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Incidence of Tuberculosis among HIV-Infected
Patients Receiving Highly Active Antiretroviral
Therapy in Europe and North America

The Antiretroviral Therapy Cohort Collaboration®

(See the editorial commentary by Lawn and Wood on pages 1783-6)

Background. 'We obtained estimates of the incidence of tuberculosis (TB) among patients receiving HAART
and identified determinants of the incidence.

Methods. We analyzed the incidence of TB during the first 3 years after initiation of HAART among 17,142
treatment-naive, AIDS-free persons starting HAART who were enrolled in 12 cohorts from Europe and North
America. We used univariable and multivariable Poisson regression models to identify factors associated with the
incidence.

Results. During the first 3 years (36,906 person-years), 173 patients developed TB (incidence, 4.69 cases per
1000 person-years). In multivariable analysis, the incidence rate was lower for men who have sex with men,
compared with injection drug users (relative rate, 2.46; 95% confidence interval [CI], 1.51-4.01), heterosexuals
(relative rate, 2.42; 95% CI, 1.64-3.59), those with other suspected modes of transmission (relative rate, 1.66; 95%
CI, 0.91-3.06), and those with a higher CD4" count at the time of HAART initiation (relative rate per log, cells/
pL, 0.87; 95% CI, 0.84-0.91). During 28,846 person-years of follow-up after the first 6 months of HAART, 88
patients developed TB (incidence, 3.1 cases per 1000 person-years of follow-up). In multivariable analyses, a low
baseline CD4" count (relative rate per log, cells/uL, 0.89; 95% CI, 0.83-0.96), 6-month CD4" count (relative rate
per log, cells/uL, 0.90; 95% CI, 0.81-0.99), and a 6-month HIV RNA level >400 copies/mL (relative rate, 2.21;
95% CI, 1.33-3.67) were significantly associated with the risk of acquiring TB after 6 months of HAART.

Conclusion. The level of immunodeficiency at which HAART is initiated and the response to HAART are
important determinants of the risk of TB. However, this risk remains appreciable even among those with a good
response to HAART, suggesting that other interventions may be needed to control the TB epidemic in the HIV-
infected population.

Infection with HIV is an important risk factor for tu-
berculosis (TB). Approximately a half-million cases of
TB attributable to HIV infection occur worldwide each
year, and TB accounts for ~10% of all AIDS-related
deaths among adults [1]. HIV infection may also have
an indirect effect on the incidence of TB by increasing
transmission rates of Mycobacterium tuberculosis, with

Received 7 July 2005; accepted 11 August 2005; electronically published 11
November 2005.

? Members of the study group are listed at the end of the text. Writing
committee: Enrico Girardi, Caroline A. Sabin, Antonella d"Arminio Monforte, Bob
Hogg, Andrew N. Phillips, M. John Gill, Francois Dabis, Peter Reiss, Ole Kirk, Enos
Bernasconi, Sophie Grabar, Amy Justice, Schlomo Staszewski, Gerd Fatkenheuer,
and Jonathan A. C. Sterne.

Reprints or correspondence: Dr. Enrico Girardi, Dipartimento di Epidemiologia,
Istituto Nazionale per le Malattie Infettive L. Spallanzani-IRCCS, Via Portuense
292, 00149 Rome, ltaly (girardi@inmi.it)

Clinical Infectious Diseases 2005;41:1772-82
© 2005 by the Infectious Diseases Society of America. All rights reserved.
1058-4838/2005/4112-0015$15.00

negative consequences for both HIV-negative and HIV-
positive persons [2, 3].

Although the risk of developing TB is reduced by
70%-90% among HIV-infected persons receiving
HAART, compared with untreated individuals [4-7],
TB continues to occur [8]. Furthermore, TB has be-
come relatively more common when considered as a
proportion of all AIDS-associated opportunistic infec-
tions [9]. Whether the occurrence of TB among
HAART-treated patients is caused by a lack of response
to HAART, whether it is linked to an inability of
HAART to completely reconstitute the immune system,
or whether these cases would have occurred anyway in
the absence of HIV infection is unclear.

Our understanding of the possible impact of HAART
on HIV-associated TB remains limited. Although the
incidence of TB after starting HAART has been esti-

mated, little information is available on the relationship
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between the risk of TB after starting HAART and either pre-
existing immunodeficiency or virological and immunological
responses to HAART. We analyzed data from the Antiretroviral
Therapy (ART) Cohort Collaboration [10] to obtain estimates
of the incidence of TB among patients receiving HAART and
to identify potential determinants of this incidence.

METHODS

The ART Cohort Collaboration is an international collabora-
tion of cohort studies from Europe and North America set up
to describe the prognosis of antiretroviral-naive patients start-
ing HAART for the first time. The study has been described in
detail elsewhere [10]. Prospective cohort studies were eligible
for inclusion if they had enrolled at least 100 antiretroviral-
naive patients with HIV-1 infection aged =16 years who had
started HAART with at least 3 drugs, including nucleoside re-
verse-transcriptase inhibitors, protease inhibitors, and/or non-
nucleoside reverse-transcriptase inhibitors. The data set utilized
in the current analysis was collected at the start of 2003 and
includes data for patients starting HAART between 1996 and
early 2003 from 12 cohorts: the AIDS Therapy Evaluation Pro-
ject—Netherlands, the Aquitaine Cohort, the HAART Obser-
vational Medical Evaluation and Research cohort study from
the British Columbia Centre for Excellence in HIV/AIDS, Col-
laborations in HIV Outcomes Research, EuroSIDA, the Frank-
furt HIV Cohort, the French Hospital Database on HIV, the
Italian Cohort of Antiretroviral-Naive Patients, the Koln/Bonn
Cohort, the Royal Free Hospital Cohort, the South Alberta
Clinic Cohort, and the Swiss HIV Cohort Study.

Because the primary aim of this analysis was to describe the
incidence of new cases of TB in this cohort, individuals with
a prior diagnosis of AIDS (who may have experienced TB before
starting HAART) were excluded (information on specific AIDS-
related events previously experienced was not included in the
data set). We considered the incidence of TB during the first
3 years after starting HAART and investigated factors associated
with this incidence. Person-years of follow-up (PYFU) were
calculated from the date of starting HAART until the date of
death, the date of last follow-up visit at the clinic, or 3 years
after starting HAART, whichever occurred first. The following
baseline factors were considered: sex, risk group (men who have
sex with men, injection drug user, heterosexual, or other/not
known), year of starting HAART (1997 or earlier, 1998, 1999,
2000, and 2001 or after), CD4" cell count at baseline (stratified
as <50, 50-199, 200-349, 350-499, and =500 cells/uL, and also
treated as a continuous variable after a log, transformation, so
that relative rates reflect the impact of a doubling in the CD4"
count on the TB rate), HIV RNA level at baseline (either <5
or =5 log,, copies/mL), type of HAART regimen (fitted as
binary variables indicating patients who received regimens in-
cluding protease inhibitors, nonnucleoside reverse-transcrip-

tase inhibitors, or nucleoside reverse-transcriptase inhibitors
only; those patients receiving regimens including both protease
inhibitors and nonnucleoside reverse-transcriptase inhibitors
were included in both groups), age (either <37 or >37 years),
and time since starting HAART (0-3, 4-6, 7-12, 13-24, and
25-36 months after start of HAART, but modelled as a con-
tinuous variable by taking the midpoint of each interval [11]).
All analyses were adjusted for cohort to indirectly account for
geographical region. Univariable and multivariable Poisson re-
gression models were used to identify factors independently
associated with the incidence of TB using the GenMod pro-
cedure in the SAS software, version 8 (SAS).

