iy (B R

g1 T 49" Interscience Conference on

Antimicrobial Agents and

Chemotherapy (ICAAC) | B

T
I & 7
VeI
et

1

COBE R
D 98 F 9K I0FIZ 9k 16 f!

D98 F 10 F[ 16 |1



. 2

T4t ?JWE%?HH@ S !lﬁ " Interscience Conference on

Antimicrobial Agents and Chemotherapy (ICAAC) ;| ¥72009F 9F[12[ 1 Z=9F| 15} IS [gl
£ [11j. Moscone (@117 « 45 £ 107 L T Pty 7k o o f 5370 > On
tMUMmmmA@mmﬁmmmmDM%%J’%Mﬁ%@%ﬁ%kﬁﬁ%§°*ﬁ
A PR V02O IS (R0 R A RO R T
SR PIRER R T RS B (HIV) BRSIB0FIfe
#=915 ?W (TB) el LIRS - o © (R s
P FIRTES £~ S A POHIVPEY > 2 A Py -

& EVRPT - e HIV W BePpo R RLIF ORI — - B
Iﬂvﬂﬁﬁﬁ'MWﬁ%%#%ﬁﬂ;ﬁﬁm%ﬁhoiiﬁﬂ%¢ﬁJf%ﬁﬁFEwﬁ‘
7 R SRR ~ PR PO (YR o 2 o T
HIV S5l o 6 e 0 (5 S0 - 91 RT3 2 e
FUGFTR T2 HIND P RAHRHRUETRL 5 PR SR — - Pl - ik
RE > IR R~ AP BRI SRt S SRR RO RIS 19 5 SR e
T ENRNCEE RS EDEREEL Y TS A ER ] LR
Frmp A Eﬁl, ﬁiaij\%:ﬁ,[ AT

H IR RS 3 T (A R S R
AP I OO ) B L R
ST SR e Bl S LR A L [
PR AR .



TR
EURNRESES
= RRALTA A
1. HIV workshop: HIV 3107 A i oy
2. HIV Ff e
3 HIV B I A e
4. VTRHEREH DR A IR
5. HINI Frf et e
6. 4 7 H i AR
B L EERH
e B
1. Epidemiology of Human Immunodeficiency Virus Testing

Among Tuberculosis Patients in Taiwan
2. Isoniazid preventive therapy related hepatitis in a population

with high prevalence of hepatitis B and C

10
11
12

13

14




B TR BRI 1

“

BT 49 it ?J%Wﬁﬁiﬁ#ﬂif, J[ﬁz&?ﬁg " Interscience Conference on
Antimicrobial Agents and Chemotherapy » '] ™ fij#i ICAAC | %2009 & 9 F[ 12 [1= 9
E| 15 EIE?%;[aSzlgf,pﬂ .V Moscone T‘?—&Hl ER T o ERH 4 2 o [V—ﬁl ERAP IS
ik fﬁﬁag(Amencan Society for Microbiology) ¥ 5t [ i 2 Aot 2 fe i
Prgd i@‘#”ﬁ%'lgﬁ'fl@@ EVEIRIf U[ﬁ&‘ﬁ%f EE) ﬁ[ﬁ&lﬂ VEfRR I ?JEJ'%@?E&'
R e

5 F R giRL TS ] 7 “?ﬂlﬁ”la‘l#? Z 4 > On the Unfinished Agenda of
Infectious Diseases | * Fif¥ W@Yf\“’ﬁéﬁf KEPORYEE - J\F% TEET D EE 102 Hpussis
ﬁﬁ‘ﬁ,@%;’g , Ep?ﬁ Keynote session ; 2 # ICAAC i?q’?% ; 30 bﬁJJEJl Sa;:’i??’ﬁT;'ﬁ(Meet-the Experts
session) ; 62 HjF* %‘E?]‘F:ﬁ rF“  (didactic symposia)=* 7 7 A= ré]‘ F—EF%%“ 1 (interactive
symposia) ° {55 <[~ 1600 a.jﬁliﬂm‘&?&%ﬁ} AN 116 |[43—;1ﬂﬁ%?1/ A T;’“fi 26 f[[ 1P
F” R o :]éljﬁjjp kLR P HINI %ﬁjm, 4fi J;E?@[?F B %1@ 70 Rip Jﬁt;@?ﬁ?
< W(Late-breaker abstracts) > ?&Eﬁgﬁj %‘:JF” F‘t@ﬁl@ﬁbﬁ$lfjﬁ%@lt@% o F%I.n%pfj
= '*ﬁll}},f%[ AL > FBE AL P~ PR pOi = P05 @F'lfﬁ'v UEIEES
”—ﬁ_ ?Q’FJ(HIV)%’-?FP’T 173 FUFITFFU"A » =945 ’?ﬁ,)ﬁ (TB) - PRI ﬁ[jﬂi
iR - *ﬁﬁ%ﬂf;iﬂﬁk%?"lﬁﬁﬁﬁ@%ﬁﬁW%ﬁﬂ%W%
T > HFE 30 BR N T . 31'%&@5«[@@;{9}@‘11,&)# Eray( “lj? f’ﬁ 1?1“1’!%)
%m%@%wﬂm’ﬁﬁaiﬁﬁ’”ﬁtﬁagé R TRy 2

