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Chronic Pasteurella Multocida Bronchitis Diagnosed 3 Years After Onset  
of Symptoms
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We report a case of chronic infection with Pasteurella multocida in the lower respiratory tract in a man with 
a cat. A 77-year-old man presented with recurrent hemoptysis accompanied by bronchiectasis and an opacity 
in the left lung on chest computed tomography. Although the patient was seropositive for Mycobacterium 
avium complex, repeated sputum cultures were negative for any specific pathogen. Three years later, he was 
referred to our hospital for hemoptysis with enhanced opacity in the lower lobe of the left lung. Culture of 
bronchial lavage fluid obtained via bronchoscopy was positive for P. multocida. The patient was treated with 
amoxicillin-clavulanic acid for 14 days and was instructed to avoid close contact with his cat. His symptoms 
and chest imaging findings improved and have not recurred during more than 1 1/2 years of follow up. P. 
multocida can cause chronic lower respiratory infections.
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INTRODUCTION

Pasteurella multocida is a gram-negative coccobacil-
lus that causes zoonotic disease in humans [1]. Skin 
and soft tissue infections caused by P. multocida can 
occur after dog and cat bites and scratches [1, 2]. 
Although less common, P. multocida causes various 
respiratory infections including bronchitis, pneumonia, 
empyema, and lung abscesses [3-6]. Older adults with 
respiratory diseases, such as chronic obstructive pulmo-
nary disease (COPD), bronchiectasis, lung cancer, and 
pulmonary fibrosis, are more susceptible to respiratory 
infections caused by P. multocida [3]. Lack of specific 
clinical or radiographic findings lead to a low rate of 
recognition and often lead to delayed diagnosis [5, 7]. 
Here, we report a case of chronic P. multocida bronchi-
tis that was diagnosed 3 years after the first episode of 
hemoptysis.

CASE REPORT

A 77-year-old man with a smoking history of 30 
pack-years presented with hemoptysis that had started 
3 years previously. Chest computed tomography (CT) 
performed at a local hospital revealed centrilobular 
nodules in the lingular segment and bronchiectasis/
ground-glass opacities in the lower lobe of the left lung 
(Fig. 1A). Serum was positive for anti-glycopeptidolipid 
(GPL)-core IgA antibody, suggesting the possibility 
of pulmonary Mycobacterium avium complex (MAC) 
infection; however, repeated sputum cultures did not 
detect MAC or other pathogens. Because the patient 

was reluctant to undergo bronchoscopic examination 
owing to mild symptoms, he was followed-up without 
specific treatment.

Chest radiographs showed no change until 3 years 
later, when he was referred to our hospital for multiple 
episodes of hemoptysis. He had a body temperature 
of 36.8°C, pulse rate of 77 beats/min, and peripheral 
capillary oxygen saturation level of 98% breathing 
room air. Coarse crackles were observed on ausculta-
tion of the left lung. Laboratory tests revealed a mildly 
elevated C-reactive protein level (1.28 mg/dL). Chest 
CT showed a granular shadow in the lingual region 
and a dense opacity around the bronchiectasis in 
the lower lobe of the left lung (Fig. 1B). The sputum 
culture results were negative. Bronchoscopy revealed 
a large purulent discharge in the left lower lobe of 
the bronchi (Fig. 2). Gram negative coccobacilli was 
identified in the bronchial lavage fluid, and cultures 
of purulent sputum and bronchial lavage fluid on 5% 
sheep blood agar and chocolate agar plates revealed 
a P. multocida. A re-evaluation of the patient’s history 
revealed that he had lived with a cat for approximately 
20 years, which had recently been declining in health. 
We treated him with amoxicillin-clavulanic acid for 
14 days, based on the results of antibiotic susceptibility 
tests, and instructed him to avoid close contact with his 
cat, such as sleeping together. After the antibiotic ther-
apy, chest CT showed improvement in the infiltrative 
shadow in the left lower lobe (Fig. 1C). The patient’s 
cat died 4 months later. The patient has not experi-
enced a recurrence of hemoptysis or deterioration of 
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radiographic findings during more than 1 1/2 years 
of follow up (Fig. 1D).

