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Abstract
Purpose Mycobacterium abscessus complex (MABC) commonly causes lung disease (LD) and has a high treatment failure 
rate of around 50%. In this study, our objective is to investigate specific CT patterns for predicting treatment prognosis and 
monitoring treatment response, thus providing valuable insights for clinical physicians in the management of MABC-LD 
treatment.
Methods We retrospectively assessed 34 patients with MABC-LD treated between January 2015 and December 2020. CT 
scores for bronchiectasis, cellular bronchiolitis, consolidation, cavities, and nodules were measured at initiation and after 
treatment. The ability of the CT scores to predict treatment outcomes was analyzed in logistic regression analyses.
Results The CT scoring system had excellent inter-reader agreement (all intraclass correlation coefficients, > 0.82). The 
treatment failure (TF) group (17/34; 50%) had higher cavitation diameter (p = 0.049) and extension (p = 0.041) at initial CT 
and higher cavitation diameter (p = 0.049) and extension (p =0 .045), consolidation (p = 0.022), and total (p = 0.013) scores 
at follow-up CT than the treatment success (TS) group. The changes of total score and consolidation score (p = 0.049 and 
0.024, respectively) increased in the TF group more than the TS group between the initial and follow-up CT. Multivariable 
logistic regression analysis showed initial cavitation extension, follow-up consolidation extension, and change in consolida-
tion extension (adjusted odds ratio: 2.512, 2.495, and 9.094, respectively, per 1-point increase; all p < 0.05) were significant 
predictors of treatment failure.
Conclusions A high pre-treatment cavitation extension score and an increase in the consolidation extension score during 
treatment on CT could be alarm signs of treatment failure requiring tailor the treatment of MABC-LD carefully.

Keywords Nontuberculous mycobacteria · Mycobacterium abscessus complex lung disease · Computed tomography · 
Thorax · Treatment outcome
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Abbreviations
MABC-LD  Mycobacterium abscessus complex lung 

disease
NTM  Non-tuberculous mycobacteria
NTM-LD  Non-tuberculous mycobacterial lung disease
CT  Computed tomography

Introduction

Non-tuberculous mycobacteria (NTM) are previously 
recognized as non-pathogenic environmental bacteria, and 
the clinical significance of their associated diseases was 
neglected until the mid-twentieth century. Methodological 
advances in the mycobacteriology laboratory have 
contributed to an increasing awareness of NTM diseases 
during the last two decades. Over 200 species have been 
identified to date, many of which are reported to cause human 
diseases in pulmonary and extrapulmonary sites [1]. NTM 
lung disease (NTM-LD) is the most common manifestation 
of NTM infections [2]. Compared to tuberculosis (TB), 
NTM-LD is less virulent and not as contagious, but is more 
difficult to treat and exhibits multiple drug resistance [1]. As 
a result, NTM infections are difficult to effectively control 
and their global incidence has increased year-by-year in 
recent decades [2–4].

Mycobacterium abscessus complex (MABC) was first 
isolated in 1952 and further divided into three subspecies: 
M. abscessus subsp. abscessus, M. abscessus subsp. bolletii, 
and M. abscessus subsp. massiliense. MABC ranks as the 
second most common cause of NTM-LD globally, following 
Mycobacterium avium complex (MAC), although there 
are regional variations [5]. MABC is a rapidly growing 
mycobacteria with intrinsic and extensive resistance to 
antibiotics [6, 7], and has been regarded as a chronic 
incurable disease. Notably, treatment of MABC-LD is 
extremely challenging with a high failure rate of around 
50–60% [8]. In addition, the efficacy of many drugs is not 
reliable, except for clarithromycin and amikacin. Therefore, 
it may be useful to modify the treatment regimens for 
individual patients with MABC-LD according to treatment 
response by radiographical monitor [1].

In fact, initial radiographic findings have been reportedly 
associated with treatment outcomes in NTM-LD [9]. 
For MABC-LD, common radiographic findings include 
cellular bronchiolitis, bronchiectasis, nodules, cavities, 
and consolidation [7, 10–14]. However, despite the lengthy 
course (> 1 year) and high failure rate of treatment, there 
are few indicators and scarce reports regarding radiographic 
findings that could be used to tailor the treatment of 
MABC-LD during the treatment [14, 15]. In a previous 
report [14], patients with MABC-LD had poorer CT 
responses compared to patients with M. massiliense lung 

disease, but details of the findings that indicate treatment 
failure in MABC-LD were not studied. Therefore, in this 
study, we aimed to quantify and analyze the serial changes 
in CT findings for a range of lung abnormalities in patients 
with MABC-LD before and after/during treatment and 
investigate the ability of these characteristics to predict the 
treatment response.

Materials and methods

Design, setting and patients

This retrospective cohort study was conducted at a tertiary 
referral medical center, and one of its local branch in 
Taiwan. This study was approved by the institutional review 
boards (IRB No. 202106154RIND). The requirement for 
informed consent was waived due to the retrospective 
design. Adult (≥ 20 years) patients who met the American 
Thoracic Society/Infectious Diseases Society of America 
diagnostic criteria for MABC-LD and received standard 
treatment (at least two effective drugs) between January 
2015 and December 2020 were enrolled [1]. The exclusion 
criteria were (1) computed tomography (CT) scans before 
or after/during treatment not available, (2) superimposed 
Mycobacterium tuberculosis infection, (3) mixed infection 
with other NTM, (4) previous organ transplant, (5) active 
cancer, receiving chemotherapy or immunotherapy, or 
(6) autoimmune disease with long-term use of steroids or 
disease modifying anti-rheumatic drugs.

Definitions, outcome and CT scans

We recorded patient’s age, gender, body mass index (BMI), 
underlying disease, respiratory symptoms, and sputum 
acid-fast smear and mycobacterial culture results. Sputum 
mycobacterial culture were suggested to examine every 
1–3 months if sputum mycobacterial culture had not yet 
conversion. Anti-MABC treatment was prescribed according 
to treatment guideline and adjusted by patient’s tolerance 
and clinical judgement [1]. Microbiological cure was defined 
as negative conversion in sputum at the end of treatment 
[16]. We classified patients into the treatment success (TS) 
group and treatment failure (TF) group based on whether 
microbiological cure was achieved or not.

