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emerging group of pathogens that cause disease in both immunocompromised Detailed microbiology, antibiotic regimens, and post-transplant clinical outcomes for the subjects infected with NTM are presented in Table 2. In the 17 patients complexand clofazimine complex 2 years ror o rtlag]jrsenofbedhaqugine,l posttransplant. | post transplant
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Pulmonary infection secondary to NTM is associated with significant morbidity but without clinical disease, 2 (10%) patients had two unique species identified as shown in Figure 2. complex and M| previously prior to transplant post-transplant | bacterial pneumoniz
and mortality, especially in individuals with underlying structural lung disease. Patients with NTM disease continued antimycobacterial therapy pre- and post-operatively as outlined in Table 2. T | ompleanan | ot | of sathromyen, mostoxncn | st ranspiant
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Such infections are challenging to treat due to high virulence, antibiotic In the cohort with NTM-disease, 3 patients (17.6 %) died within a year of transplantation, 4 (23.5 %) died within 1-5 years, 1 (6%) died more than 5 years post- aviam complex
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resistance, and the lack of effective and tolerable therapies. At many transplant transplant, 6 (35.3%) are still alive 1-5 years post-transplant, and 3 (17.6%) are alive more than 5 years post-transplant. Only one patient clearly died as a direct complex dtampin pror o transplant unti time of death post-transplant | renal fllure.
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transplantation.3#> In this retrospective study, we analyzed the epidemiology of In the cohort without NTM disease, but with positive mycobacterial cultures, 2 (9.5%) died within one year of transplantation, 2 (9.5%) died within 1-5 years, 1 complex etambutol, and b mhalihdan;ikaclm, P:clifafzigme, post-transplant
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Table 1. Demographics and clinical characteristics of transplant recipients Figure 1. Geographic distribution of transplant recipients by state of primary residence. Nebulized amikacin ethambutol, rifabutin.
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We conducted a retrospective chart review of 445 patients who underwent lung —— inhaled amikacin, PO imipenem, post-transplant
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based on institutional guidelines. Additional antimicrobials were administered
based on an individual patient’s microbiologic history and sensitivity profile.
Death was considered potentially related to the NTM infection if it was
documented as a possible contributing factor or if a patient was being treated for
mycobacterial disease at the time of death.
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