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OHSU-PSU School of Public Health NTM and Bronchiectasis Research Program Overview 
Nontuberculous mycobacteria (NTM) are environmental pathogens that causes chronic and progressive lung disease and 

disability in some, while other infected individuals remain relatively asymptomatic without progression.  Pulmonary NTM 

disease disproportionately affects the elderly and women, and those with existing underlying lung diseases like 

emphysema or bronchiectasis. (1,2) Both the disease and its multi-drug treatment lasting 18-24 months can have a 

negative impact on health-related quality of life.  The natural history of pulmonary NTM is not well understood.  It is likely 

that the behavior of NTM infections is different depending upon many factors including the patient’s type of underlying 

lung disease, comorbidities, and immune status. The lack of understanding of this disease complicates both the clinical 

care of these patients and the design of clinical trials assessing the efficacy and safety of new therapeutics.   

 

Over the last decade Oregon Health & Science University (OHSU) in Portland, OR, has lead a variety of projects related to 

the natural history, burden, and treatment of NTM and bronchiectasis.  OHSU is one of 13 sites in the COPD Foundation’s 

Bronchiectasis and NTM Research Registry.  In addition, the research program has a strong emphasis on the patient-

centered aspects of these diseases, and has partnered with patient advocacy organizations NTM Info & Research and the 

COPD Foundation on several Patient-Centered Outcomes Research Institute (PCORI)-funded projects.  In 2015, with a 

panel of patients, patient advocates, and clinical stakeholders the team identified the 14 top patient-centered NTM 

research priorities. (3) We also recently completed a Bronchiectasis Patient-Centered Research Priorities and Roadmap 

document that is publically available. (4) 

 

Below we summarize ongoing major projects: statewide NTM surveillance, the Pacific Northwest NTM Biobank, 

Bronchiectasis Comparative Effectiveness Study, and NTM clinical trials.  Several of these projects have been developed 

in collaboration with the NTM Research Consortium (NTMRC), which to date has included OHSU, National Jewish Health, 

Denver, CO, University of Texas Northeast, Tyler, TX, and NIH-NHLBI, Bethesda, MD.  

 

NTM Surveillance in Oregon 

In partnership with the Oregon Health Authority (state health department) several laboratory surveillance special 

projects have been completed.  These projects established a baseline burden of disease in Oregon during 2005-6 and 

described outcomes in of a population-based sample of patients with pulmonary NTM. (2,5-7) Additional laboratory 

surveillance generated the first estimates of the incidence of pulmonary NTM during 2007-2012. (8) In 2013, Oregon 

made extrapulmonary NTM reportable, with most laboratories reporting electronically through the electronic laboratory 

reporting (ELR) system.  Many laboratories also report pulmonary culture results through the ELR.  While experts in 

Oregon agree that pulmonary NTM is important, there is not agreement on whether reporting should be mandatory or 

surveillance should continue using alternative methods such as used in Oregon. (9) 
 

Ongoing efforts to identify patients with new pulmonary NTM isolation are occurring in multiple ways.  First, through 

special project surveillance.  Second, through a regional network of pulmonary and infectious disease clinics that 



 

 
 

strengthens the surveillance network and refers patients to OHSU for clinical care and research studies.  Third, patients 

who are seen at NTM Clinic at OHSU. 

 

Pacific Northwest NTM Biobank and Data Repository 

The Pacific Northwest (NW) NTM Biobank was established in 2013 to establish a human specimen and clinical data 

repository from patients identified through the surveillance network described above.  Supported by an Oregon Clinical 

and Translational Research Institute (OCTRI) Catalyst Award, American Lung Association (ALA) DeSouza Award, and most 

recently an ATS Foundation/ALA of the Mountain Pacific Research Grant, enrollment is ongoing and has surpassed 300 

patients with a history of respiratory NTM isolation.  In addition, controls with and without underlying lung disease have 

been enrolled.  At enrollment, we collect blood (serum, plasma, PBMCs, and RNA) and bronchiectasis- and NTM- specific 

health-related quality of life (HRQoL) and anxiety/depression surveys.  We abstract a complete medical history into our 

REDCap™ database, including microbiology, radiography, comorbidities, concomitant medications, lung function, and 

NTM therapy.  Observational clinical follow-up and chart review continue indefinitely.  Blood collection and HRQoL 

surveys are repeated at 12-18 months.  Several of the specific aims of the study are described in more detail below. 
 

