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A Little About My Background

How to
Write and

Publish a
Sclentific

Paper

Barbara Gastel
and Robert A. Day




Some Aspects of My Background

MD/MPH focusing on science communication

Teacher of science writing, science editing, and
related subjects

Coordinator of science journalism MS program

First author: newest edition of How to Write and
Publish a Scientific Paper

Past recipient of fellowship to evaluate EIS course
It’s good to be back!



Some Key Points from

“Posters That Pop”

Recap




Some Key Points

Keep the poster (and images in it) simple.
Emphasize the visual.

Beware of making text and images too small.
Organize the poster logically.

Include ample white space.

Make the title large enough.

Don’t write the title in all capital letters.



More Key Points

In general, use graphs, not tables.
Remember to label each image.

Where feasible, use bulleted or numbered
ists rather than paragraphs.

f paragraphs are used, keep them short.

Don’t right-justify.

nclude contact information.



Discussion of Some Posters




Discussion of Some Posters

e The posters for discussion
— From the internet
— Include CDC authors

e The procedure

— |dentify strengths (Please type in your points.)
— Then make suggestions (Ditto.)



WHY SHOULD | GET SCREENED?

Addressing Common Misconceptions about Colorectal Cancer Screening

\ Cantors for Oisesso Contro tion, Atianta, GA

Cynthia A. Gelb?, BSJ, Jennifer Chu®, MPH, and Lauren Grella®, MA

——T T —— B — I |
BACKGROUND PSA DEVELOPMENT AND DISTRIBUTION EVALUATION METHODS AND RESULTS

S, o . aler n the Urited These findings led SFL 10 produoe “No Excuses” ("No Hay Excusas” in Spanish) TV and print PSAs. They feature WiyShold | SFLTV PSAS are tracked by Nisisen, providing CDC with data on how often, when, and
"/L fo States, even though it is largely prey ible. Screening, baginning at age 50, helps prevent CRC or find it eary, o hy they have not slong with. Gret Screcned?” where the PSAs are broadcast; audence mpressions (number of imes PSAs are seen or
g When best. Stil, Americans ha The the facts corecting these misconosptions. S heard); value. Print PSAS a servica, providing.
) publcation names, markets, mpressions, and equivalent ad value.
educates men and women about SFL creates and d e
" " A5 of May 31, 2013, "No Exouses” and “No Hay Excusas” PSAs n a8 media have
{PSAs) and patient education materials, and works with State and ital health departments ta promote CRC Screoning ...One thing that did pop in my mind that made me want to say, 58 Pl Y et

generated 1.18 billion mpre $21 million
oh maybe Id better go and get checked, is that the symptoms don't

always show. That made me say, okay (| need to get screened].”

| B il (Los Angsles participant)
RESEARCH

FACT: Colorectal cancer doesn't always cause symptoms, especially early on. ™ CONCLUSIONS
SAL is 1n2010, SFL iphia, ke o el
Las Angetes, Chicago, Mians, and Chareston, to assess knowledge, atitudes, and benaviors related to CRC and soreening, Since SFL was launched in 1099, consumer knowledga and attitudes about CRC screening
and totest PSA In total, 139 men population (GP) “I didn’t know that most colorectal cancer occurred in people that have shvfted. o 2 women
focus groups: 79 men and ) or G050 10 280 idn't h family i * (Philadelphi - igelines in 2000, 63% In 2010). Howener,
50, when scresning is fecommened 1o begin for thase t average fls for the isease, of they were ged 50 - 75. Rrrhevm e fEmily nistofy. = (Fhiscelohiipadicpent) about CRC Achessing

FACT: Most colorectal cancers occur in people with no family history.

“The message Is clear: have the exam done and it says there are
different exams, which | only knew of one. Apparently there are others
that are not as invasive...so interesting.” (Miami participant)

= | D— |
IMPLICATIONS FOR RESEARCH AND/OR PRACTICE

Misconceptions about calorectal cancer screening prevent matly peopie ffom being scriencd
co0rEing to gudeines. na
direct many 3 tris highly

FACT: There are several kinds of screening tests for colorectal cancer.

“Really | don't have any excuse. | am over 50 and | need
to take responsibility for my health.” (Chicago participant)

Wihile most partcipants expressed awareness about CR in general, and were fanikar with colonoscopy as a screening test, FACT: Screening is recommended for men and women beginning at age 50.
e about other should be screened, Common reasons
they stated for avoiding screening included:

www.cdc.gov/screenforlife
e "No Excuses” an “No Hay Excusas’ TV PSAS were frst distibuted in March 2012, Posteards and posters
adapted from the PSAS were made available through the SFL Web site. In December 2012, specially-adapted
“No Excses” and ‘No Hay Excusas” PSAS weredistribud in targeted US.cite for dislay in aiports,
shopping mlks, and ransit sations, o5 wel 65 on TV moniors n elevatos In publc buldngs,

+ Having no symptoms + Balieving they were 100 yourg for screening
+ Having no family history + Being reluctant to have a colonoscopy because of the percelved
invasiveness and discomfort associated with it

o reemction.

toents 8

enis poster ae these ion.

What are some strengths of this poster?



Some Strengths

Engaging title

Attractive, cohesive color scheme

Use of color to differentiate types of text
Logical organization

Sufficient white space

Not too much text; also, text broken up
Relatively simple images

Human interest (photos of people)
Other
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and totest PSA In total, 139 men population (GP) “I didn’t know that most colorectal cancer occurred in people that have shvfted. a women
focus groups: 79 men or G050 10 280 idn't iy hi 0 guideines in 2000, 63% In 2010). Howener,
50, when screenng i fecommendsd 1o begin for 1hose a1 average fsk for the ASease: or they were aged 50 - 75. Rrrhevm e fEmily nistofy. = (Fhiscelohiipadicpent) about CRC Achessing

FACT: Most colorectal cancers occur in people with no family history.

“The message Is clear: have the exam done and it says there are
different exams, which | only knew of one. Apparently there are others
that are not as invasive...so interesting.” (Miami participant)
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IMPLICATIONS FOR RESEARCH AND/OR PRACTICE

Misconceptions about calorectal cancer screening prevent matly peopie ffom being scriencd
co0rEing to gudeines. na
tris highly

FACT: There are several kinds of screening tests for colorectal cancer.

“Really | don't have any excuse. | am over 50 and | need
to take responsibility for my health.” (Chicago participant)

While most participants expressed awareness about CRC in general, and were famikar with colonoscopy as a screening test, FACT: Screening is recommended for men and women beginning at age 50. =
ey about other should be scresned. Comaion reasons www.cdc.gov/screenforlife
they stated for aveicing scroening includsc:
The "No Excuses” and “No Hay Excusas” TV PSAS were first distibuted in March 2012 Postcards and pasters
* ;Having do gymplons * Balaving they wers 100 your for creening adapted from the PSAS were made available through the SFL Web site. In December 2012, specially-adapted
+ Having no family istory + Being reluctant to have  colonosoopy because of the peccelvect

“No Excuses” and “No Hay Excusas” PSAs were distributed in targeted U.S. cities for display in airports,
Shopping mails, and transit stations, as well as on TV MoNorS In elevators in public bullgings.

invasiveness and discomfort associated with it

on for

What suggestions do you have?



