Overlapping Respiratory Diseases
BE and NTM-PD
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— AFB smear: negative

— AFB culture: Nontuberculous mycobacteria detected
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TABLE 2 Clinical and microbiologic criteria for diagnosis of nontuberculous mycobacterial pulmonary disease®

Pulmonary or systemic symptoms

Radiologic Nodular or cavitary opacities on chest radiegraph, or a high-resolution computed Both:ctinfcal .aﬂd_ radmfc_lgic
" criteria required
tomography scan that shows bronchiectasis with multiple small nodules
And Appropriate exclusion of other diagnoses

Microbiologic| 1) Positive culture results from at least two separate expectorated sputumn samples. If the results are nondiagnostic, consider

repeat sputum AFB smears and cultures

or

2] Positive culture results from at Least one bronchial wash or lavage

or

3) Transbronchial or ather lung biopsy with mycobacterial histologic teatures [granulomatous inflammation or AFB| and
positive culture for NTM or biopsy showing mycobacterial histologic features lgranulomatous inflammation or AFBJ and ane
or more sputum or bronchial washings that are culture positive for NTM

Daley CL et al., Eur Respir J ZOZOSN U H a



Radiographic Differentiation

® Inter-observer agreement study
— Two board-certified pulmonologists + two radiologists
— CT scans of NTM-PD (n=66), Tbc (n=33), non-CF BE (n=33)

Sensitivity, % Specificity, % PPV, % (95 % CI) NPV, % (95 % CI)
(95 % CI%) (95 % CI)
NTM-LD 56.4 (149/264) 80.3 (212/264) 66.4 (149/201) 58.2 (212/327)
(47.9-64.7) (73.1-86.0) (55.9-754) (48.9-67.0)
Pulmonary TB 72.0 (95/132) 87.1 (345/396) 52.8 (95/146) 85.7 (345/382)
(60.0-81.5) (81.6-91.2) (40.1-65.0) (78.3-90.8)
Bronchiectasis 81.8 (108/132) 81.6 (323/396) 49.3 (108/181) 89.3 (323/347)
(71.8-88.8) (75.0-86.7) (37.6-61.0) (82.6-93.7)

§ Confidence interval

PPV positive predictive value, NPV negative predictive value
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Kwak N et al., Eur Radiol 2016 SN U H a



]
— Z|At 29| O]l B0 A HYQF 2
— #2 0| L{2}of 2|0] QI F (Species identification/DST & !1)

o 7| ZX|LHAlE BAL
— TIRRIMIE Y 130 A Y 2
o ZE|ZAL
- Z7IBR HYH S TRl FYo|ALE

— ZZXAMO|N |0tF(granuloma) S OFO|ZEHH|2|OF ZH Q| Halst &
HIt QO HAM 13| Of 4 ZHEF EE= 7| 2| M| A HO0j| A HY FO| -

Daley CL et al., Eur Respir J 2020 SN U H a



Role of NTM PCR?

® Prospective study

— GENEDIA MTB/NTM Detection kit (Green Cross Science Corp., Korea)
¢ Targets 1S6110 (MTB), rpoB (NTM)

— Total 687 sputum samples, Jan ~ Mar 2018

— PCR performed in culture positive samples

NTM Detection (NTM)

® Main findings regarding NTM ;1(:;
— Sensitivity: 23.2% NTM 2 el I
« Smear-positive: 85.7% '& A o i
* Smear-negative: 7.3% e e
— Specificity: 99.7% N

— Association with NTM-PD: not significant (p = 0.35)
=2 NTM-PD &£ 210/ NTM PCR2 2/7] Of L}

Shin S et al. Ann Lab Med. 2020 SN U H a



NTM-PD is common in Bronchiectasis Patients

® National claims data, Korea
— 1:4 matching for age and sex B
* NTM-naive bronchiectasis (n=16,967) !
¢ NTM-naive control (n=67,868)
— Followed until development of NTM-
PD or death