Specific Aim: Biomarkers 

The reasons for disease progression in select NTM patients are unknown and largely unexplored to date. Currently 

clinicians cannot predict which patients will suffer disease progression or would benefit from antibiotic therapy.  In 

collaboration with David Lewinsohn, MD, PhD, a TB immunologist at OHSU, we are conducting pilot studies using Biobank 

samples evaluating immune responses in patients with NTM disease.  We aim to describe the phenotype and frequency 

of NTM-specific CD4+ and CD8+ lymphocyte responses and evaluate the predictive capacity of these T cell responses and 

profiles for subsequent pulmonary NTM disease progression.  We will also focus on a newly described class of T cells, 

Mucosal Associated Invariant T (MAIT) cells that are unusual in their recognition of mycobacterial metabolites, and 

dependence on the highly conserved molecule MR1.  We will evaluate the correlation of circulating MAIT cells with the 

presence of pulmonary NTM disease.  In pilot evaluations we identified differences in lymphocyte response between 

various groups of patients, and are focusing on comparisons between COPD patients with and without NTM.  
 

Specific Aim: Health-related quality of life  

In collaboration with Alexandra Quittner, PhD, we are evaluating HRQoL in NTM patients.  Patients and doctors have 

reported that improvement in symptoms and ability to function is an important outcome of treatment for NTM patients.  

In a prior project, our patient partners identified HRQoL as the most important outcome to be measured within current 

and future clinical trials.  However, there is little data on how HRQoL corresponds with disease activity or burden as 

measured by culture status or other clinical measures.  The QOL-B and NTM module are existing tools developed by Dr. 

Quittner that measure patient health-related quality of life in patients with NTM and underlying bronchiectasis.  Within 

the Biobank, we plan to examine whether health-related quality of life can be used to measure how well NTM treatment 

works.  Our results will provide evidence that supports the use of these patient-friendly tools in future clinical trials in 

addition to use in the “real-world” for patients and doctors to measure treatment success.  

 

Comparative effectiveness research 

We have partnered with patients, the COPD Foundation and NTM Info & Research, technical advisors at University of 

Alabama at Birmingham, and clinical co-investigators Drs. Charles Daley, David Griffith, and Timothy Aksamit in a PCORI-

sponsored comparative effectiveness study.  We are evaluating the benefits and harms of the most common therapies 

prescribed for non-CF bronchiectasis using a large cohort of bronchiectasis patients identified within Centers for 



 

 
 

Medicare and Medicaid Services (CMS) data.  CMS data will also be linked to a national bronchiectasis registry to validate 

outcomes lacking prior validation. Our patient co-investigators and stakeholders have identified the two most common 

therapies used in this disease, inhaled corticosteroids (ICS) and suppressive macrolide antibiotics, and they have 

identified the potential benefits and risks of these therapies of greatest importance to them. We will compare the relative 

safety of ICS and macrolide therapy with regards to the acquisition of pulmonary NTM and prevention of hospitalized 

respiratory infections, in addition to other secondary outcomes.  The patient and clinical stakeholders will work together 

to interpret and disseminate results from the study.   

 

Clinical Trials 

The NTMRC recently received an FDA grant for a Phase 2 double blind, randomized, placebo-controlled proof of concept 

trial to assess the clinical efficacy and safety of clofazimine in adults with pulmonary Mycobacterium avium complex 

(MAC) disease.  Patients will be recruited at all NTMRC sites.  Clofazimine is an antimicrobial drug that is approved for 

the treatment of Mycobacterium leprae infections and has been used for many years in off-label fashion against multi-

drug resistant MAC and TB.  Adults with stable or slowly progressing sputum culture confirmed MAC disease are eligible.  

Patients will be randomized to treatment with clofazimine or placebo for 24 weeks.  The primary objective is to determine 

if clofazimine has anti-mycobacterial activity against pulmonary MAC infection (culture conversion); secondary objectives 

include assessment of clinical response to clofazimine treatment, monitor the safety of clofazimine when used to treat 

MAC infections, and drug susceptibility testing for susceptibility to clofazimine.  