CT scans were obtained using a helical technique; CT 
scanners including four 64-detector row (SOMATOM 
Sensation64 and SOMATOM definition AS, SIEMENS; 
Discovery CT 750 HD and Revolution EVO, GE 
Healthcare), a 128-detector row (Ingenuity CT, Philips 
Healthcare), two 256-detector row (iCT, Philips Healthcare; 
Revolution CT, GE Healthcare) and two 320-detector row 
(Aquilion ONE ViSION, Canon) were used with a pitch 
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range 0.9–1.3. The CT acquisition parameters were as 
follows: 120–140 kVp; 100–200 mA. The reconstruction 
interval was 5 mm and the section thicken was 5 mm for 
axial images and 3 mm for coronal and sagittal images using 
soft kennel. High-resolution computed tomography (HRCT) 
was reconstructed for every patient in 1 mm thicknesses at 
10-mm intervals using a sharp kennel. Contrast medium was 
not administered to every patient. Patients were imaged from 
the levels of the lung apices to the lung bases in the supine 
position and inspired during the scan.

CT interpretation and semi‑quantitative analysis 
of lesions

Every patient had ≥ two CT scan during their treatment 
period; we only analyzed two CT scans for each patient in 
this study. The initial CT was the scan closest to the start 
of treatment, and the follow-up CT scan was obtained 
18 months after treatment started with some exceptions. 
These exceptions are due to early termination of treatment, 
thus no more CT was performed after 18  months. The 
CT scans were evaluated independently by two thoracic 
radiologists, one with 14 years and the other with 7 years of 
CT interpretation experience. The radiologists were blinded 
to each patient’s clinical information and treatment outcome. 
The whole cases were scored completely within 6 months.

Six lobes were evaluated in each patient (the lingula 
division of the left upper lobe was regarded as a separate 
lobe) and assessed for the presence of parenchymal 
abnormalities, including bronchiectasis, cellular 
bronchiolitis, cavities, nodules (10‒30 mm in diameter), 
and consolidation.

Bronchiectasis was defined as abnormal dilation of 
the bronchial lumen larger than the adjacent pulmonary 
arteries without tapering. Cellular bronchiolitis was defined 
in imaging features of centrilobular nodules (< 10 mm) 
and branching structures [17]. The presence of other 
abnormalities, including cavities, nodules (10–30 mm in 
diameter) and consolidation, was also recorded.

The CT scores reflecting the severity of lung involvement 
were calculated using a modified version of the scoring 
system published by Kim et al. [14]. Scores were given 
by considering the presence, severity, and extension of 
bronchiectasis, cellular bronchiolitis, cavities, nodules, and 
consolidation. A score of 0–3 was assigned to each item 
and a total score of 0–24 was summed up. The left upper 
lobe was divided into the left upper lobe and left lingula 
lobe. The severity of bronchiectasis is measured by the ratio 
of bronchus diameter to adjacent vessel diameter, while 
the severity of bronchiolitis is assessed by the peripheral 
to central distribution. The extension of all patterns 
was estimated by the involved proportion of each lobe’s 
segments. Further details are elaborated in Table 1.

After evaluating the severity and distribution of various 
patterns, the disease CT patterns were classified into three 
categories: fibrocavitary, nodular bronchiectatic, and unclas-
sifiable forms. The fibrocavitary form is characterized by 
upper lobe cavitary disease, fibrosis and pleural thickening. 
The nodular bronchiectatic form exhibits bronchiectasis and 
cellular bronchiolitis predominantly in the middle lobe and 
lingular segments. Cases that do not fit into either the fibro-
cavitary or nodular bronchiectatic forms are classified as 
unclassifiable.

Both qualified and experienced thoracic radiologists 
interpreted all CT scans using the scoring system. They were 
blinded to the clinical data and each other’s interpretations.

Statistical analyses

IBM SPSS statistical package (version 26.0, IBM Corp., 
Armonk, NY, USA) was used for statistical analyses. The 
comparisons between the TS and TF group were performed 
using the Fisher exact test for categorical variables and 
Mann–Whitney U test for continuous variables. The 
Wilcoxon pair test was used to compare the scores before 

Table 1  The scoring system of computed tomography (CT) for the 
assessment of the extent of Mycobacterium abscessus complex lung 
disease

a Mild = bronchus diameter is around 1.5–2 times that of adjacent 
vessel; moderate = bronchus diameter 2–3 times vessel diameter; 
severe = bronchus diameter > three times vessel diameter
b Mild = identifiable, peripheral lung, 1  cm from pleura; 
moderate = definite, involvement greater than 1–3  cm from pleura; 
severe = extensive, extending to central lung
c Involvement of each of the six lobes was estimated as follows: 0, 
no involvement; 1, involving less than 33.3% of the total number of 
segments in the lobe; 2, involving 33.4–66.6% of the total number 
of segments in the lobe; 3, involving greater than 66.7% of the total 
number of segments in the lobe. Total score ranges from 0 to 18 (each 
lobe has a maximum score of three and there are total of six lobes)
d The largest cavitation is evaluated, and the largest outer diameter 
(cm) is recorded as follows: 0 for no cavitation, 1 for outer 
diameter < 3  cm, 2 for outer diameter ≥ 3  cm and ≤ 5  cm, and 3 for 
outer diameter > 5 cm

CT findings Score 0 Score1 Score 2 Score 3

Bronchiectasis (6 points)
  Severitya Absent Mild Moderate Severe
 Lesion  extensionc Absent 1–5 6–9  > 9

Cellular bronchiolitis (6 points)
  Severityb Absent Mild Moderate Severe
 Lesion  extensionc Absent 1–5 6–9  > 9

Cavitation (6 points)
 Diameter (cm)d Absent  < 3 3–5  > 5
 Lesion  extensionc Absent 1–2 3–4  > 4
 Consolidation (3 points)c Absent 1–3 4–5  > 5
 Nodules (3 points)c Absent 1–2 3–4  > 4
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and after treatment. Logistic regression was used to analyze 
factors associated with treatment outcome. Multivariable 
analysis included the factors that were statistically significant 
in univariate analysis. Receiver operating characteristic 
(ROC) curves were plotted to examine the predictive ability 
of the independent factors identified in logistic regression 
analysis. The Youden index was applied to set cutoff values.