We then considered the incidence of TB in relation to re-
sponse to HAART. For this analysis, because CD4" cell counts
were only available in the data set at 6 months after starting
HAART (the nearest CD4" cell count within the window of 3—
9 months after starting HAART), events and PYFU were only
considered after this time point. Poisson regression models were
used to identify whether the incidence of TB over this time
period was associated with the immunological and virological
response to HAART at 6 months after controlling for baseline
disease status and for the other risk factors identified in the
first analysis. Because analyses that considered the incidence of
TB in relation to the baseline CD4" cell count suggested that
the risk of TB increased in an exponential way with a decreasing
CD4" cell count, the final multivariable model included the
CD4" cell counts at baseline and at 6 months as continuous
measurements after a log, transformation.

RESULTS

In total, 17,142 (77.2%) of the 22,217 patients had no prior
AIDS event at the time of starting HAART. The majority of
patients were male (74%), were infected with HIV through
sexual transmission (75%), and had a CD4" cell count <350
cells/uL at the time of starting HAART (64%). The majority
(63.1%) started a HAART regimen including =1 protease in-
hibitors (table 1). The median duration of follow-up for pa-
tients in the cohort after starting HAART was 2.8 years (range,
0-7.9 years).

Baseline factors associated with the incidence of TB during
the first 3 years of follow-up. During the first 3 years (36,906
PYFU), 173 patients developed a first episode of TB (incidence,
4.69 cases per 1000 PYFU; 95% CI, 3.99-5.39 cases per 1000
PYFU). Two patients died within 2 months after receiving their
TB diagnosis; these cases occurred at 2 weeks and 2 years after
starting HAART. The TB rate was highest in the first 3 months
after starting HAART but decreased with increased exposure
to HAART (table 2). TB rates were higher among women than
among men; higher among those infected via heterosexual sex,
injection drug users, and those with other or unknown risk
factors, compared with men who have sex with men; higher
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Table 1. Demographic and clinical characteristics of patients
included in an analysis of tuberculosis incidence, Antiretroviral
Therapy Cohort Collaboration, 1996-2003.

Value

Characteristic (n = 17,142)
Female sex 4457 (26.0)
Age, median years (IQR) 36 (31-42)
Risk group

MSM 6689 (39.0)

Injection drug user 2890 (16.9)

Heterosexual 6129 (35.8)

Blood product recipient 132 (0.8)

Other/not known 1302 (7.6)
CDA4* cell count at HAART

initiation, cells/uL

Median value (IQR), cells/ul 280 (160-419)

<50 1289 (7.5)

50-199 4307 (25.1)

200-349 5358 (31.3)

350-499 3572 (20.8)

=500 2616 (15.3)

HIV RNA level at HAART
initiation, copies/mL

Median value (IQR), copies/mL 59,770 (15,000-180,000)

<100,000 10,592 (61.8)
=100,000 6550 (38.2)
Year of HAART initiation
1997 or before 4672 (27.3)
1998 3613 (21.1)
1999 2874 (16.8)
2000 2434 (14.2)
2001 or after 3549 (20.7)
Type of HAART received
Pl-based 10,815 (63.1)
NNRTI-based 4511 (26.3)
Pl and NNRTI 332 (1.9)
NRTI only 1484 (8.7)

NOTE. Data are no. (%) of patients, unless otherwise indicated. IQR, in-
terquartile range; MSM, men who have sex with men; NNRTI, nonnucleoside
reverse-transcriptase inhibitor; NRTI, nucleoside reverse-transcriptase inhibi-
tor; PI, protease inhibitor.

in recent calendar years than earlier; and higher in patients with
low CD4" cell counts and high HIV RNA levels at the time of
HAART initiation. Of the 173 cases of TB, 86 (49.7%) were
pulmonary and 87 (50.3%) were extrapulmonary; the ratio of
pulmonary to extrapulmonary cases did not vary greatly by
calendar time, CD4" cell count, or duration of HAART
exposure.

Results from the multivariable Poisson regression analyses
(table 3) suggested that rates were lower in men who have sex
with men compared with other risk groups and in those starting
HAART in 1998 or earlier compared with those starting
HAART in later years. In addition, a higher CD4" cell count

at the time of starting HAART was independently associated
with a reduced incidence of TB. There was no independent
relationship between the baseline HIV RNA level and the in-
cidence of TB after adjustment.

Incidence of TB in relation to response to HAART.
Of the 17,142 patients included in the study, 15,243 (88.9%)
and 14,930 (87.1%) had a CD4" cell count and an HIV RNA
measurement, respectively, 6 months after starting HAART.
CD4" cell counts had increased by a median of 107 cells/uL
(interquartile range [IQR], 30-200 cells/uL) over this period
to a median of 397 cells/uL (IQR, 251-571 cells/uL), and HIV
RNA levels were <400 copies/mL in 9993 patients (66.9%). Of
the patients included in the study, 3781 (24.8%) had experi-
enced a CD4" cell count increase of >200 cells/uL, 4096 (26.9%)
had experienced an increase of 101-200 cells/uL, and 7366
(48.3%) had experienced an increase of <100 cells/uL (includ-
ing 2615 patients who experienced a decrease in CD4" cell
count). CD4" cell count increases during the first 6 months of
HAART were not significantly different between individuals
who developed TB during the first 6 months and those who
developed TB subsequently, whether change was considered in
absolute (P = .58, by the Mann-Whitney U test) or relative
terms (P = .30).