i i A l*%&’? ﬁ“U Ry B R S B [T 2RIV BT 49 il ICAAC [ﬁJ
Eﬁ‘ﬂy "i*J[l 'Jg Q\FHIJF FIJ HIVTF[4§I féﬁ%ﬁxjgﬁﬁﬁ‘& 0



ENL S

F1#

R

R

9/10(P4)

NI

CEE

9/11()

(8:30~16:30)

49-11 HIV: A 2009 Update

1. A clinical perspective : Importance of
non-AIDS-associated morbidities in treated

HIV infection

2. Role of immune activation and inflammation in

non-AIDS-associated complications
3. HIV and neurocognitive dysfunction
4. HIV and cancer

5. HIV and cardiovascular disease

9/12(+)

(7:00~18:00)

ID Fellows Program (7:00~9:00)
Keynote lectures (9:30~11:30)
Poster Sections (11:30~13:30)
ID Literature (13:45-15:45)

Symposia and Interactive Sections(16:00~18:00)

9/13(F 1)

(7:00~18:45)

Meet-the-Experts Sections (7:00~8:15)
Symposia and Interactive Sections(8:30~10:30)
Poster Sections (11:15~13:15)

Symposia and Interactive Sections(14:00~16:00)




Meet-the-Experts Sections (17:30~18:45)

Meet-the-Experts Sections (7:00~8:15)

Symposia and Interactive Sections(8:30~10:30)

Exy
9/14(— ) Poster Sections (11:15~13:15)
(7:00~18:30)
Symposia and Interactive Sections(14:00~16:00)
Meet-the-Experts Sections (17:30~18:45)
Meet-the-Experts Sections (7:00~8:15)
T
B Symposia and Interactive Sections(8:30~10:30)
5 (7:00~11:00)

Poster Sections (10:00~11:00)

T [P g E T ] (9716 BURIEEE)




= ERIARANH A
1. HIV workshop: HIV ’,ﬁﬂ“ﬁﬁw?ﬁﬁﬁl%&ﬂ

= H  Peter W. Hunt BA{[T7 B SEE] » (1168 ffsfope HIV g
4 (Highly active antiretroviral therapy, HAART) % » HIV & H0AY £ %Er[\@r[‘;v@ﬁ ’
12| HAART [ #1(1995-1996) » [ 1|~ 4 % 719 HIV B-H T MFI?FJIH
30 5% > [ijd| * HAART Vi< > HIV & F&f,ﬂ‘»{ﬁuﬁ%ﬁgﬁ'fﬁi’ Tt b1 HAART EfﬁF
(1997-1999) » =%~ £ = ‘F,Fu HIV BRI rﬂf[?F,IH 50 %o E[ s puHy
HAART(2000-2005) » 4 g¢d| FpvRssEq I '*#I?FDH 65 ! | & o ERL - A
?L'LFL‘“EJ‘?F'%@"{* » HIV G US55 (ol (0 O - 9% (R = ey
FOSETY > HIV OS5 = JE&T“’FE'FTJ&’? > [FTOPRRE > = DR~ R
RIS e HIV R E L e By ¢ E7 i F gty 2 RL HIV % Sk g kLI
o 2 [ 2 S ﬁ“ﬁ@?f%ﬁw%ﬁ”ﬁ IR %Z«ﬂffﬁ*’?f
- El?dtﬂ?iﬁiﬁﬁiﬁfﬁ%@ °