 

In collaboration with Dr. David Griffith, we recently started a pilot Phase 2 investigator initiated open-label trial of 

Liposomal Amikacin for Inhalation (LAI) in patients with pulmonary M. abscessus. Our team is also participating in 

Insmed’s Phase 3 study to test LAI in a randomized, open-label, multicenter study in adult patients with NTM caused by 

MAC that are refractory to treatment (INS-212). The primary objective is to evaluate the efficacy of LAI administered 

once daily when added to a multi-drug regimen (MDR), for achieving culture conversation compared to MDR alone. An 

open-label Phase 3 extension study for non-converters (INS-312) sponsored by Insmed is currently enrolling non-

converters from INS-212.  
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Abstract: 
The American Thoracic Society, Centers for Disease Control and Prevention, and Infectious Diseases Society of America 
jointly sponsored the development of this guideline for the treatment of drug-susceptible tuberculosis, which is also 
endorsed by the European Respiratory Society and the US National Tuberculosis Controllers Association. Representatives 
from the American Academy of Pediatrics, the Canadian Thoracic Society, the International Union Against Tuberculosis 
and Lung Disease, and the World Health Organization also participated in the development of the guideline. This guideline 
provides recommendations on the clinical and public health management of tuberculosis in children and adults in settings 
in which mycobacterial cultures, molecular and phenotypic drug susceptibility tests, and radiographic studies, among 
other diagnostic tools, are available on a routine basis. For all recommendations, literature reviews were performed, 
followed by discussion by an expert committee according to the Grading of Recommendations, Assessment, 
Development and Evaluation methodology. Given the public health implications of prompt diagnosis and effective 
management of tuberculosis, empiric multidrug treatment is initiated in almost all situations in which active tuberculosis 
is suspected. Additional characteristics such as presence of comorbidities, severity of disease, and response to treatment 
influence management decisions. Specific recommendations on the use of case management strategies (including 
directly observed therapy), regimen and dosing selection in adults and children (daily vs intermittent), treatment of 
tuberculosis in the presence of HIV infection (duration of tuberculosis treatment and timing of initiation of antiretroviral 
therapy), as well as treatment of extrapulmonary disease (central nervous system, pericardial among other sites) are 
provided. The development of more potent and better tolerated drug regimens, optimization of drug exposure for the 
component drugs, optimal management of tuberculosis in special populations, identification of accurate biomarkers of 
treatment effect, and the assessment of new strategies for implementing regimens in the field remain key priority areas 
for research. See the full-text online version of the document for detailed discussion of the management of tuberculosis 
and recommendations for practice. 
 

The following 9 PICO questions are addressed: 

 

PICO Question 1: Does adding case management interventions to curative therapy improve outcomes compared to 
curative therapy alone among patients with tuberculosis? (Case management is defined as patient education/ 
counseling, field/home visits, integration/coordination of care with specialists and medical home, patient reminders, 
and incentives/enablers). 
Recommendation 1: We suggest using case management interventions during treatment of patients with tuberculosis 
(conditional recommendation; very low certainty in the evidence). 
 



 

 
 

PICO Question 2: Does self-administered therapy (SAT) have similar outcomes compared to directly observed therapy 
(DOT) in patients with various forms of tuberculosis? 
Recommendation 2: We suggest using DOT rather than SAT for routine treatment of patients with all forms of 
tuberculosis (conditional recommendation; low certainty in the evidence). 
 
PICO Question 3: Does intermittent dosing in the intensive phase have similar outcomes compared to daily dosing in 
the intensive phase for treatment of drug-susceptible pulmonary tuberculosis?  
Recommendation 3a: We recommend the use of daily rather than intermittent dosing in the intensive phase of therapy 
for drug susceptible pulmonary tuberculosis (strong recommendation; moderate certainty in the evidence). 
Recommendation 3b: Use of thrice-weekly therapy in the intensive phase (with or without an initial 2 weeks of daily 
therapy) may be considered in patients who are not HIV infected and are also at low risk of relapse (pulmonary 
tuberculosis caused by drug-susceptible organisms, that at the start of treatment is noncavitary and/or smear negative) 
(conditional recommendation; low certainty in the evidence).  
Recommendation 3c: In situations where daily or thrice-weekly DOT therapy is difficult to achieve, use of twice-weekly 
therapy after an initial 2 weeks of daily therapy may be considered for patients who are not HIV-infected and are also at 
low risk of relapse (pulmonary tuberculosis caused by drug-susceptible organisms, that at the start of treatment is 
noncavitary and/or smear negative) (conditional recommendation; very low certainty in the evidence).  
Note: If doses are missed in a regimen using twice-weekly dosing, then therapy is equivalent to once weekly, which is 
inferior (see PICO Question 4). 
 