During the subsequent 28,846 PYFU following the 6 month
time point, 88 patients developed a new case of TB (3.05 cases
per 1000 PYFU; 95% CI, 2.41-3.69 cases per 1000 PYFU). TB
rates during this period were again highest in those with a low
CD4" cell count, either at baseline or at 6 months after HAART
initiation (table 4). Those patients who experienced the smallest
increases in CD4" cell count during the first 6 months of
HAART had a higher TB rate from 6 months onward than did
individuals who experienced larger increases in CD4" cell count.
TB rates were also higher from 6 months onward in those whose
baseline and 6-month RNA levels were higher. In multivariable
analyses (table 3), the CD4" cell count at 6 months and the
baseline CD4" cell count both remained associated with the
incidence of TB from 6 months onward. Individuals with an
HIV RNA level >400 copies/mL at 6 months were at twice the
risk of a subsequent TB event, compared with those with lower
HIV RNA levels, but an HIV RNA level =100,000 copies/mL
at the start of HAART was not significantly associated with the
incidence of TB after controlling for the 6-month level and for
CD4" cell counts at the 2 time points (adjusted relative rate,
0.87; 95% CI, 0.53—1.45; P = .60). The relative rates associated
with the CD4" cell count at baseline and at 6-months were
similar when the analysis was restricted to those with an HIV
RNA level <400 copies/mL at 6 months (relative rates, 0.90 and
0.92, respectively), although the estimate for the 6-month value
was no longer statistically significant, because of the reduced
number of individuals in this analysis.
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DISCUSSION

Analyses of the incidence of TB among individuals receiving
HAART have been hampered, even in large cohorts, by the
small number of individuals developing the disease. We ad-
dressed this issue by analyzing data from patients starting
HAART who were enrolled in several cohorts in Europe and
North America. The majority of patients were enrolled in coun-
tries where annual TB incidence rates in the general population
are <20 cases per 100,000 population [12]. Among these pa-
tients, we found an overall incidence of TB of 4.7 cases per
1000 PYFU. The CD4" cell count at the time of starting HAART
and the immunological response to treatment measured after
6 months of therapy were both independently associated with
the risk of TB over the subsequent 2.5-year period. Although
a virological response to HAART was associated with a reduced
risk of TB, the baseline HIV RNA level was not. Thus, those
at higher risk of TB are those with poorer immunological or
virological responses to HAART and those starting HAART
with more-advanced immuno-suppression.

Previous European and North American studies conducted
in the pre-HAART era reported an increased risk of TB for
those with HIV infection, ranging from 1% to 9% per year
[13]. In the present analysis, we observed an incidence of 13.1
cases per 1000 PYFU during the first 3 months after starting
HAART, a figure approaching that seen for untreated HIV-
infected individuals. This observation is consistent with reports
that the risk of developing an opportunistic infection may be
only slightly reduced in the first months after initiation of
HAART [14]. It is possible that this high rate may reflect de-
layed diagnosis in those whose symptoms were being investi-
gated at the time of initiation of HAART. It is also possible
that the high rate may reflect the impact of immune reconsti-
tution [15], although increases in CD4" cell count during the
first 6 months were similar for patients who developed TB in
the first 6 months and patients who developed TB later, sug-
gesting that this explanation was unlikely. Although a striking
reduction in incidence of TB was achieved in the first 6 months
after starting HAART, the risk of TB continued to decrease over
the period of observation among those patients remaining un-
der follow-up. This decrease in risk may reflect a progressive
restoration of the ability of the immune system to control M.
tuberculosis infection, and it is in agreement with in vitro studies
suggesting that restoration of cellular immunity against TB may
be delayed after initiation of HAART [16].

The incidence of TB was associated with the CD4" cell count
before starting HAART, which is consistent with results from
studies involving untreated patients [17]. The baseline CD4"
cell count remained associated with the incidence of TB from
6 months after initiation of HAART, even after controlling for
the 6-month CD4" cell count, which was also predictive of the
subsequent incidence of TB. These findings are in contrast to

Table 2. Incidence of tuberculosis per 1000 person-years of fol-
low-up (PYFU) during the first 3 years after HAART initiation ac-
cording to baseline characteristics, Antiretroviral Therapy Cohort
Collaboration, 1996-2003.

Incidence rate
of tuberculosis,

No. of cases per
cases of No. of 1000 PYFU

Baseline characteristic tuberculosis  PYFU (95% Cl)
Duration of HAART, months

0-3 55 4208 13.1(9.6-1.7)

4-6 30 3852 7.8 (5.0-10.6)

7-12 34 7322 4.6 (3.1-6.2)

13-24 40 12,210 3.3 (2.3-4.3)

25-36 14 9314  1.5(0.8-2.5)
Sex

Male 120 27,727 4.3 (3.6-5.1)

Female 53 9179 58 (4.2-7.3)
Risk group

MSM 37 15,233 2.4 (1.7-3.2)

Injection drug user 32 6084 5.3 (3.4-7.1)

Heterosexual 89 12,772 7.0 (6.5-8.4)

Other/not known 15 2817 5.3 (3.0-8.8)
Year of HAART initiation

1997 or before 33 12,341 2.7 (1.8-3.6)

1998 27 9127 3.0 (1.8-4.1)

1999 37 7126 5.2 (3.5-6.9)

2000 40 4892 8.2 (6.6-10.7)

2001 or after 36 3420 10.5 (7.1-14.0)
CDA4* cell count at HAART

initiation, cells/uL

<50 34 2543 13.4 (8.9-17.9)

50-199 61 8789 6.9 (5.2-8.7)

200-349 52 11,287 4.6 (3.4-5.9)

350-499 16 8263 1.9 (1.1-3.1)

=500 10 6023 1.7 (0.8-3.1)
HIV RNA level at HAART

initiation, copies/mL

<100,000 90 22,910 3.9(3.1-4.7)

=100,000 83 13,996 5.9 (4.7-7.2)
Type of HAART

Pl-based 110 25,256 4.4 (3.5-5.2)

NNRTI-based 51 8412 6.1 (4.4-7.7)

Pl and NNRTI 3 691 4.3 (0.9-12.7)

NRTI only 9 2547 3.5 (1.6-6.7)
Age, years

<37 100 21,283 4.7 (3.8-5.6)

>37 73 15,623 4.7 (3.6-5.7)

NOTE. MSM, men who have sex with men; NNRTI, nonnucleoside re-
verse-transcriptase inhibitor; NRTI, nucleoside reverse-transcriptase inhibitor;
PI, protease inhibitor.

earlier analyses, in which the 6-month CD4" cell count was a
stronger predictor of clinical outcomes (all AIDS-related
events) for patients receiving HAART than was the baseline
CD4" cell count [18]. Our findings may reflect the fact that
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Table 3. Results of multivariable Poisson regression analyses to identify factors indepen-
dently associated with incidence of tuberculosis (TB) in patients receiving HAART, Antiret-
roviral Therapy Cohort Collaboration, 1996-2003.

Incidence of TB
from 6 months after
HAART initiation
to 3 years after
HAART initiation

Incidence

of TB from
HAART initiation
to 3 years after
HAART initiation

Relative rate Relative rate

Variable (95% ClI) P (95% Cl) P
Duration of HAART, per year 0.45 (0.36-0.56) .0001 0.59 (0.39-0.89) .009
Risk group

MSM 1 1

Injection drug user 2.46 (1.51-4.01) 2.98 (1.37-6.45)

Heterosexual 2.42 (1.64-3.59) 2.69 (1.41-5.12)

Other/not known 1.66 (0.91-3.06) .0001 1.54 (0.55-4.35) .006
Year of HAART initiation

1997 or before 0.51 (0.31-0.84) 0.24 (0.11-0.56)

1998 0.54 (0.32-0.90) 0.36 (0.16-0.80)

1999 0.87 (0.54-1.39) 0.57 (0.26-1.21)

2000 1.15 (0.73-1.82) 0.81 (0.39-1.68)

2001 or after 1 .002 1 .003
CD4~ cell count, per log, cells/ul

At HAART initiation 0.87 (0.84-0.91) .0001  0.89 (0.83-0.96) .009

At 6 months after HAART initiation NA 0.90 (0.81-0.99) .07
HIV RNA level at 6 months after HAART

of >400 copies/mL NA 2.21 (1.33-3.67) .003

NOTE. MSM, men who have sex with men; NA, not applicable.

patients coinfected with HIV and TB may show minimal re-
covery of in vitro immunity to TB when HAART is started at
low CD4" cell counts [19]. Thus, we may expect a different
relationship when considering TB than when considering all
other AIDS-related events. Alternatively, our findings may re-
flect some degree of residual confounding, either because of
the method of incorporation of CD4" cell counts in the model
or because of lack of adjustment for other unmeasured
confounders.