Some Suggestions

e Consider using capital letters less.
e Perhaps provide contact information.
e Other
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Costs/ quit

Phone vs. Web Cessation: Use and Impact

5291 -$1,278 (tore S = proactive)

Comparative Effectiveness Research for Traditional versus Web-based Tobacco Cessation Interventions.

Review of the Literature and Overview of the CDC Tobacco Cessation Study
B Momin,' A Neri,' L Zhang,’ J Kahende,” H Hanson,* V Rabius,* J Duke,* A Malarcher,” S Stewart,' and L Seeff,'

Control and Prevention (CDC), National Center for Chionic Disease Prevention and Health Promation (NCCOPHP), Division of Cancer Prevention and Control, Comprehensive Cancer Control Branch; *CDC, NCCDPHP, Office o

( Methods i

Cessation Study (Telephone vs Web-based)

States !

dinthe C i

Questions.
. e ¢ diff
- here di i Kirg &

= Whatare the predictors of successful quitting?
= lstherea di quitting by

-~ Someevidence that tailored > non-tailored
An etal.Nic Tob. Res. 2010
~ Observational; 1,706 In MN
- Proactive contact, Nicatine Replacement Therapy (NRT)
~ Telephone > Web to achieve successful cessation
- Approximately equivalent cost-per-quit
= Zbikowskl etal. 1. Med. Int Res. 2008
~ Observational; 11,143 n WA & 1D
- Proactive contact of Healthplan members, NRT
- Telephone > Web to achieve successful cessation
~ 0dds of quitting } 56% / call s. 14% /log-in
= Swan etal. Am. 1 Prev. Ned. 2010
- Randomized Controlled Trial (RCT); 1,202in WA& D
- Proactive contact of Healthplan members, NRT
- Nodifference n quit success between groups
Graham etal. Arch. Int Wed. 2011
~ RCT; 2005US Internet users
- Proactive contact via internet search engines, NRT
- BasicInternet = non-tailored/non interactive
- Enhanced = (Quitnet.comi tallored/interactive
30-day quit success até months (both results P < 0.01)
Enhanced Int. (8%) > Basicintemnet (6%)

[ Y ~15% Long term quit success ] Population - 8,000 participants in 4 states (4,000 Telephone - 4,000 Web-based): Powered to
find ~ 4% difference between arms.
Data z Quitline Data h follow-up surveys.
Tobacco C ion Comp Effecti Studies Method - Quantitative analysis
« OMijacketal, Codrane Collab. 2010 Outcome - 30-day point prev. smaking abstinence at 6-month follow-up
~ Meta-analysis of 20 studies; heterogeneous populations Promotion Study
~ small # studies, very limited evidence Questions

= What are the innovative promotional and educational activities?

= Whois exposed to online promotional ads?
» Ch istics of the dedvi

= How do ads affect awareness and cessation-seeking behavior?

innovative vs.

Population - 28 states
Data - Paid and eamed media coverage Q4 201010 Q4 2012
Method - Quantitative analysis

Outcome - Quitline call volume

Partnership Study (State Comprehensive Cancer and Tobacco
Control Programs)

Questions States lled in the Par hi P
= What partnesship efforts cumently exist? ;
®  How does integrati d other factors infl

= What factors are associated with each level of collaboration?
= What key factors fadlitate/hinder collaboration?

Population -7 states
Data -In-depth i of staff from
Method - Qualitative analysis

\d State Health charts

. + ¢ ©%
Summary
tudies to d l ynotb and may notfully eval
pradices. Hence, CDC s undertaking a study i it
Quitline ll e, and Cancer and Tobacco Control Programs.
E-mail: cdcinfoedegov. Web: www.cdegov
The findi d inthi \ thor

dd represent the official position of the Genters for Disease Control and Prevention, cBEm

Smoking and Health; Research Triangle Institute

Project Timeline
Study Project Period 7/2010 - 4/2013

Dova Coiecion
Fed -Aug

Public Health Implications

= Overall
- Population-based evidence of effective tobacco cessation
methods in multipl for useby

control programs, other public health practitioners, and policy
-makers

Cessation component
- Largest multi-state study 10 date, powered to detect small
differences in cessation rates between modalities

Promotion component

- D of
i Y | variation and paige

Partnership component

- Assists Comprehensive Cancer and Tobacco Control Program

edia practices on

directors with of best pract I
strategies, and promotes better levesaging of resources.
Contact Information

Behnoosh Momin, MS, MPH
CDC Division of Cancer Prevention and Control

BMomin@cdcgov Comprehensive
770-488-3112 'C“m

What are some strengths of this poster?




Some Strengths

Logical organization

Cohesive color scheme

Use of bulleted lists rather than paragraphs
Use of simple images

Inclusion of contact information

Other
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What suggestions do you have?




Some Suggestions

e Consider simplifying the title.

e |In areas with colored background, make sure
there’s enough contrast with the text.

e To help clarify the structure, perhaps use less
line spacing within blocks of text than
between blocks of text.

e Other



Cost Comparison of Skin Ver:

BANKGROUND

The evaluation of close
contacts to infectious TB
cases is the second priority
in preventing and
controlling tuberculosis in
the United States. Despite
the challenge of dwindling
resources, the District of
ColumbiaTB Control
Program strives to
implementinnovative and
evidence-based practices in
the identification,
evaluation and treatment
of close contacts to
infectious TB cases.

OBJECTIVE
To calculate and compare
all costs associated with
evaluating contacts to Acid-

s Blood Testing for the Evaluation of Close Contacts to AFB Sputum Smear Positive TB Cases, District of Columbia, 2011-2013

Alexander, Shanical2 Foster, Bethany!2 Nettles, Sabrinal2 Holt, Latrice'-2 Person, Robert?

Centers for Disease Control and Prevention’, District of Columbia Department of Health?

METHODS

TheTB Control Clinic switched from tuberculin skin test
(TST) screening of close contacts to interferon gamma

release blood assay test (IGRA) screening on August1,2012.