PICO Question 4: Does intermittent dosing in the continuation phase have similar outcomes compared to daily dosing 
in the continuation phase in patients with drug-susceptible pulmonary tuberculosis patients? 
Recommendation 4a: We recommend the use of daily or thrice weekly dosing in the continuation phase of therapy for 
drug susceptible pulmonary tuberculosis (strong recommendation; moderate certainty in the evidence). 
Recommendation 4b: If intermittent therapy is to be administered in the continuation phase, then we suggest use of 
thrice-weekly instead of twice-weekly therapy (conditional recommendation; low certainty in the evidence). This 
recommendation allows for the possibility of some doses being missed; with twice-weekly therapy, if doses are missed 
then therapy is equivalent to once weekly, which is inferior.  
Recommendation 4c: We recommend against use of once-weekly therapy with INH 900 mg and rifapentine 600 mg in 
the continuation phase (strong recommendation; high certainty in the evidence).  
In uncommon situations where more than once-weekly DOT is difficult to achieve, once-weekly continuation phase 
therapy with INH 900 mg plus rifapentine 600 mg may be considered for use only in HIV uninfected persons without 
cavitation on chest radiography. 
 
PICO Question 5: Does extending treatment beyond 6months improve outcomes compared to the standard 6-month 
treatment regimen among pulmonary tuberculosis patients coinfected with HIV?  
Recommendation 5a: For HIV-infected patients receiving ART, we suggest using the standard 6-month daily regimen 
consisting of an intensive phase of 2 months of INH, RIF, PZA, and EMB followed by a continuation phase of 4 months of 
INH and RIF for the treatment of drug-susceptible pulmonary tuberculosis (conditional recommendation; very low 
certainty in the evidence). 
Recommendation 5b: In uncommon situations in which HIV-infected patients do NOT receive ART during tuberculosis 
treatment, we suggest extending the continuation phase with INH and RIF for an additional 3 months (ie, a continuation 
phase of 7 months in duration, corresponding to a total of 9 months of therapy) for treatment of drug susceptible 
pulmonary tuberculosis (conditional recommendation; very low certainty in the evidence). 
 
PICO Question 6: Does initiation of ART during tuberculosis treatment compared to at the end of tuberculosis 
treatment improve outcomes among tuberculosis patients coinfected with HIV? 



 

 
 

Recommendation 6: We recommend initiating ART during tuberculosis treatment. ART should ideally be initiated within 
the first 2 weeks of tuberculosis treatment for patients with CD4 counts <50 cells/μL and by 8–12 weeks of tuberculosis 
treatment initiation for patients with CD4 counts ≥50 cells/μL (strong recommendation; high certainty in the evidence). 
Note: an exception is patients with HIV infection and tuberculous meningitis (see Immune Reconstitution Inflammatory 
Syndrome). 
 
PICO Question 7: Does the use of adjuvant corticosteroids in tuberculous pericarditis provide mortality and morbidity 
benefits? 
Recommendation 7: We suggest initial adjunctive corticosteroid therapy not be routinely used in patients with 
tuberculous pericarditis (conditional recommendation; very low certainty in the evidence). 
 
PICO Question 8: Does the use of adjuvant corticosteroids in tuberculous meningitis provide mortality and morbidity 
benefits? 
Recommendation 8: We recommend initial adjunctive corticosteroid therapy with dexamethasone or prednisolone 
tapered over 6–8 weeks for patients with tuberculous meningitis (strong recommendation; moderate certainty in the 
evidence). 
 
PICO Question 9: Does a shorter duration of treatment have similar outcomes compared to the standard 6-month 
treatment duration among HIV-uninfected patients with paucibacillary tuberculosis (ie, smear negative, culture 
negative)? 
Recommendation 9: We suggest that a 4-month treatment regimen is adequate for treatment of HIV-uninfected adult 
patients with AFB smear- and culture-negative pulmonary tuberculosis (conditional recommendation; very low certainty 
in the evidence). 
 
See the full-text online version of the document for detailed discussion of the management of tuberculosis and 
recommendations for practice. 
 