DISCUSSION

This case of pulmonary infection with P. multocida 
was diagnosed 3 years after symptom onset. The pa-
tient was initially diagnosed with MAC lung disease 
based on serological test results and chest CT findings 
of centrilobular nodules and bronchiectasis despite 
repeated negative sputum cultures. The diagnosis of P. 
multocida infection was confirmed 3 years later, based 
on a positive culture of bronchial lavage fluid. There 
are two possible explanations for this clinical course: P. 
multocida infection could have occurred on underlying 
MAC lung disease, or chronic respiratory infection 

with P. multocida could have caused the broncho-bron-
chiolar lesions observed on CT.

Pulmonary P. multocida infection often develops 
in patients with underlying chronic respiratory condi-
tions, such as bronchiectasis, COPD, or malignancy [8-
11]. However, to our knowledge, there have been no 
reports of pulmonary P. multocida infection secondary 
to MAC lung disease, except for a single possible case 
with positive anti-GPL-core IgA antibody serology 
that did not satisfy the diagnostic criteria and lacked 
microbiological evidence [12]. Although anti-GPL-core 
IgA antibody exhibit excellent sensitivity and specificity 
in the diagnosis of MAC lung disease [13], 19% of 
patients suspected of having MAC lung disease based 
on typical symptoms, chest radiographic imaging, and 

Fig. 1 Chest computed tomography findings at the first visit for hemoptysis (A), 3 years after the initial symp-
toms (B), directly after completing antibiotic treatment (C), and 1 1/2 years after completing treatment (D).

Fig. 2 Bronchoscopy showing a large amount 
of purulent sputum accumulated in the 
left main bronchus
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positive anti-GPL-core IgA antibody in serum do not 
meet the microbiological criteria for MAC disease [14]. 
Therefore, there is little evidence that the patient devel-
oped pulmonary P. multocida infection with MAC lung 
disease as the underlying condition.

The patient had lived in close contact with a cat for 
20 years, suggesting chronic exposure to P. multocida. 
The lack of recurrence for more than a year after 
avoiding animal contact suggests that chronic lower re-
spiratory tract infection with P. multocida occurred be-
cause of recurrent exposure to the bacteria. Although 
pulmonary P. multocida infection is mostly reported as 
acute pneumonia [15], a retrospective review of more 
than 16,000 bronchoscopic examinations identified 
six incidentally diagnosed cases of lower respiratory P. 
multocida infection presenting with chronic productive 
cough as the main symptom. Lung opacities were 
absent in five of the six cases of chronic infection [6]. 
Therefore, P. multocida can cause chronic lower respi-
ratory tract infections in people with cats or dogs as 
pets.

There are no specific radiographic findings or 
serological tests for pulmonary P. multocida infection; 
therefore, microbiological examination is essential for 
diagnosis. Sputum culture is often sufficient for the 
diagnosis of pulmonary P. multocida infection; howev-
er, bronchoscopic examination is required if sputum 
culture is negative [5, 16]. In the present case, the 
reluctance of the patient to undergo bronchoscopic ex-
amination, in addition to the physicians’ lack of antici-
pation of P. multocida infection, delayed the diagnosis.

P. multocida is usually susceptible to antimicrobial 
agents, although β-lactamase production has been 
reported in some strains [17, 18]. In the present case, P. 
multocida was susceptible to antimicrobials and despite 
no maintenance antibiotic treatment, no recurrence 
was observed without; however, irreversible lesions 
remained in the airways. Therefore, early diagnosis, 
appropriate antibiotic treatment, and patient education 
are essential to prevent chronic lower respiratory tract 
infections and airway destruction.

CONCLUSION

Here, we report a case of P. multocida bronchitis 
diagnosed by bronchoscopic examination three years 
after the initial respiratory symptoms. P. multocida 
can be a causative organism of chronic respiratory 
infections in pet owners, and aggressive evaluation, in-
cluding bronchoscopy, may be required in some cases.
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