later
(figure 3). The optimal antimicrobial therapy for pulmonary M.
fortuitum remains unknown and is guided by antibiotic suscepti-
bilities. Treatment with at least two agents with in vitro suscepti-
bility has been recommended for at least 12 months of negative
sputum cultures.1 M. fortuitum isolates are often susceptible to
multiple antimicrobial agents including the quinolones, newer

macrolides, doxycycline, minocycline and sulfonamides but an
inducible erythromycin methylase erm gene that confers resist-
ance to the macrolides has been shown.1 Accordingly, cautious
use of macrolides has been suggested.1 After 4 weeks, our
patient discontinued linezolid due to intolerance and he
remained on moxifloxacin and co-trimoxazole with plans to
complete 12 months of therapy from the time of his first nega-
tive sputum culture. Gastroenterology and surgical consultations
were obtained to optimise the management of his oesophageal
disease and minimise the risk of aspiration. In conclusion,
M. fortuitum is an uncommon pulmonary infection, but in
patients with achalasia, the association is one not to forget.
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Figure 3 Repeat chest radiography after 1 month of Mycobacterium
Fortuitum antimicrobial therapy showing improvement in the left
perihilar opacity.

486 Sunwoo BY. Thorax 2017;72:485–486. doi:10.1136/thoraxjnl-2016-209045

C
he

st
 c

li
ni

c

Chest clinic
 on M

ay 23, 2023 by guest. P
rotected by copyright.

http://thorax.bm
j.com

/
T

horax: first published as 10.1136/thoraxjnl-2016-209045 on 23 D
ecem

ber 2016. D
ow

nloaded from
 

http://dx.doi.org/10.1164/rccm.200604-571ST
http://dx.doi.org/10.1148/radiology.160.1.3715050
http://dx.doi.org/10.1016/S0007-0971(70)80038-9
http://dx.doi.org/10.1164/ajrccm/147.5.1271
http://dx.doi.org/10.4065/74.1.45
http://dx.doi.org/10.1136/thx.43.2.151
http://dx.doi.org/10.1016/j.rmed.2007.10.005
arvinth
Sticky Note
None set by arvinth

arvinth
Sticky Note
MigrationNone set by arvinth

arvinth
Sticky Note
Unmarked set by arvinth

arvinth
Sticky Note
None set by arvinth

arvinth
Sticky Note
MigrationNone set by arvinth

arvinth
Sticky Note
Unmarked set by arvinth

http://thorax.bmj.com/

	An oesophageal and pulmonary association not to forget
	References