® NTM-PD incidence

— Bronchiectasis: 109.1/100,000
erson-years

— Controls: 5.6/100,000 person-years

Yang B et al., Chest 2021 SNUH B



Radiographic severity Worsens with NTM-PD

() Pros pectlve Cohort Study (N:ZZ 1) Table 4 Changes in CT score of 31 patients between the time

of entry into the non-NTM bronchiectasis cohort and the time

— South Korea, single-center at the iagnosis of NTM-PD

Mean (SD) Entry of Diagnosis P-value
— Patients with bronchiectasis, no NTM-PD e
Bronchiectasis 33(1.7) 40(1.5) 0.010
Severity 5(08) 17 (0.7) 0035
. H H H Extent 3 (06) 15 (06) 0059
M ain fl n d l ngs Mucus plugging 6 (07) 08 (08) 0033
— 14.0% Of patie nts deve|oped NTM-PD Cellular bronchiolitis 5(15) 41(1.1) 0005
. . Severity 0 (08) 23(06) 0007
during median 37 months of follow-up. — — B— =
— Radiographic severity worsened after Cavity 303 0303) >09%
Diameter 1 (06) 0.1 (06) >0999
dEV9|0p ment of NTM-PD. Wall thickness 0.1 (05) 0.1 (05) >0999
Extent 1(03) 01(03) >0999
Nodules 3(05) 05(05) 0034
Consolidation 2 (04) 02 (04) >0999

Total score 76 (29) 914 0.002

NTM-PD nontuberculous mycobacterial pulmonary disease, SD
standard devation

Kwak N et al. BMC Pulm Med 2020 SN U H a



Mortality Increases after Detection of NTM in BE

® Retrospective cohort study, Japan
— BE newly on oxygen therapy (n =93)

1.0
- NTM(+) vs. NTM(-) Bronchiectasis
| 1+ NTM negative
0.8 " 1 NTM positive
E | _r overall
. . . S L \
® Main findings o N
o
.y . 2 b
— NTM positive in 35/92 (38.0%) & h
i g04 | +
— With NTM(+)... 3 .
* Younger age, but.. 02
« Higher radiographic severity B
* Poor survival 0
numbers at risk 0 1000 2000 3000 4000
: days
NTM negative 38 17 2 0
NTM positive 29 2 0
overall 67 19 4 2 0

Ono K et al. Resp Med. ZOZSSN U H a



® A Delphi Consensus Study (12 NTM-PD experts from Europe)

Underlying respiratory diseases

¥ Radiologyof suggestive T

Combination of 23 symptoms
Before starting long-term macrolides
fora respiratory cause/condition

In receipt of long-term macrolides
fora respiratory cause/condition

Combination of =2 symptoms-|
Haemoptysis
Recurrent respiratory infection

Persistent sputum production

Persistent unexplained
fever

Inreceipt of immunosuppresive
immune disorder drugs

Inreceipt of ICS-
Night sweats

Persistent fatigue-
Unexplained weight loss
Persistent cough
Persistent shortness
Nosymptoms-

001 2 3 45 6 7 8 9 10
Export consensus score to test/not test for NTM

MiNoknown/previous  MlPrevious  HNon-CF

respiratory disease 8 bronchiectasis
MPrevious NTM mcorPD Notestat <4
MFungal lung disease meF Testat?
i Whsthma

Inreceipt of immunosu

Before starting long-term macrolides,
2 non-respiratory cause/condition
In receipt of long term macrolides for
anon-resplratory cause/condition

Underlying non-respiratory diseases

Radiology of suggestive NTM-

‘Combination of 23 symptoms

Test for NTM when:

- Radiologic suspicion

- 23 symptoms*

- Before starting macrolides

Combination of 22 symptoms:
Haemoptysis

Recurrent respiratory Infection

Persstent sputum production
Persistent unexplained

fever’