References 
Nahid P, Dorman SE, Alipanah N, Barry PM, Brozek JL, Cattamanchi A, Chaisson LH, Chaisson RE, Daley CL, Grzemska M, 
Higashi JM, Ho CS, Hopewell PC, Keshavjee SA, Lienhardt C, Menzies R, Merrifield C, Narita M, O'Brien R, Peloquin CA, 
Raftery A, Saukkonen J, Schaaf HS, Sotgiu G, Starke JR, Migliori GB, Vernon A. Executive Summary: Official American 
Thoracic Society/Centers for Disease Control and Prevention/Infectious Diseases Society of America Clinical Practice 
Guidelines: Treatment of Drug-Susceptible Tuberculosis. Clin Infect Dis. 2016 Oct 1;63(7):853-67. doi: 10.1093/ 
cid/ciw566. 
 
Nahid P, Dorman SE, Alipanah N, Barry PM, Brozek JL, Cattamanchi A, Chaisson LH, Chaisson RE, Daley CL, Grzemska M, 

Higashi JM, Ho CS, Hopewell PC, Keshavjee SA, Lienhardt C, Menzies R, Merrifield C, Narita M, O'Brien R, Peloquin CA, 

Raftery A, Saukkonen J, Schaaf HS, Sotgiu G, Starke JR, Migliori GB, Vernon A. Official American Thoracic Society/Centers 

for Disease Control and Prevention/Infectious Diseases Society of America Clinical Practice Guidelines: Treatment of 

Drug-Susceptible Tuberculosis. Clin Infect Dis. 2016 Oct 1;63(7):e147-95. doi: 10.1093/cid/ciw376. Epub 2016 Aug 10. 

 
 

Recent Staff Publications 
 
Donaldson SH, Solomon GM, Zeitlin PL, Flume PA, Casey A, McCoy K, Zemanick ET, Mandagere A, Troha JM, Shoemaker 
SA, Chmiel JF, Taylor-Cousar JL. Pharmacokinetics and safety of cavosonstat (N91115) in healthy and cystic fibrosis 



 

 
 

adults homozygous for F508DEL-CFTR. J Cyst Fibros. 2017 Feb 13. pii: S1569-1993(17)30016-4. doi: 
10.1016/j.jcf.2017.01.009. [Epub ahead of print] 
 

Heltshe SL, Godfrey EM, Josephy T, Aitken ML, Taylor-Cousar JL. Pregnancy among cystic fibrosis women in the era of 
CFTR modulators. J Cyst Fibros. 2017 Feb 9. pii: S1569-1993(17)30015-2. doi: 10.1016/j.jcf.2017.01.008. [Epub ahead of 
print] 
 

Koh WJ, Jeong BH, Kim SY, Jeon K, Park KU, Jhun BW, Lee H, Park HY, Kim DH, Huh HJ, Ki CS, Lee NY, Kim HK, Choi YS, 
Kim J, Lee SH, Kim CK, Shin SJ, Daley CL, Kim H, Kwon OJ. Mycobacterial Characteristics and Treatment Outcomes in 
Mycobacterium abscessus Lung Disease. Clin Infect Dis. 2017 Feb 1;64(3):309-316.  
 

Sosnay PR, White TB, Farrell PM, Ren CL, Derichs N, Howenstine MS, Nick JA, De Boeck K. Diagnosis of Cystic Fibrosis in 
Nonscreened Populations. J Pediatr. 2017 Feb;181S:S52-S57.e2. doi: 10.1016/j.jpeds.2016.09.068. 
 

Becker KL, Arts P, Jaeger M, Plantinga TS, Gilissen C, van Laarhoven A, van Ingen J, Veltman JA, Joosten LA, Hoischen A, 
Netea MG, Iseman MD, Chan ED, van de Veerdonk FL. MST1R mutation as a genetic cause of Lady Windermere 
syndrome. Eur Respir J. 2017 Jan 18;49(1). pii: 1601478. doi: 10.1183/13993003.01478-2016. No abstract available. 
 

Lewinsohn DM, Leonard MK, LoBue PA, Cohn DL, Daley CL, Desmond E, Keane J, Lewinsohn DA, Loeffler AM, Mazurek 
GH, O'Brien RJ, Pai M, Richeldi L, Salfinger M, Shinnick TM, Sterling TR, Warshauer DM, Woods GL. Official American 
Thoracic Society/Infectious Diseases Society of America/Centers for Disease Control and Prevention Clinical Practice 
Guidelines: Diagnosis of Tuberculosis in Adults and Children. Clin Infect Dis. 2017 Jan 15;64(2):111-115.  
 