Results

Characteristics of the patients

We retrospectively reviewed the pre- and post-treatment 
CT scans for a total of 34 patients with MABC-LD who 
received anti-MABC treatment (Fig. 1). The median age was 
58 years [median (IQR): 58 (52–70)] and females accounted 
for 88% (n = 30) of patients (Table 2). There was no sig-
nificant between-group difference regarding age, sex, BMI, 
respiratory symptoms, sputum AFS titer for MABC, subspe-
cies of MABC, underlying disease and treatment regimen 
(Table 2). The Mycobacterium massiliense accounted for 
12.5% (n = 4) of the patients and Mycobacterium abscessus 
for the remaining 87.5% (n = 28). There was no difference 
between the TF and TS groups although the strains from two 
of the participants were lost. The median treatment time was 
13 months and was insignificantly longer in the TF group 
compared with the TS group (26 vs. 12 months, p = 0.17). 
Sputum conversion was not achieved in 17 of the 34 patients 
(50%) who were classified into the treatment failure (TF) 
group. The remaining 17 patients who achieved negative 
sputum conversion were categorized into the treatment suc-
cess (TS) group.

Overall, 27 (79.4%) of patients had the nodular bronchi-
ectasis form of MABC-LD, six (17.6%) had the fibrocavitary 
form, and the remaining one (2.9%) had an unclassifiable 
form. The TF group contained a higher proportion of cases 
with the fibrocavitary form than the TS group (five and one, 
respectively). However, the overall distribution of the three 
forms of MABC-LD was not significantly different between 
the two groups (p = 0.13).

Initial CT pattern frequency and score

The inter-rater correlations for the CT scores 
indicated excellent inter-rater agreement (all Pearson 
correlations > 0.8; Table S1 in the supplementary file). The 
results are analyzed based on the interpretations from the 
two radiologists (Chiang PY and Huang YS).

The initial CT scans were obtained in a median [IQR] 
of 1.5 [0–6.25] months before the beginning of treatment, 
with no difference between the two groups [3 (0–12) months 
for the TF group vs. 1 (0–3.5) months for the TS group; 
p = 0.17].

The pattern of parenchymal findings and their frequencies 
on initial CT scans were described in Table 3. The most 
common initial CT findings were cellular bronchiolitis 
(n = 34, 100%), followed by consolidation (n = 31, 94.1%), 
bronchiectasis (n = 31, 91.2%), nodules (n = 28, 82.35%), 
and cavitation (n = 12, 35.3%). There was a statistically 
significant difference between the TF and TS groups in 
cavitation (p = 0.031, n = 9 in the TF group vs. n = 3 in the 
TS group).

The CT scores were evaluated using the modified sys-
tem (Table 1) and listed the results in Table 4. Among the 
parameters, the initial median cavitation diameter (Fig. 2) 
and extension scores were significantly higher in the TF 
group than TS group. [1 (0–1) vs. 0 (0–0) for cavitation 

Fig. 1  Flowchart of patient 
enrolment. Abbreviations: M. 
abscessus, Mycobacterium 
abscessus complex; NTM, 
nontuberculous mycobacteria; 
HIV, human immunodeficiency 
virus; CT, computed tomogra-
phy; NTUH, National Taiwan 
University Hospital
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diameter, p = 0.049; 1 (0–2) vs. 0 (0–0) for cavitation 
extension, p = 0.041]. No other significant between-group 
differences were observed in the initial CT scores.

Follow‑up CT scores and changes between the two 
scans

The follow-up CT scans were obtained in a median [IQR] of 
22.5 [14.75–31.5] months after the start of treatment, with 
no difference between groups [27 (18.5–34) months for the 
TF group vs. 19 (10–32) months for the TS group; p = 0.17]. 
The median total score in the follow-up CT was significantly 
higher in TF group than TS group (p = 0.013). In addition, 
the TF group had significantly higher median scores for 
cavitation diameter, cavitation extension and consolidation 
(p = 0.049, p = 0.045 and p = 0.022, respectively).

Comparing the interval changes of the initial and follow-
up CT scores between the TF and TS groups, the changes 
of CT scores for consolidation (Figs. 3 and 4) and total 
score were significantly increased in patients in TF group 
but decrease in TS group [0 (0–1) vs. 0 (− 1–1), p = 0.024; 

Table 2  Baseline characteristics 
of patients with Mycobacterium 
abscessus complex lung disease 
according to treatment outcome

Data are median (IQR), or NO (%) or other indicated
a The total number for MABC subspecies data was 32, but the two of them could not be obtained due to 
retrospective limitations
Definition of abbreviations: AFB = Acid-fast bacilli; COPD = chronic obstructive pulmonary disease; 
IQR = interquartile range; IV = intravenous; SOB = shortness of breath; TB = tuberculosis; TS = treatment 
success, sputum conversion was achieved; TF = treatment failure, sputum conversion was not achieved; 
MABC = Mycobacterium abscessus complex

Characteristics All patients (n = 34) TS group (n = 17) TF group (n = 17) p valve

