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BIRAR O CAM, AMK, IPM/cs it 75 CAM,
LVEX ERINIRAND A 4 v F #3212 L 0 53
L7206 M. abscessus E&GERED 1
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B AE I 78 e BRIBYENEAZ IS A0 L 7212 7 R~V F)v 29125t L Titraconazole (ITCZ)
DOHNMRERE AT > T oo IBIFIAR 1 BRI D S 1 MO A Mycobacterium abscessus DR & 1L
T\ /2o (REEBAGAHKY 2 SRR ICI{GAT I & I EHE IR DAL Z D 272D ARt & e o 720 SELHIT &
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b F 2 M. abscessus BEYHE & % 2 720 AMK, IPM/cs, CAMIZ Cit & BlIa L 72 & & A #0012
L, 15HH XD CAM, LVEXIZY)I) B2 ARG E L2, #1277 Ak S PrgEs CRE L
T\Who M.abscessus FTED TR L TV AWML ENTE LT, SHBIEFHOERPEETH 5, IIE
M.abscessus complex (2734 E N2 WHED 9 © M.massiliense 72 £ DPLRFEICISER RS D23H 5 &
EDBENTBY, REFDEFNSIZLDIERYUETH o 720 HetEdid 5,

F*—7 =X il M.abscessus TEHE, M7 ANV FN AJE, {baaftk
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Mycobacterium abscessus [&F<HE (X T AE BB IZ H %
A, —MICPURSE I EIIETH ), BRI T 5
EN% e FRPHEEROL Y XIRMELTH Y, IE
BIOERHPLEETH 5, Slbivbiug, BUHEMRE,
1&VENG 7 A~V F )V ZAREIZ M. abscessusiE %= PF3& L, ami-
kacin (AMK), imipenem/cilastatin (IPM/cs) , clarithromy-
cin (CAM) (2 & % 14 HH ORHGEHE % CAM, levoflox-
acin (LVFX) 2 FOWNARINFIZE) D B 2 BLUF 2ol 2 15
TAEB 2R L 72 DTG5 50 AEBNTRHTH T 5
FOBTEA RIFTdH o722 L 225, M.abscessus complex ®
T b M.massiliense 7& £V X 5 JEGHIE TdH - 72 HEH D
ZZ bbb Gk, M.abscessus BBt S =863, &
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RIEHL DA RL L COL BNV LETHS I,
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WEERRRBE L T 7z SR 254E 9 H IR & 4 BB RUR AT
BIE L, Wil OB ALK L7272 0 R A H i A
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ABERFBUAE | &% 150.0 cm, 1K 37.7 kg, fAil36.8C,
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Tuberculosis (Tbe) B & U M.avium-intracellulare complex
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Table Laboratory findings

FER% H590% 45 6 7 20154 6 H

Hematology Biochemistry
WBC 10,200 /ul Alb 3.9 g/dl
Neu 752 % T-Bil 0.5 mg/d/
Lym 14.8 % AST 25 1U/1
RBC 454X 10% Jul LDH 160 1U/I
Hb 12.6 g/dl BUN 10.7 mg/d/
Plt 32.4X10* Jul Cre 0.65 mg/dl
Serology Broncho aspiration
CRP 5.6 mg/dl AFB smear 1+
AFB culture (+)
Aspergillus Ag. (+) AFB PCR Tbe (—)
Aspergillus Ab. (+) MAC (—)
B-D glucan <5.0 pg/ml DDH Mycobacterium abscessus

Fig. 1 Chest radiograph on admission shows opacification
in right upper and left middle lung field (arrow). Known
thick-walled cavitary lesion due to old pulmonary tuber-
culosis complicated by secondary Aspergillosis is observed
in right apex.

B D FEBPEOAIT & /e IR & B0 72 (KHD) .

WERCT (Fig. 2) © 45 L3512 BE D2 BEE 0 22 11 J&)
PRI AR SN (Fig. 2-1) AFKEEFICT >
V) F—a yERBED (Fig.2-2, K,

BRI (Fig. 3) @ [EXNBEIC X 2T ETlE—
Ml B X OB IR T, PH%BHKIE1+, PCR
BEHTH o720 ZOREE 1R OERERARKRLZ D
b, SEOWGEAR, SHEKR, HIEROEED
RN M. abscessus J&EGIE & % %, AMK, IPM/cs, CAM
DGR L7z, EORE, HRrICHIER, 2E
KOw, BigEETRoO%wEI S SN, 15HH X ) LVEX, CAM
D2 FNEE LBEEE 2o 720 TREBIMER 2 71 A 38
L 721 55 TS 9% 7> 5 & DDH U2 C M. abscessus H3[A] € S

Fig. 2 Chest CT on admission shows infiltration with
multiple thick-walled cavities in right upper lobe (Fig. 2—1)
and subpleural consolidation in left lingular segment (Fig.
2—2, arrow). No obvious deterioration is observed in known
cavitary lesions in right middle lobe compared with prior

images.
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Chemotherapy for M.abscessus/N.Hashiguchi et al.