R_BF:*T?JJ Ry R o BT BEF&iﬁTu HIV B8 sl g pusg = > e
YRS ﬁﬁ'?fiﬂ%ﬂﬁ'@?ﬁw 17 ¥ Michael Lederman F[[H] "Ry 5" it 7]
» JRM R (rhesus) | R EERIFED BT (SIV) » i A (i 0 R
HIV — A > VBt » 5T % [ I RO g=d o fybd- 8P E e
’Bsooty mangabey) B SIV i BEIRRI (4T SR g v & > [ERL o
B E R > P 5 (R TERGE P BOR T < SRR

g A ;Ltmfswguéj@i{.f“%@* 2R [ E PR 1

BNV Bl BA B 2RISR o SR R TN
[ P Al s B » o (. S R A I L « g EA
e et e HIV BGEE E - =F0@ i }‘:an%fw@ifll ‘E\JH“TLW fc¢
FUBREAARTA < Bafal ikl ~ il CD4 W ISR U 2HORTY - HBPRLRL e
SORPVREE T o Wy HIV ] R Fﬂﬁf 4\5#97”1%?_%[‘?“ CD4 #1258
*w%@a@h*ﬁ’ﬁ?iﬁﬁinﬁﬁ%Lﬁ%Uﬂ *
(lipopolysaccharide, LPS)[I' fEAE:E * TAZRLEAsk o [& w@fwﬁiﬁ [~ (EHIV &

-6 -

L i



OB £y L IR 9 LPS GG TR g e s X e
LR P R S RO (9 T

F/Lﬁiqﬁﬂp&?nﬁﬂ AT [ 0 ﬂm > Dr. Lederman "] 5~ $81 §ufi Jﬁsq”;fﬁu :
S HIV (787 % **rfﬁ’lszp SRR ¢

937 {62 FERLFTT Scott Letendre Ff 7% HIV ﬁlfﬁﬂ J?E[ﬁH {IB‘;}F S

S oot A ™ A F AR S AR AR ﬁﬁrﬁlrja e T et
f/’aﬁ[ﬁﬂ' /*W’E?%ﬁfﬁru HIV ’Eg‘\?;\“ﬁ‘%%ﬁ@?ﬂﬁfi%Fﬁﬁ?"%?ﬂﬂﬁ[ﬁ‘%%@%’ﬁ ’ TI@E’F[@
FORIEFEARE D - S PR -

SV i JERLE T Kaiser 55 19 Michael J. Silverberg ffj4 591 HIV i
VR R A & R R T Eufﬁ, 20,277 (i HIV @ 52H » %)
EF (i £ 202,313 {lf? Fie ] - AR 1996 £ 2007 # [l » & E = - o 5 H:
PER AT WA » 5l g S 1 AR (HPY) 37 (HBV -
HCV) ~ 3 VH(EB i) 2 {3 % R (HHV-8) - HIV. Ry 5 < B Ag
SRR EHIV B o TP T H AT T 1016 F < SEKE
SEEFHIV BECHERCR T FRIPUBSR) HPV B ~ B B 0B P S PUEIRIE «
I 2 FRGALRRAG A 1 [F T BRIy - HIV O R FRR RS 19
(> (EER R E R T 0 pﬁf‘” FYPHE FERLE 1 Judith S. Currier
BT HIV g o o RUDEERT » B27 869 ~ HIV g £ d |
Gt > HIV B E s g (=2 2 5 BRI HERLE fol i3k

& i fl Ja\éﬁﬂmﬂ’ £ [“’Z%ﬁfﬂ\ T AEF A Ry HIV FW»“?{ fFE[F%J&Jﬁ IS
THFHASEE R P LR R 1 RS AR

_El

2. HIV Pb st ' 31

FEA F':;ﬂﬁ J7— P4 keynote speech ﬁ%:iﬂ Frangoise Barré-Sinoussi ]'ﬁl - &S HIV

PRSI HIV B (PR 585 i1 - Barré-Sinoussi Tﬁli R TR [ PR

-7 -



fpy = }?ﬁ‘ Mo IIE 1970 F %I?JJE?@@%%?%BUW‘L’ 7 1983 = L HIV ™
a Er Wt2%8ﬁ?*$ b TBRIH = o SO VR HIV VB ST R
(1987 F 8 F| 57— {fif phase 1 i @Rk » 1 i [dagt PRj2T 95 fidf phase 1%
phase 2 fUpiH BEREE T (LI R EET R 2 (WSS H e BT
FU HIV ORI R LpEs s S iEeIfifo W2 o HIV /b
Fo TR s [ I PR e RO SRS & o FE D RIS R I
AR HIV RS - mm&mmmﬁ4ﬁﬁmV¢MVUbﬂwa
TR = 2 M R T RV EER RV EVRREE ORI PRMED - BEE
SIV AT gy F I | PR ‘13&&“&% &ﬁup%fANMSEmécdmn
collaborative network 7 3f—~ FER A GV HIV B H Py (elite controller -
EARLVBICEGE 10 # > FH o 6 kT EPEE RNA S
T EPF® DNA [ g f RIS HIV SRR 1%)  E3LE80E |0
3% 5 R TR [ CD8 W IEREIE 1k (R ¥R B Pl BRAAE AR 0 (EIRL
IPTR R HIV SO s (08 7 2R BRIV - RS -
PRI IR 1 RS