Night sweats-
Persistentfatigue-
Unexplained weight oss
Persistent cough

Persistent shortr . .
e reaih sweats, hemoptysis, sputum, fatigue,

ppresive) ! B .
nmmuqedwsuvdevopmgsrov recurrent respiratory infection, fever, dyspnea

respiratory reasons

i
|
|
i
|
i
i
|
i
! * Symptoms include cough, weight loss, night
i
i
|
|
i
|
i
i
I
i
|
i
|

No symptoms:

001 2 3 4 5 65 7 8 9 10
Export consensus score totest/not test for NTHM

WGORD MRenal disease W!mmunosuppressed
Mcancer MR fetiets

Notestat <4
oo Wimmune disorders Testats7
MiDiabetes  [Post-transplant

Loebinger MR et al., ERJ Open Res 2024SN U H



NTM Testing for BE Patients: Real World?

® Physician survey study (N = 280)

— UK, Germany, ltaly, France, Reasons for testing NTM

Netherlands
— Hospital-based physicians e g aich e o scpoct N
— Man agl ng >10 patients Wlth BE Increased symptoms or complications in general
over 12 months Failure to respond to treatment of bronchiectasis

Specific clinical symptoms which lead me to suspect NTM
® Main findings A G o disgnosslmialpesentation
1 would test for NTM when | want to treat the patient
— 51% (range 40~70%) tested for NTM with macrolide monotherapy
* 17% positive for NTM Otter
— Only 32% tested for NTM prior to
initiating macrolide monotherapy

% of respondents who tested for NTM

Wagner D et al. BMJ Open Resp Res. 2020 SN U H a
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1 Negative avium Clari S
2 Negative NTM abscessus Clari IR
3 Negative Negative

4 Negative NTM avium Clari S
5 Negative NTM avium Clari S
6 Negative NTM avium Clari S
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1 Negative NTM avium Clari S

2 Negative NTM abscessus Clari IR

B Negative Negative

4 Negative NTM avium Clari S

5 Negative NTM avium Clari S

6 Negative NTM avium Clari S
SNUH®
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Treatment Success Rate of MAC-PD

® Systematic review and meta-analysis

(16 StUdieS) Study Proportion (95% CI) % Weight
Dautzenberg, 1995 [19] ————  0.71(57. .82 580
Wallace, 1996 [20] —_— 0.56 (.42, .69) 561
" Roussel, 1998 [18] ——— 0.48 (.31, .66) 420
® Treatment success defined as: Tanaia, 1999 2] ————  om(sam  sa
Huang, 1998 [21] —_— 0.43 (.26, 63) 368
—_ H vi H Griffith, 2001 [23] — 0.54 (45, B4) 728
12 months of sustained culture negativity while ot pond oo B
on therapy Hasegawa, 2009 [25] 4——%—— 0.74(58, 85) 552
Kim, 2011 [26] —_— 0.58 (.45, .70) 596
. . Fujita, 2012 [12] ———————————— 054(39, 84 275
— Achievement of culture conversion and T sotap A gty Sar
; ; Kah, 2012 [27] —— 058 (52, 63) a07
completion of the planned treatment without e —_— 058 (43, 71) 537
ito, 2014 [30] —— 0.69 (.58, .79) 6.85
relapse Wallace, 2014 [31] e 0.62 (.56, 69) 857
Jarand, 2016 [32] — 0.71 (.63, .78) 823
Overall (/2= 89.40%, P=_.00) <> 0.60 (.55, 85) 100.00
® Pooled treatment success rate 60.0% 1 b 5 ] 15

Kwak N et al., Clin Infect Dis. 2017 SN U H a



Macrolide Resistant MAC-PD

® Meta-analysis (9 studies, 319 patients)

