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Abstract
Background Treatment of Mycobacterium avium complex pulmonary disease (MAC-PD) involves prolonged courses 
of multiple antibiotics that are variably tolerated and commonly cause adverse drug reactions (ADR). The purpose 
of this retrospective, single-center study was to identify demographic and disease-related variables associated with 
significant ADRs among patients treated with antibiotics against MAC-PD.

Methods We reviewed all patients treated with antibiotic therapy for MAC-PD at a single center from 2000 to 2021. 
Patients were included if they met diagnostic criteria for MAC-PD, were prescribed targeted antibiotic therapy for 
any length of time and had their treatment course documented in their health record. We compared patients who 
completed antibiotics as originally prescribed (tolerant) with those whose antibiotic treatment course was modified 
or terminated secondary to an ADR (intolerant).

Results Over the study period, 235 patients were prescribed antibiotic treatment with their clinical course 
documented in our center’s electronic health record, and 246 treatment courses were analyzed. One hundred 
forty-three (57%) tolerated therapy versus 108 (43%) experienced ADRs. Among the 108 intolerant courses, 67 (63%) 
required treatment modification and 49 (46%) required premature treatment termination. Treatment intolerance 
was associated more frequently with smear positive sputum cultures (34% vs. 20%, p = 0.009), a higher Charlson 
Comorbidity Index (CCI) (4 vs. 6, p = 0.007), and existing liver disease (7% vs. 1%, p = 0.03). There was no between-
group difference in BMI (21 vs. 22), fibrocavitary disease (24 vs. 19%), or macrolide sensitivity (94 vs. 80%). The use 
of daily therapy was not associated with intolerance (77 vs. 79%). Intolerant patients were more likely to be culture 
positive after 6 months of treatment (44 vs. 25%).

Conclusions Patients prescribed antibiotic therapy for MAC-PD are more likely to experience ADRs if they have 
smear positive sputum cultures at diagnosis, a higher CCI, or existing liver disease. Our study’s rate of early treatment 
cessation due to ADR’s was similar to that of other studies (20%) but is the first of its kind to evaluate patient and 
disease factors associated with ADR’s. A systematic approach to classifying and addressing ADRs for patients 
undergoing treatment for MAC-PD is an area for further investigation.
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Background
Mycobacterium avium complex (MAC) is the most com-
mon cause of nontuberculous mycobacterial (NTM) 
pulmonary disease in the United States and worldwide 
[1, 2]. The disease presents along a spectrum of severity 
from mild respiratory symptoms and minimal lung injury 
to debilitating symptoms and substantial structural 
and functional lung injury that reduces patients’ qual-
ity of life [3, 4]. Antibiotic treatment involves prolonged 
courses of multiple antibiotics that are variably toler-
ated, and adverse drug reactions (ADRs) including drug 
side effects, interactions and toxicities are commonplace 
[5–9].

ADRs including gastrointestinal symptoms, loss of 
visual acuity, loss of auditory acuity and leukopenia have 
been frequently described in association with guideline-
based treatment and can complicate therapy [7, 10]. Prior 
studies have found that cytopenias and hepatotoxicity are 
some of the more common ADR’s and that while some 
may present early in a patient’s treatment course, others, 
like reactions to ethambutol, may present many months 
into treatment [11, 12]. Identifying which patients are 
more likely to suffer from ADRs is not well described. 
Small, observational studies have reported more frequent 
ADRs among elderly patients, but the strength of this 
association is not well understood [7, 13]. The purpose of 
this retrospective, single-center study was to determine 
the association of patient- and disease-level factors with 
treatment intolerance, defined as alteration or cessation 
of guideline-based antibiotic therapy for MAC pulmo-
nary disease (MAC-PD).

Methods
Patients
We reviewed all patients seen in our hospital network’s 
pulmonary or infectious disease clinics from 2000 to 
2021 treated for MAC-PD with guideline-based therapy. 
Patients with a confirmed diagnosis of cystic fibrosis by 
genetic and or sweat testing were excluded. A patient’s 
treatment course was included if they were 18 years of 
age or older at the time of therapy initiation, met the 
American Thoracic Society and Infectious Disease Soci-
ety of America’s criteria for MAC-PD, were prescribed 
guideline-concordant antibiotic therapy for MAC-PD 
and had record of having taken the prescribed medica-
tion for any length of time. For patients who underwent 
multiple treatment courses for recurrent or relapsing dis-
ease, each treatment course was included independently. 
Patients were excluded if there was no record of their 
treatment course and outcomes. This study was approved 
by our institutional review board (IRB-60,666).