3. HIV B A L

e HIV Jf’ri, SEP IS LA R LIP R AU HH%E » flits Buffalo 5 Fatai
Fehintola P{JEF 1 & » HIV REGUHF 5 e m e RERAER - @l (S0 1
TSP » L2 AR N e PR i SRR gl S
TR BEPIRIE o I] e g, B A g b D (BN SE lﬂw iR e
HIV & Wzﬁﬁ{“'fliwzz BEPIRRE RLELE fol iV o | RS B2 T A2 = IPghen o e e
3 hLA B WAV

=9t o F ) OB HIV ) SRR SRR S A o B = ] R
P RS 2 P USRS - S A  HIV T & ST
(integrase inhibitor) ~ CCR5 %5’%’@%@‘?’]\/} BEAII - AlRE S j\@[ﬁ AN

- B VR R N A A o e e R gl ) 74}? "?H’ﬁ‘fiﬁ/\‘ > HIV

-8 -



B EPVERRE R P RLE RIRREY — o T ETFviaie R g A -

& HIV R i %‘ﬁf‘dfiyﬁﬁﬁ%‘% i Eg e st I RS TRES
HIV SRS 300 IO 538 # LB — S riolfioedfid |
ngﬁ;{;‘j@@ﬁjﬁjﬁgj CD4 = 15RE Imﬁg%ﬁﬁ@ %[ 500 cells/ L- |Efgl”ﬁﬁjﬁ§§*iai'@
ﬁlﬁfﬁﬁ/%ﬂﬁ CEEESN Slis M i

4. WP EREAG % B R A R

T HY T %yﬁﬂiﬂam 'gr%ﬁjr[@guﬁjﬂm » [lITimothy R. SterlingfE ]
=*Madhukr Paif#[T= £ o Firop Paiffff] i i T/ R PRSI
BCG JETSTRHLTBIFVRE 17 7 2006 fi9- Ry il 1EH > P e e pap )
- WA TSTRYEMH RS 6% 5 (L8 TPt pa v i (B 7L/ 0 BHpE 4 o
TSTIMIETHE 40% - 1 | UEETSTAOZ - fir 7102 F 2 78 < g ity o
F 4 (Tuberculin skin test, TST)AVZ ~ i TSTRVR] 220 P GhRE 1 4!
Bk- v B (Interferin-yrelease assay, IGRA) 2V fNTST o 87— # &40 i ?I 2
it }/;—Fﬁrl}%;g,izfﬁ‘:, Pai?’.&ﬁﬁ CUESE R ﬂja{,%ﬁifﬁhttp://www.bcgatlas.org/ ’ %@Eﬁﬁ
I B 7 5 B BRI - HCETSTROR Bl = 5V (i R R 5 B
FEFOTBIEUS L RIS » TN E IESAT-6 F0FL - SR~ E) b Ml > e )
A RNt P e W - 9= FEEERLE VR BV = - (s
L] (ST R 5 4 B S R T R R TBA R i
G > ) B TSTEIGRAPY(DH HRET E » fb8! > HoEH [IGRATV FRTST »
SRR (2 FT > SRS ITST » | JIGRA - BVIG 75 (2 i
TSR] S H 5 <

HEBE Sterling JRT /7RI IERRRG I H 20 o PIRIERPISSIRED - Y

i %g?ﬁ’l@ifp’?ﬁj?“ ! ﬁﬁ iF ekl ISR < 9 Wl PV isoniazid 1A= 8

i 21 i e Aot - F G 13 Py - AR R TR S TB s 2 S

i 60% % T}*EE\'HB%#%’?‘/EJ’F ’ﬁﬁ;‘l%}ﬁlﬁ 90% o E 7w RL 4 ffs# | Y rifampicin

I B R R SRR D o ([ SR R 2 RIS [ E R HIV
-9-


http://www.bcgatlas.org/

H P OREER PR 3 [ TP rifampicin 7 (- isoniazid ¥ ~ 3 [0 - K
fis isoniazid ([ rifapentine ¥f S AL D o (R VG 2 o 1) TB
PN B e~ R Y [ B Jnﬁ‘zﬁ R ETSE fEUsE I - BT 5P 58 H Matto Zighol
F?EW%‘%EI BAES isoniazid FRBEERIY A0 2 SRR TS < K- 75 Stephen D.
Lawn BT FIERIED HIV O~ SRR R S oy - St gy € 5L e
pJFﬁﬂ% aé’ﬂ ?{fﬁﬁfg TR % o