(A) Study Conversion Total Proportion  95%-Cl
—_— i - i - i Tanaka 1999 1 0.17 [0.00; 0.64]
Macrolide-resistant MAC-PD without HIV Tanaka 199¢ M 017 (000064
H H Moon 2016 5 0.15 [0.05; 0.31
InfeCtlon Morimoto 2016 10 0.11 [0.05; 0.19]
Kadota 2016 12 0.36 [0.20; 0.55]
— ini i i i > i Yagi 2017 3 0.33 [0.07; 0.70
Clinical studies including 25 patients Yeai 2017 H 033 (007070
Griffith 2018 8 0.11 [0.05; 0.20]
Asakura 2019 6 0.40 [0.16; 0.68]
Fixed effect model ST 0.19 (015, 024
. M . f. d. Random effects model _ 0.21 [0.14; 0.30]
aln In Ings 01020304050607

P I d I . (B) Study 1-yr mortality Total Proportion  95%-Cl
— Pooled sputum culture conversion Gt 2008 s P w025 044040
. . . . Moon 2016 3 34 L33 0.09 [0.02; 0.24]
(including surgical resection): 21% Mormolo 2016 s W =i 009 004017
Kadota 2016 2 3B — 0.06 [0.01; 0.20]
II I' Aznar 2018 o 8l T - 0.00 [0.00; 0.37]
- one-year all-cause morta Ity Fixed effect model 216 - 012 [0.08;0.17]
Random sffects model — 010 [0.5,0.20]

10% (range 0 to 25%) — T

2 Macrolide tf&0] 47/& X2} ojg 1 At &0/ =L},

Park Y et al. Respir Res. 2019 SN U H a



Can Resistance to CLR Develop?

® Mice study NS
g 77
— Beige mice inoculated intravenously with M. avium (susceptible RS
to CLR) z ] 41,_-/
i —_—
=

Detoctable
1 ~ b it of ety
0 T

— CLR administered 6/wk vs. untreated control
— Mice sacrificed with CLR for 4,8, and 16 weeks
— Spleen examined for M. avium and CLR resistance

4 8 18 20
Weeks of treatment with CLARI

TABLE 1. CLARI-resistant mutants in spleens from untreated
control mice and mice treated with 200 mg of

® Main findings CLARI per kg six times weekly
. . . . Proportion of
— Rate of CLR resistance increased with time. Wi of treatment SPlecns with Frequency of mutants®
s mu
— All mice showed CLR resistance after eight weeks of CLR froclaior)  Unireated CLARL — Untreted Ry reated
monotherapy. x
136 s o o am =0

* Number of spleens with CLARE sp

® Moans + standard deviations.
 Sig greater than ing value for untreated control mice

(P < 0.001).

Ji B et al. Antimicrob Agents Chemother. 1992 SN U H a



Acquisition of CLR Resistance in Humans

® Randomized double-blind dose-ranging study (N=154)

® PICO
— Patients: HIV infection with MAC bacteremia
— Intervention & Comparators: CLR with different dosages

— Outcomes: CFU in blood

Percent Culture Positive

20

® Main findings
— CLR decreased CFU of MAC in blood.

— CLR resistant isolates of MAC developed in 46% of 10 20 % 40 50 €0 70 BO 90 100110120130
patients at median of 16 weeks. Wy

2 Macrolide &< 587/ £/2+ = 2/0] 2R3},

Chaisson RE et al. Ann Intern Med. 1994 SN U H a



Prevention of Clarithromycin Resistance in MAC

® Mice study

Table 3.

— M. avium infected intravenously to beige mice

— Experimental groups
* Untreated controls
* CLRonly
¢ CLR+EMB

® Main findings

Comparison of the therapeutic efficacies of clarithromyein, clarithromycin plus cthambutol,
and no treatment (controls).