Aretrosp e ysis was done comparing costs pre-and
post-change through contactinvestigation reviews,
purchase order reviews and key informant interviews with
TB Investigators, Nurse Case Managers and the Nurse
Practitioner. Unit costs were created for each item and
activity associated with the medical evaluation of a close
contact. An Excel spreadsheet was created to collect the
activity data fields and costs for all close

Costs of Medical Evaluation Activities

Item

# of Units
Needed

Cost

Chest X-ray

1

$82.00

Nurse Practitioner Hourly Rate

.33

$26.40

RESULTS

From7/31/11-7/31/12,13 AFB sp smear p were il ig.
and126 TSTs were performed totaling $2,042.79 in cost.These screening tests led to
663.16 miles traveled, 30 chest x-rays and 31 medical examinations, with total costs
of $371.36, $2460. OOand 5818 40, respectively.From 8/1/12-8/1/13,11 AFB sputum
smear p were i gated and 95 IGRAs were performed totaling
$7,083.40i in cost These screening tests led to 712 miles traveled, 12 chest x-rays and
15 medi ions, with total costs of $398.72,$984.00 and $396.00,

d

Standard Mileage Rt 2014

1

$.56

TST

1

$16.21

respectively. Medical . . with

IGRA

1

$74.56

investigated by District of Columbia Department of Health.

Costto Perform an IGRA

Cost to Perform a TST

# Units
Per

# Units

Naadad

Cost

Cost

# Units
Per

# Units
Needed
for Test

T-Spot Lab Cost

Package
1 1

Tube

100

Package | for Test

Holder

250

Vial of Tuberculin | $117.45 50 1

Fast Bacillus (AFB) sp
smear positive cases that
were tested witha TST
(7/31/11-7/31/12)
compared to those tested
with an IGRA (8/1/12-
8/1/13).

o3 e s covnm

e
CONTACT INFO
Shanica Alexander

iom5@cdc.gov

(202) 6984042 PEPARIMENT OF SEATH

Tuberculin Syringe | $69.19 100

Vacutainer
Butterfly Needles

50

TST and IGRA Testing for Contacts of AFB Sputum Smear

Total Cost of TST and IGRA Testing for Evaluated Positive TB Cases, July 2011-August 2013

Contacts of AFB Sputum Smear Positive TB Cases,
July 2011-August 2013
$3,000.00 52.460.00

$2,500.00 {
$2,000.00
$1,500.00

$7,083.68
$8.000.00
$7.000.00
$6,000.00
$5.000.00
$4.000.00 {
$3,000.00
$2,000.00 TravelCost  ChestX-Ray  Physician
$1,000.00 Cost Evaluation
50.00 v Cost

$1,000.00 |
$37136 539872
$500.00 ¢

Total Dollar Amount Spent

$0.00

Total Dollar Amount Spent

Alcohol Wipes $3.95 80

Alcohol Wipes

80

Gloves $8.75 100

10

$6.59 1

Gauze Pads

100

Sharps C

Bags $11.90 50

Band-Aids

100

TB Investigator
Hourly Rate

$28.08 1

Gloves

100

Sharps C

1

Total

Biohazard Bags

50

]

Hourly Rate

I L L)

1

CONCLUSION

Doing more with less has become a public health mantra - especially for TB control
prog Forthose prog still providing direct services, even small changes can
lead to significant costs and benefits. Switching fromTST to IGRA screening of close
contacts of AFB smear p TB cases in Washi DC significantly
increased the overall cost (from $5,692.55 to 58862 12) but decreased by more than
50% the number of chest x-rays and medi ions performed.Fori
programs like ours, with a shared budget but a clinic pred. ly run by

ici the benefit of less provider contact ulti I ighed the additi

Total

National Center for HIV/AIDS, Viral Hepatiti

cost of the test.

STD, and TB Prevention

Division of TB Elimination

What are some strengths of this poster?




Some Strengths

e Large enough type

e Cohesive color scheme

e Simple tables and figures

e Use of red to highlight main conclusions
e Inclusion of contact information

e Other



Cost Comparison of Skin Versus Blood Testing for the Evaluation of Close Contacts to AFB Sputum Smear Positive TB Cases, District of Columbia, 2011-2013

BANKGROUND

The evaluation of close
contacts to infectious TB
cases is the second priority
in preventing and
controlling tuberculosis in
the United States. Despite
the challenge of dwindling
resources, the District of
ColumbiaTB Control
Program strives to
implementinnovative and
evidence-based practicesin
the identification,
evaluation and treatment
of close contacts to
infectious TB cases.

OBJECTIVE
To calculate and compare
all costs associated with
evaluating contacts to Acid-

Alexander, Shanical2 Foster, Bethany!2 Nettles, Sabrinal2 Holt, Latrice'-2 Person, Robert?

Centers for Disease Control and Prevention’, District of Columbia Department of Health?

METHODS

TheTB Control Clinic switched from tuberculin skin test
(TST) screening of close contacts to interferon gamma
release blood assay test (IGRA) screening on August1,2012.
Aretrosp e analysis was done comparing costs pre-and
post-change through contactinvestigation reviews,
purchase order reviews and key informant interviews with
TB Investigators, Nurse Case Managers and the Nurse
Practitioner. Unit costs were created for each item and
activity associated with the medical evaluation of a close
contact. An Excel spreadsheet was created to collect the
activity data fields and costs for all close

Costs of Medical Evaluation Activities

Item

# of Units
Needed

Cost

Chest X-ray

1

$82.00

Nurse Practitioner Hourly Rate

.33

$26.40

RESULTS

From7/31/11-7/31/12,13 AFB sp smear p were il ig.
and126 TSTs were performed totaling $2,042.79 in cost.These screening tests led to
663.16 miles traveled, 30 chest x-rays and 31 medical examinations, with total costs
of $371.36,$2460. OOand 5818 40, respectively. From 8/1/12-8/1/13,11 AFB sputum
smear p were i gated and 95 IGRAs were performed totaling
$7,083.40i in cost These screening tests led to 712 miles traveled, 12 chest x-rays and
15 medi ions, with total costs of $398.72,$984.00 and $396.00,

d

Standard Mileage Rt 2014

1

$.56

TST

1

$16.21

respectively. Medical . . jated with

IGRA

1

$74.56

investigated by District of Columbia Department of Health.

Costto Perform an IGRA

Cost to Perform a TST

# Units
Per

# Units

Naadad

Cost

Cost

#Units | # Units
Per Needed

T-Spot Lab Cost

Package | for Test
1 1

Tube

100

Package | for Test

Holder

250

Vial of Tuberculin | $117.45 50 1

Fast Bacillus (AFB) sp
smear positive cases that
were tested witha TST
(7/31/11-7/31/12)
compared to those tested
with an IGRA (8/1/12-
8/1/13).
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CONTACT INFO
Shanica Alexander

iom5@cdc.gov

(202) 6984042 PEPARIMENT OF SEATH

Tuberculin Syringe | $69.19 100

Vacutainer
Butterfly Needles

50

TST and IGRA Testing for Contacts of AFB Sputum Smear

Total Cost of TST and IGRA Testing for Evaluated Positive TB Cases, July 2011-August 2013

Contacts of AFB Sputum Smear Positive TB Cases,
July 2011-August 2013
$3,000.00 $2.460.00

