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Abstract  

Cat-scratch disease (CSD) is an infectious disease, 

presenting with chronic inflammation of lymph nodes 

that drain the portal of entry of the causative organ-

ism in immunocompetent persons. It may also mani-

fest as encephalitis, neuroretinitis, granulomatous 

conjunctivitis, hepatosplenic involvement, or pneu-

monia and thrombocytopenic purpura in immuno-

compromised patients. A 50-year-old, previously 

healthy woman was evaluated for symptoms of cough, 

fever, and arthralgia. She had history of surgery for 

hydatid cyst (liver) 4 years earlier and 1 year of Del-

tacortril use for rheumatoid arthritis. Nodular for-

mations were observed in the right anterior upper 

lobe, right middle lobe, and right inferior postero-

basal lobe on chest tomography image. Laboratory 

analysis revealed no abnormal findings except leuko-

cytosis. Aerobic culture and EZN staining of sputum 

were negative. The patient underwent diagnostic 

video-assisted thoracoscopic surgery. Pathological 

results were reported as granulomatous disease, 

excluding tuberculosis and sarcoidosis, and indicat-

ing likely CSD, presenting with polymorphonuclear 

leukocytes in the granulomas. 

Key words: Pulmonary nodule, Cat Scratch Disease, 

immunocompromised. 

 

 

Özet 

Kedi tırmığı hastalığı, bağışıklık sistemi normal kişiler-

de, giriş yerinin drene olduğu lenf düğümlerinde 

kronik inflamasyonla seyreden bir infeksiyondur. 

Bağışıklık sistem baskılanmış olan hastalarda ensefa-

lit, nöroretinit, granülomatöz konjunktivit, hepatosp-

lenik tutulum, pnömoni ve trombositopenik purpura 

gibi klinik tablolar şeklinde de ortaya çıkabilir. Elli 

yaşında kadın hasta öksürük, ateş, eklem ağrısı ne-

deni ile değerlendirildi. Özgeçmişinde dört yıl önce 

karaciğer kist hidatiği nedeni ile operasyon ve roma-

toid artrit nedeni ile bir yıldır deltakortil kullanımı 

mevcuttu. Toraks tomografisinde sağ alt lob superiyor 

ve üst lobta nodul saptandı. Laboratuvar inceleme-

sinde lökositoz dışında anormallik saptanmadı. Bal-

gam aerob kültür ve ARB incelemesi negatif olarak 

saptandı. Hastaya tanısal VATS uygulandı. Patoloji 

sonucu granülomlar içinde polimorf nüveli lokositler, 

tbc ve sarkoidoz dışı granülomatöz hastalık ön plan-

da kedi tırmığı hastalığı olarak raporlandı. 

Anahtar Sözcükler: Pulmoner nodul, Kedi tırmığı, 

bağışıklık baskılanmış. 
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Cat-scratch disease (CSD) is an infectious illness caused 

by Gram-negative rod Bartonella henselae and accom-

panied by chronic inflammation, including frequently 

slowly progressive and sometimes chronic form of re-

gional lymphadenitis near the wound site (1). Disease can 

occur with wide spectrum of presentation, including oste-

omyelitis, encephalitis, neuroretinitis, granulomatous 

conjunctivitis, hepatosplenic micro abscesses, and renal 

abscesses in immunocompromised patients (2). Pulmo-

nary manifestations are rare. Usual pulmonary manifesta-

tion is pleural effusion and pneumonia in immunocom-

promised host. Pulmonary nodules are rarely seen in 

patients with bacillary angiomatosis (3,4).  

In this article, patient presenting with pulmonary nodules 

who was under immunosuppressive medication and di-

agnosed with CSD via video-assisted thoracoscopic sur-

gery (VATS) is described. 

 

CASE 

A 50-year-old, previously healthy woman presented with 

8-day history of fever (38-40°C), non-productive cough, 

and arthralgia. She had history of surgery for hydatid cyst 

(liver) 4 years earlier and 1 year of prednisone use (initial 

dose: 20 mg/d, maintenance dose: 5 mg/d) for rheuma-

toid arthritis. On physical examination, she was febrile 

(38.7°C); tachycardic, with heart rate of 108 bpm; and 

respiratory rate of 22 breaths per minute. Bilateral rhon-

chi during expirium were present on chest auscultation. 

No pathological laboratory findings except leukocytosis 

(14,000/mm
3
; neutrophil count: 10,900/mm

3
) and ele-

vated C-reactive protein level of 58 mg/dL were found. 

Serum serology for HIV was negative. Both sputum culture 

and aerobic blood culture revealed negative results. 

Ziehl-Neelsen staining of sputum was negative for acid-

fast bacilli. Chest computed tomography (CT) (Figure 1a 

and b) revealed nodular formations surrounded by 

ground-glass opacities in the right anterior upper lobe, 

right middle lobe, and right inferior posterobasal lobe. 