5. HINL #7t e iR

HIND P R RHBIERL S APOATA SR = - 7 SR s SiRE
A IR B SR A~ BT HINT PR RO S - HIND i
RS S Pl R g

(1) HINT ot 2 Jaaeh R R E ,F—puﬂf g L I R S e
At =1 JHE\J HINI ﬁuﬁ&s)ﬁ% o F,?%F David Lye FR|J:£12£-73 7 *
F P PCR ik 2187 10 5[5 10%f9F *~ [ PR% 5 e [ 16 X De Serres
PREEE A4 (0~ TR BT 8 ST | 19%I0 & 5y HIND )
ZIBY 10 gk el o I RS Y HIND ﬁiﬁ” PR e
AP RV = o [ERLE [EH%“[‘HL VI RLYE R SRR ORI T
(2) Frofeif o 364 ¢ [l Shigeru Kohno B[] 5E # &P B plifl o 2 267
Peramivir 57 = Bk FRReRG N P B - HELE v 1,009 5 R (T [+
Tt (E D) - R OT [ 2 Peramivir 300mg — ] ~ 600mg — ]
FO PR TSmg — FIR R S S H S AR SR R AL
= RIPER P VRS PTEO SRR P -0 I BT s
PO & o T RGN e Pl f[a{;a%gmﬁ@@wu DAS181
(Fludase®) » £ {25 [#5I== 5 pohioph a6l - kLIS E * fRFOT RO &)
sialic acid £ 8 b+ {20k ¢ @A 5 J@Ff'” T ST R
%’Eﬁ”ﬁ > =5 hﬁllﬁxjﬁ,g—ruﬂ/i& CUORLENE BRI A B AR ]/ EE NexBio
PRI RIS ST A (P MR S R T R

-10 -



AR iR I L R (B HSNLf ) AR - o b s i
%53@;;‘}5&% 0
(3) NOS [ IRFE=GHR][ TRV TG PRy R s agphl = SR0T— e IRAIRG
SR Rk qu@if”Rama Maclntyre Tﬁﬂ TE IB«',I“:FIJ 24 FRE
v i 1,936 07 RS Y PEIERORR (EIVIEE EL o R 5 iy
A JRIES NOS [IBFRIE S| l%%ﬁﬁ@n:ja%(ﬁmng test) ~ N95 [ IEH{E2) iy~
B F L ERER ~ GERIL R S RSO B R TR - ?:\Eﬂj
Ig_%@f'w&i%@“‘ﬁt [ VY B AL 3 o S P SR SRR R TR
[ P S S %+ ELRLPEVEY NOS | B[ I [ (TS R SR (60%)
T RA(75%) ~ PP ) JIGE(S690)VET €7 - NOS [ IRHTY 5l RERee
RO« sghimrd SIS PTRVRI g B SRR R po RO
il R~ L R

6. 1 P24 % {FHAAE

PR - TR IO (5 £ 2 SRR R ~ 9T T
R RRE R G~ P RS “E@%lﬁuﬁ[&(qj AR N Flﬁ!@f«cﬁﬁ
(EAEDRE LR /ey F&ﬂbﬁ[ﬁ)ﬂq 4t %pjj‘zﬁﬁ ﬁ%—\v FiZ o {F’ﬁﬂ@j‘?{
ﬁ%& f,nL‘IJ; VPSS F R SRR E iU Y RpE %:IHJTFF”UIH% g’ﬁ[[ il
ﬁ\ﬁﬁjﬁln’\‘%ﬁgﬂwﬁﬂ\lé T

-11 -



B LEERR

ﬁ%ﬁ'[ﬁ}zlﬁj’;rﬁ% SRS Jﬁuﬂf:ﬂg P‘ J 53 FIJF]‘FF,?;Q?;[I,;E% i Tg,p kL
hbEE - IJ“%H'J (= A Py qu\r%}g”gﬁ E“#f Fu%ﬁ [ﬂ EJJEEQ
Tﬁﬂ S IR R IR S P ﬁ@fﬁf\? AR o T ENE
. Fﬁg?i%ﬁ T Jg’g;ﬁiﬂl%& o R EE BT 9T R

ri&f’f‘f"mpliﬁﬁijpl S E PRI MR T R S Y

L. I R E T T ERIRHIVIE ) S pl R pud g > 1 RHIVI & H E R
R

2. FIyfﬁgll997?“}l ﬁi’ﬁ ﬁJﬁJirl%ﬁ?J|& ?’Yﬂk[E‘EHIV’:&Yf\“ﬂﬁJ

U O RS IV RS 1B » HIVESLH i i)

