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Table 1 Clinical features of patients

Sputum smear

Type of

Case Sex Age Smoking history ATS qlagnosm of acid-fast CT findings radiographic
number (pack years) criteria bacillus features

1 F 64 — + — BE + cavity FC

2 F 49 — + — BE + cavity FC

3 M 78 45 + + BE + emphysema NB

4 F 62 - + - BE NB

5 F 69 — + — BE NB

6 M 75 4.2 + + BE NB

7 M 82 88 + + BE NB

8 F 47 — + — BE +cavity +old Tb NB+FC

9 M 85 24 - - BE NB

10 F 68 — + + BE +cavity NB+FC

11 F 78 — + + BE NB

BE: bronchiectasis, Tb: tuberculosis, FC: fibrocavitary type, NB: nodular bronchiectatic type

ATS: American Thoracic Society

Table 2 Maintenance therapy for M.abscessus pulmonary disease

Maintenance treatment

Case

Sputum culture CT findings

number Sex Age f)(zlrlr]r‘l/{;g:s;fisissz:se after treatment after treatment
1 F 64 INH+RFP+EB+ + Deterioration
CAM+LVEX (GFLX)
2 F 49 CAM + Deterioration
3 M 78 - + Deterioration
4 F 62 — + Deterioration
5 F 69 RFP+EB+CAM+LVEX + Deterioration
6 M 75 RFP+EB-+CAM + No change
7 M 82 CAM + Deterioration
8 F 47 - - Improvement
9 M 85 - Cannnot follow Cannnot follow
10 F 68 - + Deterioration
11 F 78 - + Deterioration

INH: isoniazid, RFP: rifampicin, EB: ethambutol, CAM: clarithromycin, LVEX: levofloxacin

GFLX: gatifloxacin
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Table 3 Cases developing M.abscessus pulmonary disease during the therapy for non-abscessus NTM disease

Case NTM infection before Treatment at the time
number developing M.abscessus — of M.abscessus detection

NTM sputum culture just
before detecting M.abscessus

CT findings during
treatment for NTM

1 M.intracellulare INH+RFP+EB+CAM+LVFEX Negative (before SM) Deterioration
2 M.avium INH+RFP+CAM+LVFX Negative (before 12M) Deterioration
5 M.avium RFP+EB+CAM+LVFX Negative (before 15M) Partially deterioration and
partially improvement
8 M . kansasii (old Tb) INH+RFP+EB+CAM Negative (before 10M) No definite change
9 M.intracellulare RFP+EB+CAM Negative (before 12M) Deterioration
10 M.avium RFP+EB-+CAM Not evaluated Deterioration

M : Mycobacterium, NTM: non-tuberculous mycobacteria
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Short Report

MYCOBACTERIUM ABSCESSUS PULMONARY DISEASE:
IMPORTANT PATHOGEN INVOLVED IN MICROBIAL SUBSTITUTION DURING
THE TREATMENT OF NON-ABSCESSUS MYCOBACTERIAL DISEASE

"Yoshiya TSUNODA, 'Akimasa SEKINE,'Yuki SUMAZAKI, !Toru TANAKA,
'Shih-Yuan LIN, 'Hiroyuki TAKOI, 'Kenji HAYASHIHARA,
2Ataru MORIYA, and 'Takefumi SAITO

Abstract [Introduction] Mycobacterium abscessus pulmo-
nary disease is common in patients with bronchiectasis.
However, the underlying disease that is more likely to be
present in patients with M.abscessus pulmonary disease
remains poorly understood.

[Method] From 2001 through 2010, all patients, whose
sputum or bronchoscopic lavage cultures yielded M.absces-
sus, were included in the study.

[Results] Among the 11 patients included (male/female:
4/7), 4 male patients had a history of smoking. All 11 patients
presented with bronchiectasis on computed tomography before
the detection of M.abscessus, and most patients demonstrated
nodular bronchiectasis on chest computed tomography.

Six patients (54.5%) developed M.abscessus pulmonary
disease during treatment for non-abscessus non-tuberculous
mycobacterial disease: M.avium complex pulmonary disease
in 5 and M.kansasii infection in 1. Although laboratory exam-
ination yielded negative findings for non-abscessus mycobac-
terium when M.abscessus was detected, radiographic deterio-
ration was observed in 4 of 6 patients.

Five patients received drug therapy, 3 of whom were treated
with multi-drug therapy including clarithromycin, ethambutol,
and rifampicin, and the remaining 2 patients received low-dose
macrolide therapy. However, M.abscessus was detected con-

sistently in all patients, and deteriorated chest CT findings were

observed in 4. Among the remaining 6 patients untreated with
drugs, sputum cultures yielded M.abscessus with radiographic
deterioration in 4 patients.

[Conclusion] Our results indicated that M.abscessus infec-
tion developed during the treatment for non-abscessus myco-
bacterial disease, which was mainly due to M.avium complex
pulmonary disease in most patients. M.abscessus infection
thus occurred via microbial substitution. This phenomenon
should be considered an important issue during the treatment
for non-abscessus mycobacterial disease, which requires long-
term medication.

Key words: M.abscessus, Underlying disease, MAC, Micro-

bial substitution, Non-tuberculous mycobacteria

"Department of Respiratory Medicine, *Department of Clinical
Laboratory, National Hospital Organization Ibarakihigashi
National Hospital

Correspondence to: Yoshiya Tsunoda, Department of Respi-
ratory Medicine, National Hospital Organization Ibaraki-
higashi National Hospital, 825, Terunuma, Tokai-mura, Naka-
gun, Ibaraki 319—1113 Japan.

(E-mail: chabo448@yahoo.co.jp)





