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Figure A : Wright-Giemsa stained peripheral blood smear Figure B : Plasmodium spp. typing PCR. Only 7. ovale DNA
(magpnification, x1000). Ring-shaped trophozoites (blue arrows) was detected from the patient’s blood. M, DNA size marker;
and a schizont (red arrow) in enlarged red blood cells with Ptl, Pt2, patient’s samples in duplicate; P, positive control;
fimbrinated margin. N, negative control.

mS-656m
Mycobacterium abscessus Peritonitisin an Immunocompetent Host without Predisposig Conditions
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Mycobacterium abscessus, a part of the family of rapidly-growing non-tuberculous mycobacteria (NTM) species, is now an issue in the area of hedth-
care-associated infections. A typical cases of peritonitis caused by M.abscessus would be the peritoneal catheter-associated infection among in patients
with end-stage renal disease on peritoned didysis. We report a unique type of community-acquired primary M.abscessus peritonitis that has become
manifest in an immunocompetent patient without any predisposing history such as trauma or a healthcare procedure. Case report: A 57-year-old man
visited our hospital with a reported month-long history of abdominal pain. He denied past history on trauma, surgery, medica or surgical procedure or
acupuncture, The computerized tomography(CT) showed an abscessin abdominal cavity. As the suspicious finding was thought to be an ordinary bacte-
rid intra-abdomina infection originating from enteric bacteria, he was treated with doxycycline for 32 days, followed by ciprofloxacin for nine days.
Despite implementation of antibiotic therapy, the patient’'s complaints of abdominal pain persisted. A follow-up CT was done and showed that the size
of the abscess had actually increased. A laparoscopic wide excision was performed as a salvage intervention. Intra-operative specimen revealed gran-
ulomatous inflammation with abscess formation. Mycobacterium abscessus grew in culture in fourteen days. A combination of antibiotics, including
amikacin(lV 1000mg. once a day), imipenem(500mg. four times a day) and clarithromycin(500mg. twice a day) for twelve weeks was given, and the
patient then experienced decreased abdominal pain. Resolution of the abscess was aso documented by follow-up CT, after twelve weeks of trestment.
Additionally, clarithromycin(500mg. twice aday) done was used as maintenance therapy for eight months. Although quite uncommon, this unique case
of Mycobacterium abscessus peritonitis calls for a requisite mycobacteria culture of surgical specimens obtained by any clinician caring for any patient
found to have a spontaneous intra-abdominal infection.
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