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Abstract
BACKGROUND—Patients with tuberculosis (TB) often suffer from profound malnutrition.

OBJECTIVE—To examine the patterns and predictors of change in nutritional and hemoglobin
status during and after TB treatment.

METHODS—A total of 471 HIV-positive and 416 HIV-negative adults with pulmonary TB were
prospectively followed in Dar es Salaam, Tanzania. All patients received 8 months TB treatment
following enrollment.

RESULTS—About 40% of HIV-positive and 47% of HIV-negative TB patients had BMI <18.5
kg/m? at baseline. About 94% of HIV-positive and 84% of HIV-negative participants were anemic
at baseline. Both HIV-positive and HIV-negative patients experienced increases in BMI and
hemoglobin concentrations over the course of TB treatment. Among HIV-positive patients, older
age, low CD4 cell counts, and high viral load were independently associated with a smaller
increase in BMI from baseline to 8 months. Female sex, older age, low CD4 cell counts, previous
TB infection, and less money spent on food were independently associated with a smaller
improvement in hemoglobin among HIV-positive patients during treatment.
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CONCLUSION—HIV- positive TB patients, especially those with low CD4 cell counts, showed
poor nutritional recovery during TB treatment. Adequate nutritional support should be considered
during TB treatment.

Keywords

tuberculosis; HIV; malnutrition; anemia

INTRODUCTION

Tuberculosis (TB) continues to be a major public health problem across the world. It is
estimated that 9.4 million people develop active TB and 1.3 million people die from TB
every year (1). TB is the leading cause of death among HIV-positive individuals in sub-
Saharan Africa (2). Patients with TB often suffer from profound malnutrition, and co-
infection with HIV may exacerbate the extent of malnutrition (3—6). Malnourished status,
often measured as body mass index (BMI) < 18.5 kg/m?, has been associated with the
severity of disease among TB patients (7, 8). Low BMI status is an independent predictor of
mortality among TB patients, especially HI\V/TB-co-infected patients (9—11). Moreover,
patients with poor weight gains during TB treatment are at an increased risk of treatment
failure and relapse (12, 13). Anemia is also a highly common nutritional complication
among TB patients and a strong risk factor for mortality (11). A recent study from India
reported that malnutrition and anemia were extremely prevalent among HIV-positive TB
patients even after the completion of TB treatment (5). In spite of the known detrimental
effects of malnutrition, few studies have longitudinally examined nutritional status during
TB treatment in the context of HIV infection (14, 15).

The aim of our study was to investigate baseline predictors of change in BMI and
hemoglobin concentrations during and after TB treatment in a cohort of HIV-positive and
HIV-negative patients with pulmonary TB in Tanzania. The current observational study was
conducted among patients participating in a micronutrient supplementation trial. In the trial,
micronutrient supplementation significantly reduced the risk of early TB recurrences;
however, supplementation showed no overall effects on BMI and hemoglobin status (16).

METHODS

Study population and procedures

The study population consisted of 887 patients with pulmonary TB who enrolled in a
clinical trial that examined the effect of micronutrient supplements on TB treatment
outcomes, mortality, morbidity and nutritional status (16). Participants were recruited from
five outpatient TB clinics in Dar es Salaam, Tanzania between April 2000 and April 2005.
Eligible participants were men and non-pregnant women aged 18 to 65 years who had at
least two positive sputum smears for acid-fast bacilli, had not received TB treatment during
the previous year, and intended to stay in Dar es Salaam for 2 years. We excluded any
patients with a Karnofsky performance score < 40% or hemoglobin concentration of < 7 g/
dL from the trial. Within strata of HIV status, participants were randomly assigned to
receive a daily dose of micronutrients (vitamins A, B-complex, C, and E, and selenium) or
placebo. Immediately following enrollment, all patients received 8 months of directly
observed, short course (DOTS) anti-TB treatment in accordance with the Tanzania National
TB and Leprosy Programme at the time of the study. Patients received a daily combination
of rifampicin, isoniazid, pyrazinamide, and ethambutol at the health facility under direct
observation of a health worker for the first 2 months. In the subsequent 6 months, patients
self-administered isoniazid and ethambutol at home. Antiretroviral therapy was not available
at the time of the study.
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At the baseline visit, trained research nurses obtained information about demographic and
socioeconomic characteristics. Study physicians performed a complete physical examination
and, in HIV-positive patients, assessed the stage of HIV disease based on the World Health
Organization (WHO) staging system (17). Trained nurses obtained anthropometric
measurements at the baseline visit and during monthly visits. Height was measured to the
nearest 0.1 cm (Seca Bodymeter 206 stadiometers) and weight was measured to the nearest
100 g (Seca 700 balance beam scales). BMI (kg/m?2) was calculated as body weight divided
by height squared. Blood specimens for hemoglobin measurements were obtained at
baseline and follow-up visits at approximately 2, 8, 14, and 20 months.

