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ABSTRACT: The aim of this study was to assess the degree of implementation of
national guidelines for isoniazid preventive therapy (IPT) among human immunodeficiency virus (HIV)-infected individuals and factors affecting the impact of the
programme.
Twenty-eight infectious disease hospital units in Italy participated in this
observational, multicentre, prospective cohort study. A number of HIV-infected
subjects, (n=1,705) seen for the first time as outpatients, were included in this analysis.
Of the subjects considered, 1,215 out of the 1,705 completed purified protein
derivative (PPD) screening. Variables independently associated with offering and
completion of PPD screening included having acquired immune deficiency syndrome
(AIDS), higher educational levels and currently receiving therapy. Overall, 103 subjects
were identified as candidates for IPT. Of these subjects, five had tuberculosis and 15
had contraindications to IPT. Forty subjects agreed to start IPT, and 29 completed a
full-course regimen. The incidence of tuberculosis among IPT candidates who either did
not begin or discontinued IPT was 6.1 per 100 person-yrs, while no cases of tuberculosis
were observed in subjects completing IPT.
Several factors may limit the implementation of an isoniazid preventive therapy
programme for human immunodeficiency virus-infected persons. Physicians fail to offer
purified protein derivative screening to patients with high degrees of immunodeficiency,
and those with a more intense workload seem to pay less attention to this test. The high
number of contraindications among patients and their low level of acceptance further
affects the impact of isoniazid preventive therapy.
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Patients infected with both the human immunodeficiency virus (HIV) and Mycobacterium tuberculosis are at extremely high risk of developing active
tuberculosis [1]. Recent epidemiological studies using
deoxyribonucleic acid (DNA) fingerprinting analysis
of mycobacterial strains isolated in different populations, suggest that ¢50% of cases of tuberculosis, in
HIV-infected persons are due to reactivation of a
latent infection [2–4]. The majority of these could be
averted with the use of preventive therapy (recently
renamed by some "treatment of latent infection") [5].
Several clinical trials have demonstrated that isoniazid
preventive therapy (IPT) significantly reduces the risk
of active tuberculosis in tuberculin-positive HIVinfected persons [6–10], and this intervention is
recommended by national and international agencies

[11–13]. However, several factors have emerged that
limit its implementation. These include health system
operational problems, the prevalence of conditions
contraindicating preventive therapy, and low acceptance levels of preventive programmes by physicians
and patients [14].
In Italy, national guidelines issued in November
1994 recommend IPT for all dually-infected persons
[15]. In May 1995, a cohort study was established to
evaluate the degree of implementation of national
guidelines for preventing tuberculosis among persons
with dual infection. The present study aims to assess
factors affecting the impact of programme in an
industrialized country with free access to healthcare,
and to identify areas that should be targeted for
further educational efforts.
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Subjects and methods
Study design and selection of subjects
This multicentre, prospective, observational study
was to assess the implementation of Italian guidelines
regarding tuberculin screening and tuberculosis preventive therapy for HIV-infected persons [15]. These
guidelines are in table 1.
Twenty-eight infectious disease units, which belong
to an established research network on tuberculosis
and HIV infection (the Gruppo Italiano di Studio
Tubercolosi e AIDS or GISTA) participated in the
study. These units are located in 13 of Italy9s 20
regions, and all are in public hospitals, eight of which
are university teaching hospitals. All of these clinical
centres are experienced in HIV patient care. In Italy,
National Health Service regulations dictate that
acquired immune deficiency syndrome (AIDS)
patients and HIV-infected persons receiving antiretroviral therapy be cared for in designated infectious
disease units [16]. These units reporty40% of the total
number of AIDS cases notified in Italy (G. Rezza,
Istituto Superiore di Sanità, Reparto AIDS e MST,
Italy, personal communication).
Individuals (inpatients and outpatients) ¢18 yrs of
age, with confirmed HIV infection, seen for the first
time in participating units May 1, 1995–April 30,
1996, were recruited into the cohort study, and a total
of 2,160 subjects were considered. In the present
analysis, the 1,705 subjects presenting for the first time
as outpatients were included. Each of the participating
centres sought ethical approval according to local
regulations.