Age, year 58 (52–70) 54 (48–69) 62 (54–72) 0.274
Sex, female 30 (88%) 14 (82%) 16 (94%) 0.287
Body mass index, kg/m2 19.59 (18.22–21.45) 20.16 (18.67–22.72) 19.58 (17.73–20.6) 0.259
Respiratory symptoms
 Cough 26 (76.5%) 12 (71%) 14 (82%) 0.688
 Hemoptysis 9 (26.5%) 5 (29%) 4 (24%) 1
 SOB 8 (23.5%) 3 (17.6%) 5 (29%) 0.688
 Fever 6 (17.6%) 3 (17.6%) 3 (18%) 1

Positive AFS smear 28 (82.4%) 13 (76.5%) 15 (88%) 0.312
MABC  subspeciesa, no. 32 16 16 1
 Mycobacterium abscessus 28 (87.5%) 14 (87.5%) 14 (87.5%)
 Mycobacterium massiliense 4 (12.5%) 2 (12.5%) 2 (12.5%)

Type of disease
 Fibro-cavitary 6 (17.6%) 1 (5.9%) 5 (29.4%) 0.135
 Nodular bronchiectasis 27 (79.4%) 15 (88.2%) 12 (70.6%)
 Unclassifiable form 1 (2.9%) 1 (5.9%) 0 (0%)

Underlying disease
 Diabetes 2 (6%) 2 (12%) 0 0.145
 Active cancer 5 (15%) 3 (18%) 2 (12%) 0.832
 COPD 1 (3%) 0 1 (6%) 0.310
 Prior TB 5 (15%) 1 (6%) 4 (24%) 0.146
 Autoimmune disease 4 (12%) 3 (18%) 1 (6%) 0.287

Treatment
 IV medication 8 (24%) 5 (30%) 3 (18%) 0.419
 Macrolide containing 31 (91%) 15 (88%) 16 (94%) 0.287

Treatment duration, months 13 (6–30.75) 12 (6–18.5) 26 (5.5–44.5) 0.131

Table 3  The pattern of the parenchymal findings and frequency at 
initial computed tomography (CT) according to treatment outcome

CT pattern Total (n = 34) TS group 
(n = 17)

TF group 
(n = 17)

p valve

Bronchiectasis 31 (91.2%) 15 16 0.545
Cellular bronchiolitis 34 (100%) 17 17 1
Cavitary 12 (35.3%) 3 9 0.031
Consolidation 32 (94.1%) 16 16 1
Nodules 28 (82.35%) 15 13 0.368
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1 (0.5–2.5 vs. 0 (− 1–1), p = 0.049, respectively] (Table 4 
and Fig. 5).

Logistic regression analysis of predictors 
of treatment outcome

In univariate logistic regression for predictors of treatment 
failure, the pulmonary cavitation diameter (odds ratio [OR], 
3.668; 95% CI 0.951–14.142 by 1-score increment; p = 0.05) 
and cavitation extension (OR, 2.512; 95% CI 1.028–6.139; 
p = 0.04 by 1-score increment) in the initial CT scan. In 
follow-up CT scan, cavitation diameter (OR, 2.83; 95% CI 
1.058–7.570 by 1-score increment; p = 0.04), cavitation 
extension (OR, 2.357; 95% CI 1.066–5.211 by 1-score 
increment; p = 0.03), consolidation extension (OR, 2.495; 
95% CI 1.134–5.490 by 1-score increment; p = 0.023), and 
total score (OR, 1.266; 95% CI 1.037–1.545 by 1-score 
increment; p = 0.021). The change in the consolidation 
extension score between initial and follow-up CT (OR, 
9.094; CI 1.179–70.115 by 1-score increment; p = 0.04) 
were significant.

Multivariable logistic analysis was performed using the 
significant variables in univariate analysis. Cavity exten-
sion at initial CT (adjusted OR [aOR], 2.512; 95% CI 
1.028–6.139 per 1-score increase; p = 0.04), consolida-
tion extension at follow-up CT scan [(aOR), 2.495; 95% CI 
1.134–5.490 per 1-score increase; p = 0.02], and the change 
in consolidation extension between initial and follow-up 
CT [(aOR), 9.094; CI 1.179–70.115 per 1-score increase; 
p = 0.04] were independent predictors of treatment failure.

Receiver operating characteristic (ROC) curves 
for the predictors

The area under the curve (AUC) of the ROC curves for 
treatment failure was 0.706 (95% CI 0.526–0.886; sensitiv-
ity 52% and specificity 88% if score = 0.5) using cavitation 
extension at initial CT. The AUC of the ROC curves were 
0.730 (95% CI 0.554–0.906; sensitivity 76.5% and speci-
ficity 70.6% if score = 1.5) for consolidation extension at 
follow-up CT, and 0.725 (95% CI 0.556–0.894; sensitivity 
35.4%, specificity 94.1% if score = 0.5) for the change in 

Table 4  The scores of the 
initial and the follow-up 
computed tomography (CT) 
according to treatment outcome 
in Mycobacterium abscessus 
complex lung disease

Values are presented as median (IQR). Boldface indicates p values less than 0.05
Comparison between the two groups using Mann–Whitney U test
CT, computed tomography; TS, treatment success; TF, treatment failed
a The score difference is score in follow-up CT minuses that in initial CT

CT parameters /scores TS group (n = 17) TF group (n = 17) p valve

Initial CT
 Bronchiectasis (6 points) 2 (2–5) 5 (2.5–5) 0.076
 Cellular bronchiolitis (6 points) 5 (3.5–6) 2 (3–5.5) 0.08
 Cavitation diameter (3 points) 0 (0–0) 1 (0–1) 0.049
 Cavitation extension (3 points) 0 (0–0) 1 (0–2) 0.041
 Consolidation (3 points) 1 (1–2.5) 2 (1–2) 0.454
 Nodular (3 points) 2 (1–2) 1 (0.5–2) 0.205
 Total Score (24 points) 12 (8–14) 13 (10–16) 0.136