All participants provided written informed consent. The study protocol was approved by the
Institutional Review Boards at the Muhimbili University of Health and Allied Sciences, the
Tanzanian National AIDS Control Program, and the Harvard School of Public Health.

Laboratory methods

HIV-1 infection was determined by two sequential ELISAs (Wellcozyme, Murex Biotech
Ltd, Dartford, UK and Enzygnost anti-HIVV1+2 Behring Marburg, Germany), and discrepant
results were resolved by a Western blot test (Genetic Systems, Redmond, WA, USA). We
measured CD4 T-lymphocyte cell counts using either the FACScount or FACSCAN systems
(Becton-Dickinson, San Jose, CA, USA) and plasma viral load using the Amplicor HIV-1
monitor test version 1.5 assay (Roche Diagnostics Corp., Indianapolis, IN, USA).

Statistical analysis

RESULTS

We used linear regression models to examine the associations between baseline predictors
and the average changes in BMI and hemoglobin concentrations from baseline to 8 months
and from baseline to 14 months (18). A robust empirical variance structure was employed to
overcome deviations from normality. Baseline predictors of interest were sociodemographic
characteristics including sex, age, marital status, education, number of household assets
(from a list that included sofa, television, radio, refrigerator, and fan), money spent on food
per person per day, and frequency of purchasing meat including red meat, fish, or poultry.
Predictors of interest also included clinical and laboratory measures, namely Karnofsky
performance score, previous diagnosis with TB, the number of Mycobacterium tuberculosis
bacilli per sputum smear field, and CD4 cell counts. Viral load and HIV clinical disease
stage were also examined among HIV-positive patients. Multivariate regression models
were built to estimate the adjusted difference in change in nutritional status. We analyzed
separately by HIV status, because of differences in immunological profiles and possibly
differential associations between baseline predictors and change in nutritional status.
Predictors with p < 0.20 in univariate analyses were considered as candidates for the
multivariate model, and predictors with p < 0.05 along with age, sex, treatment assignment,
and other relevant factors were retained in the final multivariate model. We also examined
change in BMI or hemoglobin status by baseline nutritional status in the univariate analysis
(18). Malnutrition was defined as BMI < 18.5 kg/m2. Anemia was defined as hemoglobin <
13.0 g/dL for men and < 12.0 g/dL for women based on the WHO criteria (19). Severe
anemia was defined as < 8.5 g/dL. We visually examined changes in BMI and hemoglobin
levels by HIV status by fitting a restricted cubic splines model which provides flexible
smooth curves (20). All statistical analyses were conducted using SAS version 9.1 (SAS
Institute, Cary, NC, USA).

Of 887 patients with pulmonary TB, 471 were HIV-positive and 416 were HIV-negative
(Table 1). The majority of participants were men (58% of HIV-positive and 76% of HIV-
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negative patients). The average age was 32 years (SD = 9) at baseline. About 40% of HIV-
positive and 47% of HIV-negative TB patients were malnourished (BMI < 18.5 kg/m?) at
the time of diagnosis. Almost all patients were anemic (94% of HIV-positive and 84% of
HIV-negative patients). Most patients reported experiencing weight loss (81%), chronic
cough (88%), and fever (63%). Among HIV-positive patients, 37% had CD4 counts < 200
cells/mm3 and 9% were in WHO HIV clinical disease stage 4. The number of patients with
measurements at 8 and 14 months was 642 (72%) and 492 (55%) for anthropometry, and
537 (61%) and 427 (48%) for hemoglobin measurements.

Among all participants, mean BMI gradually increased until around 6 months during TB
treatment, and these gains persisted beyond treatment (Figure 1). On average, BMI increased
by 2.0 kg/m? among HIV-positive patients from baseline to 8 months, and by 2.7 kg/m?
among HIV-negative TB patients. At the end of treatment, 19% of HIV-positive patients and
12% of HIV-negative patients still had BMI < 18.5 kg/m2. During treatment, HIV-negative
patients gained an average of 7.4 kg and HIV-positive patients gained an average of 5.3 kg.
Among HIV-positive patients, older age, low CD4 cell counts, and high viral load were
significantly associated with a smaller increase in BMI from baseline to 8 months in the
multivariate model (Table 2). In univariate analysis, HI\VV-positive patients with BMI <18.5
kg/m? at baseline tended to show a greater increase in BMI from over the 8 month treatment
period, compared those who had BMI =18.5 kg/m? (crude difference = 0.4 kg/m?2, 95% CI =
-0.1, 0.8; p = 0.06). Socioeconomic status and indicators of TB severity were not associated
with the change in BMI during and after TB treatment among HIV-positive patients. Among
HIV-negative patients, low Karnofsky performance score (< 70%) was significantly
associated with greater increase in BMI from baseline to 8 months. However, all other
variables were not associated with change in BMI (Table 3).