Table 1. – Summary of Italian guidelines on tuberculosis
preventive therapy in human immunodeficiency virus
(HIV)-infected persons
Candidates for preventive therapy
Positive tuberculin reaction (induration ¢5 mm at
48–72 h) or
Prior documented positive tuberculin reaction,
untreated or
Recent contacts with tuberculosis patients
Pretreatment evaluation
Chest radiography and clinical examination
Measurement of serum AST and bilirubin
Microbiological examination for Mycobacterium
tuberculosis only in presence of radiographical
or clinical findings suspicious of active tuberculosis
Contraindications to preventive therapy
History of adverse effects of isoniazid
Severe or decompensated liver disease
Serum AST above three times the upper limit of
normal level
Pregnancy
Recommended drug regimen
Self-administered isoniazid (300 mg daily) plus
pyridoxine (50 mg daily) for 6–12 months
Monitoring of treatment
Monthly clinical examination and measurement of
serum AST
AST: aspartate aminotransferase.

Data collection
At baseline, the following data were collected for
each enrolled subject: age, sex, country of birth, place
of residence, date of first positive HIV test, HIVtransmission category, history of active tuberculosis,
history of tuberculin skin test, recent close contact
with infectious active tuberculosis, and history of
IPT. Data on current antiretroviral drug use, CD4z
lymphocyte count, and HIV clinical status were also
recorded.
The medical charts of all HIV-infected subjects
indicated for tuberculin screening were reviewed 2
months after enrolment to collect data on purified
protein derivative (PPD) screening offered, performed, and read. Charts of candidates for IPT were
also reviewed to verify whether tests were performed
to exclude active tuberculosis, whether any other
contraindications were recorded and to collect results.
In addition, the date of IPT start, the presence of
contraindications, or any other reason for not starting
IPT were recorded.
In the present study, all follow-up data were
recorded prospectively. For all subjects included in
the study, data were abstracted twice a year from
clinical charts to provide the most recent documentation regarding CD4z lymphocyte count, diagnosis of
active tuberculosis, antimycobacterial therapy including at least two antituberculosis agents, antiretroviral
therapy, as well as the date of loss to follow-up or
death.
The clinical charts of subjects receiving IPT were
reviewed monthly. Self-reported data on pill taking,
clinical data, results of aspartate aminotransferase
(AST) and completion date of IPT or the date and
cause of therapy discontinuation were recorded.
All data were collected using standardized forms.
All forms were checked at the coordinating centre for
logical errors.
Outcome variables and definitions
The main outcomes of this analysis were: offer
and completion of PPD screening within 2 months
following enrolment, and a new diagnosis of active
tuberculosis during follow-up.
A case of tuberculosis was defined as the presence of
clinical signs and symptoms suggestive of tuberculosis,
confirmed by the isolation of M. tuberculosis in
culture or by clinical and radiological improvement
in response to antituberculosis therapy.
The clinical status of HIV infection was classified
according to the 1993 Centers for Disease Control and
Prevention (CDC) system [17]. AIDS cases were
defined as only subjects meeting the clinical criteria
of the CDC 1993 AIDS case definition [17].
Statistical analysis
Descriptive statistical methods were used to provide
a general profile of the study population and a
description of the subjects who initiated and completed the tuberculin screening and IPT.
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Univariate analysis was performed to examine
characteristics of centre possibly determining differences in offer and completion of PPD screening. The
Chi-squared test was used to compare proportions.
Logistic regression analysis was used to identify
determinants of completion of PPD screening. Two
different models, were fitted. In the first model, the
outcome variable was the offer of PPD by a physician.
In the second model the outcome variable was the
acceptance of PPD skin test and returning for test
reading. All demographic and clinical characteristics
collected at baseline were entered in both models.
Variables were included in the model as indicator
variables. Age was categorized as follows: 18–29 yrs,
30–34 yrs and ¢35 yrs, years of education as:v6, 6–8,
w8; CD4z cells count as: ¢500 mL-1, 499–200 mL-1
and v200 mL-1; time since first HIV-positive test as:
¡3 months and w3 months between the first HIVpositive test and enrolment; and origin as: born in
Italy or foreign born. Clinical centres of enrolment
were also included in both models as indicator
variables, and the joint significance of the clinic
variable was determined using the log-likelihood
test. In all analyses, a p-value ofv0.05 was considered
statistically significant.
To compute the incidence of tuberculosis, subjects
were excluded with active tuberculosis at baseline
examination or those who developed tuberculosis
within 4 weeks from enrolment. Subjects who died,
those who were lost to follow-up, or subjects initiating
antimycobacterial therapy within the same 4-week
period were also excluded. Each subject9s observation
period began on the date of enrolment and ended on
the earliest of the following dates: diagnosis of
tuberculosis; initiation, for any reason, of a course
of antimycobacterial therapy including at least two
antituberculosis agents; the last documented visit
before loss to follow-up; or the last follow-up visit
during the period January 1, 1998–June 30, 1998 for
subjects completing the study. Incidence rates of
tuberculosis were calculated per 100 person-yrs of
observation according to IPT status.
Confidence intervals (CI) for the incidence rates
were computed using the Poisson distribution. Statistical analyses were performed using standard statistical software.