JER20F I o £ P"’E?FT%H{EJFEME”E THVHIVIGH - ﬁ[%l*?fﬂiﬂi
T DA AL Elﬂ@?ﬁﬁa#[@ﬁ ?ﬂigz{%‘q*j IW* # e

3 R I PRI TS AP R
F fl[lp IS ﬁ Flﬁ f)ﬁﬁﬁlbir[@ﬁﬂl

AR ABUE Y SHERTEEA R RN O 1 gsg S BipY
PP e RS R NI FRFE AT R PO E TS

F IR RIS (3 T (R R LS R e

FFJFEIFTJF' AN ’_r‘ig"ﬂﬁs“[lgr}%’él—f it F[ JIHIE E i L% FI ISFES i’%?f_a%ﬂ ﬁﬂ‘ﬁlfﬁﬁjﬁﬁ

WA I MR TSR P R A2 0 (R S s
TR

-12 -



of/Human) Immunodeficiency)Virus}esting/Among
Patientsjinjilaiwan

Introduction.
tuberculosis (TB). This study assessed the frequency and results of HIV testing among patients
diagnosed with TB in Taiwan from 2004 to 2007.

Human immunodeficiency virus (HIV) testing is recommended for all patients with

Methods. Data were obtained from the Taiwan CDC national surveillance register of all patients notified
with TB (all forms) and HIV, linked with the HIV testing practices data from National Health Insurance
of Taiwan (NHI) claims data. The HIV testing was enrolled for study when testing date was after TB
diagnosis date or within 90 days before TB diagnosis date.

Results. Of the total 63,114 TB patients, 11,254 (17.8%) had HIV testing data reported through NHI
system and 341 (2.9%) among them were positive. The annual HIV testing rate and positive rate of TB
patients remained stable during study period. Compared with the TB patients to whom HIV testing was
not performed, the TB patients who performed testing were more likely to be younger, male and had
extrapulmonary involvement. The positive rate was highest in the age group 20-39 years, which was the
sexual active age group. But even in this group, the rate of providing HIV testing was only up to 28.7%.
The proportion of new identified HIV infection among TB cases was also higher among TB cases with
extrapulmonary involvement and male gender.

Conclusions. HIV testing among TB patients remained low in Taiwan. Patients in higher-risk groups
were more likely to be tested and more likely to be HIV positive. Health care providers should offer HIV
testing to all TB patients, especially for high risk group such as young males.

Introductions

Human immunodeficiency virus(HIV) infection increases the risk of developing tuberculosis(TB)
through activating latent infections and accelerating the progression. Early diagnosis of HIV infection
among TB patients can combined anti-TB and antiretroviral therapy which can tremendously improve the
prognosis of HIV-TB co-infected patients. According to WHO and the U.S. CDC recommendations, all
TB patients should be offered HIV testing. Despite these recommendations, previous studies in different
countries shown that only 22.9-71.9% of patients with TB were tested for HIV.

Taiwan had low HIV prevalence and median high TB prevalence. This study aimed to assess the
frequency and results of HIV testing among patients diagnosed with TB in Taiwan from 2004 to 2007.

Data were obtained from the Taiwan CDC national surveillance register of all patients notified with
TB (all forms) and HIV, linked with the HIV testing practices data from National Health Insurance of

Taiwan (NHI) claims data from January 2000 to September 2008. When more than one HIV testing was
performed, first choice is the nearest date which interval with TB diagnosis date is less than 30 days and
the second choice is the nearest date after TB diagnosis. The HIV testing was enrolled for study when
testing date was after TB diagnosis date or within 90 days before TB diagnosis date. Positive HIV testing
was confirmed with Taiwan CDC HIV registry.

The number of annual new report TB cases declined gradually from 16,784 cases in 2004 to 14,481
cases in 2007. Of the total 63,114 TB patients, 11,254 (17.8%) had HIV testing data reported through
NHI system and 341 (2.9%) among them were positive. The annual HIV testing rate and positive rate of
TB patients remained stable during study period. But only less than half of the TB patients received HIV
testing within 30 days after TB diagnosis, some cases may delay HIV testing even years.