Both HIV-positive and HIV-negative patients showed a rapid rise in hemoglobin levels from
baseline to 8 months (increase by 1.7 g/dL vs. 2.3 g/dL, respectively; Figure 2). However,
71% of HIV-positive patients and 31% of HIV-negative patients still remained anemic at the
end of 8 month treatment. Among HIV-positive patients, female sex, older age, low CD4
cell counts, advanced HIV clinical stage, previous TB infection, and less money spent on
food per person were significantly associated with a smaller increase in hemoglobin from
baseline to 8 months in the multivariate model (Table 4). HIVV-positive patients with severe
anemia (< 8.5 g/dL) at baseline showed a larger increase in hemoglobin than HIV-positive
patients who had hemoglobin = 8.5 g/dL (crude difference = 2.0 g/dL, 95% Cl = 1.4, 2.5; p
< 0.001). Among HIV-negative patients, female sex was the only variable associated with
smaller increases in hemoglobin concentrations during and after TB treatment (Table 5).

DISCUSSION

In a cohort of patients with pulmonary TB in Tanzania, about half of patients were
malnourished and almost all patients were anemic at the time of diagnosis. Both HIV-
positive and HIV-negative patients experienced increases in BMI and hemoglobin
concentrations during TB treatment. However, low CD4 cell counts among HIV-positive
patients were associated with smaller increases in BMI and hemoglobin levels during TB
treatment.

Malnutrition is common among TB patients, with prevalence estimates ranging from 21% in
Peru (BMI < 18.5 kg/m?) to 61% in Malawi and 62% in Uganda (BMI < 19.0 in Malawi and
Uganda) (7, 13, 21). Most TB patients experience substantial weight gain during TB
treatment (22, 23). Reported average weight gain during TB treatment include 4.9 kg in
Indonesia, 5.7 kg in Guinea-Bissau, and 6.9 kg in Tanzania (22-24). It is noteworthy that
patients in our study continued to have low BMI status even after the completion of
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treatment. Full recovery in nutritional status may take more time beyond the completion of
treatment. Weight gain during treatment may be mostly due to accumulated fat mass, and
patients may fail to restore body protein by the end of treatment (25). Understanding the
body composition of TB patients is important and it needs to be examined in future research
(26, 27).

In our study, HIV-positive patients with CD4 counts <200 cells/mm3 showed suboptimal
improvements in BMI and hemoglobin levels during TB treatment. Anorexia may lead to
poor nutritional status by reducing energy intake. Poor nutritional recovery may be also due
to delayed clearance of mycobacterial infection, other co-existing opportunistic infections,
and excess production of TNF-a, which may alter metabolism and impair weight gain.
Proinflammatory cytokines play an important role in the intracellular killing of
mycobacteria; however, excessive production leads to tissue damage and weight loss (28).
Overproduction of TNF-a may activate NFxB, which in turn enhances HIV replication and
may accelerate HIV disease progression (29). Highly active antiretroviral therapy (HAART)
is extremely important among HIV-positive patients during TB treatment. At the time of the
study, HAART was not available to most HIV-positive participants. WHO now recommends
that all HIV-positive individuals with active TB, irrespective of CD4 cell count, should
receive antiretroviral treatment as soon as possible after starting TB treatment (30).

Anemia is a highly common hematologic complication among TB patients and is a strong
risk factor for mortality (11). Almost all patients were anemic at the time of diagnosis.
Previous studies in sub-Saharan Africa also found a high prevalence of anemia; 88% of
HIV-positive and 77% of HIV-negative TB patients were anemic in Malawi (21, 31). We
found that the majority of HIV-positive patients remained anemic even after treatment. HIV-
associated anemia has been found to be associated with poor quality of life, HIV disease
progression, and mortality (32). Anemia in TB may largely be due to chronic inflammation.
Studies showed that a decline in the serum concentrations of C-reactive protein, the acute
phase reactants, coincided with the increase in hemoglobin concentration during treatment
(22, 33). Excessive production of pro-inflammatory cytokines, such as IL-6, TNF-a and
IFN-v, contributes to anemia through reduced production of erythropoietin, suppressed
response of bone marrow to erythropoietin, and altered iron metabolism, which may in turn
impair erythropoiesis (34). Poor quality diet could also account for anemia, and in fact, we
observed that patients who spent less money on food had poorer recovery of hemoglobin
levels. Women showed a smaller average increase in hemoglobin which may be due to
menstrual blood loss and poor quality diet.

Patients with low socioeconomic status may have insufficient dietary intakes and poor
quality diets, and may be vulnerable to food insecurity; however, measures of
socioeconomic status and frequency of meat purchase were not associated with change in
nutritional status in our study. A recent review concluded that there is insufficient evidence
to suggest whether incorporating nutritional supplements during TB treatment may improve
clinical outcomes (35). However, micronutrient supplements reduced the risk of early
recurrence in our study population and the role of nutritional support merits further research
(16).