Unlike other HIV-associated opportunistic infections, TB
may occur at relatively high CD4" cell counts [20] and may
also occur soon after HIV seroconversion [21]. Our results
suggest that HAART may reduce the risk of TB to levels ob-
served in the first phase of infection and that, as also suggested
by in vitro studies [16, 19, 22], complete restoration of cellular
immunity against TB may not be possible. Some of the cases
of TB in individuals with high CD4" cell counts may be among
individuals who have recently been infected with M. tubercu-
losis, who may remain at increased risk of developing active
disease. Unfortunately, we cannot distinguish between new in-
fections and reactivations of latent TB in this study, and there-
fore, we are unable to determine which of these explanations
is most likely.

In our analysis, men who had sex with men had a lower risk

of TB, compared with other HIV-infected persons, most likely
reflecting the different background prevalence of TB infection
in different population groups, different ethnicity profiles, ad-
herence patterns, and/or social or lifestyle factors. Furthermore,
the incidence of TB appears to have increased over time. This
may be due to a change over time in the underlying population
of individuals with HIV infection, because the proportion of
individuals immigrating from regions with a high TB prevalence
into many European countries has increased.

Other limitations of our analysis need to be mentioned. First,
we included patients who started HAART as their first regimen,
but we have no information on actual receipt of therapy or on
the different types of antiretroviral drugs used during follow-
up. Because our analysis aimed to provide information on the
risk of TB for individuals who had started HAART, this limi-
tation will not have a major impact on our results. Second,
our definition of response to HAART was based on the HIV
RNA level and CD4" cell count at 6 months after starting
HAART. Previous studies have suggested that these values ef-
fectively characterize response to HAART in terms of its impact
on the risk of developing opportunistic infections [14, 18, 23—
25]. Third, and most importantly, the majority of patients in
our analysis were enrolled in countries with a low incidence of

TB. Thus, our data will not be generalizable to countries with
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Table 4.

Incidence of tuberculosis (TB) occurring =6 months after

HAART initiation, stratified by CD4"* cell count and HIV RNA level as
measured at HAART initiation and at 6 months after HAART initiation,
Antiretroviral Therapy Cohort Collaboration, 1996-2003.

No. of
No. of cases of TB
cases  No. of per 1000 PYFU
Variable of TB PYFU (95% Cl)
CD4* cell count, cells/uL
At HAART initiation
<50 18 1961 9.2 (5.4-14.5)
50-199 24 6792 3.5 (2.1-5.0)
200-349 27 8771 3.1 (1.9-4.2)
350-499 11 6552 1.7 (0.8-3.0)
=500 8 4770 1.7 (0.7-3.3)
At 6 months after HAART initiation
<50 6 303 19.8 (7.3-43.2)
50-199 25 3668 6.8 (4.1-9.5)
200-349 19 6108 3.1 (1.9-4.9)
350-499 16 6613 2.4 (1.4-3.9)
=500 12 9551 1.3 (0.7-2.2)
Increase from baseline value
>200 12 6949 1.7 (0.9-3.0)
101-200 17 7042 2.4 (1.4-3.9)
<100 49 12,252 4.0 (2.9-5.1)
HIV RNA level, copies/mL
At HAART initiation
<100,000 53 17,917 3.0 (2.2-3.8)
=100,000 35 10,930 3.2 (2.1-4.3)
At 6 months after HAART initiation
<400 38 17,022 2.2 (1.5-2.9)
>400 34 8705 3.9 (2.6-5.2)

NOTE. PYFU, person-years of follow-up.

a high incidence of TB. Fourth, because information was not
available on the specific AIDS-defining events that individuals
had experienced before starting HAART, we only included in-
dividuals who were free of AIDS at initiation of HAART. Thus,
our results will only reflect the incidence of TB among AIDS-
free individuals starting HAART, and we cannot generalize our
results to recurrent TB events, for which a prior history of TB
may be a strong risk factor [26]. Furthermore, we cannot rule
out the possibility that we have included some recurrences in
this analysis, because pulmonary TB started to be considered
an AIDS-related event only in 1993 [27, 28]. Fifth, we have not
performed any analyses on geographical variability of TB in the
study. The cohorts included in the collaboration have very
different study designs and use their own methods to achieve
standardization of AIDS recording and TB diagnoses, and the
use of TB treatment and prophylaxis varies from country to
country. However, all analyses have been adjusted to take ac-
count of any cohort effects that might exist. Finally, even with
this large data set, the number of events is too small to inves-

tigate whether the risk factors for TB differ according to the
site of TB.

Even with widespread use of HAART, HIV-infected individ-
uals remain at a relatively high risk of developing TB. Inter-
ventions to improve adherence to HAART and other TB control
interventions may reduce the risk still further. Clinical trials
have shown that treatment of latent TB infection reduces the
risk of developing TB in HIV-infected persons [29]. Because a
significant proportion of cases of HIV-associated TB result from
the reactivation of latent infection, this intervention may sig-
nificantly contribute to control of this disease. The effectiveness
of treating latent TB infection may be increased in those re-
ceiving HAART. It has been shown that the possibility of iden-
tifying HIV-infected persons with an exposure to TB by using
the tuberculin skin test may be increased among those with an
immunological response to HAART [30], and there is evidence
that the protective effect of treatment of latent TB may be
greater among those with higher CD4" cell counts [31]. Thus,

the preservation or partial reconstitution of immune function
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determined by HAART could enhance the protective effect of
treatment of latent TB.

In conclusion, our analysis shows that the level of immu-
nodeficiency at which HAART is initiated and the virological
and immunological responses to HAART are important deter-
minants of the risk of TB among HIV-infected patients. The
use of HAART appears to progressively decrease, but not to
abrogate, TB risk. If it is the case, as is also suggested by previous
studies [22], that HAART-treated individuals remain at risk of
TB over a prolonged life span, then HAART may have only a
limited role as a TB-control measure in countries with a high
burden of TB and HIV infection.

THE ANTIRETROVIRAL THERAPY COHORT
COLLABORATION

Steering Committee

Dominique Costagliola, Frangois Dabis, Antonella d’Arminio
Monforte, Frank de Wolf, Matthias Egger, Gerd Fatkenheuer,
John Gill, Robert Hogg, Amy Justice, Bruno Ledergerber, Jens
Lundgren, Margaret May, Andrew Phillips, Peter Reiss, Caroline
Sabin, Schlomo Staszewski, Jonathan Sterne, and Ian Weller.