Follow-up CT at least 18 months
 Bronchiectasis (6 points) 2 (2–5) 5 (3–5) 0.080
 Cellular bronchiolitis (6 points) 5 (3–6) 5 (4–5) 0.831
 Cavitation diameter (3 points) 0 (0–0.5) 1 (0–2) 0.049
 Cavitation extension (3 points) 0 (0–0.5) 1 (0–2.5) 0.045
 Consolidation (3 points) 1 (1–2) 2 (1.5–3) 0.022
 Nodular (3 points) 1 (0–2) 1 (0.5–2) 0.843
 Total score (24 points) 11 (8–12.5) 14 (10.5–19) 0.013

Changes between two  scansa

 Bronchiectasis (6 points) 0 (− 1–1) 1 (0–3) 0.496
 Cellular bronchiolitis (6 points) 0 (− 1–0) 0 (0–5) 0.205
 Cavitation diameter (3 points) 0 (0–0) 0.33 (0–1.05) 0.059
 Cavitation extension (3 points) 0 (0–0) 0 (0–0) 0.633
 Consolidation (3 points) 0 (− 5–0) 0 (0–1) 0.024
 Nodular (3 points) 0 (− 1–0) 0 (− 5–1) 0.131
 Total score (24 points) 0 (− 1–1) 1 (0.5–2.5) 0.049
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consolidation extension between initial and follow-up CT 
(Fig. 6).

Discussion

The present study observed a high treatment failure rate of 
50% in MABC-LD. We semi-quantitatively assessed lung 
CT scores before and after treatment to identify predictors 
of treatment outcome in MABC-LD. High CT scores for 
cavitation extension at initiation of treatment, high scores 
for consolidation extension in follow-up, and an increase 
in the consolidation extension score during follow-up were 
independently associated the treatment failure outcome, 
with areas under the ROC of 0.706, 0.730, and 0.725, 
respectively.

Pulmonary cavitation is previously recognized as a pre-
dictor of a poor prognosis in NTM-LD [18]. Several stud-
ies indicate progressive cavitation is associated with the 
destruction of lung tissue, decreased lung function, respira-
tory failure, and a higher mortality rate compared to patients 
without cavities [19–21]. Higher virulence was observed 
in NTM-LD with cavities [13], in addition, unfavorable 

microbiological responses have also been reported in the 
fibrocavitary form of NTM-LD [21]. Although cavitation is 
less frequent in MABC-LD than MAC-LD [12], cavitation 
is still associated with poorer microbiological outcomes in 
MABC-LD, which is already difficult to treat due to multid-
rug resistance [22, 23]. Thus, recognition of cavitation in the 
early stages of treatment is important. Of the twelve patients 
(35.3%) with cavitation in the present study, nine (75%) had 
an unfavorable microbiological outcome. The AUC of the 
cavitation extension score was 0.706 with high specificity 
of 88% using a cutoff value of 0.5. Thus, observation of 
cavitation in patients with MABC-LD at the initial CT is a 
red-flag for treatment failure and suggests adequate standard 
treatment is warranted as early as possible.

The radiographic type of classification cannot accu-
rately describe all of the complex patterns of NTM-LD. For 
example, although the fibrocavitary form of NTM-LD was 
associated with unfavorable microbiological responses [11, 
21], cavities in the nodular bronchiectasis form of NTM-LD 
were also associated with a poorer prognosis compared to 
patients with NTM-LD without cavities [16]. Although the 

ba

Fig. 2  Serial changes in cavitating lung lesions in a 53-year-
old female with Mycobacterium abscessus complex lung disease 
(MABC-LD) in the treatment failure group (without microbiologi-
cal conversion). The follow-up period was 2 years. a Initial CT scans 
(section thickness, 5 mm, in axial plane) revealed a thin wall cavita-
tion (white arrows) in the left lower lobe with severe bronchiectasis 
(black arrows) in the lingula left upper lobe. The largest diameter of 
cavitation is 5.44 cm in the apical left upper lobe (not shown), scor-
ing 3 in cavitation diameter. For cavitation extension, involvement of 
two segments of the left upper lobe and one segment of the lingula 
lobe (not shown) earned 2 and 2 points, respectively. Additionally, 
involvement of all segments of the left lower lobe earned 3 points. 
This totals 7 points. Therefore, the final cavitation extension score is 
3. b Follow-up CT scan (section thickness, 5 mm, in axial plane) at a 
similar level showed enlargement of the cavity and the bronchiectasis

a b

Fig. 3  Serial changes in consolidative lung lesions in an 80-year-
old female with Mycobacterium abscessus complex lung disease 
(MABC-LD) in the treatment failure group (without microbiologi-
cal conversion). a Initial CT (section thickness, 5  mm, axial plane) 
showed no lung abnormalities in the left lower lobe. For the consoli-
dation extension scoring in this patient, involvement of all segments 
of the entire right lung (not shown) earned 9 points, with no involve-
ment in the left lung. This totals 9 points. Therefore, the final con-
solidation extension score is 3. b The follow-up scan revealed new 
multifocal, patchy consolidation in the left lower lobe. For the con-
solidation extension scoring in this image, involvement of one seg-
ment of the right upper lobe and all segments of the right middle and 
lower lobes (not shown) earned 7 points. Involvement of one subseg-
ment of apicoposterior segment of the left upper lobe (LUL) earned 1 
point, and involvement of one subsegment of inferior segment of the 
lingula LUL (not shown) earned 1 point. Additionally, involvement 
of all segments of the left lower lobes earned 3 points. This totals 12 
points. Therefore, the final consolidation extension score is 3
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guidelines recommended prompt antibiotic treatment for the 
fibrocavitary form of NTM-LD, this treatment is also sug-
gested for patients with cavities, even the nodular bronchi-
ectatic form of NTM-LD [20]. Therefore, compared with the 
pattern approach of the type classification, our semi-quan-
titative CT scoring system provides a useful radiographic 
parameter for objective assessment of the severity and exten-
sion of the disease and may help to tailor the treatment.