Our study has limitations worth noting. One limitation is that HIV-positive patients were not
receiving antiretroviral therapy concurrently with TB treatment. Our findings need to be
confirmed under concomitant treatment with antiretroviral therapy. Our study did not
examine body composition and further research is needed to fully understand the extent of
nutritional recovery. Our analysis did not include patients who died before 8 or 14 months or
patients without measurements. Because these patients may have poor nutritional status,
excluding them from the analysis may have attenuated the associations between some of the
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baseline predictors and change in BMI or hemoglobin. Nevertheless, relatively small
proportion of patients (7.6% of HIV-positive and 0.7% of HIV-negative) died during the
first 8 months of TB treatment in the study. Our study may have limited generalizability
because the study excluded patients with hemoglobin <7.0 g/dL and Karnofsky score <40%,
and included only sputum-smear positive pulmonary TB patients. Another limitation may be
that participants received previous 8 months TB regimen. The National TB Programme in
Tanzania recently changed the TB treatment regimen from an 8 months regimen to a 6
months regimen which includes 6 months of rifampicin.

In conclusion, both HIV-positive and HIV-negative patients experienced increases in BMI
and hemoglobin concentrations during TB treatment. Because the majority of patients have
already lost substantial weight by the time they present to a clinic, early and intensified
identification of TB cases and treatment is essential. As malnutrition continues to place a
tremendous burden in resource limited countries, research is needed to examine the benefits
of incorporating nutritional supplements or food packages. Nutritional support may be
essential in combination with initiation of antiretroviral therapy for HIV-positive TB
patients.
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Figure 1.

Change in BMI by HIV status from TB treatment initiation. The curves were adjusted for
age, sex, and CD4 cell counts. The average increase in BMI from baseline to 8 months was
lower among HIV-positive patients than among HIV-negative patients (adjusted difference
= -0.5 kg/m?; 95% CI = -0.8, —0.2 kg/m?; p = 0.004).
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Figure 2.

Change in hemoglobin concentrations by HIV status from TB treatment initiation. The
curves were adjusted for age, sex, and CD4 cell counts. HIV infection was not associated
with a change in hemoglobin concentration from baseline to 8 months (adjusted difference =
-0.1 g/dL; 95% Cl =-0.5, 0.2 g/dL; p = 0.44).

Int J Tuberc Lung Dis. Author manuscript; available in PMC 2012 October 01.



Page 11

Kawai et al.

"UBWIOM 1oy T1p/B 0°ZT> pue uswi 1oy p/B 0°ET> ulgojBowiay Se pauljep sem m_Em:ﬂw

.NE\Q_ G'8T > IING Se paulyap sem m::mm\sm

"(ys.L) sBuiiys ueiuezue ur Aep Jad uosiad Jad pooy uo Juads awodul u_or_mm:o_._N

"paIou BSIMIBYI0 ‘BNjeA UaNns 10} AS F c%_\,_N

"T 9|qe 10} S810Ul004

- - (000°6.T ‘00S'€T) 002°€S  (000'L0Z ‘00S'TT) 008'T9 [(4O1) uerpawl] ‘(glwysaidod) peol [elIA
282 T Y9L 1v2 ¥ 189 SbZ ¥ 662 0vZ T 6EE (gwy) s3unoa 1183 ¥
(%2'TT) TT (%€'9) 02 (%z'91) 2¢ (%z'€T) 9¢ [(9) u] 9%60.> 8109s Axsjourent
(9%6°28) 28 (9%0°€8) €92 (9%5'56) 68T (%8'€6) 962 [(%) u] yerwauy
ETFE0T LTFETT STF26 6TFEO0T (p/B) urgolBowaH
GEFCee VZFTEC TEFVEe CTFVEL (wo) aoualaywinalid wie Jaddn-pip
(%G'9t) 9p (%9'21) T (%68'88) 9L (9%t°0t) 60T (%) u] gbunsem
vEFE6T TZFL8T SET 6T €TF 6T (zw/6x) xapul ssew Apog
T8F Loy G§9F TS v'6F0'8Y v'LFGES (631) yBram
§'9F G'GST G'9F699T G'9F 65T T'LF6'99T (wo) braH
(005'002) gee (008 '982) 005 (009 '052) 88¢ (006 ‘€€€) 005 [(401) verpaw] ~(us 1) pooy uo Juads Asuopy
(%9'89) 89 (%v'18) 85¢ (%8'5L) 05T (%S°€8) 82C [(9%) u] uorreanpa Asewid yo sreak g uey) alow paja|dwiod
TOTF6%6C L'8700¢ vLFOTIE rS8¥ €9 (s1eak) aby
(66 = U) LbwWoM  (LTE=U) LBIN (86T = U) WO (eLc=u)wIN Sol3s1830R JEy aulpseq
Sielred aAlebsu-A IH syue1red onIIsod- A TH

g1 yum sisoubelp Jo awi ay 1e sonsuaioeIey)

T alqel

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

Int J Tuberc Lung Dis. Author manuscript; available in PMC 2012 October 01.