had clinically defined AIDS (1993 CDC class C). At
enrolment, only 495 (21.0%) individuals were receiving antiretroviral therapy.

Purified protein derivative screening
Of the 1,705 enrolled subjects, 31 (1.8%) reporting a
history of active tuberculosis, three (0.2%) with a
history of antituberculosis therapy, six (0.4%) who
had already completed a full course of IPT, and 13
(0.8%) subjects who had a documented previous
positive PPD test were not considered for PPD skin
test screening. Nine hundred and fifty-three subjects
(55.6%) had the PPD skin test performed for the first
time w3 yrs after the first HIV-positive test.
A number of subjects (n=1,652) were eligible for
PPD screening and their progression through each
step of the procedure is summarized in figure 1.
Among the 437 (26.5%) subjects eligible for PPD
screening and not completing this procedure, 187
(42.8%) were not tested because medical staff failed to
offer the test, 160 (36.6%) refused the screening, and
90 (20.6%) did not return for reading. Eighty-one
(6.7%) of the 1,215 screened subjects had a positive
PPD skin test. The proportion of PPD positive
subjects was significantly higher among those with a
baseline CD4z lymphocyte count w199 mL-1 (73 out
of 832, 8.8% versus eight out of 377, 2.1%; pv0.001).

Characteristics associated with purified protein derivative screening
The proportion of subjects to whom PPD screening
was offered varied greatly among participating
centres, ranging 58.9–100%. Twenty out of 28 centres
offered PPD screening to w95% of enrolled subjects.
The only characteristics of centres offering PPD was
the number of reported AIDS cases during the
enrolment period (table 2). The proportion of subjects
completing PPD screening also varied among centres,
HIV-infected subjects with
indication for PPD skin test
1,652

Results
Of the 1,705 HIV-infected subjects considered for
the present study, 1,211 (71.0%) were male, 1,588
(93.1%) were born in Italy, and the median age was
33 yrs (range: 18–75). The mode of HIV infection was
intravenous drug use in more than half of the subjects
(865, 50.7%); sexual exposure accounted for 42.6% of
the study population, with heterosexual contacts
representing 66.4% of this group. The first HIVpositive test was performed a median of 14.4 months
(range 0–178.5) before enrolment. At baseline, CD4z
lymphocyte count was performed in 1,682 (98.7%)
subjects. The CD4z lymphocyte count was v200 mL-1
in 527 (30.9%) subjects, 200–499 mL-1 in 690 (40.5%),
and ¢500 mL-1 in 465 (27.3%) subjects; 177 (10.5%)

347 (21.0%) No

PPD
Done

90 (6.9%) No
1,134 (93.3%) No

Yes 1,305 (79.0%)

PPD
Read

Yes 1,215 (93.1%)

PPD positive
Yes 81 (6.7%)

Fig. 1. – Outcomes for 1,652 human immunodeficiency virus
(HIV)-infected subjects eligible for purified protein derivative
(PPD) skin testing.
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Table 2. – Distribution of participating centres by proportion of subjects to whom purified protein derivative (PPD)
screening was offered and who completed PPD screening
Characteristics of centres

PPD screening offer

Centres offering PPD screening n
Number of AIDS cases reported
during the enrolment period
#100
w100
Geographical location in Italy
North
Central
South
Hospital
Non-teaching
Teaching