Study design
The study was a retrospective, single-center cohort anal-
ysis. Clinical data were collected from medical records. 
Baseline clinical parameters were collected at the 
encounter when antibiotic therapy was first prescribed 
including sex, age, lung function as measured by forced 
expiratory volume in the first second, ethnicity, comorbid 
conditions, culture smear status, macrolide sensitivity, 
radiographic characteristics, and frequency of antibiotic 
administration. Radiographic abnormalities were clas-
sified according to chest computed tomography (CT) as 
either nodular bronchiectatic or fibrocavitary disease. 
Treatment courses were divided into two groups: those 
who tolerated therapy, completing guideline-concordant 
antibiotic course as prescribed [5, 14], and those who 
were intolerant, defined as having required either modi-
fication to their original treatment regimen or early ces-
sation of therapy defined as termination before the total 
12-month period of negative sputum cultures specifically 
due to an adverse drug reaction.

Statistical analysis
Categorical baseline characteristics were reported by 
frequency and percent. Continuous characteristics 
are reported as a mean with standard deviations. Chi-
squared tests were used to compare categorical variables, 
and Wilcoxon rank-sum tests were used to compare con-
tinuous variables. The Benjamini-Hochberg procedure 
was used for multiple comparisons. Univariate logistic 
regression was performed for individual patient char-
acteristics and data with a single covariate in each case 
and with treatment tolerance as the dependent variable. 
Odds ratiods were calculated from the beta coefficient 
of each model. Multivariate logistic regression was per-
formed with patient characteristics and data as covariates 
and with treatment tolerance of the dependent variable. 
Adjusted odds ratios were calculated from the beta coeffi-
cients of the composite model. Two-sided p-values < 0.05 
were considered statistically significant.

Results
Baseline characteristics
During the study period, there were 329 treatment 
courses for MAC-PD identified. Among them, 246 met 
inclusion criteria with detailed reports of the treatment 
course available in the electronic health record. One 
hundred forty-two (57%) patients were tolerant of their 
prescribed therapy without adverse reactions versus 104 
(43%) were intolerant.

As shown in Table 1, 75% of participants were female, 
a mean age of 65 years, majority Caucasian (61%) with a 
baseline FEV1 of 79%. Daily therapy was prescribed ini-
tially for the majority of both groups (78%). Treatment 
intolerant courses had a higher rate of culture positivity 
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at 6 months of therapy (43% vs. 25%, p < 0.001). Among 
the 104 intolerant treatment courses, 65 (63%) required 
treatment modification and 38 (37%) required prema-
ture termination. There was no significant difference in 
recurrent disease, defined as culture positivity within 12 
months of completing treatment (20% vs. 24%), or mor-
tality (9% vs. 12%) between groups. Similarly, there was 
no significant difference in treatment duration, where 
treatment for more than 18 months was similar between 
groups (33% vs. 29%).

Fifteen patients underwent more than one treatment 
course for MAC-PD. Among them, 10 tolerated all treat-
ment courses; 3 patients tolerated their first treatment 
course but were later intolerant of subsequent treatment; 
and 2 patients were intolerant of their first treatment 
course but later tolerated the second treatment course.

Adverse drug reactions and implicated antibiotics
Among intolerant patients, 19 (18%) underwent a dose 
reduction of the offending agent and among those on 
daily therapy, 9 (8.5%) were transitioned to thrice weekly 
treatment. Severe adverse drug reactions were relatively 
rare. Using Common Terminology Criteria for Adverse 
Events criteria, severe adverse drug events, defined as 
Grade 3 or greater, were seen in 13 intolerant and 3 toler-
ant treatment courses. Of the former, acute kidney injury 
from intravenous amikacin at treatment initiation was 
most common, while the latter was leukopenia attributed 
to azithromycin (Table  2). Clarithromycin, a macrolide 
with a significant side effect profile, accounted for intol-
erance in 2 cases. Rifabutin, a rifamycin with a significant 
side effect profile, accounted for intolerance in 8 cases.