Air-space consolidation in NTM-LD was first described 
in 1993 by Moore et al., who reported 29/40 cases (73%) 
had air-space consolidation [24]. Several reports have dis-
cussed the association between consolidation in NTM-LD 
and prognosis. Ushiki et al. [25] and Lee et al. [20] reported 

that cavitary and consolidated lesions are risk factors for 
progression in NTM-LD. Consolidation was a predictor of 
progressive cavities and associated with high mortality in 
MAC-LD [26]. Furthermore, the presence of consolidation 
at the end of treatment was suggested to be an independent 
predictive factor for recurrence in NTM-LD [27]. Similarly, 
our study found that a consolidation extension score ≥ 2 
(sensitivity 76.5% and specificity 70.6%) or an increase in 
this score during treatment (specificity 94.1%) may be wor-
risome signs of treatment failure in MABC-LD.

This study has several limitations. First, the case number 
was small due to stringent inclusion criteria. However, the 
cases included for analysis might demonstrate a considerable 
level of homogeneity. This study still has its importance as 
MABC-LD is relatively difficult to treat, and monitoring 
during treatment may help to identify patients at risk of 
probable treatment failure. Our semi-quantitative CT scoring 
method can objectively identify high-risk patients at the start 
of treatment and during treatment. Second, the treatment 
regimens, data collection, and the timing of the chest CT 
performed were not standardized due to the retrospective 
nature of this study. The treatment duration may be 
prolonged due to the nature of treatment failure. Third, the 
subspecies of MABC, which have varying responses to 
macrolide treatment, were not fully available (only 32 cases 
were obtained) in this retrospective study. Furthermore, with 
only four cases identified as Mycobacterium massiliense, the 
differences in CT manifestations among subspecies could 
not be thoroughly assessed in this study. Fourth, this study 
was conducted in only two institutions in Taiwan. Thus, 
prospective studies are needed to validate our results in other 
populations and ethnicities.

In conclusion, the semi-quantitative CT scoring method 
proposed in this study might serve as an objective and 
faster tool to assist clinical physicians in objectively 
and swiftly evaluating the current condition of patients 
and adjusting treatment strategies in MABC-LD, a dis-
ease with high treatment failure rate (50%). Clinicians 
should consider high pre-treatment cavitation extension, 

a b

Fig. 4  Serial changes in consolidative lung lesions in a 63-year-
old female with Mycobacterium abscessus complex lung disease 
(MABC-LD) in the treatment success group (with microbiological 
conversion). a Initial CT (section thickness, 5  mm, in axial plane) 
revealed multifocal patchy consolidation in the right upper lobe. For 
the consolidation extension scoring in this patient, involvement of 
one segment of RUL earned 1 point; involvement of all segments of 
RML (not shown) earned 3 points; and involvement of 1/2 segment 
of the lingula LUL (not shown) earned 1 point. This totals 5 points. 
Therefore, the final consolidation extension score is 2. b The consoli-
dation had mostly resolved at the follow-up scan after treatment

Fig. 5  Scores changes between 
the two scans in total CT scores 
and consolidation score before 
and after treatment for Myco-
bacterium abscessus complex 
lung disease. Patients were 
classified into the treatment 
failure group (TF) or treatment 
success group (TS) based on 
the treatment outcome. The 
comparisons were analyzed 
using Wilcoxon test. *means 
p values < 0.05 and > 0.01. ns, 
non-significant
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high post-treatment consolidation scores, and increasing 
during-treatment consolidation score as alarm signs of 
treatment failure, because these factors are independently 
associated with unfavorable treatment outcomes.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s11604- 024- 01570-y.

Acknowledgements The authors would like to express their thanks 
to the staff of Department of Medical Research for providing clinical 
data from National Taiwan University Hospital-integrative Medical 
Database (NTUH-iMD)

 Funding This study was partially supported by a research grant from 
National Taiwan University Hospital (No. 111-N0059, NO.112-N0058 
and NO.113-N0061). The funders had no role in study design, data 
collection and analysis, decision to publish, or preparation of the 
manuscript.

Declarations 

Conflict of interest None of the authors have any conflict of interest 
to declare.

Ethical approval This study was approved by the institutional review 
boards (IRB No. 202106154RIND).

Open Access This article is licensed under a Creative Commons 
Attribution 4.0 International License, which permits use, sharing, 

adaptation, distribution and reproduction in any medium or format, 
as long as you give appropriate credit to the original author(s) and the 
source, provide a link to the Creative Commons licence, and indicate 
if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless 
indicated otherwise in a credit line to the material. If material is not 
included in the article’s Creative Commons licence and your intended 
use is not permitted by statutory regulation or exceeds the permitted 
use, you will need to obtain permission directly from the copyright 
holder. To view a copy of this licence, visit http://creativecommons.
org/licenses/by/4.0/.

References

 1. 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:e1–36. https:// doi. org/ 
10. 1093/ cid/ ciaa2 41.

 2. Lai CC, Tan CK, Chou CH, Hsu HL, Liao CH, Huang YT, et al. 
Increasing incidence of nontuberculous mycobacteria, Taiwan, 
2000–2008. Emerg Infect Dis. 2010;16:294–6. https:// doi. org/ 10. 
3201/ eid16 02. 090675.

 3. Huang H-L, Cheng M-H, Lu P-L, Shu C-C, Wang J-Y, Wang J-T, 
et al. Epidemiology and predictors of NTM pulmonary infection 
in Taiwan—a retrospective. Five Year Multicent Study Sci Rep. 
2017;7:16300. https:// doi. org/ 10. 1038/ s41598- 017- 16559-z.

