Mycobacterium abscessus as a complication of immunosuppression after allogeneic stem cell
transplantation for congenital neutropenia
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Background

« Mycobacterium abscessus is a rapidly growing NTM commonly found in soil and water

o Intrinsic resistance to numerous antimicrobial classes & can form biofilms

* Pulmonary disease is most common presentation, disseminated infection is rare and associated with high morbidity and mortality, especially in immunocompromised patients

* Allogeneic stem cell transplantation further promotes MA infection due to prolonged neutropenia, immunosuppression and delayed T cell reconstitution, in the illustrated case due to pulmonary
GVHD requiring severe immunosuppression.

Case report: 3 year old boy with congenital neutropenia due to CSF3R mutation, alloSCT with 10/10 MUD, conditioning with BuFlu + ATG/CsA
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