As reported in Table  2, gastrointestinal disturbances 
were the most commonly reported side effect in both 

Table 1 Baseline characteristics and treatment outcomes
Tolerant Intolerant P-value

Treatment courses (n) 142 104 --
Baseline Characteristics
 Age (years (SD)) 64.1 (12.5) 66.7 (12.0) 0.094
 Sex (n, % female) 110 (77%) 79 (73%) 0.418
 Baseline FEV1 (% predicted mean (SD)) 80.5 (23.0) 76.4 (23.5) 0.22
 Caucasian (n, %) 88 (62%) 61 (59%) 0.694
 Asian (n, %) 36 (25%) 28 (27%) 0.896
 Other ethnicity (non-Caucasian, non-Asian, n, %) 18 (13%) 15 (14%) 0.835
 Body Mass Index (mean (SD)) 21.5 (4.0) 22.3 (5.4) 0.121
 Fibrocavitary Disease (n, %) 34 (24%) 20 (19%) 0.28
 Smear positive (n, %) 28 (20%) 37 (34%) 0.009
 Charlson Comorbidity Index (mean (SD)) 4.8 (3.2) 6.1 (4.6) 0.007
 Organ Transplant (n, %) 2 (1.4%) 7 (6.5%) 0.064
 Liver Disease (n, %) 2 (1.4%) 8 (7%) 0.032
 Chronic Kidney Disease Stage 3 or greater (n, %) 6 (4%) 6 (5.5%) 0.798
 Immune Compromise, not HIV (n, %) 24 (17%) 21 (19%) 0.622
 Diabetes (n, %) 7 (5%) 8 (8%) 0.532
 Heart Failure (n, %) 10 (7%) 12 (11%) 0.320
 Ocular Disease (n, %) 27 (19%) 22 (21%) 0.800
 Connective Tissue Disease (n, %) 12 (9%) 15 (14%) 0.203
 GERD (n, %) 36 (25%) 25 (24%) 0.931
Disease Characteristics
 Macrolide sensitive (n, %) 125 (88%) 102 (94%) 0.8721
 Daily therapy (n, %) 109 (77%) 85 (79%) 0.816
 Inhaled amikacin (n, %) 9 (6%) 8 (7%) 0.873
 Amikacin liposomal inhalation suspension (n, %) 7 (5%) 15 (14%) 0.033
 Parenteral amikacin on initiation (n, %) 8 (6%) 8 (7%) 0.932
Outcomes
 Mean treatment duration (months, range) 21 (9–54) 19 (0.5–55) 0.572
 Culture positive at 6 months (n, %) 37 (25%) 45 (43%) < 0.001
 Recurrence within 12 months (n, %) 28 (20%) 17 (24%) 0.524
 Death from any cause (n, %) 13 (9%) 13 (12%) 0.527
Data are presented as mean +- standard deviation or median, unless otherwise stated. Yrs: years; FEV1: forced expiratory volume in 1 s; Body mass index units 
measured in kg/m2; GERD: gastroesophageal reflux disease; CT pattern determined by the treating physician. Time to culture conversion calculated from treatment 
initiation until the first negative culture
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groups. Intolerant patients suffered disproportionately 
with a greater burden of GI upset, fatigue, visual distur-
bances, and rashes. Rifamycins dominated as the most 
commonly implicated antibiotic for adverse drug reac-
tions most commonly due to drug-drug interactions.

Treatment intolerance
In a univariate analysis, intolerance was associated with 
older age, smear positive cultures, a higher Charlson 
Comorbidity Index (CCI), pre-existing liver disease, 
receipt of amikacin liposomal inhalation suspension, 
and the receipt of a solid organ or bone marrow trans-
plant (Table 3). Multivariate regression with risk adjust-
ment attenuated the signal for all variables -- other than 
smear status positivity -- though a trend to significance 
was maintained. Figure  1 shows that persons who were 
intolerant of treatment had a wider distribution of treat-
ment times.

Discussion
In this study, we investigated patient- and disease-level 
factors associated with tolerance of antibiotic therapy 
for MAC-PD. Our study included 246 treatment courses, 
where more than half tolerated treatment and less than 
half did not. Our rate of intolerance was similar to previ-
ously reported rates with 104 (42%) of treatment courses 
impacted by a significant ADR, where 38 (15%) required 
premature termination of therapy [6, 15, 16]. We found 
an association between antibiotic intolerance and smear 
positivity on sputum culture, and a trend towards signifi-
cance in association with advanced age, high burden of 
comorbid illness, the use of amikacin liposomal inhala-
tion suspension, pre-existing liver disease and receipt of a 
solid organ or bone marrow transplant. Antibiotic treat-
ment intolerance was most commonly due to patient-
reported side effects. As expected, these individuals had 
worse clinical outcomes including a greater rate of persis-
tent culture positivity.