PPD screening completion
p-value

v95%

w95%

8

20

1 (7.1)
7 (50.0)

13 (92.9)
7 (50.0)

5 (33.3)
1 (14.3)
2 (33.3)

10 (66.7)
6 (85.7)
4 (66.7)

6 (30.0)
2 (70.0)

14 (25.0)
6 (75.0)

¢95%

22

6

11 (78.6)
11 (78.6)

3 (21.4)
3 (21.4)

NS

NS

11 (73.3)
7 (100.0)
4 (66.7)

4 (26.7)
0 (0.0)
2 (33.3)

NS

NS

15 (75.0)
7 (87.5)

5 (25.0)
1 (12.5)

NS

0.03

Data are presented as n (%) unless otherwise stated. AIDS: acquired immune deficiency syndrome;

ranging 50.0–100%, with a median value of 88%. No
associations were found between the types of centres
and proportion of PPD screening completion
(table 2). To identify patient characteristics associated
with effective PPD testing, baseline demographic and
clinical variables of the 1,630 potential candidates for
PPD were entered into a logistic regression model. In
this analysis, which accounted also for variations
between centres, having AIDS and currently undergoing antiretroviral therapy were the variables independently associated with PPD offering (table 3). A
similar analysis was also performed to identify patient
characteristics associated with PPD test completion.
This analysis included the 1,445 subjects with an
indication for PPD to whom the test was offered.
Concomitant antiretroviral treatment and higher
educational levels were associated independently
with acceptance and completion of PPD screening.

p-value

v95%

NS:

nonsignificant.

In both of these logistic regression models, differences
among centres were statistically significant (pv0.001)
(table 3).
Screening for tuberculosis and contraindications to
isoniazid
The progression of the subjects who were candidates for IPT through each step of the procedure is
summarized in figure 2. Overall, 103 subjects were
identified as candidates for IPT (6.0% of 1,705
subjects): 81 had positive PPD at baseline, 13 had a
history of positive tuberculin skin test, and nine were
in close contacts with an infectious tuberculosis
patient. Of these 103 subjects, 10 (9.7%) did not
undergo screening to exclude active tuberculosis and
other contraindications to IPT. Of the 93 subjects

Table 3. – Logistic regression analysis of predictors of purified protein derivative (PPD) screening offer and completion
among human immunodeficiency virus (HIV)-infected patients*
PPD screening offer#

Characteristics
Subjects
offered
PPD
Subjects n
Years of
education
v6
6–8
w8
AIDS diagnosis
No
Yes
Antiretroviral
therapy
No
Yes

OR
Subjects
not offered
PPD

1445

185

319 (22.1)
682 (47.2)
444 (30.7)

55 (29.7)
92 (49.8)
38 (20.5)

1315 (91.0)
130 (9.0)
1015 (70.2)
430 (29.8)

95% CI

PPD screening completion}
p-value

OR
Subjects
Subjects
completing noncompleting
PPD
PPD

95% CI

p-value

1209

236

256 (21.2)
564 (48.6)
389 (32.2)

63 (26.7)
118 (50.0)
55 (23.3)

1.00
1.67 1.10–2.51
0.01
2.65 1.65–4.25 v0.001

160 (86.5)
25 (13.5)

1.00
1098 (90.8)
0.30 0.16–0.58 v0.001 111 (9.2)

217 (91.9)
19 (8.1)

1.00
1.36 0.75–2.46

NS

132 (71.4)
53 (28.6)

1.00
1.59 1.03–2.45

180 (76.3)
56 (23.7)

1.00
1.49 1.01–2.18

0.04

1.00
1.68 0.99–2.84
1.55 0.86–2.78

NS
NS

0.04

835 (69.1)
374 (30.9)

Data are presented as n (%) unless otherwise stated; OR: odds ratio; CI: confidence interval; NS: nonsignificant; AIDS:
acquired immune deficiency syndrome; *: Sex, age, origin, HIV transmission category, occupation, CD4z cell count, time
since first HIV-positive test, and clinical centres are included in the models; #: includes 1,630 patients for whom PPD screening
was indicated; }: includes 1,445 patients to whom PPD screening was offered.
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Discussion