Week of treatment

Dose

Treatment (merkgiday) 0 8 12
larithromycin 200 — 3204 x 104 6207 % 0%
larithtomycin

sth TR - PENTIVETI FETIRT I
Unteated control None g 98+ 03 % 10° 18+ 02 107
T-week controt None 18+ 0.0 % 107 —

NOTE. Data are cfu of MAC/g of spleen = SE.
* P < 05 vs. untreated contral at § or 12 weeks,

*P < 05 vs. claritbromycin alone.

— Addition of EMB to CLR did not improve

therapeutic effectiveness.

— Addition of EMB to CLR decreased frequency of

CLR resistance.

Lower rate of CLR resistance

Table 4. qt y of claril i istant MAC isolated from
the spleens of mice infected with MAC 101 and untreated or treated
with clari ycin or clari in plus

Week of treatment

Treatment 0 8 12

None 1962 1025 1052
Clarithromycin (U 107 07
Clarithromycin + ethambutol 107 10 %% 1073%

NOTE. Frequency of resistance is ratio of efu of MAC/g of spleen when
grown on Middlebrook THI1 agar alone to growth on agar with 32 ug/mL
clarithromyein.

* P < 05 vs. clarithromycin alone.

Bermudez LE et al. J Infect Dis. 1996 SN U H a

Similar therapeutic effectiveness



[Case] Decided to Watchfully Wait...

® BMI 19.2kg/m?

® ESR 10mm/h
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[Case] Decided to Watchfully Wait...
eBYUR IRV ZB UEH
119.2kg/m?
ESR 10mm/h
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Watchful Waiting is OK

® Single-center registry study, South Korea (N=712)
— MAC, M. abscessus-PD, treated >6 months
— Analyzed association between waiting duration and treatment outcomes

TABLE2 ] Effect of Watchful Waiting Period on 6-Months or 12-Months Culture Conversion in Patients With NTM-PD

Patient Group Treatment for = 6mo (n = 712 | Treatment for = 12 mo (n = 676)
Culture conversion Within 6 mo (n = 479) Within 12 mo (n = 516)
HR of watchful waiting period for 6- or 12-mo conversion
Crude HR (95% CI, P) 1.00 (1.00-1.00, .412)° 1.00 (1.00-1.00, .746)"
Model 1, adjusted HR (95% CI, P) 1.00 (0.99-1.00, .242)° 0.99 (0.99-1.00, .512)°
Model 2, adjusted HR (95% CI, P) 1.00 (0.99-1.01, .075)° 0.99 (0.99-1.00, .213)°
Model 3, adjusted HR (95% CI, P) 0.99 (0.99-1.00, .074)° 0.99 (0.99-1.00, .211)°

AFB = acid-fast bacill; BACES = BMI, age, cavity, erythrocyte sedimentation rate, and sex; HR = hazard ratio; NTM-PD = nontuberculous mycobacterial
pulmonary disease.

Model 1: adjusted for smoking, underlying disease, positive sputum AFB smear, BACES severity, etiology, and watchful waiting period

Model 2: adjusted for BMI (< 18.5), age (= 65 years), cavity, erythrocyte sedimentation rate (> 15 mm/h in male and > 20 mm/h in female), and sex
(male) instead of BACES in Model 1.

Model 3: adjusted for radiological form (noncavitary nodular bronchiectatic vs cavitary nodular bronchiectatic vs fibrocavitary) instead of cavity in Model 2.
Underlying disease included previous pulmonary T8, obstructive pulmonary disease/asthma, chronic pulmonary aspergilosis, pulmonary malignancy,
idiopathic pulmonary fibrosis, extrapulmonary malignancy, diabetes melitus, chronic heart disease, and chronic liver disease.

“These data analyzed patients treated for more than 6 months and 12 months, respectively. An event was defined as a culture conversion within 6” months
or 12 months after starting treatment, respectively. Multivariable analysis results other than “watchful waiting period” in each model are described in

> JILfE[E A/ZtEf 7 S 82 B o] AL

ImY etal. Chest 2022 SN U H E’



Whom should we Treat?