Data Managers

Margaret May, Brenda Beckthold, Benita Yip, Brenda Dauer,
Jenifer Fusco, Sophie Grabar, Emilie Lanoy, Cornelia Junghans,
Valerie Lavignolle, Frank van Leth, Edwige Pereira, Patrizio
Pezzotti, Andrew Phillips, Caroline Sabin, and Nobert
Schmeisser.

Study Group Members

French Hospital Database on HIV. Scientific committee: Dr.
E. Billaud, Prof. E Boué, D. Costagliola, Dr. X. Duval, Dr. C.
Duvivier, Dr. P. Enel, Dr. S. Fournier, Dr. J. Gasnault, Dr. C.
Gaud, Dr. J. Gilquin, Dr. S. Grabar, Dr. M. A. Khuong, Prof.
J. M. Lang, M. Mary-Krause, Prof. S. Matheron, Prof. M. C.
Meyohas, Prof. G. Pialoux, Dr. I. Poizot-Martin, Dr. C. Pradier,
Prof. E. Rouveix, Prof. D. Salmon-Ceron, Prof. A. Sobel, Dr.
P. Tattevin, Dr. H. Tissot-Dupont, and Dr. Y. Yasdanpanah.

DMI2 coordinating center: French Ministry of Health (Dr.
E. Aronica, Dr. V. Tirard-Fleury, and I. Tortay).

Statistical Data Analysis Centre: INSERM U720 (Dr. S. Abgrall,
D. Costagliola, Dr. S. Grabar, M. Guiguet, E. Lanoy, H. Leneman,
L. Lievre, M. Mary-Krause, V. Potard, and Dr. S. Saidi).

CISIH (Paris area): CISIH de Bichat-Claude Bernard (Hop-
ital Bichat-Claude Bernard: Prof. S. Matheron, Prof. J. L. Vildé,
Prof. C. Leport, Prof. P. Yeni, Prof. E. Bouvet, C. Gaudebout,
Prof. B. Crickx, and Dr. C. Picard-Dahan), CISIH de Paris-
Centre Quest (Hopital Européen Georges Pompidou: Prof. L.
Weiss, D. Tisne-Dessus; GH Tarnier-Cochin: Prof. D. Sicard,
Prof. D. Salmon; Hépital Saint-Joseph: Dr. J. Gilquin, Dr. L.
Auperin; Hopital Necker adultes: Dr. J. P. Viard, Dr. L. Rou-

diére), CISIH de Paris-Sud (Hopital Antoine Béclere: Prof. E
Boué, Dr. R. Fior; Hopital de Bicétre: Prof. J. F. Delfraissy, Dr.
C. Goujard; Hopital Henri Mondor: Dr. P. Lesprit, C. Jung;
Hopital Paul Brousse), CISIH de Paris-Est (Hopital Saint-An-
toine: Prof. M. C. Meyohas, Dr. J. L. Meynard, Dr. O. Picard,
N. Desplanque; Hopital Tenon: Prof. J. Cadranel, Prof. C. May-
aud, Prof. G. Pialoux, Prof. W. Rozenbaum), CISIH de Pitié-
Salpétriere (GH Pitié-Salpétriere: Prof. F. Bricaire, Prof. C. Ka-
tlama, Prof. S. Herson, Dr. A. Simon), CISIH de Saint-Louis
(Hopital Saint-Louis: Prof. J. M. Decazes, Prof. J. M. Molina,
Prof. J. P. Clauvel, Dr. L. Gerard; GH Lariboisiére-Fernand
Widal: Dr. P. Sellier, Dr. M. Diemer), CISIH 92 (Hopital Am-
broise Paré: Dr. C. Dupont, H. Berthé, Prof. P. Saiag; Hopital
Louis Mourier: Dr. E. Mortier, C. Chandemerle; Hopital Ray-
mond Poincaré: Dr. P. de Truchis), CISIH 93 (H6pital Avicenne:
Dr. M. Bentata, P. Honoré; Hopital Jean Verdier: S. Tassi, Dr.
V. Jeantils; Hopital Delafontaine: Dr. D. Mechali, B. Taverne).

CISIH (outside of the Paris area): CISIH Auvergne-Loire
(CHU de Clermont-Ferrand: Dr. H. Laurichesse and Dr. E
Gourdon; CHRU de Saint-Etienne: Prof. F. Lucht and Dr. A.
Fresard); CISIH de Bourgogne-Franche Comté (CHRU de Be-
sangon; CHRU de Dijon; CH de Belfort: Dr. J. P. Faller and P.
Eglinger; CHRU de Reims); CISIH de Caen (CHRU de Caen:
Prof. C. Bazin, Dr. R. Verdon), CISIH de Grenoble (CHU de
Grenoble), CISIH de Lyon (Hopital de la Croix-Rousse: Prof.
D. Peyramond, Dr. A. Boibieux; Hopital Edouard Herriot: Prof.
J. L. Touraine, Dr. J. M. Livrozet; Hotel-Dieu: Prof. C. Trepo,
Dr. L. Cotte), CISIH de Marseille (Hopital de la Conception:
Dr. I. Ravaux, Dr. H. Tissot-Dupont; Hopital Houphouét-
Boigny: Prof. J. P. Delmont, Dr. J. Moreau; Institut Paoli Cal-
mettes: Prof. J. A. Gastaut; Hopital Sainte-Marguerite: Dr. I.
Poizot-Martin, Prof. J. Soubeyrand, Dr. F. Retornaz; CHG
d’Aix-En-Provence: Dr. P. A. Blanc, Dr. T. Allegre; Centre pén-
itentiaire des Baumettes: Dr. A. Galinier, Dr. J. M. Ruiz; CH
d’Arles; CH d’Avignon: Dr. G. Lepeu; CH de Digne Les Bains:
Dr. P. Granet-Brunello; CH de Gap: Dr. L. Pelissier, Dr. J. P.
Esterni; CH de Martigues: Dr. M. Nezri, Dr. R. Cohen-Valensi;
CHI de Toulon: Dr. A. Laffeuillade, Dr. S. Chadapaud), CISIH
de Montpellier (CHU de Montpellier: Prof. J. Reynes; CHG de
Nimes), CISIH de Nancy (Hopital de Brabois: Prof. T. May
and Dr. C. Rabaud), CISIH de Nantes (CHRU de Nantes: Prof.
F. Raffi, Dr. E. Billaud), CISIH de Nice (Hopital Archet 1: Dr.
C. Pradier, Dr. P. Pugliese; CHG Antibes Juan les Pins), CISTH
de Rennes (CHU de Rennes: Prof. C. Michelet, Dr. C. Arvieux),
CISIH de Rouen (CHRU de Rouen: Prof. F. Caron, Dr. F. Borsa-
Lebas), CISIH de Strasbourg (CHRU de Strasbourg: Prof. J.
M. Lang, Dr. D. Rey, Dr. P. Fraisse; CH de Mulhouse), CISIH
de Toulouse (CHU Purpan: Prof. P. Massip, Dr. L. Cuzin, Prof.
E. Arlet-Suau, Dr. M. E Thiercelin Legrand; Hopital la Grave;
CHU Rangueil), CISIH de Tourcoing-Lille (CH Gustave Dron;
CH de Tourcoing: Dr. Y. Yasdanpanah), CISIH de Tours (CHRU
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de Tours; CHU Trousseau). Overseas: CISIH de Guadeloupe
(CHRU de Pointe-a-Pitre), CISIH de Guyane (CHG de Cay-
enne: Dr. M. Sobesky, Dr. R. Pradinaud), CISIH de Martinique
(CHRU de Fort-de-France), CISIH de La Réunion (CHD Félix
Guyon: Dr. C. Gaud, Dr. M. Contant).