Lewinsohn DM, Leonard MK, LoBue PA, Cohn DL, Daley CL, Desmond E, Keane J, Lewinsohn DA, Loeffler AM, Mazurek 
GH, O'Brien RJ, Pai M, Richeldi L, Salfinger M, Shinnick TM, Sterling TR, Warshauer DM, Woods GL. Official American 
Thoracic Society/Infectious Diseases Society of America/Centers for Disease Control and Prevention Clinical Practice 
Guidelines: Diagnosis of Tuberculosis in Adults and Children. Clin Infect Dis. 2017 Jan 15;64(2):e1-e33.5. 
 

Nichols DP, Happoldt CL, Bratcher PE, Caceres SM, Chmiel JF, Malcolm KC, Saavedra MT, Saiman L, Taylor-Cousar JL, 
Nick JA. Impact of azithromycin on the clinical and antimicrobial effectiveness of tobramycin in the treatment of cystic 
fibrosis. J Cyst Fibros. 2016 Dec 24. pii: S1569-1993(16)30672-5. doi: 10.1016/j.jcf.2016.12.003. [Epub ahead of print] 
 

Salfinger M, Somoskovi A. More on Treatment Outcomes in Multidrug-Resistant Tuberculosis. N Engl J Med. 2016 Dec 
29;375(26):2609. No abstract available. 
 

Taylor-Cousar JL, Janssen JS, Wilson A, Clair CG, Pickard KM, Jones MC, Brayshaw SJ, Chacon CS, Barboa CM, Sontag MK, 
Accurso FJ, Nichols DP, Saavedra MT, Nick JA. Glucose >200 mg/dL during Continuous Glucose Monitoring Identifies 
Adult Patients at Risk for Development of Cystic Fibrosis Related Diabetes. J Diabetes Res. 2016;2016:1527932. doi: 
10.1155/2016/1527932.  
 

Aksamit TR, O'Donnell AE, Barker A, Olivier KN, Winthrop KL, Daniels ML, Johnson M, Eden E, Griffith D, Knowles M, 

Metersky M, Salathe M, Thomashow B, Tino G, Turino G, Carretta B, Daley CL; Bronchiectasis Research Registry 

Consortium. Adult Bronchiectasis Patients: A First Look at the United States Bronchiectasis Research Registry. Chest. 

2016 Nov 23. pii: S0012-3692(16)62354-1. doi: 10.1016/j.chest.2016.10.055. [Epub ahead of print]  

Choi H, Kim SY, Lee H, Jhun BW, Park HY, Jeon K, Kim DH, Huh HJ, Ki CS, Lee NY, Lee SH, Shin SJ, Daley CL, Koh WJ. 

Clinical Characteristics and Treatment Outcomes of Patients with Macrolide-resistant Mycobacterium massiliense Lung 

Disease. Antimicrob Agents Chemother. 2016 Nov 21. pii: AAC.02189-16. [Epub ahead of print] 

Hasan NA, Honda JR, Davidson RM, Epperson LE, Bankowski MJ, Chan ED, Strong M. Complete Genome Sequence of 

Mycobacterium chimaera Strain AH16. Genome Announc. 2016 Nov 23;4(6). pii: e01276-16. doi: 

10.1128/genomeA.01276-16. PMID: 27881537  



 

 
 

Surolia R, Karki S, Wang Z, Kulkarni T, Li FJ, Vohra S, Batra H, Nick JA, Duncan SR, Thannickal VJ, Steyn AJ, Agarwal A, 

Antony VB. Attenuated heme oxygenase-1 responses predispose the elderly to pulmonary nontuberculous 

mycobacterial infections. Am J Physiol Lung Cell Mol Physiol. 2016 Nov 1;311(5):L928-L940. doi: 

10.1152/ajplung.00397.2015. 

Nick JA, Pohl K, Martiniano SL. Nontuberculous mycobacterial infections in cystic fibrosis: to treat or not to treat? Curr 

Opin Pulm Med. 2016 Nov;22(6):629-36. doi: 10.1097/MCP.0000000000000317. 