Sustained culture conversion rates have been reported 
in the literature as high as 86% in those treated with 
guideline-based therapy [8, 17]. Unfortunately, ADRs 
from multidrug antibiotic regimens are commonplace, 
as frequent as 40% [18]. ADRs pose a serious challenge 
for MAC-PD treatment because they often necessitate 
therapy modifications and potentially less efficacious reg-
imens or cessation of therapy all together.

Respiratory culture smear positivity at the time of 
treatment initiation was associated with intolerance. 
The authors hypothesize that this association may exist 
because smear positivity suggests a greater pathogen 
burden and potentially a more significant inflammatory 
reaction with antibiotic exposure. Previous studies of 
MAC-PD note that smear-positive respiratory cultures 
are associated with disease progression, and guidelines 
recommend initiating antibiotic therapy in individu-
als with this disease feature once the diagnosis is estab-
lished [19, 20]. Interestingly, fibrocavitary disease, often 
suggested as a clinical feature associated with greater 
pathogen burden, was not associated with treatment 
intolerance. Both smear positivity and the presence of a 
cavity carry the potential for longer treatment courses 
and a cavity necessitates a more intensive initial therapy 

Table 2 Adverse drug reactions and implicated antibiotics
Adverse Drug Reactions Tolerant Intolerant
Common Terminology Criteria for Ad-
verse Events
Grade 3 or greater1 (Total)

3 (2%) 13 (13%)

Gastrointestinal symptoms 34 (23%) 58 (55%)
Rash 4 (3%) 9 (8.5%)
Fatigue 5 (3%) 23 (22%)
Cough, dysphonia, or bronchospasm 4 (3%) 4 (4.7%)
Visual disturbance 2 (1%) 11 (10%)
Auditory disturbance 1 (0.7%) 5 (5%)
Acute kidney injury 0 4 (4%)
Hemoptysis 0 1 (1%)
Anaphylaxis 0 1 (1%)
Other 6 (4%) 8 (8%)
Implicated Antibiotic
Macrolides 12 (8%) 21 (19%)
Rifamycins 4 (3%) 46 (43%)
Ethambutol 3 (2%) 22 (20%)
Amikacin liposomal inhalation suspension 4 (3%) 11 (10%)
Parenteral Amikacin 0 5 (5%)
1: Common Terminology Criteria for Adverse Events [CTCAE] Grade 3 is defined 
as severe or medically significant but not immediately life-threatening; 
hospitalization or prolongation of hospitalization indicated; disabling; limiting 
self-care

Table 3 Univariate and multivariate logistic regression for intolerance of therapy
Univariate Logistic Regression Multivariate Logistic Regression
OR (95% CI) P-Value Adjusted OR (95% CI) P-Value

Age (yrs) 1.02 (1.00–1.05) 0.05 1.02 (0.99–1.05) 0.089
BMI 1.04 (0.98–1.10) 0.20 1.06 (0.99–1.13) 0.078
CCI 1.10 (1.03–1.18) 0.007 1.07 (0.99–1.17) 0.095
Liver disease 5.87 (1.43–39.5) 0.027 4.66 (1.00–33.27) 0.078
Smear status 2.41 (1.33–4.40) 0.004 2.52 (1.32–4.87) 0.005
Solid organ transplant 5.01 (1.20–34.6) 0.046 4.54 (0.90–34.10) 0.088
Use of Arikayce 3.94 (1.43–12.7) 0.012 2.96 (0.91–10.52) 0.076
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regimen. The authors question if the relatively impen-
etrable granulomatous inflammation of fibrocavitary dis-
ease serves to contain the pathogen, such that when an 
antibiotic is present, the host is ’protected’ from a more 
exaggerated inflammatory response during pathogen 
killing.

Age appeared to approach a statistically significant 
association with treatment intolerance. Smaller obser-
vational studies have noted a greater burden of ADRs 
in geriatric patients and some experts would argue for 
cautious dose administration in this population [13, 21]. 
Clinicians are sometimes reluctant to treat the elderly 
for MAC-PD out of concern for ADRs, citing relevant 
issues including the frequently greater burden of comor-
bid disease in older individuals, impaired drug metabo-
lism owing to reduced renal or hepatic function, and risk 
of drug interactions owing to polypharmacy. However, 
chronological age does not directly translate into physi-
ologic age, where two elderly patients of the same age 
may have very different life expectancies and functional 

statuses. Patients in our study received treatment because 
presumably the prescribing clinician felt that they were 
appropriate for treatment. While age approached a sta-
tistically significant association with intolerance, the 
authors argue that age alone should not dictate a patient’s 
candidacy for antibiotic therapy.