Page 12

Kawai et al.

'Z d|qe 10} S810U1004

A (€T'v0-)€0 70F07¢ 09'0 (Lo'T1-)zo- §0F9T G0F98T (%0'6) 1€ v abels
80UaIayaY TOF67T aoualeey TOF6T Z0F96T (%0T6) €TE ¢ abeis
abes aseasip AIH
0uBIRsaY €0F 1T aouaIesey T0FLT €0FL6T  (%rza)ss glwysaldod 00'0T >
LS50 (50'6'0-) 2'0- TOFTT ST0 (zo'o1-)v'0- TO0FTT 07967  (%z68) 6vT  cWW/saldod 000'00T — 000°0T
100 (z0-'91-) 6°0- 2OFYVT 100°0> (0-'9T-) T'T- COFGST 20F26T  (%b8e) ovT guwysaidod 000°00T <
800 ¥00°0 peoj [eAIA
ouaIosey [AVEXA souasRsey T0F YT T0F 96T  (%L8E) viT gWW/S|190 0GE <
A (#'0'07-) €0~ €07%07¢ 920 (z0'6'0-) €0~ €07%07 €0F06T  (%6'€2) 68 gWW/s|I89 0S€ — 00C
4] (€0'TT-) ¥0- €0FLT 200 (To-‘z1-) L0- €0F9T vOFver  (%8'8T) 0L gWW/s|I82 002 - 00T
8T°0 (zo'e1-) 50~ €0¥8T 90°0 (00'21-)6°0- VOFST vOFL6T  (%9°8T)69 gWW/s]192 00T >
600 6000 1Unod ¥ao
100 (S1'20)80 €07%97¢ 1000 ZTv0TT €0F6C vOFT6T  (%L2T)09 PamopImM/padloAlq
€80 (£0'90-)T0 €0FTC 250 (e0'20-)z0- 20F0¢ 20F 26T (%90€) vv1 albuis
290 (60'90-) 20 €0FTT 220 (e0'z1-) 50~ €0F9T vOF V6T (%62) L€ Bunigeyod
3oulaley Z0F LT souasRsey Z0F6T T0FL6T  (%88Y) 0cC paLLe
SnJess |ellein
200 (To-"v'1-) L'0- TOFST 100 (co-'e1-) L0- T0F8T €0F86T (%0¥2) ETT sreak oy 2
250 (70 '8'0-) 2'0- 20%07¢ 900 (00'6'0-) 50— Z0F6T 20F¥6T  (%S2y) 002 sieaf 6€ - 0¢
ELIDETEN 20F€ET aoualaey 20F€ET 20F¢6T  (%9ee) 8sT s1eak og >
¥0°0 200 aby
0€0 (L0'C0-)€0 20F2? 190 (S0'c0-)T0 Z0FTT €0F86T (%0°Ch) 86T aewad
80URIBJOY 20F8T souBIByRY T0OF6T T0F26T  (%0783)€LC 8B
X8S
ghue ) 2(1D %56) m_w_mcnm,m ghue Z(1D %56)  syuow g 010
Joyse1d d  eowseylppesnipy  wouyabueyd oy sel'd d oouekyippesnlpy  wouyabueyd
(T = U) SUIUOW 7T 03 0 WO [INg Ulebueyd (82€ = U) SUILOWI g 01 0 W01} [ INg UTebUeyD TouIPSeq B INg (%) N sJoipe id suljpseg

"(sunaseq Jaye syiuow

T) Juswies)-sod pue (syiuow g) Juswieal) g1 40 pus 0} uoieniul woly sjusied g1 samisod-AlH Buowre (;w/Bx) 1INg ut 8Bueyd Jo sioipaid suljsseq

NIH-PA Author Manuscript

NIH-PA Author Manuscript

¢?olqel

NIH-PA Author Manuscript

Int J Tuberc Lung Dis. Author manuscript; available in PMC 2012 October 01.



Page 13

Kawai et al.

'sa[11enb ulyIM sanfeA ueipaw BuizAjeue Wouy PauILIqo SeM puai) 10j IS8 10y w:_m>.n_m

‘|apow 8jeLeAl|NW

3} Ul papn|oul Jou a1am Asy) ‘sny) pue ‘JINg Ul 9BUBYD YiIM PaleIoosse 10U aJam g1 Ynm sisoubelp snoiasid pue 'a100s souewiopad Axsjoules ‘1ess ayj ul 11[19eq Ise-pioe Jo Ausuap ‘aseyaind

Teaw Jo Aouanbaly ‘Aep Jad pooy uo Juads Asuow ‘s}asse Pjoyasnoy 40 JaquinU ‘[a3A3] UOITBINPT "[apOW S1eLIBAI} N a1esedas WOJ Paurelqo a1am peoj [eJIA o) sayewnsy ‘Juswubisse Juawiess pue ‘abels
asessIp AIH ‘SIUN0J |180 £AD ‘SNIEIS [ellIewW ‘afe ‘Xas sapnjoul Jey) 8dueLIeA [2oL1dwa 1SNQoS Y)IM [9pOoW UoIssalBias 1eaul| s1eLieAllnwW sy WOy PaYewnss a1am [|AIg Ul 8Bueyd ul ssouaiayip uwums._c,qw

"anjeA yons [[e 1oy 3S F %m_\,_N

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

Int J Tuberc Lung Dis. Author manuscript; available in PMC 2012 October 01.