Italian Cohort of Antiretroviral-Naive Patients. Ancona,
Italy: M. Montroni, G. Scalise, M. C. Braschi, and A. Riva.
Aviano (PN), Italy: U. Tirelli and R. Cinelli. Bari, Italy: G.
Pastore, N. Ladisa, and G. Minafra. Bergamo, Italy: F. Suter
and C. Arici. Bologna, Italy: E. Chiodo, V. Colangeli, C. Fiorini,
and O. Coronado. Brescia, Italy: G. Carosi, G. P. Cadeo, C.
Torti, C. Minardi, and D. Bertelli. Busto Arsizio, Italy: G. Riz-
zardini and S. Melzi. Cagliari, Italy: P. E. Manconi, and P. Piano.
Catanzaro, Italy: L. Cosco and A. Scerbo. Chieti, Italy: J. Vec-
chiet and M. D’Alessandro. Como, Italy: D. Santoro and L.
Pusterla. Cremona, Italy: G. Carnevale and P. Citterio. Cug-
giono, Italy: P. Vigano and M. Mena. Ferrara, Italy: F. Ghinelli
and L. Sighinolfi. Firenze, Italy: F. Leoncini, F. Mazzotta, M.
Pozzi, and S. Lo Caputo. Foggia, Italy: G. Angarano, B. Grisorio,
A. Saracino, and S. Ferrara. Galatina (LE), Italy: P. Grima and
P. Tundo. Genova, Italy: G. Pagano, G. Cassola, A. Alessandrini,
and R. Piscopo. Grosseto, Italy: M. Toti and S. Chigiotti. Latina,
Italy: F Soscia and L. Tacconi. Lecco, Italy: A. Orani and P.
Perini. Lucca, Italy: A. Scasso and A. Vincenti. Macerata, Italy:
F. Chiodera and P. Castelli. Mantova, Italy: A. Scalzini and L.
Palvarini. Milano, Italy: M. Moroni, A. Lazzarin, A. Cargnel,
G. M. Vigevani, L. Caggese, A. d’Arminio Monforte, D. Repetto,
A. Galli, S. Merli, C. Pastecchia, and M. C. Moioli. Modena,
Italy: R. Esposito and C. Mussini. Napoli, Italy: N. Abrescia,
A. Chirianni, C. M. Izzo, M. Piazza, M. De Marco, R. Viglietti,
E. Manzillo, and S. Nappa. Palermo, Italy: A. Colomba, V.
Abbadessa, T. Prestileo, and S. Mancuso. Parma, Italy: C. Ferrari
and P. Pizzaferri. Pavia, Italy: G. Filice, L. Minoli, R. Bruno,
and S. Novati. Perugia, Italy: F. Baldelli and M. Tinca. Pesaro,
Italy: E. Petrelli and A. Cioppi. Piacenza, Italy: F. Alberici and
A. Ruggieri. Pisa, Italy: F. Menichetti and C. Martinelli. Potenza,
Italy: C. De Stefano and A. La Gala. Ravenna, Italy: G. Ballardini
and E. Rizzo. Reggio Emilia, Italy: G. Magnani and M. A.
Ursitti. Rimini, Italy: M. Arlotti and P. Ortolani. Roma, Italy:
R. Cauda, F. Dianzani, G. Ippolito, A. Antinori, G. Antonucci,
S. D’Elia, P. Narciso, N. Petrosillo, V. Vullo, A. De Luca, A.
Bacarelli, M. Zaccarelli, R. Acinapura, P. De Longis, A. Brandi,
M. P. Trotta, P. Noto, M. Lichtner, M. R. Capobianchi, F. Car-
letti, E. Girardi, P. Pezzotti, and G. Rezza. Sassari, Italy: M. S.
Mura and M. Mannazzu. Torino, Italy: P. Caramello, G. Di
Perri, M. L. Soranzo, G. C. Orofino, I. Arnaudo, and M. Bon-
asso. Varese, Italy: P. A. Grossi and C. Basilico. Verbania, Italy:
A. Poggio and G. Bottari. Venezia, Italy: E. Raise and F. Ebo.
Vicenza, Italy: F. De Lalla and G. Tositti. Taranto, Italy: F. Resta
and K. Loso. London, United Kingdom: A. Cozzi Lepri.

Swiss HIV Cohort Study. M. Battegay, E. Bernasconi, J.

Boni, H. Bucher, P. Biirgisser, S. Cattacin, M. Cavassini, R.
Dubs, M. Egger, L. Elzi, P. Erb, K. Fantelli, M. Fischer, M. Flepp,
A. Fontana, P. Francioli (President of the Swiss HIV Cohort
Study, Centre Hospitalier Universitaire Vaudois, CH-1011-
Lausanne), H. Furrer (Chairman of the Clinical and Laboratory
Committee), M. Gorgievski, H. Giuinthard, B. Hirschel, L. Kai-
ser, C. Kind, T. Klimkait, U. Lauper, B. Ledergerber, M. Opravil,
F. Paccaud, G. Pantaleo, L. Perrin, J.-C. Piffaretti, M. Ricken-
bach (Head of Data Center), C. Rudin (Chairman of the
Mother and Child Substudy), P. Schmid, J. Schiipbach, R.
Speck, A. Telenti, A. Trkola, P. Vernazza (Chairman of the Sci-
entific Board), R. Weber, and S. Yerly.