® Poor prognosis
— Cavitary lung disease
— Low body mass index
— Elevated inflammatory markers

® Organisms which are more virulent and/or more responsive to
antimicrobial therapy (ex: M. kansasii)

® Underlying immune suppression

® Major symptoms

Daley CL et al., Eur Respir J 2020 SN U H a
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Need for Uniform Index - The BACES Score

® 5-integer scoring system to predict all-cause mortality
— Body mass index, Age, Cavity, Erythrocyte sedimentation rate, male Sex

® Also associated with progression-free survival, spontaneous culture conversion, lung
function decline, patient symptoms, and nutritional status

 Mild )

z Moderate -

z Severe

=

\lj U/

BACES Score

Table 4. BACES score for predicting mortality in nontuberculous mycobacterial pulmonary disease

Variable Detail Score
Body mass index <185 kg/m? 1
Age 265 years 1
Cavity Detected on chest computed tomography 1
Elevated erythrocyte sedimentation rate Male >15 mm/h, female 20 mm/h 1
Sex Male 1

BACES, body mass index, age, cavity, elevated erythrocyte sedimentation rate, male sex.

Kim HJ and Kwak N et al., Am J Respir Crit Care Med 2021
Kim HJ et al., Sci Rep 2023

Kim BG et al. J Clin Med 2023

Park HJ et al. Int J Tuberc Lung Dis 2023

Park Y et al. Sci Rep 2025 SN U H B
ParY etal. Resp Res 2026



Shared Decision-Making is Needed

Age
Increasing risk of intolerance
and adverse events
Comorbidities
Drug intolerances
Consider dose reduction or
thrice-weekly regimens
Consider interactions with
other drugs, e.g. azoles
Patient wishes
Aim of treatment
Aiming for cure or disease
control?

54, 7I1X

Radiological
Fibrocavitary disease
Clinical
‘Weight loss, fever,
haemoptysis, respiratory
failure
Biochemical markers
Microbiological
Smear positivity

Je 52 n2feho WL,

_ c“nical rElevance

Radiological
Development of cavitation or
fibrosis, increasing nodules
or tree-in-bud changes
Clinical
Warsening symptoms,
development of new
symptoms, weight loss
Microbiological
Development of new or
increasing smear positivity

S D230, QJAL-2HAF ZHO S 2ot =07t 5]
xlc 7 a

50%E A

of

NTM species
Some species more
pathogenic than others
Immunosuppression
Primary immunodeficiency
HIV infection
Immunosuppresive therapy
Anti-TNF-u therapy
Corticosteroids
Lung transplantation
Need for M. abscessus
eradication

Cowman S et al., Eur Respir J 2019 SN U H g
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Treatment-Refractory NTM-PD
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* Clinical evolution: performance status, body weight

evolution and quality-ofife questionnaire scores 5
« Radiological evolution without culture conversion + Ruled out concomitant
- Functional studies: pulmonary function and endurance tests
« Microbiological evolution and time-to-culture positvity
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- State of immunosuppression

- Drugintolerance or ineficacy
- Secondary infections

- Management of comorbidities

Treatment de-escalation,
focusing on symptomatic
management

Treatment intensification,
‘maintaining curative
intention

Therapeutic
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Moreira-Sousa D et al. Eur Respir J. 2026 SN U H a
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Redevelopment of MAC-PD

® NB type > FC type
® Reinfection > Relapse

Cumulative rate of recurrence (%)

-
o
o

604

404

20 4

o

Nodular bronchiectatic form

Fibrocavitary+unclassifiable form

Time (Years)