$2,500.00 {
$2,000.00
$1,500.00

$7,083.68
$8,000.00
$7.000.00
$6,000.00
$5.000.00
$4.000.00
$3,000.00
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$1,000.00 Evaluation
$0.00 < Cost
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Total Dollar Amount Spent
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Total Dollar Amount Spent

TravelCost  Chest X-Ray
[

Alcohol Wipes $3.95 80

Alcohol Wipes

80

Gloves $8.75 100
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$6.59 1

Gauze Pads
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Sharps C

Bags $11.90 50

Band-Aids
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TB Investigator
Hourly Rate

$28.08 1

Gloves
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Sharps C

1

Total
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CONCLUSION
Doing more with less has become a public health mantra - especially for TB control
prog Forthose prog still providing direct services, even small changes can
lead to significant costs and benefits. Switching fromTST to IGRA screening of close
contacts of AFB smear p TB cases in Washi DC significantly
increased the overall cost (from $5,692.55 to 58962 12) but decreased by more than
50% the number of chest x-rays and medi ions performed.Fori
programs like ours, with a shared budget but a clinic pred. ly run by

Total

National Center for HIV/AIDS, Viral Hepatiti:

the benefit of less provider contact ulti ighed the additi

nd TB Prevention
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e Try to include more white space.

e Try to break up blocks of text, for example by
including some bullets.

e Consider whether the tables really belong in
the methods section.

e Make the graphs two-dimensional rather than
three-dimensional.

e Other



Ethnic and Regional Differences in Neutrophil Counts and Neutropenia Reporting, with Related Findings, in Two International
Clinical Trials of Rifapentine and Rifampicin for Tuberculosis Treatment

Ruth N. Moro (1,6), John L. Johnson (2, 3), Chi-Chiu Leung (4), Kwok-Chiu Chang (4), Andrey Borisov (1), Neil Martinson (5), Stefan Goldberg (1)

Ethnic and Regional Differences in Baseline Hematology and Chemistry in TBTC Studies 29 and 29x (N=860)

i penia Events During TB tleast 1 dose of study drugs, 590 (69%) were male, 86
Black N Z Non-black, d (ANC <1000 /mm? ), Showing Baseline, Nadir, and Recovery [| (10%) were HiV-infected and the median age was 33.
* Variation in the level of Absolute Neutrophil Count (ANC) and (n=513) Afric Not African | Not African ‘ ’ ’ = Black, compared to non-black participants had lower values of ANC, hemoglobin,
other hematological and chemistry values between Africans ALT, and WBC and inmen. Platelet count was higher in blacks
and other populations has been reported ', - Hemoglobin and creatinine were lower in female participants regardiess of race
g has been ass cin use. 55 or region of enrollment
Definitions and clinical of might No major differences were found after stratifying by median age instead of
differ between populations. 4960 gender (not shown).
The National Cancer Institute’s Common Toxicity Criteria 9248 Among black participants, baseline median ANC was lower in those livingin
(CTC) and the National Institute of Allergy and Infectious x10%/mm? African countries. Among participants living outside Africa, blacks had similar
Diseases Division of AIDS (DAIDS) tables are commonly used 7.7 baseline median ANC values compared to non-blacks.
to assign severity grades to laboratory values, although the 8.1 ¥ | i events were reported, all of them in black participants
scales have not been assessed in different populations pvalue” i ing in African countries. One subject developed fever.
Different scales might affect safety results reported from dL Median E \ Allimproved andnone required interruption of treatment.
clinical trials Female | 112 N N No clear pattem in time to ANC nadir and recovery was found (see scatter plog.
e Male | 126 | : S ——, S Neutropenia event rates didnot differ by treatment arm or dose, Study29:
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To identify passible ethnic and regional variation of ANC and value=0.76)
other hematological and chemistry values at baseline Female 258 No events of rend failure or thrombocytopenia were reported.
To determine sex and age influence among these groups. Male 351 T In contrastto and anemia in black Africans,
Toidentify CTC grade 3 adverse events: neutropenia, anemia, pvalue® 0677 ¢ hepatitis events were not more frequently present in any ethnic/regional
, renal failure, inine mg/dL Median population.
race and region. Female [ 0.7 If DAIDS criteria were applied, only 4 neutropenia events would have been
07 | o8 i f Reporting Adverse Events of Severity >Grade 3 reported due tolower ANC cutoff.
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To compare the use of CTC vs. DAIDS in the reporting of

safety data. <0001 | <0001 according to Commeon Toxicity Criteria (CTC) v2.0 vs. Divisionof I conclusions

nferase U/L Median AIDS (DAIDS) v2.0 criteria Compared with non-black participants, black participants had lower baseline
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(R) during the first two months of otherwise standard T8
treatment in Brazil, Canada, Hong Kong, Kenya, Peru, South
Africa, Spain, Uganda, US, and Vietnam.
337 participants received R10mg/kg, and three groups of 361, 5
81,and 81 received P10, P15, and P20mg/kg, respectively,
ANC, white blood cells (WBC), hemoglobin, platelets,

of the participant population and the clinical implications of
might be helpful in optimizing neutropenia reporting definitions
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Ethnic and Regional Differences in Neutrophil Counts and Neutropenia Reporting, with Related Findings, in Two International
Clinical Trials of Rifapentine and Rifampicin for Tuberculosis Treatment

Ruth N. Moro (1,6), John L. Johnson (2, 3), Chi-Chiu Leung (4), Kwok-Chiu Chang (4), Andrey Borisov (1), Neil Martinson (5), Stefan Goldberg (1)

Background

* Variation in the level of Absolute Neutrophil Count (ANC) and
other hematological and chemistry values between Africans
and other populations has been reported 2.

has been ass

Definitions and dlinical of

differ between populations,

The National Cancer Institute’s Common Toxicity Criteria

(CTQ) and the National Institute of Allergy and Infectious

Diseases Division of AIDS (DAIDS) tables are commonly used

to assign severity grades to laboratory values, although the

scales have not been assessed in different populations.

Different scales might affect safety results reported from

dlinical trials

in use
might

Objectives

* Toidentify possible ethnic and regional variation of ANC and
other hematological and chemistry values at baseline.

* To determine sex and age influence among these groups.

* Toidentify CTC grade 3 adverse events: neutropenia, anemia,
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matology and Chemistry in TBTC Studies 29 and 29x (N=860)

Results
* 860 ed atleast 1 dose of study drugs, 590 (69%) were male, 86
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= To compare the use of CTC vs. DAIDS in the reporting of
safety data.

Methods

* The Tuberculosis Trials Consortium recently completed two
phase 2 in dand

uninfected adults using rifapentine (P) in place of rifampicin
(R) during the first two months of otherwise standard T8
treatment in Brazil, Canada, Hong Kong, Kenya, Peru, South
Africa, Spain, Uganda, US., and Vietnam.
337 participants received R10mg/kg, and three groups of 361,
81,and 81 received P10, P15, and P20mg/kg, respectively,
ANC, white blood cells (WBC), hemoglobin, platelets,
creatinine, alanine aminotransferase (ALT), and bilirubin were
evaluated at baseline, and at 2,4, 6, 8, and 12 weeks. We
compared black vs. non-black, and African vs. non-African
populations.
Amedian Two-Sample Test for normally distributed samples
and anon-parametric testfor non-nomally distributed
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(10%) were HIV-infected and the median age was 33.