Page 14

Kawai et al.

"3]GBLIBA SNONUIUOD B SB PaIalus Sem 8100s AXSJ0IeY| "sa|iienb UIylim sanfeA UeIpaw WOy PauIelqo Sem pusiy Joy 1s8) 10y m:_m>.n_m

"(02°0 <d) sisAeue ajerreAIuN Ul [ING Ul 9BUBYD UYJIM PRIRIDOSSE 10U 3JaM SB|qeLIeA JaYIQ uswubisse
JUBWIBAIY PUB ‘8100S ouewLIoyIad AYsjoures ‘siunod [189 QD ‘sniels [eliew ‘afe ‘xas sapnjoul ey [apou UoIssaBal 1eaul] sYeLleAlNW 8y} WOy PaTRWIISS a1aM |G Ul 8BUBYD Ul S8oUaIBlIp ugms.__o,qw

"an[eA yons |[e Jo} 3S F %m_\,_N

"€ 9|qe L 10} S810U1004

€00 (0z'T0TT G0F9¢€ G500 (T1'00)50 €0FEee €OFTLT (%S52) 1€ %0L >
souasesey T0¥97 0uBIRyeY TOFLT TOF06T (%5¢6) ¥8E %0L T

00 200 8109S ouewloyIad Axsjouiey
BouBIRsey €0FET 0UBIRYBY T0¥97¢ Z0¥88T  (%0°9¢) €T WS [92 0GL =
900 (z1'00) 90 Z0F0¢€ 6T0 (80'7'0-) €0 T0%87¢ 20F06T (%0'79) 92 gWw/s|[89 0GL >

800 220 1Unod ¥ao
2To (TT'%2-)90- L0FYe L0°0 (T0'9'1-) 8°0- VAR G0FC6T (%6°L) €€ PamopIm/padloAlq
100 (z0o-'v'1-) 8°0- T0FET €T0 (T'0'6'0-) v'0- 20F97C 20FS8T  (%Tey) SLT albuis
87’0 (T1've-) 90- LOFYe 960 (L0'L0-)00 €0F0€ GO0FG6T (%0°2) 62 Buniqeyod
30URI340Y TOFTE 30URIBJY T0F6C TOFT6T  (%0€ey) 6LT paLLIeN

SnJess [eltein
[4%0] (¥'1'T0-)90 E0FVE 980 (90'20-) T0- €0¥8¢C vOFC6T  (%T'ST)EY sreak op 2
LT0 (zo'z1-) 90~ €0FVT 8€0 (90'20-) z0- 20FLT 20F26T  (%6'92) 21T sieaf 6€ - 0¢
aouasesey 20¥9¢ 80URIBJOY T0¥8¢ 20F .81 (%629) Tve s1eak og >

€00 6.0 Elav
200 (ST'T0) 80 €0FEE 220 (80'C0-)€0 20F0°¢€ E0FV6T  (%8'€T) 66 alewad
30usJaley T0FG2 soualesey T0FLC T0F.8T  (%e9l) L1 I

XS

ghue 210 %56)  syjuow T 030 ghuon Z(1D %56)  syuow goig

Joyse1d d soua BYIp pesNlpy  wouyabueyy  loyselr‘d d oouekylppasnipy  wolysbueyd

{2z = U) syIuot 477 01 0 WoJj [N UTebUeyd {vT€ = U)SyIUOW g 07 0 WO} [ING UlePUeyD TOUIRSEq B IINg (%) N sJop|pe.dauljeseg

"(sunaseq Jaye syiuow
T) Juswieall-1sod pue (syluow g) Juswiealt g1 J0 pus 0) uoneniul wolj siusied g1 aanebau-AlH Buowe (;w/63) NG ul 8bueyd Jo sio03o1pald suljsseg

€9lgel

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

Int J Tuberc Lung Dis. Author manuscript; available in PMC 2012 October 01.



Page 15

Kawai et al.