Cumulative rate of redevelopment of NTM lung disease

0.84

0.69

0.49

0.04

® Nodular bronchiectatic form
B Fibrocavitary form

T2 2 36 48 60 72 8 95 108
Time months

Lee BY et al. Antimicrob Agents Chemother. 2015
Koh WI et al. Eur Respir J. 2017

SNUHY%



Host Factors Remain, NTM Comes Back

1.004
g ® 125 patients (90 MAC + 35 M. abscessus),
5 | P=004 antibiotics + surgery
;é 0504 MAG — Previous TB 46%
g — Nodular BE form 66%
£ 0% ® 112 microbiological cure (80 MAC + 32 M.
} 000{ ——=fr " 'IW\BCI - abscessus)

s atervesmentmaton — ® Recurrence in 37/112 (33%)

MR @ w0 e s s om o s o6 6 — 18/37 (49%) were by different species

— MABC 32 32 32 30 29 24 18 15 11 8 7
D> XE 0|20 55 20olof O 2t F Y= 10l 2| 7f B sfrf

Kang N and Jhun BW, Open Forum Infect Dis. 2024 SN U H a



NTM-PD can Aggravate Bronchiectasis

® South Korea, single center retrospective study (n=96)
® Suspected NTM-PD without initial bronchiectasis/cavity
— NTM-PD in 43 patients: more bronchiectasis and cavity during follow-up (vs. controls)

© — 2 _—
N NTMD 2
<om 2

Percentage of patents (%)

1
Number of Patients with bronchiectasis

[T —— Node  Comodston  Boncwons vz 3 4 8 8 s
‘Aggravated radilogic abromalty Follow-up duration (Years)

Fig. 3 Percentage of patients with aggravated radiological abnormalty  Fig. 4 Cumulative incid lectasis in patients with NTM-PD.
NTM-PD, nontuberculol pulmonary disease

> NTM-PD 7} A PE J|EX S E S S R LE + 2ot
D LHA| Z|BIX| B E S0 A{NTM-PD 2 T}= O BHS 288 + It

Yoon SH et al. BMC Pulm Med ZOZASN U H G



Bronchiectasis and NTM

® Although NTM-PD can be cured, bronchiectasis is a permanent
condition.

® Patients with NTM-PD will require life-long attention to their
bronchiectasis, whether or not their NTM infection has been cured.

veshane . cincrest e 202 SINIUH &



Comprehensive Approach to Airway Clearance

1. Allow the patient to try available techniques

2. Trial of muco-active agent to hydrate the airway and aid in sputum
clearance.

3. Add devices (ex: OPEP) to further alter sputum properties and enhance
clearance.

If available, refer to a respiratory therapist for one-on-one coaching.
5. Increase airway clearance during exacerbations.

McShane PJ. Clin Chest Med. 2023 SN U H a



Airway Clearance Techniques in NTM-PD

® Retrospective review of patients with NTM-PD (n = 77)

No Chest PT Chest PT

® OPEP or HFCWO (VEST) vs. Control 1507 _p=0051 p=0022

® ACT was associated with improvement of:
— Cough

— Sputum production &

TLC % Predicted

— Total lung capacity

S EINEEES 2214E)
o T T
o 00@ \\(\w Q’b@
& < & n
&F 9 &F 9
CEEMEN B J g .
S ‘
OPEP HFCWO Basavaraj A, et al. Int J Respir Pulm Med 2017 SN U H a



Decision Tree for Management of NTM in Bronchiectasis

Assess
« Microbiological

AND

«Clinical

AND

« Radiological criteria

Macrolide =St Ll
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Isolation of NTM in
bronchiectasis patient

NTM Tl Th(+)

Diagnosis of NTM-PD NTM ZITH(-)

Yes No

FICh ofj oy 3t
BHCOE?

acrolide LY

Watchful waiting

Stop
« Chronic macrolide treatment
« Inhaled aminoglycoside treatment

Optimise and/or consider
« Airway clearance techniques
« Hypertonic saline nebulisation
« Treatment of co-infection (e.g. Pseudomonas aeruginosa)*
« Underlying immune status (including ICS use)

Regularly repeat
« Mycobacterial cultures
« Clinical evaluation
« Radiological evaluation
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