HIV-infected
candidates for IPT
103
Yes 93 (90.3%)
Screening for
active TB
88 (94.6%) No
Active TB Yes 5 (5.4%)
73 (83.0%) No
IPT
contraindication Yes 15 (17.0%)
7 (9.6%)
Yes 66 (90.4%)
IPT offered
No
10 (9.7%) No

26 (39.4%) No

IPT accepted

11 (27.5%) No

373

Yes 40 (60.6%)

IPT completed

Yes
29 (72.5%)

Fig. 2. – Screening for contraindications to isoniazid preventive
therapy (IPT), initiation of IPT and completion of IPT among
103 human immunodeficiency virus (HIV)-infected candidates for
IPT. Candidates for IPT included 81 purified protein derivative
(PPD)-positive subjects, 13 subjects with a documented history of
PPD positivity, and nine PPD-negative close contacts with an
infectious tuberculosis (TB) patient.

screened, five had active tuberculosis and 15 had
contraindications (three had severe chronic liver
disease, 10 had elevated AST serum levels, and two
females were pregnant). Of the 73 candidates (83.0%)
with no contraindications for IPT, two were not
offered IPT because of chronic alcoholism, and five
because of infection with hepatitis B or hepatitis C
virus. Thus, IPT was offered to 66 patients, 40 (60.6%)
of whom agreed to begin therapy.

Follow-up and tuberculosis incidence
Eleven subjects (27.5% of the 40 subjects starting
IPT) discontinued IPT before the sixth month, four
following adverse reactions (neuropathy in two cases,
and increased AST serum levels in two) and seven
by their own decision. IPT was eventually completed
by 29 individuals: 1.7% of the 1,705 HIV-infected
subjects initially considered for this study, and 72.5%
of those starting IPT. Based on self-report, 10 subjects
(34.5%) were considered to have been 100% compliant
with the prescribed preventive regimen.
Among the 1,419 subjects with a follow-up period
w4 weeks, tuberculosis was diagnosed in 10 patients
(0.7%) over 2,522 person-yrs of observation, giving an
overall incidence rate of 0.4 (95% CI 0.19–0.73) per
100 person-yrs. The incidence of tuberculosis among
IPT candidates who either did not start or discontinued preventive therapy was 6.1 per 100 person-yrs
(95% CI 1.97–14.15), while it was 0.2 per 100 personyrs (95% CI 0.07–0.49) among non-IPT candidates.
No cases of tuberculosis were observed among the 29
subjects completing IPT over 37.3 person-yrs of
observation after IPT (95% CI of incidence rate,
upper limit: 6.26 per 100 person-yrs).