Compared with the TB patients to whom HIV testing was not performed, the TB patients who
performed testing were more likely to be younger (mean age: 55.5 years vs. 61.6 years, p<0.001), male
(18.1% vs.17.2%, p<0.005) and had extrapulmonary involvement (27.1% vs. 16.8%, p<0.001).

After linked with Taiwan HIV registry, we found 402 (0.6%) of reported TB patients had HIV infection
and 225(56%) cases of them had HIV diagnosis after TB diagnosis. There were 20 patients who
confirmed HIV infection didn't have HIV testing data in NHI system, means they were tested through other
voluntary counseling HIV testing program. The rates of receiving HIV testing and positivity of HIV stratified
by age groups were shown in Table 1. The positive rate was highest in the age group 20-39 years, which
was the highest group receiving HIV testing. But even in this group, the rate of providing HIV testing was
only up to 28.7%.

Table 1. The rates of receiving HIV testing and positivity of HIV stratified by age groups.

Pepaiuac 5 e @, i‘r:fection, Nl(-!’% ltesting, N(l-'!/!z\)/ a’;‘nzwngH Il-x\;ntfeescttilrt\);#f,oﬂ?“g.:)
<20 years 1,952[3.1%)] 0 301(15.4%) 0
20-39 years 9,390[14.9%] 223(2.4%) 2,697(28.7%) 112(4.3%)
40-59 years 15,543[14.6%)] 149(0.95%) 3,125(20.1%) 79(2.6%)
260 years 36,226[57.4%] 30(0.08%) 5,131(14.2%) 23(0.4%)
Total 63,114[100%)] 402(0.63%)  11,254(17.8%) 205(1.8%)

# the denominator is the number of TB patients received HIV testing, exclude cases with known HIV infection.

The proportion of new identified HIV infection among TB cases was higher among TB cases with
extrapulmonary involvement (2.5% vs.1.7%, p<0.05), and male gender (2.5% vs.0.3%, p<0.001)
compared to female TB cases (Figure 1).

Figure 1. HIV testing rate and new HIV infection identified rate among different categories.

without with
extrapulmonary extrapulmonary
T8 B

| DHIV testing proportion Dnew HIV cases rate among HIV testing |

V.

This study reports population-based levels of HIV counseling and testing among TB patients. In
Taiwan, more than half of the TB patients were aged over 60 years old. In such aged population, the
proportion of HIV positive rate is extremely low and the cost-effective analysis is not so efficient. More
data are required to establish the cost effectiveness of offering HIV testing to TB patients in a region
of high TB and low HIV incidence and ageing TB population, such as Taiwan. However, it may be
reasonable to identify risk factors associated with HIV infection among incident TB patients.

Conclusions

HIV testing among TB patients remained low in Taiwan from 2004 to 2007. Patients in higher-risk
groups were more likely to be tested and more likely to be HIV positive, but even within the highest-risk
groups, the testing rate was not good enough. HIV testing for TB patients is an essential entry point for
public health, both in treatment and prevention aspects. HIV counseling and testing program should be
expanded and offered to all TB patients, especially to high risk patients.
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Introduction. The roles of chronic hepatitis B and C on isoniazid preventive therapy (IPT) related
hepatitis are seldom discussed. A cohort study to evaluate the risk of chronic hepatitis B and C on IPT-
induced hepatitis was conducted in a prison with 15% and 24% of hepatitis B and C carriers.

Methods. A patient who received IPT and subsequently had values of GPT >= 3 times of upper limit
of normal value (40 U/L) met the criteria of IPT-hepatitis and GPT >= 5 times was defined as having
moderate to severe IPT-hepatitis. The relationship between hepatitis carrier status and IPT-related
hepatitis was analyzed by Fisher-exact test.

Results. Among the 163 male patients who received IPT (median age 41.2), 18 (10.8%) patients
developed hepatitis. Carries of hepatitis B or C did not increase possibility of IPT-related hepatitis. Eight
(4.9%) cases developed moderate to severe IPT-hepatitis. Among carriers of hepatitis B, 6 (15.8%) had
IPT-related hepatitis, while 2 (1.6%) in non B carriers did (p=0.0022). Among carriers of hepatitis C, 2
(8%) had IPT-related hepatitis, while the rate non C carriers was 4.4% (p=0.3542). Overall, 12 cases
discontinued the treatment and could not resume INH and the other 6 cases could resume and complete
INH therapy. Categorized by hepatitis carrier status, hepatitis B carriers were more likely to discontinue
treatment permanently (15.8%), than non-B carriers (4.8%) (p=0.0339). The difference between hepatitis
C carriers (16%) and non-carriers (5.8%) did not reach statistical significance (p=0.0905).