AMK 100 mg .
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IPM/cs 1 g —
LVFX 500 mg
CAM 600 mg
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Fig. 3 Clinical course
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growers D W1 C b M.abscessus & GIE L Z DO NTMIE
&I U CHIR SR ISP TP RARTH 0o, Rion
WNADUEEDNENEZZ ONDL, REFITIIHR 14
AIZ IR D O M.abscessus B ENTE Y, AEZ DkF
MTRERIC L 2BMMEEEITIRETH o722 LAY
B B TH Do M.abscessus EIZPUHE BT O HR LA
HTHY, WHETHIUISNFHIHEEO I b ZE T RE
THrHVEEINTWD, L L, REFIO X S IS
e, i, MIHZ % & OB CHEHGER DA B
BIEBI D Z {10, ZOHEEIPEIEREOMIHS 5
B2\ LA LBRSHET SNEEREL Y X3
Lo RIGHHBITIX, CAM, AMK, cefoxitin (CFX)
WAz A% <, IPM/es, LZD (linezolid), tigecycline
PHHATH B AR SN TB D, AFTH MIC
iz ZE I L CoiA#E L LT LithiRSEoh s o 8%
H e 7% b D EMAGHETRBMIZHEEEZT>TW5
OHBBETHY, SHRIEFNOERPLETH b, KIE
BITIEAFE T HEWEHERO S\ CAM, AMK, TPM/cs
WCCTHBHAIR L2 25, PRURICERL, #ehI

B L7z 7L 48D RIS 2 FETH- 2
B, BEPRTHERO RN 2 2 E b o727z 14 H
THIEL, SHH2 S5 AMBIOHENR 51 5 CAM,
LVFX OWNIROPIZY) ) B 2 TREEE Lz BEHLG 1
AEDNHEM L 72 AVNEEIRIE 2 #EFF L T D, CAM, AMK,
IPM/cs 7 & CAM, LVEX D A 4 v F #5113, M.ab-
scessus ERGHFEIZ 3T U CHRIRF D —> & % 2 etk %
A bz,

3T 4 DDH {%: C M.abscessus & [l 3% & U721 O 125
TR RS PIRSEANO K ED LRI B4 7 M.
massiliense 76 EDWHENEZEFN TS Z L2 EINT
BY, M.abscessus L LB L TFH O RIFTHLH L EINT
VB, KFEB Y, FRIRE#E D S M.abscessus complex
DOHFTHEFROUSEDE WHETH - 72 WA 2
bNb. GRIE—MBEIRDOIFH T D M.abscessus complex
DT EA TORENTREE R Y, TRICE o THED
CAHBEDETL, SN TW 2 EPE TN D,
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Case Report

A CASE OF PULMONARY MYCOBACTERIUM ABSCESSUS INFECTION
SUCCESSFULLY TREATED WITH SHORT-TERM CAM, AMK, AND IPM/cs
FOLLOWED BY LONG-TERM ORAL CAM AND LVFX

1.2Namiko HASHIGUCHI, 'Naoko INOSHIMA, and "-*Ichiro INOSHIMA

Abstract A 78-year-old woman who had been treated for
two years with ITCZ for chronic pulmonary aspergillosis
associated with prior pulmonary tuberculosis was admitted
to our hospital because of general fatigue and hemosputum
along with deterioration of her chest radiographic findings.
Mycobacterium abscessus had been isolated once from her
sputum one year before admission. We performed fiberoptic
bronchoscopy (FOB) in order to help establish a final diagno-
sis. Sputum aspirated from her bronchus on FOB stained
positive for acid-fast bacilli and was negative for Tbc and
MAC using PCR. From these results, we diagnosed the patient
with pulmonary M.abscessus infection. Chemotherapy with
AMK, IPM/cs, and CAM was initiated. Because her symp-
toms rapidly improved, we switched the chemotherapy to
long-term oral CAM and LVFX, and she has been in a good
condition at 12 months after the initiation of the therapy.
Recently, subtypes of M. abscessus complex, such as M. mas-

siliense, have been recognized, which are more sensitive to
chemotherapy. Considering the good response to therapy,
there is a possibility that is the patient in the current case

had a M. massiliense infection.
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