Burden of comorbid illness, as measured by the Charl-
son Comorbidity Index (CCI), approached a statisti-
cally significant association with intolerance. The CCI 
prediction model estimates a patient’s 10-year survival 
rate, where a higher score predicts a lower survival rate. 
On the whole, our center’s patient cohort had low CCI 
scores, similar to other studies [22–24]. These lower CCI 
scores likely reflect the fact that prescribing clinicians 
expected patients to live many years beyond their diag-
nosis, and 12 or more months of antibiotics was clinically 
appropriate. We hypothesize that a person with a higher 
CCI is more likely to experience ADRs because they 
are more likely to be taking other medications creating 
a risk of drug interactions and may have impaired drug 

Fig. 1 Associations between treatment tolerance and treatment time. Red square is mean, horizontal grey line is median, box is interquartile range. Each 
dot represents a treatment course for a patient
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metabolism owing to impaired organ function. Larger 
prospective clinical trials are needed to further evaluate 
this association.

Pre-existing liver disease, specifically cirrhosis and 
receipt of a solid organ transplant appeared to approach 
a statistically significant association with treatment 
intolerance. Cirrhosis can reduce a drug’s protein bind-
ing and porto-systemic shunting can impair first-pass 
metabolism of an orally administered medication. Taken 
together, this has the potential to substantially increase 
drug levels of an already hepatotoxic medication like 
rifampin or azithromycin and may predispose to intol-
erance. Similarly, organ transplant recipients are subject 
to variable antibiotic pharmacokinetics due to interac-
tions with MAC-PD antibiotics and the cytochrome p450 
metabolism of immune modulatory and prophylactic 
medications; these interactions may lead to increased 
risk of organ rejection or increase the risk of drug toxici-
ties. Larger prospective studies are needed to better elu-
cidate the strength of these associations.

Receipt of ALIS appeared to approach a statistically 
significant association with treatment intolerance. For 
our cohort, ALIS was exclusively used as an add-on ther-
apy for treatment refractory cases where patients did not 
successfully culture convert after 6 months of guideline-
based therapy [25]. The use of ALIS most commonly 
resulted in bronchospasm and cough, but also lead to 
hemoptysis in one patient and epistaxis in another. The 
authors posit that the use of ALIS hallmarks patients 
with treatment refractory disease who may have longer 
treatment courses with greater antibiotic exposure and 
are, therefore, more likely to experience adverse drug 
reactions.

Rifamycins were the most commonly implicated drug 
class in the intolerant group. This finding adds impetus 
to the ongoing and separate clinical study comparing 
MAC-PD treatment with and without rifamycins [26]. 
If therapy outcome excluding rifamycins is non-inferior 
to standard treatment, the removal of rifamycins from 
standard therapy for MAC-PD could substantially reduce 
ADRs for this population and potentially improve net 
therapy compliance and treatment outcomes.

Interestingly, lower BMI, while associated with greater 
mortality risk [27–29], was not associated with treatment 
intolerance. While weight-based antibiotic dose adjust-
ments are incorporated in MAC-PD therapy, under-
weight patients may potentially receive higher exposures 
to antibiotics like macrolides during their therapy. How-
ever, our findings did not find an association between low 
BMI and intolerance.

Importantly, our data reveal that the use of daily anti-
biotic therapy was not associated with treatment intol-
erance. Two prior retrospective case series reported 
significantly greater drug intolerance (and need for 

change in drug regimen) in patients receiving daily ther-
apy [8, 30], and those studies formed the central basis 
for the consensus guideline recommendation to treat 
uncomplicated PAC-PD with thrice weekly therapy. Our 
data are not concurrent with those prior case series. It is 
not known what clinical factors might explain the differ-
ences between our report and prior case series reports 
regarding tolerance of daily therapy, but it could relate to 
differences in close monitoring and treatment manage-
ment, which are important factors in achieving best out-
comes in these complex disease treatment circumstances. 
And perhaps also related to our careful therapy monitor-
ing and management, treatment duration was not associ-
ated with intolerance in our study; overall, the treatment 
tolerant group had a greater and longer drug exposure 
compared to those who were intolerant. Whatever the 
explanations, our data argue for a possible reappraisal of 
the guideline recommendations for thrice weekly therapy 
for uncomplicated primary MAC-PD.