 4. Winthrop KL, Marras TK, Adjemian J, Zhang H, Wang P, Zhang 
Q. Incidence and prevalence of nontuberculous mycobacterial 

Fig. 6  Receiver operating characteristic curves (ROC) for prediction 
of treatment failure outcome in Mycobacterium abscessus complex 
lung disease (MABC-LD). The areas under the curve for the cavita-
tion extension score at the initial CT scan, the consolidation extension 

score at the follow-up CT scan, and the change in the interval con-
solidation extension score were 0.706 (95%CI 0.526–0.886), 0.730 
(0.554–0.906), and 0.725 (0.556–0.894), respectively

https://doi.org/10.1007/s11604-024-01570-y
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1093/cid/ciaa241
https://doi.org/10.1093/cid/ciaa241
https://doi.org/10.3201/eid1602.090675
https://doi.org/10.3201/eid1602.090675
https://doi.org/10.1038/s41598-017-16559-z


861Japanese Journal of Radiology (2024) 42:852–861 

lung disease in a large US. Managed care health plan, 2008–2015. 
Ann Am Thorac Soc. 2020;17:178–85. https:// doi. org/ 10. 1513/ 
Annal sATS. 201804- 236OC.

 5. Haworth CS, Banks J, Capstick T, Fisher AJ, Gorsuch T, Lau-
renson IF, et al. British Thoracic Society guidelines for the man-
agement of non-tuberculous mycobacterial pulmonary disease 
(NTM-PD). Thorax. 2017;72:ii1–64. https:// doi. org/ 10. 1136/ thora 
xjnl- 2017- 210927.

 6. Johansen MD, Herrmann J-L, Kremer L. Non-tuberculous 
mycobacteria and the rise of Mycobacterium abscessus. Nat 
Rev Microbiol. 2020;18:392–407. https:// doi. org/ 10. 1038/ 
s41579- 020- 0331-1.

 7. Lee M-R, Sheng W-H, Hung C-C, Yu C-J, Lee L-N, Hsueh P-R. 
Mycobacterium abscessus complex infections in humans. Emerg 
Infect Dis. 2015;21:1638–46. https:// doi. org/ 10. 3201/ 2109. 
141634.

 8. Diel R, Ringshausen F, Richter E, Welker L, Schmitz J, Nien-
haus A. Microbiological and clinical outcomes of treating non-
Mycobacterium avium complex nontuberculous mycobacterial 
pulmonary disease: a systematic review and meta-analysis. Chest. 
2017;152:120–42. https:// doi. org/ 10. 1016/j. chest. 2017. 04. 166.

 9. Wang P-H, Pan S-W, Shu C-C, Chen C-Y, Wei Y-F, Cheng S-L, 
et al. Clinical course and risk factors of mortality in Mycobac-
terium avium complex lung disease without initial treatment. 
Respir Med. 2020;171:106070. https:// doi. org/ 10. 1016/j. rmed. 
2020. 106070.

 10. Griffith DE, Girard WM, Wallace RJ Jr. Clinical features of pul-
monary disease caused by rapidly growing mycobacteria. An 
analysis of 154 patients. Am Rev Respir Dis. 1993;147:1271–8. 
https:// doi. org/ 10. 1164/ ajrccm/ 147.5. 1271.

 11. Han D, Lee KS, Koh W-J, Yi CA, Kim TS, Kwon OJ. Radio-
graphic and CT findings of nontuberculous mycobacterial pul-
monary infection caused by Mycobacterium abscessus. AJR Am 
J Roentgenol. 2003;181:513–7. https:// doi. org/ 10. 2214/ ajr. 181.2. 
18105 13.

 12. Chung MJ, Lee KS, Koh W-J, Lee JH, Kim TS, Kwon OJ, et al. 
Thin-section CT findings of nontuberculous mycobacterial pul-
monary diseases: comparison between Mycobacterium avium-
intracellulare complex and Mycobacterium abscessus infection. J 
Korean Med Sci. 2005;20:777–83. https:// doi. org/ 10. 3346/ jkms. 
2005. 20.5. 777.

 13. Sohn H, Kim H-J, Kim JM, Jung Kwon O, Koh W-J, Shin SJ. 
High virulent clinical isolates of Mycobacterium abscessus from 
patients with the upper lobe fibrocavitary form of pulmonary dis-
ease. Microb Pathog. 2009;47:321–8. https:// doi. org/ 10. 1016/j. 
micpa th. 2009. 09. 010.

 14. Kim HS, Lee KS, Koh W-J, Jeon K, Lee EJ, Kang H, et al. Serial 
CT findings of Mycobacterium massiliense pulmonary disease 
compared with Mycobacterium abscessus disease after treatment 
with antibiotic therapy. Radiology. 2012;263:260–70. https:// doi. 
org/ 10. 1148/ radiol. 12111 374.

 15. Park J, Yoon SH, Kim J-Y, Gu K-M, Kwak N, Yim J-J. Radio-
graphic severity and treatment outcome of Mycobacterium absces-
sus complex pulmonary disease. Respir Med. 2021;187:106549. 
https:// doi. org/ 10. 1016/j. rmed. 2021. 106549.

 16. van Ingen J, Aksamit T, Andrejak C, Böttger EC, Cambau E, 
Daley CL, et al. Treatment outcome definitions in nontubercu-
lous mycobacterial pulmonary disease: an NTM-NET consensus 
statement. Eur Respir J. 2018. https:// doi. org/ 10. 1183/ 13993 003. 
00170- 2018.

 17. Hansell DM, Bankier AA, MacMahon H, McLoud TC, Müller 
NL, Remy J. Fleischner society: glossary of terms for thoracic 

imaging. Radiology. 2008;246:697–722. https:// doi. org/ 10. 1148/ 
radiol. 24620 70712.

 18. Pan S-W, Su W-J, Chan Y-J, Ho M-L, Feng J-Y, Shu C-C, et al. 
Disease progression in patients with nontuberculous mycobacte-
rial lung disease of nodular bronchiectatic (NB) pattern: the role 
of cavitary NB and soluble programmed death protein-1. Clin 
Infect Dis. 2021. https:// doi. org/ 10. 1093/ cid/ ciab9 29.

 19. Gochi M, Takayanagi N, Kanauchi T, Ishiguro T, Yanagisawa T, 
Sugita Y. Retrospective study of the predictors of mortality and 
radiographic deterioration in 782 patients with nodular/bronchi-
ectatic Mycobacterium avium complex lung disease. BMJ Open. 
2015;5:e008058. https:// doi. org/ 10. 1136/ bmjop en- 2015- 008058.