= Black, compared to non-black participants had lower values of ANC, hemoglobin,
ALT, and WBC and creatinine in men, Platelet count was higher in blacl
Hemoglobin and creatinine were lower in female participants regardiess of race
or region of enrollment.

* Nomajor differences were found after stratifying by median age instead of
gender (not shown)

= Among black participants, baseline median ANC was lower in those livingin
African countries. Among participants living outside Africa, blacks had similar
baseline median ANC values compared to non-blacks.

* 32(3.7%) neutropenia events were reported, all of them in black participants
and 28/32 in blacks living in African countries. One subject developed fever.
Allimproved and none required interruption of treatment.

* No clear pattem in time to ANC nadir and recovery was found (see scatter plot).

= Neutropenia event rates didnot differ by treatment arm or dose, Study29:
R10mg (8/254[3.1%), P10mg (10/275[3.6%) (p-value: 0.95), Study29x: R10mg
(2/83[2.4%]), P10mg (5/86[5.8%]), P15mg (4/81[4.9%]), P20mg (3/81[3.7% (p-
value=0.76).

= No events of rendl failure or thrombocytopenia were reported.

* In contrast to P black Africans,
hepatitis events were not more frequently present in any ethnic/regional
population.

= If DAIDS criteria were applied, only 4 neutropenia events would have been
reported due to lower ANC cutof
Conclusions

* Compared with non-black participants, black participants had lower baseline
ANC values and a higher frequency of Grade 3 neutropenic events using the CTC
scoring system.
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on the Common Toxicity Criteria(CTC) v20

definedas >

limit of normal (uln) or > 3 times uln with symptoms, or
bilirubin >3 times uln, o determined by site investigator
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matic Review and Meta-Analysis of Treatment of Latent TB Infection to Reduce Progression to Multidrug-Resistant Tuberculosis
Suzanne M. Marks, MPH, MA* and Sundari Mase, MD*

BACKGROUN D

of
contacts to mulﬂdrug-n-lnmt (MDR)TI patients are
lacking because of small studies. TB incidence in contacts
to MDR-TB patients treated for latent MDR-TB infection
(LTBI) is unknown

OBJECT IVES

= Te

review of published studies to
assess TB incidence with and without LTBI treatment in
contacts to infectious MDR TB patients
T lysis of the
TB Infection treatment with TB incidence

of latent MDR

METHODS

2014, we review of
ed studies in PubMed, EMBASE. and Cochrane

for the key
resistant, contacts, and treatment.
= We considered contacts effectively treated if they were on >
one medication to which their likely MDR-TB strain was
susceptible.
= We estimated a pooled random effects relative risk (RR)
and its 95% confidence interval.

Systematic Review Process

1 U.S. Centers for Disease Control and Prevention (CDC), Atlanta, Georgia

RESULTS

Comparison Study #1
Denholm JT, Leslie DE, Jenkin GA, et al. Long-term follow-up
resistant tuberculosis in Victoria, Austrafia, 1995-2010, ITLD. 2012:16(10):1320-1325.
Setting: Australia
Time period: 1995-2010
Subjects: N=49 with LTBI of 570 contacts to MDR-TB
patients, median age 27
Study type: Retrospective review, retrieved isolates of index
cases, ~5 years of follow up
n=11 received effective (2 1 med to which their strain was
susceptible) treatment with 1-2 meds for 9 months
— treated mostly MOX alone or with EMB; PZA with EMB, INH, or RIF;
CIP alone or with PZA
~ Outcomes: No (0%) TB cases
n=38 considered not effectively treated
— Outcomes: 2 (5%) TB cases

Comparison Study #2
Bamrah S, Brostrom R, Dorina F, et al. Treatment for Multidrug-Resistant Latent Tuberculosis
Infection —Federated States of Micronesia, 2009-2012. JTLD. 2014:18(8):912-919.

Setting: Chuuk, Micronesia
Time period: 2009-2012

Subjects: N=119 with LTBI of :onlacls of MDR-TB patients, median
age of those starting treatment was 2

Study type: Prospective observatlonal study with 36 months of
follow up

n=104 received 12 months daily treatment (mostly FQ: MOX/LEV,
EMB, combo)

~ 89% completed
- Omcnmes No (0%) ™S cases; No serlous adverse events
although 15%

reported adverse events
n=15 refused or discontinued treatment within 2 weeks.
— Outcomes: 3 (20%) TB cases

of contacts exposed to multidrug-

Comparison Study #3

Schaaf et al. Evaluation of Young Children in Contact with Adult Multidrug-resistant Pulmonary

Tuberculosis: A 30-Month Follow-up. Pediatrics 2002; 109:765.
Setting: Western Cape Province, South Africa

Time period: 1994-2000

Subjects: N=105 children < 5 yrs. of age, household contacts

Study type: prospective observational study with 30 months of

follow up
n=41 received 3-4 drug combinations of INH/PZA/EMB/ETH (6
with OFL) for 6-12 months
~ Outcomes: 2 (5%) TB cases
n=64 no treatment
— Outcomes: 13 (20%) TB cases

Complete Data from 3 Comparison Studies

mm-—m
TBITX 0 (05) 1

No LTBI Tx 2

Total 25 a7 ag

T8I Tx 0 (05)
No LTI Tx

RR=0.826087
€1(0.04-17.06)

RR=0.023923
€1(0.001-0.4)

RR=0.24015
€1(0.06-1.01)

OIS Pooled RR=0.08
€1(0.02-0.35)

Results of Meta-analysis of 3 Studies oo, s, sensatz0)
Pooled Random Effects Relative Risk=0.179 (0.034-0.929)

Povstie reasonsfor e hetersgen
i (49,119,105
Bincidenc 45 Ausali, 3% Ok, 345 8. Al

CONCLUSIONS

* Very few studies met the inclusion criteria, so results
should be cautiously interpreted.

. waor.m found. by using meta-analysis, some empirical
fortl of LTBI to prevent

MDRTB.

TD, and TB Prevention
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Some Suggestions

Consider using a more harmonious color scheme.
Try to make the poster less cluttered.

Consider structuring the poster in an easier-to-follow
way.

Especially if the current structure is retained,
consider making the section headings more
prominent.

Other
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Abstract o Modeling enzootic raccoon rabies from land use
e sws Introduction patterns — Georgia (USA) 2006-2010

<
patterns might affct the résenvoir of a zoonotic disease. The terrestrial reseriir for rabies in Georgia is the raccoon [1].