MAC-PD is known to recur or relapse, requiring mul-
tiple treatment courses over a patient’s lifetime. Of the 15 
patients who underwent multiple treatment course in our 
study, the majority tolerated each treatment course with-
out difficulty and 2 who struggled with intolerance during 
their first treatment course later tolerated their second. 
Presumably, clinicians could anticipate ADR’s from the 
first treatment course and modify their prescribing prac-
tice for the second. Tolerance of repeat therapy for recur-
rence or relapse is an area for further investigation, but 
our data suggest that repeating therapy later in life when 
a person is subject to older age, frailty, comorbid disease 
and polypharmacy does not guarantee that they will be 
intolerant.

Almost half of our cohort was treatment intolerant, 
similar to reported rates from other studies [31]. Most 
were able to continue with modifications, but a substan-
tial proportion had to stop all together. The NTM-LD 
treatment guidelines acknowledge the high frequency of 
ADRs and offer clinicians recommendations to improve 
antibiotic tolerance including the favored use of azithro-
mycin over clarithromycin for macrolide-susceptible 
strains as well as thrice weekly rather than daily therapy 
for nodular bronchiectatic disease. More recent publica-
tions have offered clinicians suggested substitutions for 
poorly tolerated guideline-based antibiotics [32]. Given 
the high rate and frequency of treatment intolerance 
that may compromise outcomes, developing a structured 
framework for clinicians to better triage and successfully 
modify therapy in response to ADRs is an area for future 
growth within the field.

Our study had several limitations. First, data collec-
tion was retrospective where clinical data and reported 
tolerance were performed based on clinician practice 
and patient report rather than systematically, including 



Page 7 of 8Marmor et al. Respiratory Research          (2024) 25:123 

reporting of adverse drug reactions, surveillance spu-
tum collection and other clinical outcomes. Second, our 
small, single-center cohort limits our ability to detect sig-
nificant differences between groups and generalizability 
of our findings. For these reasons, a multi-center, pro-
spective study is required to further clarify factors that 
predict treatment intolerance.

Conclusion
The present study demonstrated that adverse drug reac-
tions are common for patients undergoing NTM-LD 
antibiotic therapy. Smear positive sputum cultures at the 
time of diagnosis was associated with treatment intoler-
ance. Lower BMI and daily therapy were not associated 
with intolerance. Given the high rate of treatment intol-
erance that may compromise outcomes, developing a 
structured framework for clinicians to better triage and 
successfully modify therapy in response to ADRs is an 
area for future growth within the field.

Author contributions
1. Marmor: Performed the majority of data collection. Primary author for 
the manuscript. 2. Sharifi: Primary data analyst. Contributed substantially 
to data collection and interpretation. 3. Jacobs: Contributed substantially 
to manuscript authorship and data interpretation. 4. Fazeli: Contributed to 
manuscript authorship and data interpretation. 5. Ruoss: Contributed to data 
analysis and interpretation. Contributed substantially to authorship.

Funding
This study was not funded.

Data availability
The data for this study was from our institution’s electronic health record and 
is not available outside of our institution.

Declarations

Ethics approval and consent to participates
This study protocol was approved indefinitely by the Stanford Institutional 
Review Board (IRB. -60666) on April 26, 2021. In accordance with data 
protection regulations, individual patient consent was waved as this 
retrospective chart review posed little to no harm to patients.

Institutional Review Board
This study was approved by Stanford’s Institutional Review Board. None of 
the authors have any competing interests to declare. Data and materials 
are property of Stanford Health Care electronic medical record and are 
not available for outside review. This study was not funded. Marmor is the 
primary author and responsible for data collection. Sharifi contributed to 
data collection and was the primary data analyst. Jacobs contributed to data 
interpretation and writing of the manuscript. Fazeli contributed to manuscript 
writing. Ruoss contributed to data interpretation and manuscript writing.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 29 June 2023 / Accepted: 28 February 2024

References
1. Hoefsloot W, van Ingen J, Andrejak C, Ängeby K, Bauriaud R, Bemer P, et 

al. The geographic diversity of nontuberculous mycobacteria isolated 
from pulmonary samples: an NTM-NET collaborative study. Eur Respir J. 
2013;42(6):1604–13.

2. Winthrop KL, Marras TK, Adjemian J, Zhang H, Wang P, Zhang Q. Inci-
dence and prevalence of Nontuberculous Mycobacterial Lung Disease in 
a large U.S. Managed Care Health Plan, 2008–2015. Ann Am Thorac Soc. 
2020;17(2):178–85.

3. Mehta M, Marras TK. Impaired health-related quality of life in pulmonary 
nontuberculous mycobacterial disease. Respir Med. 2011;105(11):1718–25.