Ampicillin/sulbactam 4x1.5 gr/d, clarithromycin 2x500 

mg/d were initiated for non-specific treatment of nodular 

formations. As radiographical chest findings did not re-

gress and diagnosis could not be made from culture 

results, diagnostic VATS was performed for differential 

diagnosis of sarcoidosis, tuberculosis, rheumatoid nodule, 

and hydatid cyst. Histopathological examination revealed 

polymorphonuclear leukocytes in the granulomas (Figure 

2), indicating granulomatous disease, excluding tubercu-

losis and sarcoidosis, and suggesting CSD. After the pa-

tient was questioned again regarding her medical history, 

it was determined that 17 cats lived in her house and that 

she was occasionally clawed by them. The patient re-

ceived doxycycline 200 mg/d for 4 weeks after VATS 

based on histopathological findings. After treatment, the 

patient was discharged from the hospital without compli-

cation. Written consent to publication was obtained from 

the patient at discharge. 

 

 
Figure 1a and b: Chest computed tomography revealed nodular for-

mations surrounded by ground-glass opacities in the right anterior upper 

lobe, right middle lobe, and right inferior posterobasal lobe 

 

 

Figure 2: Histopathological examination demonstrated polymorphonu-

clear leukocytes in the granulomas 

 

DISCUSSION 

Despite many published articles on CSD with systemic 

dissemination, there have been only a few cases present-

ing with pulmonary nodules in immunocompromised 

patients in literature (3-6). Our patient was immunosup-
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pressed due to steroid therapy for rheumatoid arthritis 

and is a rare case of CSD presenting as lung nodules.  

CSD exists in 2 forms: typical and atypical. In typical form, 

an initial skin lesion like non-painful, erythematous pap-

ule or pustule of 2 to 10 mm in diameter develops within 

3 to 12 days at the site of scratch or bite, and often heals 

within 2 to 4 weeks without scarring. Subsequent devel-

opment of regional lymphadenitis is most important clini-

cal manifestation. Symptoms of low-grade fever, chill, 

weakness, anorexia, nausea, and headache may be pre-

sent. In immunocompetent patients, CSD heals sponta-

neously in 2 to 5 months, and only rarely with scarring. 

However, disseminated lymphadenitis and fatal clinical 

outcomes may occur in immunocompromised patients, 

including those with AIDS, malignancy, or using immuno-

suppressive medication. In recent years, atypical form of 

CSD was reported in 10% to 25% of patients who had 

contact with the etiological agent. This form can present 

with high-grade fever, Parinaud’s oculoglandular syn-

drome (5-6%), neuroretinitis, endocarditis, encephalitis, 

arthralgia, arthritis, synovitis, osteomyelitis (0-3%), pneu-

monia (0-2%), or granulomatous hepatitis. Whereas our 

patient, who had regular contact with cats, manifested 

with clinical findings of fever, cough, and arthralgia, no 

regional lymphadenitis was observed on physical exami-

nation (7). 

Serological tests are accepted as criterion standard in 

diagnosis of CSD. Initiation of humoral immune response 

begins before or simultaneously with onset of symptoms; 

therefore, estimation of single high titer of IgM and IgG 

antibodies by indirect fluorescent antibody or enzyme 

immunoassay is thought to be sufficient for diagnosis. 

Value of other diagnostic tests, including polymerase 

chain reaction and bacterial culture, is limited (8). Sero-

logical tests are not routinely used in our country for di-

agnosis of CSD (9).  

Typical findings are estimated from histopathological 

examination of involved regional lymphadenitis. These 

findings include lymphoid hyperplasia accompanied by 

arteriolar proliferation initially, and subsequent regions of 

necrotizing granuloma involving histiocytes and polymor-

phonuclear leukocytes (10). Diagnosis of our case was 

made via clinical history and histopathological demon-

stration of polymorphonuclear leukocytes in the granulo-

mas.  

CSD restricts itself. Antibiotherapy is generally not neces-

sary except in disseminated CSD (11). Disseminated CSD 

is more frequent in immunocompromised patients. Long-

term antibiotic therapy is required to reduce mortality and 

morbidity in immunocompromised patients with atypical 

clinical course (12). Azithromycin, clarithromycin, doxycy-

cline, trimethoprim-sulfamethoxazole, rifampicin, ciprof-

loxacin, and gentamycin are used in treatment of CSD 

(13). We used ampicillin-sulbactam and clarithromycin in 

initial treatment. There was no response to that therapy; 

however after pathological diagnosis, doxycycline was 

administered for 4 weeks due to immunodeficiency. 

As a conclusion, clinicians should be aware that CSD 

may manifest on occasion as pulmonary nodule in im-

munocompromised patients. 
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