I S5 131 S PrOSARY TS PUOCRER SPIMENT  ecalogicaly nseems that raccoons assprodeveopmentvel, By+ ol E Dukel2, Jesse Blanton2, Melissa Ivey3, Charles Rupprecht 2

on m‘f"ahﬂﬁ hh'ldme is reported at the county level both agﬁculh!hafand wrbanized. In fact, urbanized areas and

andisa Dassl've tipe of surveillance. Higher popuiated arazs at ths trop-forestad intarface might hold higher raccoon
EL )
murmesdn more testing because there are more pecple popiation densities as compared to other areas [2]. There | -
tha; fn(ne into contact with wildlife, especilly where have been land-use studies to show how this ecological . Figure 2; Clustering of positive cases Figure 3. Clustering of positive cases | pop density Figure 4: Clustering of submissions / pop density
; ™

b&nlza‘tu:ln encroaches on habitat. & sandardizing \'I * phanomencn might influence rmccoon rabies cases. The jrizin Metro areas

. variable on the right side of a logistic model helped t0 (" problam with these studies i the bias assodiated viith testing of - g p=0.05 ' p>0.05 ,’ p>0.05
normalize the polygons of analysis (county in ““5 m!d\'] raccoons in higher population centers [3,4]. The only racooons £ - DCO_GS ' - p<0.05 - p<0:05
50 that results are more compelling. Low Irlt'lal15'tir testad by public health department in Ge_ar.gia are those that ‘ T ' ) ‘-
residential development was positively associdted with have contact with humans or domesticated animals, such as ' b t
reported rabid raccoons while MEE"E‘?" forest was dogs and cats; there would be more cases where there is more d 1 TN . 7 o *
negatively associated. These mﬁtsfﬂw implications for tasting. This type of surveillance is considerad passive and the “T 1 i o p :
tailoring the Oral Rabies Varin3tion (ORV) programs 31008 bies associated with it abiss it difficul to anslyze haw land-uss P
the enzoatic front. [ patterns may actuslly influence higher rates of raccoon rabies. ] WL hy o JEIE ) 1 < .'

’ \ Itis prupoae_d.mlar'byusing GI5 clustering analysis, we can show : ! ( = 4 3 ‘ : .. . .' -’
Fig. 1 } hew to mnfeam'ethis biias through the addition of a ) b ‘ ) | : “
» mn@arﬂmng variable when formulating land-use models to

. Georgia counly population densities by quartile WFE E==S

3230

50, -
' | 190240 :
waec  RESUlts and Qrscussmn 2
- ; &8
ebﬂﬂ-%&i.ﬂ Fh.elshmsﬂ!lpﬂ'hle popul " 1sities of i@ counties. mezmﬂfﬁewdmwdmmmmusﬂypﬁe.&ﬂinﬂmﬂhua‘eaaldm&islrﬁmtedbfﬂlela‘geuppﬂ

quartile grouping of cou iﬁ:hemm:rd upper part of the state in Figure1. Mmﬂnquﬂberufpnsmuemgspmatimnfwﬂmndpmhlﬁg ilhclmmdwmﬁumﬂnmm Becauss our
nﬂdwmﬂnunﬁummmﬁ as the dependent variable uewumdmtﬁe’smehrmufmembrmssm (positive + megative) ﬂﬂiislhe‘wegmzd'mbb unﬂ'lergmslhufﬂiemnnddm
mmmﬁ@ Therefore I'gule&shﬂusﬂled.nmlgMﬂmmnhmdmummwmwrmmmmﬁumm! Aﬁﬂm“mdwmm the

A
a ,“ [+188; p ), evergreen forest (-1.77; pmnz[,mll‘nernﬂ[ 52.2; p<0.001), low intensity residential [-ﬂlde}gmmﬂ,aﬂhnm {+43.53; p=0.019). mmeﬂlewughndwndiehdamhum
Oto 1 66 mmmmmw“mmm\qmnmmmmmuummnﬁm The land-use findings have b by our _' of raccoon rabies

|thmmﬂﬂmmnﬂmhham&milmgmmm mmm&mmﬁuﬁtnpﬁmwmﬂummmm&ymﬂuuamﬁ]
MIQ;HIpmfaﬁulnmnirdmm&hmhmﬂmnmisbengﬂienuprhmbﬂ!smeﬂicfﬁemenmﬂchﬂmwﬁtlﬂhiﬁmm[ﬁl mmﬁyufashpmhitydndnlgﬂﬂem
a!mpu'm!d:le barriers in the ORV programs. nirlsthqhmg‘hlhm been distributed in a pure stand ufupla\d@menfm‘ﬁtm.lld be concentrated nﬁeuﬂgadﬂnhﬂelmzmhﬁsmwmﬂm

[

,~:§ Immmmﬂvewbﬁch&ﬂﬁﬂ:ﬂﬂﬂmm{p@qﬁm issions at a finer i =nsznmaemmmwwmwmwmﬂmﬁw

& - References
Methods O _ _ AN . S
[1] welasco-villa &, et @l. 2008. Enzootic rabies elimnation from dogs and reemergence in wild terrestrial camivores,

b T . . . ; |
Raccoon rabies testing data comes from the Georgia Department of Public Health from 2006 through 2040 and is reported at the county level of resolution. This data was Unitad States. Emerging infectious Dissases 14/12): 1839-1854.
{ (2] rosatte R, et ol. 2000. Density, movements, and survival of raccoons in Ontario, canada: implications for disease

added into the shapefile attributes lp\hlgofceorgia counties that is downloaded fromthenﬂama. Begional Commission. ULS. Census Bureau 2010 population and land spread and ma ment. Journal of Memimalogy S[1): 122-135.

area data was also entered into the attributes table. Thirteen land use variables were sxtracted by county from the USES National Land Cover Database 2006 and sach [3] Jones M, Curns A, Krebs J, and Childs ). 2003. Environmental and human demographic festuras associated with
- . - . R . . L. epizgotic ebias in Maryland, Pennsyhvania, and Virginia. Journal of Wildlife Dissases 39(2): 889-874.

caloulated as a percentage. Ejsmg polygon pattern analysis, the local G-statistic, maps we_re generated that show clustering of positive cases, dustering of positive ases [4] Recuenca 5, =t al. 2007. Spatial and temporal patterns of enzootic raccoon rabies adjusted for multiple covariates.

international Journal of Health Geographics 6: 14,
N ¢ - - L . [5] Beasley JC and TL Devault. 2007. A hierarhial analysis of habitat selaction by raccoons in Northemn Indiana. Journal
backwards negative Binomial regrassion of variables that had significant crude pdds ratios. of wildlife Management 7(4): 1125-1133.