4. Maekawa K, Ito Y, Oga T, Hirai T, Kubo T, Fujita K, et al. High-resolution com-
puted tomography and health-related quality of life in Mycobacterium avium 
complex disease. Int J Tuberc Lung Dis. 2013;17(6):829–35.

5. Daley CL, Iaccarino JM, Lange C, Cambau E, Wallace RJ Jr, Andrejak C, et 
al. Treatment of Nontuberculous Mycobacterial Pulmonary Disease: an 
Official ATS/ERS/ESCMID/IDSA Clinical Practice Guideline. Clin Infect Dis. 
2020;71(4):905–13.

6. Miwa S, Shirai M, Toyoshima M, Shirai T, Yasuda K, Yokomura K, et al. Efficacy of 
Clarithromycin and Ethambutol for Mycobacterium avium Complex Pulmo-
nary Disease. A preliminary study. Ann Am Thorac Soc. 2014;11(1):23–9.

7. Griffith DE, Brown BA, Girard WM, Wallace RJ. Adverse events associated with 
high-dose rifabutin in macrolide-containing regimens for the treatment of 
Mycobacterium avium complex lung disease. Clin Infect Dis off Publ Infect 
Dis Soc Am. 1995;21(3):594–8.

8. Wallace RJ, Brown-Elliott BA, McNulty S, Philley JV, Killingley J, Wilson RW, et al. 
Macrolide/Azalide Therapy for Nodular/Bronchiectatic Mycobacterium avium 
Complex Lung Disease. Chest. 2014;146(2):276–82.

9. Griffith DE, Brown-Elliott BA, Shepherd S, McLarty J, Griffith L, Wallace RJ. 
Ethambutol Ocular toxicity in treatment regimens for Mycobacterium avium 
Complex Lung Disease. Am J Respir Crit Care Med. 2005;172(2):250–3.

10. Griffith DE, Brown BA, Girard WM, Griffith BE, Couch LA, Wallace RJ Jr. 
Azithromycin-containing regimens for treatment of Mycobacterium avium 
Complex Lung Disease. Clin Infect Dis. 2001;32(11):1547–53.

11. Kamii Y, Nagai H, Kawashima M, Matsuki M, Nagoshi S, Sato A, et al. Adverse 
reactions associated with long-term drug administration in Mycobacterium 
avium complex lung disease. Int J Tuberc Lung Dis. 2018;22(12):1505–10.

12. Ozawa T, Namkoong H, Takaya R, Takahashi Y, Fukunaga K, Enoki Y, et al. Analy-
sis of adverse drug events in pulmonary Mycobacterium avium complex 
disease using spontaneous reporting system. BMC Infect Dis. 2022;22:580.

13. Wallace RJ, Brown BA, Griffith DE. Drug intolerance to high-dose clarithromy-
cin among elderly patients. Diagn Microbiol Infect Dis. 1993;16(3):215–21.

14. Griffith DE, Aksamit T, Brown-Elliott BA, Catanzaro A, Daley C, Gordin F, et 
al. An Official ATS/IDSA Statement: diagnosis, treatment, and Prevention 
of Nontuberculous Mycobacterial diseases. Am J Respir Crit Care Med. 
2007;175(4):367–416.

15. Jarand J, Davis JP, Cowie RL, Field SK, Fisher DA. Long-term follow-up of 
Mycobacterium avium Complex Lung Disease in patients treated with regi-
mens including clofazimine and/or Rifampin. Chest. 2016;149(5):1285–93.

16. Jenkins PA, Campbell IA, Banks J, Gelder CM, Prescott RJ, Smith AP. Clarithro-
mycin vs ciprofloxacin as adjuncts to rifampicin and ethambutol in treating 
opportunist mycobacterial lung diseases and an assessment of Mycobacte-
rium vaccae immunotherapy. Thorax. 2008;63(7):627–34.

17. Koh WJ, Moon SM, Kim SY, Woo MA, Kim S, Jhun BW, et al. Outcomes of 
Mycobacterium avium complex lung disease based on clinical phenotype. Eur 
Respir J. 2017;50(3):1602503.

18. Field SK, Fisher D, Cowie RL. Mycobacterium avium complex pulmonary 
disease in patients without HIV infection. Chest. 2004;126(2):566–81.

19. Pan SW, Shu CC, Feng JY, Wang JY, Chan YJ, Yu CJ, et al. Microbiological 
persistence in patients with Mycobacterium avium Complex Lung Disease: 
the predictors and the impact on Radiographic Progression. Clin Infect Dis. 
2017;65(6):927–34.

