1132 cultures have been negative for at least 1 year. In most instances,
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M. kansasii infection is easily cured.

Rapidly growing mycobacteria pose special therapeutic prob-
lems. Extrapulmonary disease in an immunocompetent host is usu-
ally due to inoculation (e.g., via surgery, injections, or trauma) or to
line infection and is often treated successfully with a macrolide and
another drug (with the choice based on in vitro susceptibility), along
with removal of the offending focus. In contrast, pulmonary disease,
especially that caused by M. abscessus, is extremely difficult to cure.
Repeated courses of treatment are usually effective in reducing
the infectious burden and symptoms. Therapy generally includes
a macrolide along with an IV-administered agent such as amikacin,
a carbapenem, cefoxitin, or tigecycline. Other oral agents (used
according to in vitro susceptibility testing and tolerance) include
fluoroquinolones, doxycycline, and linezolid. Because nontubercu-
lous mycobacterial infections are chronic, care must be taken in the
long-term use of drugs with neurotoxicities, such as linezolid and
ethambutol. Prophylactic pyridoxine has been suggested in these
cases. Durations of therapy for M. abscessus lung disease are difficult
to predict because so many cases are chronic and require intermit-
tent therapy. Expert consultation and management are strongly
recommended.

Once recognized, M. marinum infection is highly responsive to
antimicrobial therapy and is cured relatively easily with any combi-
nation of a macrolide, ethambutol, and a rifamycin. Therapy should
be continued for 1-2 months after clinical resolution of isolated soft
tissue disease; tendon and bone involvement may require longer
courses in light of clinical evolution. Other drugs with activity against
M. marinum include sulfonamides, trimethoprim-sulfamethoxazole,
doxycycline, and minocycline.

Treatment of the other NTM is less well defined, but macrolides
and aminoglycosides are usually effective, with other agents added
as indicated. Expert consultation is strongly encouraged for difficult
or unusual infections due to NTM.

PROGNOSIS

The outcomes of nontuberculous mycobacterial infections are closely
tied to the underlying condition (e.g., IFN-A/IL-12 pathway defect,
cystic fibrosis) and can range from recovery to death. With no or inad-
equate treatment, symptoms and signs can be debilitating, including
persistent cough, fever, anorexia, and severe lung destruction. With
treatment, patients typically regain strength and energy. The optimal

duration of therapy when NTM persist in sputum is unknown, but
treatment in this situation can be prolonged.

GLOBAL CONSIDERATIONS
«™, In many countries, pulmonary tuberculosis is diagnosed by
smear alone, which is also the method used for monitoring of
response and relapse. However, examination of mycobacteria
from the affected patients shows that a significant proportion of iso-
lates are actually NTM. Overall, as rates of tuberculosis decline, the
proportion of positive smears caused by NTM will increase. Advances
in speciation will distinguish tuberculosis from nontuberculous myco-
bacterial infections and thereby affect rates of assumed relapse and
resistance, leading to more targeted and appropriate therapy.