* Institute ﬂfP!_.Ih'il‘: Health, Ga State University, atlanta, G&; * Paxvirus and Babies Branch, CDC, Atlanta, GA; * Georgia Dept of Public Health, Atlanta, Ga [5] Arjo WM, et al. 2008. Effects of natural barriers and habitat on the western spread of raccoon rabies in Alabama.
: Journal wildiife Manogement 72(8): 1725-1735.

par person per square k_ilﬁlheter, and submissions (positive + negative) per person per square kilometer. Using 545 and accounting for autocorrelation, we ran a stepwisa




The National Quitline Data Warehouse: Development, Implementation, Utilization, and Dissemination*

'Henraya McGruder, 'Lei Zhang, “Nathan Mann, 'Marti Engstrom, and 'Ann Malarcher

Overview

= National Qutiline Data Warehouse (NQDW)
~ Goals, Utility, and Types of Data
— 2010-2011 NQDW Data
~ Data Dissemination plans

Goals of NQDW

= To serve as a continuing national resource for data on the
services, utilization, and success of US state quitlines (50
states + DC, Guam and Puerto Rico) for use in monitoring,
evaluation, and improvement
— Assist in the evaluation of quitline activities under

Utility of NQDW (continued)
= Compare single state to national data

= Answer questions on quitlines that a single state

can notanswer

Enhanced accountability

Obtain data for evaluation and program
improvement

Promote the development of ‘best practices
Help Office of Smoking and Health improve its
technical assistance to states

Structure of NQDW

Control and n, Research Triangle Institute, ch Tiia

NQDW Data Received
= NQDW Quitline Services Online Survey
~ Received data from all 53 states/territories
for all quarters (100% completion rate)
= NQDW Intake Questionnaire
— Received date from 52 out of 53 states/
territories for all quarters (98%
completion rate)
= NQDW 7-Month Follow-up Questionnaire
— Received data from 49 out of 53 states/
territories for reporting period (92%
completion rate)

Quitline Services Provided - Medications

Medications Disrbuted by Quitines

National Quiteline Data Warehouse (NQDW)

Services Intake Follow-Up
Data Data Data

oo up dat cly cotected duog the ARRACPPH unding pesiod

C Il of the C ies Putting
to Work (CPPW) Initiative, authorized by the American
Recovery and Reinvestment Act (ARRA) of 2009

— Assist in the evaluation of quitline activities under Public
Prevention Health Fund (ACA) funding

— Assist in the evaluation of the National Tobacco
Education Campaign

Utility of NQDW

= Theability to track changes over time, nationally and
state-by-state.

= Improve unds di
quitline data.

= Facilitate reporting to policy makers such as the HHS
Secretary and Congress

and utilization of i

CDC-OSH’s Role in the NQDW

= Provide technical assistance and training
to states related to data collection and
reporting of:
— Online Services Survey,
— Intake survey,
— 7-month follow-up survey

the data at the state-level and

national level

= Report aggregate state-level data in the State
Tobacco Activities Tracking and Evaluation
(STATE) System and other publications, e.g.,
State Tobacco Control Highlights

2010-2011 NQDW Data Submission Status.

2010 NQDW Data from Online Services Survey
(Included In 2012 Tobacco Control State
Highlight Reports

Utilization of Tobacco Cessation Quitlines.

2 e o e e s a
40 2010 200 a0 21s 20m o 208

2011 NQDW Data from Online Services Survey

NQDW Data from Online Services Survey for 2010
and 2011 combined (ARRA/CPPW Funding Period)

NQDW Data Dissemination
= NQDW Project Reports to states
— NQDW Cumulative Services Data and Intake
Frequency Reports
Data Disk to states containing:
— Data files that each state submitted,
— Programs used to work with the state's data,
— Formatted data files that we created, and
— Reports that we prepared and returned to states
STATE System
Tobacco Control State Highlights 2012 (to be released
December 2012)

= Examination of utilization trends among priority populations
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Treatment Completion Rates for 12 weekly Doses of Isoniazid plus Rifapentine for Treatment of Latent Tuberculosis Infection in Programmatic Settings in the United States

Nwabunie Nwana', Amy Sandul', Sapna Morris’, Christine Ho', Suzanne Marks', Ruth Moro', and the 3HP Post-Marketing Group
'Division of Tuberculosis Elimination, Centers for Disease Control and Prevention, Atlanta, GA

BACKGROUND

Approximately 5-10% of persons infected with Mycobacterium bacill, a
condition known as Latent Tuberculosis Infection (LTBI), will eventually
develop active tuberculosis (TB) disease.

Treatment of persons with LTBI prevents progression to T8 disease, and
is an important cornerstone in the United States strategy for T8
elimination.

The effectiveness of the current standard LTBI regimen consisting of
isoniazid for 9 months (9H) is limited by low rates of treatment
completion (§7% in 2011)*

Arecent clinical trial of LTBI treatment with 12 weekly, directly observed
doses of isoniazid and rifapentine (INH-RPT) demonstrated non-

inferlority compared with the standard 9H regimen.

* Subsequently, COC published guidelines for use of INH-RPT for
treatment of LTBIY,

OBJECTIVE

To describe treatment completion rates and associated characteristics
for patients receiving INH-RPT for LTBI treatment.
To describe reasons for non-completion of treatment.
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Table 1. Characteristics of patients treated with and completing INH-RPT regimen
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RESULTS

As of December 31% 2013, 3346 patients started the regimen and
ble to complete. The overall treatment completion rate

was 87% (2,884/3,307) (Figure 1).

i i , 13% (423/3307) i and
7% (246/3307) discontinued due to an AE attributed to the regimen
(Figure 1), Among those stopping treatment, the median dese of
stopping was three (of 12) (Figure 3).
Completion rates varied by subpopulation categories but exceeded
80% for all groups (range 81%- 95%). The highest completion rates
were achleved with students (95%) and recent contacts to active T8
cases (91%) (Table 1).
Across all 16 participating project sites, treatment completion rates
exceeded 80% {Range 81%-100%). (Figure 2).
There were no reported deaths attributable to INH-RPT.
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Figure 2, Treatment completion rate by participating site Figure 3. Among those stopping treatment-

dose associated with discontinuation of treatment

METHODS

Table 2. Reasons for stopping INH-RPT treatment

A prosp cohort of patients di d with LTBI
was offered treatment with INH-RPT between July 1, 2011, and
December 31, 2013, in accordance with CDC guidelines.

Patients were determined to be Ineligible to complete INH-RPT
treatment if they were HIV-infected on anti-retroviral treatment,
contacts to a TB patient having drug-resistant T8 disease, diagnosed
with active T8, or had a negative quantiferon (QFT) test result.

16 sites, comprised of Federal, State and local T8 programs,
collaborated with CDC to assess treatment outcomes and adverse
events (AE) of patients starting treatment

Sites worked with CDC to develop patient-care data collection forms.
Basic demographic information, country of birth, incarceration status,
housing status, dose and assoclated symptoms were collected from
all eligible patients (3307) receiving directiy-observed INH-RPT.
Treatment completion was defined as receipt of atleast 11 of 12
doses of INH-RPT over 16 weeks.