Conclusions. The carrier of hepatitis B increased the likelihood to have moderate to severe IPT-
hepatitis, while carrier of hepatitis C did not. The carrier of hepatitis B decreased the likelihood to
complete the LTBI treatment. Serology tests for hepatitis B before the commencement of IPT were highly
recommended. Providing routine liver function tests during IPT for carriers of hepatitis B is crucial to avoid
permanent liver injury.

Keywords: isoniazid induced hepatitis, hepatitis B, IPT

Introductions

The roles of chronic hepatitis B and C on isoniazid preventive therapy (IPT) related hepatitis are
seldom discussed. In August, 2008, a surveillance of latent TB infection (LTBI) was conducted in a prison
with 3000 inmates. Inmates who signed informed consents could received tuberculin skin test (TST) and
Interferone gamma release assay (IGRA). LTBI was diagnosed when the inmate had both TST>=10mm,
IGRA positive and chest radiography without lesion compatible to TB. IPT for six months was provided to
these patients with free charge. The prevalence of hepatitis B and C in this population was 15% and 24%,
separately. A cohort study to evaluate the risk of chronic hepatitis B and C on IPT-induced hepatitis was
conducted.
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1.Serology tests for HBsAg and anti-HCV antibody to document their chronic carrier status were
performed before he received IPT.

2.Liver function tests were performed at 30 days and 60 days after initiation of isoniazid.

3.A patient who received IPT with elevated Glutamic Pyruvic Transaminase (GPT) >= 3 times of upper
limit of normal value (40 U/L) met the criteria of IPT-hepatitis.

4.A patient who received IPT with elevated Glutamic Pyruvic Transaminase (GPT) >= 5 times of upper
limit of normal value (40 U/L) was defined as having moderate to severe IPT-hepatitis. The patient
would discontinue isoniazid for 14 days and rechecked GPT if the patient met the criteria of IPT-
hepatitis. Isoniazid was resumed when GPT checked revealed the value within 3 times of upper limit of
normal value at 14th days.

6.A patient who received IPT and with GPT< 3 times met the criteria of control.

7.The cohort was followed-up until 2 months after IPT completion.

8.The relationship between hepatitis carrier status and IPT-related hepatitis was analyzed by Fisher-exact
test.

Among the 163 male patients who received IPT (age between 19.8 -75.7 years, median
age 41.2), 18 (10.8%) patients developed hepatitis. Carries of hepatitis B or C did not increase
possibility of IPT-related hepatitis. Eight (4.9%) cases developed moderate to severe IPT-hepatitis.
Among carriers of hepatitis B, 6 (15.8%) had IPT-related hepatitis, while 2 (1.6%) in non B carriers
did (p=0.0022). Among carriers of hepatitis C, 2 (8%) had IPT-related hepatitis, while the rate non
C carriers was 4.4% (p=0.3542).

Overall, 12 cases discontinued the treatment and could not resume INH and the other 6 cases
could resume and complete INH therapy. Categorized by hepatitis carrier status, hepatitis B
carriers were more likely to discontinue treatment permanently (15.8%), than non-B carriers (4.8%)
(p=0.0231). The difference between hepatitis C carriers (16%) and non-carriers (5.8%) did not
reach statistical significance (p=0.0905). Figure 1 revealed the detailed information of above.

The relative risks for patients of either B or C carrier to non B non C carrier and for patients of
dual B and C carrier to non dual B and C carrier were illustrated in the figure 2.

Figure 1. The relationship between hepatitis carrier status and IPT-related hepatitis, moderate to severe
IPT-hepatitis, or discontinued IPT permanently.(B to non B Carrier/ C to non C carrier)
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Figure 2. The relationship between hepatitis carrier status and IPT-related hepatitis, moderate to severe
IPT-hepatitis, or discontinued IPT permanently
(either B or C carrier to non B non C carrier/ dual B and C carrier to non dual B and C carrier).

163 patients on IPT
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Conclusions

The carrier of hepatitis B increased the likelihood to have moderate to severe IPT-hepatitis, while
carrier of hepatitis C did not. The carrier of hepatitis B decreased the likelihood to complete the LTBI
treatment. Serology tests for hepatitis B before the commencement of IPT were highly recommended.
Providing routine liver function tests during IPT for carriers of hepatitis B is crucial to avoid permanent
liver injury.
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