The present study highlights a number of pitfalls
complicating the implementation of IPT guidelines for
dually infected persons. More than a quarter of the
subjects included in this study in whom tuberculin screening was indicated, failed to complete it.
Physicians were more likely to offer PPD screening to
patients taking antiretroviral treatment, and to
patients in the less advanced stages of HIV infection
upon enrolment. About 15% of candidates for IPT
had contraindications to isoniazid, andy10% of those
without contraindications were not offered IPT by
their supervising physicians. Furthermore, 55% of
candidates who were offered IPT, either refused or
decided to discontinue prior to completion. Finally,
the incidence of tuberculosis among IPT candidates
who either did not begin or did not complete
preventive therapy was very high, while no cases
were detected among those completing IPT.
Previous studies of the implementation of IPT
programmes in high risk populations also reported a
high proportion of failure to complete tuberculin
screening [18–23]. In particular, a retrospective study
conducted in a population of HIV-infected patients in
New York City, NY, USA, showed that physicians
failed to submit 40% of the potential candidates to
tuberculin screening [24]. However, this study did not
distinguish between subjects to whom the PPD test
was not offered and those who refused the test or did
not return for reading. The present study found that
physician failure to offer a PPD skin test accounts, on
average, for 40% of the total number of subjects
missing this procedure, and this proportion varied
widely among centres. It has been recently suggested
that field experience in the care of HIV-infected
patients may be the best predictor of physician
compliance with a recommended tuberculin-skin test
procedure [25]. Conversely, the authors observed a
lower proportion offered the PPD skin test in those
centres reporting higher number of AIDS cases, whilst
routine tests such as CD4z cell count were usually
performed in the vast majority of HIV-infected
individuals. A possible explanation for this apparent
difference could be that, among physicians working in
centres specialized in HIV care, those with a higher
patient load pay less attention to other important
recommendations such as the PPD skin test.
PPD screening was more likely to be offered to
patients receiving antiretroviral treatment, and to
those in the less advanced stages of HIV infection.
These findings may reflect physicians9 attitudes to
offering the PPD test to HIV-infected persons
attending centres more frequently, with deliberate
avoidance of skin testing in the advanced stages of
HIV infection, when the test is likely to be negative
due to a high degree of immunocompromise [26].
The very high proportion of contraindications to
isoniazid, mainly due to chronic hepatitis, observed in
the present study is not unexpected in a population of
HIV-infected persons largely composed of intravenous drug users. The high prevalence of co-infection
with hepatitis B or hepatitis C viruses frequently leads
to chronic hepatitis and cirrhosis [27, 28]. Moreover,
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some candidates were excluded from IPT although
they did not have established contraindications to
isoniazid. This was largely justified by serological
evidence of hepatitis B or hepatitis C virus positivity
even without evidence of liver damage. This finding
may reflect overestimation of the risk of fatal
isoniazid-related hepatitis by physicians, although
this risk is extremely low in closely monitored individuals with no contraindications [29].
The reluctance of HIV-infected subjects to complete
PPD screening and preventive therapy represents a
further factor hampering the full implementation of
guidelines. A similar problem was observed in an
inner-city population IPT programme carried out in
the mid-1960s [18]. In the present study, the determinants of noncompletion of PPD skin testing were a
low level of education and no concomitant antiretroviral treatment. These results may reflect attitudes
of HIV-infected patients receiving care in clinical
centres: high educational level and acceptance of
antiretroviral treatment result in better understanding
and a more serious attitude toward receiving care [30,
31]. Moreover, the significant variation among centres
in the proportion of noncompletion of PPD screening
observed in the present study suggests that the quality
of counselling by health care providers may also
influence acceptance of this procedure [32].
Finally, the ability of this IPT programme to
identify HIV-infected persons with latent tuberculosis
infection is further impaired by the length of time
elapsing between the first HIV-positive test and the
PPD procedure, which results in a greater number of
false-negative tuberculin tests due to HIV-related
immunosuppression [26].
The main consequence of the difficulty in the
implementation of IPT guidelines to prevent tuberculosis among HIV-infected persons is obviously a high
proportion of patients who do not take advantage of
this well established tool. The observed high incidence
of tuberculosis among IPT candidates noncompliant
with IPT and, conversely, the absence of active tuberculosis among those who completed IPT, confirm its
crucial role in decreasing the risk of tuberculosis
among HIV-infected persons [6–10].
The main limitations of the present study need to be
mentioned. Firstly, the study was not carried out on a
random sample of Italian clinical centres caring for
HIV-infected patients. Rather, it was done in those
centres which belong to an established operational and
epidemiological research network. However, centres,
participating in this study accounted for y40% of the
total number of AIDS cases reported in Italy during
the study period. Secondly, a high proportion of
subjects in the present study were intravenous drug
users, as is the case for most HIV-infected persons
in Italy. This may limit the generalizability of the
presented findings to other industrialized countries. In
particular, in populations with a lower proportion of
intravenous drug users, a lower frequency of contraindications to IPT due to co-infection with hepatitis
viruses would be expected. However, drug use was not
a determinant of poor adherence to skin testing.
Thirdly, for the purpose of the present study only
PPD tests performed within the first 2 months of the