AIDS Therapy Evaluation Project Netherlands.
physicians (site coordinating physicians are indicated with an
asterix): Dr. W. Bronsveld*, Dr. M. E. Hillebrand-Haverkort
(Alkmaar); Dr. J. M. Prins*, Dr. J. C. Bos, Dr. J. K. M. Eeftinck
Schattenkerk, Dr. S. E. Geerlings, Dr. M. H. Godfried, Prof.
Dr. J. M. A. Lange, Dr. E C. van Leth, Dr. S. H. Lowe, Dr. J.
T. M. van der Meer, Dr. E J. B. Nellen, Dr. K. Pogény, Dr. T.
van der Poll, Dr. P. Reiss, Dr. T. A. Ruys, Dr. S. Sankatsing, Dr.
R. Steingrover, Dr. G. van Twillert, Dr. M. van der Valk, Dr.
M. G. A. van Vonderen, Dr. S. M. E. Vrouenraets, Dr. M. van
Vugt, Dr. E. W. M. N. Wit (Amsterdam); Prof. Dr. T. W. Ku-
ijpers, Dr. D. Pajkrt, Dr. H. J. Scherpbier, Emmakinderziek-
enhuis (Amsterdam); Dr. A. van Eeden*, Onze Lieve Vrouwe
Gasthuis (Amsterdam); Dr. J. H. ten Veen*, Dr. P. S. van Dam,
Dr. J. C. Roos, Onze Lieve Vrouwe Gasthuis (Amsterdam); Dr.
K. Brinkman*, Dr. P. H. J. Frissen, Dr. H. M. Weigel, Onze
Lieve Vrouwe Gasthuis (Amsterdam); Dr. J. W. Mulder*, Dr.
E. C. M. van Gorp, Dr. P. L. Meenhorst, Dr. A. T. A. Mairuhu,
Slotervaart Ziekenhuis (Amsterdam); Dr. J. Veenstra* (Am-
sterdam); Prof. Dr. S. A. Danner*, Dr. M. A. van Agtmael, Dr.
E A. P. Claessen, Dr. R. M. Perenboom, Dr. A. Rijkeboer, Dr.
M. van Vonderen (Amsterdam); Dr. C. Richter*, Dr. J. van der
Berg, Dr. R. van Leusen (Arnhem); Dr. R. Vriesendorp*, Dr. E
J. E Jeurissen (Westeinde-Den Haag); Dr. R. H. Kauffmann*,
Dr. E. L. W. Koger (Leyenburg-Den Haag); Dr. B. Bravenboer*
(Catharina Ziekenhuis, Eindhoven); Dr. C. H. H. ten Napel*
Dr. G. J. Kootstra (Medisch Spectrum Twente, Enschede); Dr.
H. G. Sprenger*, Dr. W. M. A. J. Miesen, Dr. R. Doedens, Dr.
E. H. Scholvinck (Groningen); Dr. R. W. ten Kate* (Kennemer
Gasthuis, Haarlem); Dr. D. P. E van Houte*, Dr. M. Polee
(Zuid); Dr. F. P. Kroon*, Prof. Dr. van den Broek, Prof. Dr. J.
T. van Dissel, Dr. E. E Schippers (Leiden); Dr. G. Schreij*, Dr.
S. van de Geest, Dr. A. Verbon (Maastricht); Dr. P. P. Koop-
mans*, Dr. M. Keuter, Dr. E Post, Dr. A. J. A. M. van der Ven
(Nijmegen); Dr. M. E. van der Ende*, Dr. 1. C. Gyssens, Dr.
M. van der Feltz, Dr. J.G. den Hollander, Dr. S. de Marie, Dr.
J. L. Nouwen, Dr. B. J. A. Rijnders, Dr. T. E. M. S. de Vries
(Rotterdam); Dr. G. Driessen, Prof. Dr. R. de Groot, Dr. N.
Hartwig (Rotterdam) r; Dr. J. R. Juttmann*, Dr. C. van de
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Heul, Dr. M. E. E. van Kasteren (St. Elisabeth, Tilburg); Dr.
M. M. E. Schneider* (until October 2004 ), Dr. M. J. M. Bonten,
Dr. J. C. C. Borleffs, Dr. P. M. Ellerbroek, Prof. Dr. I. M.
Hoepelman*, Dr. C. A. J. J. Jaspers, Dr. L. Schouten, Dr. C. A.
M. Schurink (Utrecht); Dr. S. P. M. Geelen, Dr. T. E. W. Wolfs
(Utrecht); Dr. W. L. Blok*, Dr. A. A. Tanis (Vlissingen); Dr. P.
H. P. Groeneveld*, Isala Klinieken-Zwolle. Virologists: Dr. N.
K. T. Back, Dr. M. E. G. Bakker, Prof. dr. B. Berkhout, Dr. S.
Jurriaans (Amsterdam); Dr. Th. Cuijpers (Amsterdam); Dr. P.
J. G. M. Rietra, Dr. K. J. Roozendaal (Amsterdam); Dr. W.
Pauw, Dr. A.P. van Zanten, Dhr. PH.M. (Amsterdam); Dr.
B.M.E. von Blomberg, Dr. P. Savelkoul (Amsterdam); Dr.
C.M.A. Swanink (Arnhem); Dr. PEH. Franck, Dr. A.S. Lampe,
HAGA (Leyenburg-Den Haag); Dhr. C.L. (Westeinde-Den
Haag); Dr. R. Hendriks, Streeklaboratorium Twente-Enschede;
Dr. J. Schirm, Dhr. Benne (Groningen); Dr. D. Veenendaal
(Haarlem); Dr. H. Storm, Dr. J. Weel, Dr. J.H. van Zeijl (Leeu-
warden); Prof. Dr. A. C. M. Kroes, Dr. H. C. J. Claas (Leiden);
Prof. Dr. C. A. M. V. A. Bruggeman, Dr. V.J. Goossens (Maas-
tricht); Prof. Dr. J. M. D. Galama, Dr. W. J. G. Melchers, Mevr.
Y.A.G. Poort (Nijmegen); Dr. G. J. J. Doornum, Dr. M. G.
Niesters, Prof. Dr. A.D.M.E. Osterhaus, Dr. M. Schutten (Rot-
terdam); Dr. A. G. M. Buiting, Mevr. C. A. M. Swaans (Tilburg);
Dr. C. A. B. Boucher, Dr. R. Schuurman (Utrecht); and Dr. E.
Boel and Dr. A. F. Jansz (Veldhoven).

The Multicenter Study Group on EuroSIDA. National co-
ordinators are indicated with an asterix. Argentina: M. Losso*,
A. Duran (Buenos Aires). Austria: N. Vetter* (Vienna). Belarus:
I. Karpov*, A. Vassilenko (Minsk). Belgium: N. Clumeck*, S.
De Wit, B. Poll (Brussels); R. Colebunders (Antwerp). Czech
Republic: L. Machala*, H. Rozsypal (Prague); D. Sedlacek
(Plzen). Denmark: J. Nielsen*, J. Lundgren, T. Benfield, O. Kirk
(Copenhagen); J. Gerstoft, T. Katzenstein, A.-B. E. Hansen, P.
Skinhgj, (Copenhagen); C. Pedersen (Odense). Estonia: K. Zil-
mer* (Tallinn). France: C. Katlama*, J.-P. Viard, P.-M. Girard
(Paris); T. Saint-Marc, P. Vanhems (Lyon); C. Pradier (Nice);
F. Dabis (Bordeaux). Germany: M. Dietrich, C. Manegold
(Hamburg); J. van Lunzen, H.-J. Stellbrink (Hamburg); S.
Staszewski, M. Bickel (Frankfurt); F-D Goebel (Munich); G.
Fatkenheuer (Cologne); J. Rockstroh (Bonn); R. Schmidt (Han-
nover). Greece: J. Kosmidis*, P. Gargalianos, H. Sambatakou,
J. Perdios, G. Panos, A. Filandras, E. Karabatsaki (Athens).
Hungary: D. Banhegyi* (Budapest). Ireland: E. Mulcahy* (Dub-
lin). Israel: I. Yust*, D. Turner, M. Burke (Tel Aviv); S. Pollack,
G. Hassoun (Haifa); Z. Sthoeger (Rehovot); S. Maayan (Je-
rusalem). Italy: A. Chiesi* (Rome); R. Esposito, R. Borghi (Mo-
dena); C. Arici (Bergamo); R. Pristera (Bolzano); F. Mazzotta,
A. Gabbuti (Firenze); Vullo, M. Lichtner (Rome); A. Chirianni,
E. Montesarchio (Presidio Ospedaliero AD. Cotugno, Napoli);
Antonucci, F. Tacomi, Narciso, Zaccarelli (Rome); A. Lazzarin,
R. Finazzi, A. D’Arminio Monforte, (Milan). Latvia: L. Viksna*