Olivier KN, Griffith DE, Eagle G, McGinnis Ii JP, Micioni L, Liu K, Daley CL, Winthrop KL, Ruoss S, Addrizzo-Harris DJ, 

Flume PA, Dorgan D, Salathe M, Brown-Elliott BA, Gupta R, Wallace RJ Jr. Randomized Trial of Liposomal Amikacin for 

Inhalation in Nontuberculous Mycobacterial Lung Disease. Am J Respir Crit Care Med. 2016 Oct 17. [Epub ahead of 

print] 

Perkins KM, Lawsin A, Hasan NA, Strong M, Halpin AL, Rodger RR, Moulton-Meissner H, Crist MB, Schwartz S, Marders J, 

Daley CL, Salfinger M, Perz JF. Intrinsic Contamination of Heater-Cooler Devices Used in Cardiac Surgery with 

Mycobacterium chimaera – United States. Mycobacterium chimaera Contamination of Heater-Cooler Devices Used in 

Cardiac Surgery — United States. MMWR Morb Mortal Wkly Rep 2016 Oct;65:1117–1118. 

Walter ND, de Jong BC, Garcia BJ, Dolganov GM, Worodria W, Byanyima P, Musisi E, Huang L, Chan ED, Van TT, Antonio 

M, Ayorinde A, Kato-Maeda M, Nahid P, Leung AM, Yen A, Fingerlin TE, Kechris K, Strong M, Voskuil MI, Davis JL, 

Schoolnik GK. Adaptation of Mycobacterium tuberculosis to Impaired Host Immunity in HIV-Infected Patients. J Infect 

Dis. 2016 Oct 15;214(8):1205-11. doi: 10.1093/infdis/jiw364. Epub 2016 Aug 17. 

Reves R, Daley CL. Screening for Latent Tuberculosis Infection: A Key Step Toward Achieving Tuberculosis Elimination in 

the United States. JAMA Intern Med. 2016 Oct 1;176(10):1439-1440. doi: 10.1001/jamainternmed.2016.5464. No 

abstract available. 

Nahid P, Dorman SE, Alipanah N, Barry PM, Brozek JL, Cattamanchi A, Chaisson LH, Chaisson RE, Daley CL, Grzemska M, 

Higashi JM, Ho CS, Hopewell PC, Keshavjee SA, Lienhardt C, Menzies R, Merrifield C, Narita M, O'Brien R, Peloquin CA, 

Raftery A, Saukkonen J, Schaaf HS, Sotgiu G, Starke JR, Migliori GB, Vernon A. Executive Summary: Official American 

Thoracic Society/Centers for Disease Control and Prevention/Infectious Diseases Society of America Clinical Practice 

Guidelines: Treatment of Drug-Susceptible Tuberculosis. Clin Infect Dis. 2016 Oct 1;63(7):853-67. doi: 

10.1093/cid/ciw566. 

Nahid P, Dorman SE, Alipanah N, Barry PM, Brozek JL, Cattamanchi A, Chaisson LH, Chaisson RE, Daley CL, Grzemska M, 

Higashi JM, Ho CS, Hopewell PC, Keshavjee SA, Lienhardt C, Menzies R, Merrifield C, Narita M, O'Brien R, Peloquin CA, 

Raftery A, Saukkonen J, Schaaf HS, Sotgiu G, Starke JR, Migliori GB, Vernon A. Official American Thoracic Society/ 

Centers for Disease Control and Prevention/Infectious Diseases Society of America Clinical Practice Guidelines: 

Treatment of Drug-Susceptible Tuberculosis. Clin Infect Dis. 2016 Oct 1;63(7):e147-95. doi: 10.1093/cid/ciw376. Epub 

2016 Aug 10. 

Nick JA, Caceres SM, Kret JE, Poch KR, Strand M, Faino AV, Nichols DP, Saavedra MT, Taylor-Cousar JL, Geraci MW, 

Burnham EL, Fessler MB, Suratt BT, Abraham E, Moss M, Malcolm KC.  Extremes of Interferon-Stimulated Gene 

Expression Associate with Worse Outcomes in the Acute Respiratory Distress Syndrome.  PLoS One. 2016 Sep 

8;11(9):e0162490. doi: 10.1371/journal.pone.0162490. eCollection 2016. 