first clinic visit were considered, and this may have led
to underestimation of the true completion rate of
screening. Nevertheless, follow-up data showed no
evidence of initiation of IPT in patients other than
those screened within the first 2 months after
enrolment. Finally, physicians working in participating centres were not unaware that a study on
implementation of IPT guidelines was being conducted, and this may have influenced their attitude
toward the screening and treatment procedures.
The results of the present study clearly indicate the
need for interventions aimed to improve the implementation of national guidelines for isoniazid preventive therapy among human immunodeficiency
virus-infected persons. Firstly, educational and training programmes for healthcare providers, even for
those experienced in human immunodeficiency virus
care, should become a priority. These programmes
should heighten awareness of the efficacy of isoniazid
preventive therapy in dually-infected persons, emphasize the importance of early purified protein derivative
screening, and properly address physicians9 concerns
for fatal isoniazid-related hepatitis. Secondly, interventions targeted to improve tuberculosis education
among human immunodeficiency virus-infected persons are needed, as also suggested by previous studies
[24]. Finally, to maximize adherence to isoniazid preventive therapy among high-risk human immunodeficiency virus-infected persons, new approaches are
necessary. The recently published American guidelines
recommending short-course regimens based on rifampicin and pyrazinamide are probably an effective
means for improving patient adherence [5].
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Ministero della Sanità. Programma di interventi
urgenti per la prevenzione e la lotta contro l9AIDS.
Legge 5 giugno 1990, n. 135.
Centers for Disease Control. 1993 revised classification system for HIV infection and expanded surveillance case definition for AIDS among adolescent and
adults. MMWR Morb Mortal Wkly Rep 1992; 41: 1–19.

18.
19.
20.

21.
22.

23.

24.

25.

26.
27.

28.

29.
30.

31.

32.

375

Khoury SA, Theodore A, Platte VJ. Isoniazid
prophylaxis in a slum area. Am Rev Respir Dis 1969;
99: 345–353.
Metha JB, Dutt AK, Harvill L, Henry W. Isoniazid
preventive therapy for tuberculosis. Are we losing our
enthusiasm? Chest 1988; 94: 138–141.
Bock NN, Metzger BS, Tapia JR, Blumberg HR. A
tuberculin screening and isoniazid preventive therapy
program in an inner city population. Am J Respir Crit
Care Med 1999; 159: 295–300.
Ferebee SH. Controlled chemoprophylaxis trials in
tuberculosis: a general review. Adv Tuberc Res 1969;
17: 28–106.
Sorresso DJ, Metha JB, Harvill LM, Bentley S.
Underutilization of isoniazid chemoprophylaxis in
tuberculosis contacts 50 years of age and older. A
protective analysis. Chest 1995; 108: 706–711.
Moreno S, Miralles P, Diaz MD, et al. Isoniazid
preventive therapy in human immunodeficiency virus
infected persons. Long-term effect on development of
tuberculosis and survival. Arch Intern Med 1997; 157:
1729–1734.
Sackoff JE, Torian LV, Frieden TR, Brudney KF,
Menzies IB. Purified protein derivative testing and
tuberculosis preventive therapy for HIV-infected
patients in New York City. AIDS 1998; 12: 2017–
2023.
De Riemer K, Daley CL, Reingold AL. Preventing
tuberculosis among HIV-infected persons: a survey of
physicians9 knowledge and practices. Prev Med 1999;
28: 437–411.
Pesanti EL. The negative tuberculin test. Tuberculin,
HIV, and anergy panels. Am J Respir Crit Care Med
1994; 149: 1699–1709.
Stubbe L, Soriano V, Antunes F, et al. Hepatitis C in
the EuroSIDA cohort of European-infected patients:
prevalence and prognostic value. Conference Record
of the 12th World AIDS Conference (abstract 22261).
Geneva, Switzerland, International AIDS Society,
1998.
Soto B, Sanchez-Quijiano A, Rodrigo L, Leal M.
HIV-infection modifies the natural history of chronic
parenterally acquired hepatitis C with unusually rapid
progression to cirrhosis. A multicentre study on 547
patients. J Hepatol 1997; 26: 1–5.
Snider DE Jr, Caras IC. Isoniazid-associated hepatitis
death: a review of available information. Am Rev
Respir Dis 1992; 145: 494–497.
Gordillo V, del Amo G, Soriano V, Gonzalez-Lahoz J.
Sociodemographic and psychological variables influencing adherence to antiretroviral therapy. AIDS
1999; 13: 1763–1769.
Mostashari F, Riley E, Selwyn PA, Altice FL.
Acceptance and adherence with antiretroviral therapy
among HIV-infected women in a correctional facility.
J Acquir Immune Defic Syndr Hum Retrvirol 1998; 18:
341–348.
Van Drunen, Bonnicksen G, Pfeiffer AJ. A survey of
tuberculosis control programs in seventeen Minnesota
hospitals: implication for policy development. Am
J Infect Control 1996; 24: 235–242.