(Riga). Lithuania: S. Chaplinskas* (Vilnius). Luxembourg: R.
Hemmer*, T. Staub (Luxembourg). The Netherlands: P. Reiss*
(Amsterdam). Norway: J. Bruun*, A. Maeland, V. Ormaasen
(Oslo). Poland: B. Knysz*, J. Gasiorowski (Medical University,
Wroclaw); A. Horban (Warsaw); D. Prokopowicz, A. Wiercin-
ska-Drapalo (Bialystok); A. Boron-Kaczmarska, M. Pynka
(Szczecin); M. Beniowski, E. Mularska (Chorzow); H. Trocha
(Gdansk). Portugal: E Antunes®, E. Valadas (Lisbon); K. Man-
sinho (Lisbon); F. Matez (Lisbon). Romania: D. Duiculescu*,
Dr. Victor Babes (Bucarest); A. Streinu-Cercel (Bucarest). Rus-
sia: E. Vinogradova, A. Rakhmanova (St. Petersburg). Serbia
and Montenegro; D. Jevtovic*, (Belgrade). Slovakia: M. Mok-
ra$¥, D. Stanekovd (Bratislava). Spain: J. Gonzélez-Lahoz*, M.
Sanchez-Conde, T. Garcia-Benayas, L. Martin-Carbonero, V.
Soriano (Madrid); B. Clotet, A. Jou, J. Conejero, C. Tural (Ba-
dalona); J. M. Gatell, J. M. Mir6 (Barcelona). Sweden: A. Blax-
hult* (Solna); A. Karlsson (Stockholm); P. Pehrson (Huddinge).
Switzerland: B. Ledergerber*, R. Weber (Ziirich); P. Francioli,
A. Telenti (Lausanne); B. Hirschel, V. Soravia-Dunand (Ge-
neve); H. Furrer (Bern). Ukraine: E. Kravchenko*, N. Chent-
sova (Kyiv). United Kingdom: S. Barton* (London); A. M.
Johnson, D. Mercey (London); A. Phillips, M. A. Johnson, A.
Mocroft (London); M. Murphy (London); J. Weber, G. Scullard
(London); M. Fisher (Brighton); R. Brettle (Edinburgh).

Virology group: C. Loveday and B. Clotet (central coordi-
nators), plus ad hoc virologists from participating sites in the
EuroSIDA Study.

Steering committee: F. Antunes, A. Blaxhult, N. Clumeck, J.
Gatell, A. Horban, A. Johnson, C. Katlama, B. Ledergerber
(chair), C. Loveday, A. Phillips, P. Reiss, and S. Vella.

Coordinating centre staff: J. Lundgren (project leader), I.
Gjerup, O. Kirk, N. Friis-Moeller, A. Mocroft, A. Cozzi-Lepri,
W. Bannister, D. Mollerup, D. Podlevkareva, C. Holkmann Ol-
sen, and J. Kjer.

Collaborations in HIV Outcomes Research US. S. Raffanti,
D. Dieterch, A. Justice, S. Becker, A. Scarsella, G. Fusco, B.
Most, R. Balu, R. Rana, R. Beckerman, T. Ising, J. Fusco, R.
Irek, B. Johnson, A. Hirani, E. DeJesus, G. Pierone, P. Lackey,
C. Irek, A. Johnson, J. Burdick, S. Leon, and J. Arch.

Frankfurt HIV Cohort. S. Staszewski, E. B. Helm, A. Car-
lebach, A. Miiller, A. Haberl, G. Nisius, T. Lennemann, C. Rott-
mann, T. Wolf, C. Stephan, M. Bickel, M. Mdsch, P. Gute, L.
Locher, T. Lutz, S. Klauke, G. Knecht (clinical group); H. W.
Doerr, M. Stiirmer (virology group); B. Dauer (scientific ad-
visor); N. von Hentig (pharmacology group); and B. Jennings
(data management).

Aquitaine Cohort. Scientific committee: J. Beylot, G. Ch-
éne, F. Dabis, M. Dupon, M. Longy-Boursier, J. L. Pellegrin, J.
M. Ragnaud, and R. Salamon. Methodological coordination: F.
Dabis, G. Chéne, R. Thiébaut, C. Lewden, and S. Lawson-Ayayi.
Medical coordination: M. Dupon, P. Mercié, J. F. Moreau, P.
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Morlat, J. L. Pellegrin, J. M. Ragnaud, N. Bernard, D. Lacoste,
D. Malvy, and D. Neau. Data management and analysis: M. J.
Blaizeau, M. Decoin, S. Delveaux, C. Hannapier, S. Labarreére,
V. Lavignolle-Aurillac, B. Uwamaliya-Nziyumvira, G. Palmer,
D. Touchard, E. Balestre, A. Alioum, H. Jacqmin-Gadda, and
R. Thiébaut. Participating physicians: J. Beylot, P. Morlat, N.
Bernard, M. Bonarek, F. Bonnet, B. Coadou, P. Gellie, D. La-
coste, C. Nouts, M. Dupon, F. Bocquentin, H. Dutrong, S.
Lafarie, M. Longy-Boursier, P. Mercié, A. Aslan, D. Malvy, T.
Pistonne, P. Thibaut, R. Vatan; J. M. Ragnaud, D. Chambon,
C. De La Taille, C. Cazorla, D. Neau, A. Ocho; J. L. Pellegrin,
J. E Viallard, O. Caubet, C. Cipriano E. Lazaro; P. Couzigou,
L. Castera; H. Fleury, M. E. Lafon, B. Masquelier, I. Pellegrin;
D. Breilh; J. F. Moreau, P. Blanco (Bordeaux University Hos-
pital); P. Loste, L. Caunegre (Dax Hospital); F. Bonnal, S. Far-
bos, M. Ferrand (Bayonne Hospital); J. Ceccaldi, S. Tchamgoué
(Libourne Hospital); S. De Witte (Mont de Marsan Hospital);
and E. Buy (Villeneuve sur Lot Hospital).

HAART Observational Medical Evaluation and Research,
British Columbia Centre for Excellence in HIV/AIDS.
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