Reynolds SD, Rios C, Wesolowska-Andersen A, Zhuang Y, Pinter M, Happoldt C, Hill CL, Lallier SW, Cosgrove GP, 

Solomon GM, Nichols DP, Seibold MA. Airway Progenitor Clone Formation Is Enhanced by Y-27632-Dependent Changes 

in the Transcriptome. Am J Respir Cell Mol Biol. 2016 Sep;55(3):323-36. doi: 10.1165/rcmb.2015-0274MA. 



 

 
 

Garcia BJ, Loxton AG, Dolganov GM, Van TT, Davis JL, de Jong BC, Voskuil MI, Leach SM, Schoolnik GK, Walzl G, Strong 

M, Walter ND. Sputum is a surrogate for bronchoalveolar lavage for monitoring Mycobacterium tuberculosis 

transcriptional profiles in TB patients. Tuberculosis (Edinb). 2016 Sep;100:89-94. doi: 10.1016/j.tube.2016.07.004. Epub 

2016 Jul 25. 

Jeong BH, Jeon K, Park HY, Moon SM, Kim SY, Lee SY, Shin SJ, Daley CL, Koh WJ. Peak Plasma Concentration of 

Azithromycin and Treatment Responses in Mycobacterium avium Complex Lung Disease. Antimicrob Agents 

Chemother. 2016 Sep 23;60(10):6076-83. doi: 10.1128/AAC.00770-16. Print 2016 Oct. 

Singhal R, Reynolds PR, Marola JL, Epperson LE, Arora J, Sarin R, Myneedu VP, Strong M, Salfinger M. Sequence Analysis 

of Fluoroquinolone Resistance-Associated Genes gyrA and gyrB in Clinical Mycobacterium tuberculosis Isolates from 

Patients Suspected of Having Multidrug-Resistant Tuberculosis in New Delhi, India. J Clin Microbiol. 2016 Sep; 

54(9):2298-305. doi: 10.1128/JCM.00670-16. Epub 2016 Jun 22. 

Henkle E, Aksamit T, Barker A, Daley CL, Griffith D, Leitman P, Leitman A, Malanga E, Marras TK, Olivier KN, Prevots DR, 

Prieto D, Quittner AL, Skach W, Walsh JW, Winthrop KL; NTMRC Patient Advisory Panel. Patient-Centered Research 

Priorities for Pulmonary Nontuberculous Mycobacteria (NTM) Infection. An NTM Research Consortium Workshop 

Report. Ann Am Thorac Soc. 2016 Sep;13(9):S379-84. doi: 10.1513/AnnalsATS.201605-387WS. 

Moon SM, Park HY, Kim SY, Jhun BW, Lee H, Jeon K, Kim DH, Huh HJ, Ki CS, Lee NY, Kim HK, Choi YS, Kim J, Lee SH, Kim 

CK, Shin SJ, Daley CL, Koh WJ. Clinical Characteristics, Treatment Outcomes, and Resistance Mutations Associated with 

Macrolide-Resistant Mycobacterium avium Complex Lung Disease. Antimicrob Agents Chemother. 2016 Aug 29. pii: 

AAC.01240-16. [Epub ahead of print]. 

Kelly-Cirino CD, Curry PS, Marola JL, Helstrom NK, Salfinger M. Novel multi-day sputum transport reagent works with 

routine tuberculosis tests and eliminates need for cold chain: Preliminary study of compatibility with the Xpert® 

MTB/RIF assay. Diagn Microbiol Infect Dis. 2016 Aug 16. pii: S0732-8893(16)30250-4. doi: 

10.1016/j.diagmicrobio.2016.08.013. [Epub ahead of print]. 

 
Meetings/Conferences/Lectures  

The 54th Annual Denver TB Course, April 5-8, 2017, Molly Blank Conference Center at National Jewish Health Main 
Campus. For more information and registration: https://www.nationaljewish.org/tbcourse2017 
 

Friday, May 19, 2017 at Georgetown University, Washington, DC. 
Presented by: NTM Info & Research & Georgetown University School of Medicine 
https://www.ntminfo.org/images/media/News/conference_flyer.pdf 
 

Save these dates for the NTM Lecture Series: 
• NTM Lecture Series for Providers, October 19-20, 2017 
• NTM Lecture Series for Patients and Families, October 21, 2017 
Details about these lectures will be posted at a later date. To add your name to the contact list, please call 
800.844.2305 or email: proed@njhealth.org 
 

Newsletter Sign-up 

Sign up to receive NTM-TB Insights newsletter each time it’s published by clicking here. 
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