¥50 (80'v'0-) 00 €0F0¢ 250 (ro'Lo-)zo- T0F9T 20F6%6 (%L92) €Tt USL 005 - 052
ST'0 (zo'T1-)90- CO0FGT L0°0 (To'e1-) 9°0- E0FVT 20796  (%622) L6 Usl ose >
850 500 pooj} uo juads Asuol
BouBIRsey T0¥6T 80UBIRYBY Z0¥07 T0¥96 (%r05) L€2 ON
680 (50'9'0-) T0- 20¥8T €00 (00'0T-) 50~ Z0FGT TOF00T (%9'6V) €€C SOA
uonosjul g snolnaid
050 (90'z1-) €0- Y0¥9T L0'0 (To'0e-)60- 90F60 €0F56 (%0°6) T€ v abeis
30URI3JY TOF6T ouaIRsey Z0¥87T T0%66 (%07T6)€TE € abeis
abess [eatud AIH
ouasRsey 20%07¢ BouaIRsey Z0F12 T0F20T  (%L8E) viT gWW/S|190 0G€ <
z€0 (#0'z1-) v0- €0FST 80 (7'0'6°0-) €0- €0F9T 20¥86  (%6'€7) 68 WSS OSE — 00T
2€0 o 'TT-) v'o- €0FET ¥00°0 (r0-'6'1-) T'T- r0F80 20F6'6  (%88T)0L sWW/sI® 00T — 00T
0.0 (9°0'6'0-) T'0- v0F9T 8.0 (0T'20-)T0 YOFLT 20F26  (%9'8T) 69 gWw/s|[89 00T >
050 910 1Unod ¥ao
120 (ST'€0-) 90 YOFLT Zro (c1's0-) €0 70F9T €0F66  (%LTT)09  Pamopim/padioAld
Ge0 (0T 'v0-) €0 €0¥2T €20 (0T 'C0-)v'0 T0FTC 20FG6  (%908) w1 albuis
2Lo (ot'L0-)20 G0F8T 60 (80'6'0-) 00 Y0F9T €0F00T (%6'2) L€ Bumigeyod
BouaIRsey TO0FLT 30URIBJY T0F9T TOF00T (%838y)0eC paLLIeN
SnJess [eltein
100°0> (Lo-'1e)vi- €0FTT €00 (To-'s1-) 8°0- E0FVT T0FE0T (%02 €Tt sreak op 2
L0°0 (00'2¢1-) 9°0- CO0F6T €20 (z0'8g0-) €0- 20%F8T T0F86 (%S2y) 002 sieak 6€ - 0¢
ouasesey €0FET ouasesey Z0F6T 70796 (%9°¢€€) 85T sreak og >
100°0> 5000 aby
100°0> (§0-'s'1-) 0'T- CO0FGT 100°0> (§0-'s1-) 0'T- T0FET T0F26 (%02y) 86T alewsd
20Uasasey Z0FTT ouasesey Z07%07¢ TOFE0T (%089)€Le 3eN
XS
gPe 20 %) syuowyror PN 2(0 %%6)  syuowgoy
Joys01'd d doud BYIp pesnlpy o woysbueyd oy sl 'd d 20ud oI pesnipy 0 woysbueyd
{rTz = U) SyItoW T 01 0 WO} UIGojpowsy Ujebueyd (2ZZ = U) SyItot g 01 0 WO 1} UIgopowey Ul ebueyd oullseq e gH (%)N  slopipaudaulpseg

NIH-PA Author Manuscript

v alqel

NIH-PA Author Manuscript

"(Bulaseq Jaye Ssyuow 1) uswiea
-1s0d pue (syluow g) 1uawiea g1 Jo pus 0] uoneniul wodiy syuaied g1 aanisod-AH Buowre (p/B) sjans) uigojbowsy ul abueyd Jo si0101paid auljaseg

NIH-PA Author Manuscript

Int J Tuberc Lung Dis. Author manuscript; available in PMC 2012 October 01.



Page 16

Kawai et al.

*s9|1enb UIYIIM SaNJeA UBIPaW WO.J PBUIRICO SeM puall 10 1Sa) 10} w:_m>.am

‘uigojBoway ul abueyd YiIm pajeldosse 10U aIaM Sa|geLIeA Jay10 Juswubisse Juswiiesal) pue ‘pooy uo juads Asuow ‘uoioajul

g1 snoiaaid ‘aBels [ea1ufo AlH ‘SIUNOD [180 $ D ‘SNIels [eliiew ‘abe ‘xas Sapn|oul Jey) [9poLU UoISsaIfal Jeaul| aleLieAl|nW ay) WOy Pajewsa a1am uiqojBowsy ui abueyd ul ssousiayip pasnipy

4

"aNn[eA yons |[e 4o} 3S F :mo_\,_w

‘b 8]qe.L 10} S810UI004

ERIEIETEN] Z0F8T

dUdIBs8y [AVEN TOF00T (%509 ¥12 YsL00s<

chuenl 2(10 %s56)
Joy 191 d d

syjow T 01
aoua olIp pesnipy 0 wouysbueyd

ghuel 2(10 %s6)
Joj1s01d d

syjuow g 0}
aoue oIp pesnipy 0 woysbueyd

(#T2 = u) syuow T 01 0 Wol} uigojbowsy uisbueyd

{2z = U) SyItow g 03 0 W01} UIgopowy Ul obueyd oulRsEq e gH (%) N

sJopips.daulpseg

NIH-PA Author Manuscript

NIH-PA Author Manuscript NIH-PA Author Manuscript

Int J Tuberc Lung Dis. Author manuscript; available in PMC 2012 October 01.



