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other NTM isolates. Most patients (n = 410, 62.8%) had none of the evaluated comor-
bidities prior to NTM diagnosis. Median follow-up time was 1252  days (IQR 449–
2688). Median survival in our cohort among persons with and without comorbidities 
was 1973 days (95% CI 1487–2995) and 3952 days (95% CI 3496–5186), respectively. 
Median expected survival in the demographically-matched population cohort was sig-
nificantly longer at 5479 days (P<.0001). Mortality at 5 years was 47.9% (39.7–55.0) 
and 27.2% (95% CI 22.1–32.0) among NTM patients with and without comorbidities, 
respectively, vs. expected mortality of 5.7% in the general population.

Conclusion.  NTM pulmonary infection in our cohort was associated with sig-
nificantly lower survival than expected in the general population. The impact of NTM 
infection itself vs. other comorbidities on survival requires further study.
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Background.  TB is the most common opportunistic infection in PLWH. IPT 
is recommended for PLWH in endemic areas and for those with LTBI diagnosed by 
Quantiferon gold-in-tube (QGIT) or tuberculin skin test (TST) in other areas. We re-
port on the performance of QGIT and TST in pregnant WLWH who received IPT 
antepartum (AP) or postpartum (PP).

Methods.  WLWH participating in IMPAACT P1078, a randomized, 
double-blind, placebo-controlled study comparing 28 weeks of IPT AP vs. PP, were 
tested by QGIT at entry (14–34 weeks gestation) and by QGIT and TST at delivery 
(L&D) and 44 weeks PP. Serial QGIT positivity was assessed by logistic regression 
using generalized estimating equations.

Results.  Among 944 women with study entry mean (SD) of 29 (6) years of age, 
521 (245) CD4+ cells/µL, on ART, including 63% with undetectable HIV plasma RNA, 
284/944 (30%) were QGIT+ AP, 215/862 (25%) at L&D and 246/764 (32%) PP (P < 
0.001), while 127 (15%) were TST+ at L&D and 126 (17%) PP. QGIT was more likely 
positive than TST at L&D (Odds ratio = 4.3; 95% CI = 2.8–6.8) and PP (6.4; 3.9–10.7; 
P < 0.001). QGIT and TST agreement coefficients (95% CI) were 0.4 (0.3–0.5) at L&D 
and 0.5 (0.4–0.5) PP. Among women QGIT+ AP, 59 (24%) reverted to QGIT- or in-
determinate at L&D. However, 37 (63%) reverters recovered QGIT+ results PP, sug-
gesting transient suppression of IFNg responses during pregnancy. Responses to the 
mitogen-positive QGIT kit control were absent in 60 (7%) women AP, 116 (16%) at 
L&D, but only 3 (0.4%) PP (P < 0.01), supporting the notion of transient immune sup-
pression during pregnancy. Among women QGIT- AP, 33 (7%) converted to QGIT+ 
PP. Among AP QGIT+ women, 24 (11%) reverted to QGIT- PP after finishing IPT. 
None of the results differed between treatment arms (P ≥ 0.13).

Conclusion.  In WLWH on ART, the loss of IFNγ responses to TB antigen and 
mitogen in pregnancy decreased the diagnostic value of QGIT. TST was similar at L&D 
and PP but was less sensitive than QGIT. QGIT conversions likely resulted from a com-
bination of PP immune reconstitution and new TB infections. QGIT reversions might 
represent a change in TB-specific immunity in response to IPT. Reversions have been 
reported in adults without HIV after treatment of active TB. The clinical significance of 
QGIT reversions in PLWH needs further investigation.
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Background.  Hematopoietic stem cell transplantation (HSCT) recipients are at 
increased risk for non-tuberculous mycobacterial infections (NTMI), but little data 
exists regarding NTMI in this population. This study aimed to better define the clinical 
and epidemiological characteristics of NTMI in HSCT patients.

Methods.  We performed a retrospective review of patients age ≥ 18 who under-
went HSCT between 2000 and 2017 at Yale-New Haven Hospital, and who subse-
quently had an NTMI based on ATS/IDSA criteria or a culture that grew NTM. We 
reported patient demographics, illness severity, treatment, and outcomes.

Results.  Of 1371 HSCT recipients between 2000 and 2017, 17 (1.2%) had an 
NTMI or were culture positive. Most patients were male (76.5%), received allogeneic 
HSCT (70.6%), had graft vs. host disease (GVHD) (70.6%), and received immunosup-
pression (64.7%). Mycobacterium avium complex (MAC) was isolated in 16 (94.1%). 
Cultures were mainly positive in respiratory specimens (8 bronchoalveolar lavage, 
2 sputum, and 1 lung tissue). Nine of 17 patients (52.9%) were deemed colonized 
whereas 8 (47.1%) were considered infected. In the infected group, isolated pulmonary 
infection was the most common presentation (n = 5, 62.5%). Two of the 8 infected 
patients (25%) had MAC bacteremia. Of those with NTMI, MAC was isolated in 6 
(75%), MAC and M. abscessus/chelonae in 1 (12.5%), and M. kansasii in 1 (12.5%). 
Among those with NTMI, 3 were hypoxic (37.5%) and 4 (50%) had sepsis, though 
only 1 case of sepsis was directly attributable to NTM. Seven infected patients received 
antimycobacterial therapy. Four patients (50%) died but none were directly attributed 
to NTM. Diagnosis was often delayed in these patients, with a median of 44 days (range 
14–155 days) from time of initial presentation to diagnosis of NTMI. Median time to 
death from time of NTMI diagnosis was 75 days (range 16–1825 days).

Conclusion.  NTMI, including disseminated infection, was uncommon in a large 
cohort of HSCT patients. Careful evaluation of positive cultures in these patients is 
needed to distinguish infection from colonization. High mortality in HSCT patients 
may not be directly attributable to NTMI, but the presence of NTM may be a predictor 
of poor outcomes.
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