 20. Lee G, Lee KS, Moon JW, Koh W-J, Jeong B-H, Jeong YJ, et al. 
Nodular bronchiectatic Mycobacterium avium complex pulmo-
nary disease. Natural course on serial computed tomographic 
scans. Ann Am Thorac Soc. 2013;10:299–306. https:// doi. org/ 
10. 1513/ Annal sATS. 201303- 062OC.

 21. Koh W-J, Jeong B-H, Jeon K, Lee NY, Lee KS, Woo SY, et al. 
Clinical significance of the differentiation between Mycobacte-
rium avium and Mycobacterium intracellulare in M avium com-
plex lung disease. Chest. 2012;142:1482–8. https:// doi. org/ 10. 
1378/ chest. 12- 0494.

 22. Weng Y-W, Huang C-K, Sy C-L, Wu K-S, Tsai H-C, Lee SS-J. 
Treatment for Mycobacterium abscessus complex-lung disease. J 
Formos Med Assoc. 2020;119(Suppl 1):S58–66. https:// doi. org/ 
10. 1016/j. jfma. 2020. 05. 028.

 23. Tung Y-J, Bittaye SO, Tsai J-R, Lin C-Y, Huang C-H, Chen T-C, 
et al. Risk factors for microbiologic failure among Taiwanese 
adults with Mycobacterium abscessus complex pulmonary dis-
ease. J Microbiol Immunol Infect. 2015;48:437–45. https:// doi. 
org/ 10. 1016/j. jmii. 2014. 08. 005.

 24. Moore EH. Atypical mycobacterial infection in the lung: CT 
appearance. Radiology. 1993;187:777–82. https:// doi. org/ 10. 
1148/ radio logy. 187.3. 84976 29.

 25. Ushiki A, Yamazaki Y, Koyama S, Tsushima K, Yamamoto H, 
Hanaoka M, et al. Bronchoscopic microsampling for bacterial col-
ony counting in relevant lesions in patients with pulmonary Myco-
bacterium avium complex infection. Intern Med. 2011;50:1287–
92. https:// doi. org/ 10. 2169/ inter nalme dicine. 50. 5034.

 26. Oshitani Y, Kitada S, Edahiro R, Tsujino K, Kagawa H, Yoshimura 
K, et al. Characteristic chest CT findings for progressive cavities 
in Mycobacterium avium complex pulmonary disease: a retrospec-
tive cohort study. Respir Res. 2020;21:10. https:// doi. org/ 10. 1186/ 
s12931- 020- 1273-x.

 27. Choi H, Cha MJ, Kim YS, Choi JC. High-resolution CT findings 
as predictive factors for recurrent nontuberculous mycobacterial 
pulmonary disease after successful treatment. J Clin Med Res. 
2021. https:// doi. org/ 10. 3390/ jcm10 020172.

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

https://doi.org/10.1513/AnnalsATS.201804-236OC
https://doi.org/10.1513/AnnalsATS.201804-236OC
https://doi.org/10.1136/thoraxjnl-2017-210927
https://doi.org/10.1136/thoraxjnl-2017-210927
https://doi.org/10.1038/s41579-020-0331-1
https://doi.org/10.1038/s41579-020-0331-1
https://doi.org/10.3201/2109.141634
https://doi.org/10.3201/2109.141634
https://doi.org/10.1016/j.chest.2017.04.166
https://doi.org/10.1016/j.rmed.2020.106070
https://doi.org/10.1016/j.rmed.2020.106070
https://doi.org/10.1164/ajrccm/147.5.1271
https://doi.org/10.2214/ajr.181.2.1810513
https://doi.org/10.2214/ajr.181.2.1810513
https://doi.org/10.3346/jkms.2005.20.5.777
https://doi.org/10.3346/jkms.2005.20.5.777
https://doi.org/10.1016/j.micpath.2009.09.010
https://doi.org/10.1016/j.micpath.2009.09.010
https://doi.org/10.1148/radiol.12111374
https://doi.org/10.1148/radiol.12111374
https://doi.org/10.1016/j.rmed.2021.106549
https://doi.org/10.1183/13993003.00170-2018
https://doi.org/10.1183/13993003.00170-2018
https://doi.org/10.1148/radiol.2462070712
https://doi.org/10.1148/radiol.2462070712
https://doi.org/10.1093/cid/ciab929
https://doi.org/10.1136/bmjopen-2015-008058
https://doi.org/10.1513/AnnalsATS.201303-062OC
https://doi.org/10.1513/AnnalsATS.201303-062OC
https://doi.org/10.1378/chest.12-0494
https://doi.org/10.1378/chest.12-0494
https://doi.org/10.1016/j.jfma.2020.05.028
https://doi.org/10.1016/j.jfma.2020.05.028
https://doi.org/10.1016/j.jmii.2014.08.005
https://doi.org/10.1016/j.jmii.2014.08.005
https://doi.org/10.1148/radiology.187.3.8497629
https://doi.org/10.1148/radiology.187.3.8497629
https://doi.org/10.2169/internalmedicine.50.5034
https://doi.org/10.1186/s12931-020-1273-x
https://doi.org/10.1186/s12931-020-1273-x
https://doi.org/10.3390/jcm10020172

	CT findings as predictive factors for treatment failure in Mycobacterium abscessus complex lung disease: a retrospective cohort study
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusions 

	Introduction
	Materials and methods
	Design, setting and patients
	Definitions, outcome and CT scans
	CT interpretation and semi-quantitative analysis of lesions
	Statistical analyses

	Results
	Characteristics of the patients
	Initial CT pattern frequency and score
	Follow-up CT scores and changes between the two scans
	Logistic regression analysis of predictors of treatment outcome
	Receiver operating characteristic (ROC) curves for the predictors

	Discussion
	Acknowledgements 
	References