Page 17

Kawai et al.

"aN[eA Yons |[e 10§ 3S F UBdA|

.

‘G 9|ge_L 10} s|10u1004

80UBIBYRY 20F€T 80UBJBJOY 20%GT TOFETT  (%S8Y) GLT USL 00G =
1] (zo'01-) v0- Z0F9T v2'0 (ro'ro-)zo- 20F07¢ TOFTTIT  (%0'92) 76 UsL 00s - 052
¥6'0 (90'9'0-) 00 AV EXA 09°0 (#'0'9'0-) T'0- FAVEArS 20F80T  (%S'S2) 26 Usl ose >
Aep Jad uosiad
0.0 8v'0 Jad pooy uo uads Asuo
0UaJsasey €0FET ouasesey 20F57¢ 20F60T (%6'92) TTT ON
Ge0 (e'0'8'0-) €0~ T0%0C 01’0 (T'0'8°0-) v'0- TOFTC T0FZTT  (%T'el) 2og SOA
uonajul g1 Snolnald
EMIICIETER| TO0FLT ouBIRsey AVE A TOFZTT  (%0°9€) €T WS [92 0GL =
¥0'0 (01'00) 50 70¥F€T G0 (S0'v0-)T0 T0F€C TOFTTIT  (%0'v9) 982 gWw/s][89 0GL >
ST'0 590 1Unod ¥ao
vZ0 (s50'8'1-) L'0- 90FGT €e0 (0T'€0-) €0 Y0¥ LT FAVES A1) (%6'2) €€ PamopIm/padioAld
960 (20'9°0-) 00 T0FTC 190 (7'0'20-) 20~ FAVEXAS TOFCTT  (%T'2y) LT albuis
160 (oT'T1-)00 90F6T 0L'0 (90'60-) ¢0- YOFTC €0F90T (%0°2) 62 Bunigeyod
ouaIRsey TOFTT 30UBI3JY T0F€ET TOFZTT  (%0€y) 6LT paLLIeN
SnJess [eltein
ev'0 (TT'so-) €0 €07F2C 9.0 (so0's0-)T0- To0FVe 20F80T  (%T'ST)E9 sreak op 2
¥8'0 (9°0'8°0-) T0- 20%0¢ 90 (#'0'6'0-) 2'0- €0%2¢ 20FCTIT  (%6'92) 21T sieaf 6€ - 0¢
ouasesey 20707 ouasesey 10722 TOFTTT  (%6'29) Tve s1eak og >
580 96'0 by
€000 (e'0-'¢'1-) 8°0- 2OFVT 100°0> (§0-¥1-)0'T- 20F9T T0F€0T  (%8'€Z) 66 alewsad
80UBIBJY TOFET 80UBIBJY T0FGC TOFETT  (%e9l) L1 3B
X8S
ghuon 2(10 %56) ww_w%ﬁ ght.1) 210 %S6)  syuow g ol
oy 01 d d  oouekylppesnipy  woyyebueyy  Joyiser‘d d  oouskylppesnipy  wolysbueyd
(€T = U) SYyIUOW T 01 0 WO} UiGojbowsy uiebueyd {Z92 = U) SUIUOLI § 03 0 WO 1} UIGo[BoweY Ul abUeyd ouleseq 1 gH (%) N sJojipe id suljpseq

"(Bulaseq Jaye Ssyuow 1) uswiea

-1s0d pue (Syluow g) 1uswIea) g1 Jo pus 0] uoieniul wolj syuaned g1 aanebau-AlH Buowe (7p/6) sjaas] ulqojbowsay ul abueyd Jo sio1oipaid auljaseq

NIH-PA Author Manuscript

G 9lgel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Int J Tuberc Lung Dis. Author manuscript; available in PMC 2012 October 01.



Page 18

Kawai et al.

"3]ge1IeA SNONUIUOI B SB PaJalua Sem 8109 AXSJ0ed] 'SajIienb uIylim sanjeA uelpaw Wouy Paurelqo Sem pualy 1oy 1sa) 10} w:_m>-n_m

"uigojBowiay ur aBueyd YIIM PaYRIJ0SSE 10U dI8M S3|GRLIBA JU1Q JUsWUBISSe Juswileal) pue ‘pooy
uo juads Asuow ‘uondsgul g1 snoiaaid ‘suNod [199 D ‘sniels [elliew ‘abe ‘xas sapn|oul 1yl [9pOW UO0ISSaIBal Jeaul] a1elIeAIINW 8y} WO ParewlnIsa alam uigojboway ul abueyd ul saouaiayip uBm:.:eqw

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

Int J Tuberc Lung Dis. Author manuscript; available in PMC 2012 October 01.