20. Hwang JA, Kim S, Jo KW, Shim TS. Natural history of Mycobacterium avium 
complex lung disease in untreated patients with stable course. Eur Respir J. 
2017 Mar 1 [cited 2023 Jan 13];49(3). Available from: https://erj.ersjournals.
com/content/49/3/1600537.

21. Brown BA, Griffith DE, Girard W, Levin J, Wallace RJ. Relationship of adverse 
events to serum drug levels in patients receiving high-dose azithromycin 
for mycobacterial lung disease. Clin Infect Dis off Publ Infect Dis Soc Am. 
1997;24(5):958–64.

https://erj.ersjournals.com/content/49/3/1600537
https://erj.ersjournals.com/content/49/3/1600537


Page 8 of 8Marmor et al. Respiratory Research          (2024) 25:123 

22. Ito Y, Hirai T, Maekawa K, Fujita K, Imai S, Tatsumi S, et al. Predictors of 5-year 
mortality in pulmonary Mycobacterium avium-intracellulare complex 
disease. Int J Tuberc Lung Dis. 2012;16(3):408–14.

23. Asakura T, Funatsu Y, Ishii M, Namkoong H, Yagi K, Suzuki S, et al. Health-
related quality of life is inversely correlated with C-reactive protein and age 
in Mycobacterium avium complex lung disease: a cross-sectional analysis of 
235 patients. Respir Res. 2015;16:145.

24. Ku JH, Henkle E, Carlson KF, Marino M, Brode SK, Marras TK et al. Evaluation of 
Mycobacterium Avium Complex Pulmonary Disease Treatment Completion 
and Adherence to ATS/IDSA guidelines. Clin Infect Dis. 2022;ciac394.

25. Griffith DE, Eagle G, Thomson R, Aksamit TR, Hasegawa N, Morimoto K, 
et al. Amikacin Liposome Inhalation suspension for treatment-refractory 
lung Disease caused by Mycobacterium avium Complex (CONVERT). A 
prospective, Open-Label, Randomized Study. Am J Respir Crit Care Med. 
2018;198(12):1559–69.

26. Winthrop K. Comparison of Two- Versus Three-antibiotic Therapy for 
Pulmonary Mycobacterium Avium Complex Disease. clinicaltrials.gov; 2023 
Dec [cited 2023 Dec 31]. Report No.: NCT03672630. Available from: https://
clinicaltrials.gov/study/NCT03672630.

27. Gochi M, Takayanagi N, Kanauchi T, Ishiguro T, Yanagisawa T, Sugita Y. Retro-
spective study of the predictors of mortality and radiographic deterioration 

in 782 patients with nodular/bronchiectatic Mycobacterium avium complex 
lung disease. BMJ Open. 2015;5(8):e008058.

28. Hayashi M, Takayanagi N, Kanauchi T, Miyahara Y, Yanagisawa T, Sugita Y. 
Prognostic factors of 634 HIV-Negative patients with Mycobacterium avium 
Complex Lung Disease. Am J Respir Crit Care Med. 2012;185(5):575–83.

29. Kim HJ, Kwak N, Hong H, Kang N, Im Y, Jhun BW, et al. BACES score for Predict-
ing Mortality in Nontuberculous Mycobacterial Pulmonary Disease. Am J 
Respir Crit Care Med. 2021;203(2):230–6.

30. Jeong BH, Jeon K, Park HY, Kim SY, Lee KS, Huh HJ, et al. Intermittent antibiotic 
therapy for nodular bronchiectatic Mycobacterium avium Complex Lung 
Disease. Am J Respir Crit Care Med. 2015;191(1):96–103.

31. Wallace RJ, Brown BA, Griffith DE, Girard WM, Murphy DT. Clarithromycin regi-
mens for pulmonary Mycobacterium avium complex. The first 50 patients. 
Am J Respir Crit Care Med. 1996;153(6 Pt 1):1766–72.

32. Griffith DE, Aksamit TR. Managing Mycobacterium avium Complex Lung 
Disease with a little help from my friend. Chest. 2021;159(4):1372–81.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://clinicaltrials.gov/study/NCT03672630
https://clinicaltrials.gov/study/NCT03672630

	Variables associated with antibiotic treatment tolerance in patients with Mycobacterium avium complex pulmonary disease
	Abstract
	Background
	Methods
	Patients
	Study design
	Statistical analysis

	Results
	Baseline characteristics
	Adverse drug reactions and implicated antibiotics
	Treatment intolerance

	Discussion
	Conclusion
	References