Data were entered into a Microsoft Access database and analyzed
usingSAS 9.3

We corducted descriptive analyses and report relative risk (RR)
associations with treatment completion and their 95% confidence
intervals (Cl).

Treatment Completion Rate

0

NKHOPCBGM

LEJAFDI

Participating Site

920

86
7
9
4
. ‘ 3

=
11,
|

Dose Dose Dose Dose Dose Dose Dose Dose Dose Dose
12 3 7 9 10

Number of Doses Taken

horapy afer dose 11

e.where ne423.

Reasons for N=423
Stopping Treatment (%)

Adverse Event 246 (58.2)
Refused Treatment 47(11.1)
Other 36 (8.5)

ter for HIV/AIDS, Viral Hepatit

CONCLUSION

Across diverse TB programmatic settings, high rates of completion
were achieved with the 12-weekly directly observed INH-RPT
regimen.

Treatment completion in this project was high in special populations
{homeless and corrections) that historically have had high rates of
oss-to-follow up.

Treatment discontinuation rates attributed to adverse events were
low
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Use of Three Months of Isoniazid and Rifapentine for Latent Tuberculosis Infection (LTBI) among Homeless Persons in United States (U.S.) Programmatic Settings
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BACKGROUND

Persons experlencing homelessness remain  high risk population for
Tuberculosis {TB) morbidity and mortality. In fact, T8 outbreaks have
frequently originated in homeless shelters.

Targeted screening and successful treatment of homeless persons with
latent tuberculosis infection (LTBI) prevents progression to T disease
and is an Important strategy used to contain T8 outbreaks in shelters.
Unfortunately, the effectiveness of the current standard LTBI regimen
consisting of isoniazid for @ months {9H) is limited by low patient
adherence resulting in low treatment completion rates {<50%)

A new shorter course and non-inferior treatment consisting of once
weekly, 12-dose, directly observed regimen of isoniazid and
rifapentine (INH-RPT) achieved higher completion rates in a recent
clinical trial®

OBJECTIVE

= Todescribe treatment completion rates and associated characteristics
of homeless persons receiving INH-RPT for LTBI treatment in
programmatic settings.

carling TR, Vilarino ME, Borizox A5, at aL Three months of réapentina and isonizid for
Iatant tubsrculosis infection. The Mew England journal of medicine. Dac § 2011; 365 (23}
21552166
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METHODS

* Prospective observational data was obtained from 3346 persons
diagnosed with LTBI and offered treatment with INH-RPT between
July 1, 2011, and December 31, 2013, in accordance with CDC
guidelines.

Patients were determined to be ineligible to complete INH-RPT
treatment if they were HIV-infected on anti-retroviral treatment,
contacts toa T8 patient having drug-resistant T8 disease, diagnosed
with active T8, or had a negative quantiferon {QFT) test result.

2400 persons provided information on medical and socio-behavioral
risk factors, including housing status In the prior 12 months, and were
eligible to be treated with 12-doses of INH-RPT.

Data were entered into a Microsoft Access database and analyzed
using SAS 9.3,

Treatment completion was defined as receipt of at least 11 of 12
doses of INH-RPT over 16 weeks.

We conducted descriptive analyses and compared treatment
completion rates between homeless and stably housed persons.
Bivariate and multivariate relative risks (R, ARR) are reported with
95% confidence Intervals (C1).
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RESULTS

Among 2400 persons starting treatment, 117 (4.9%) were homeless.
Of these homeless persons starting treatment, 74% (87/117) were
male. Median age of this sub-population was 47 years (IOR: 34, 56).
Sixteen {14%) were contacts toactive TB cases, 17 (15%) had been ina
correctional facility within the past year, § (4%) were foreign-born, and
11(9%) were recent converters.

Frequent socio-medical conditions reported in this sub-population
‘were smoking (60%), alcoholism (30%), and hypertension (24%).

The stopped-treatment rate was 27% (32/117) In homeless compared
to 13% (301/2283) in stably-housed persons (RR= 2.07, 95%Cl= 1.52-
2.84; ARR=1.85, 95% Cl= 1.33-2.56).

There was no significant difference in the treatment discontinuation
rate as 2 result of an adverse event between the homeless (%=
11/117) and stably-housed (8%s 192/2283) persons {RR= 1.12, 95%
Ci=0.63-1.99),

Homeless persons were 9 times more likely to stop treatment as
result of beinglost to follow-up compared to stably-housed persons
(RR= 8.87, 95% Cl= 4.96-15.86).

The median dose at which treatment was stopped among homeless
persons was the third dose (IQR: 2, 6), compared to the fourth dose
(1GR: 3, 6) among stably-housed persons.

CONCLUSION

* The use of directly observed INH-RPT to treat LTBI resulted in a high
rate {73%) of treatment completion among homeless persons.
However, homeless persons were significantly more likely to stop
treatment than stably-housed persons.

= T8 programs should pricritize efforts and target resources in this

jon during treatment o as to optimize completi

treatment.
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Safety and Tolerabi

Background

= Treatment of latent tuberculosis infection (LTBI) in
high-risk populations is an important strategy for
tuberculosis { TB, prevemvm and elimination in the

rug reactions were associated with the
12-dose LTBI regimen of once-weekly isoniazid
{900 mg) plus rifapentine (900 mg) (INH-RPT) in a
large dlinical trial,"PREVENT TB?23

Objective

* To assess safety and tolerability of directly
observed INH-RPT in the U.S. as part of a national
post-marketing surveillance activity.

Methods

* Data were collected from an observational
prospective cohort during July 1,2011 - December
31,2013 using standardized review instruments.
= INH-RPT administered by directly observed therapy
{DOT) was started in 3,307 persons with LTBI from
16 U.S. sites following CDC guidelines and local
program practices.

= Patients were instructed to report symptoms
during treatment at each DOT visit.

* Rates for treatment discontinuation were
calculated

= We assessed the association of development of

tion by

ymptoms with treatment compl
univariate analysis.

Affiliations

INH-RPT Treatment Under DOT in the U.S. Post-marketing Surveillance Activity

Programmatic Settings in the United States
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Results

* Among 3,307 persons who received INH-RPT, 54% were male, 37%
black, and 0.8% were infected with HIV.The median age was 36
years,

» The overall treat 't discontinuation rate was 12.8% (423/3,307)
and the rate of ment discontinuation among participants who
rs-pored symptoms was 7.4% (246/3,307).

The proportion of persons who reported symptoms and were
v(\rmlr‘ or white non-Hispanic were higher than those who did not
report symptoms (p-value = <0001 and 0.02, respectively, see
table)

= Atotal of 1,207 (36.5%) persons reported at leas
one of the first 10 doses. Nausea vomiting (40%6),
muscle Joins (19%), headache (19%), fever/chills
most fmquon’ly reported symptoms,

* INH-RPT Dose 3 was the most frequent dose after which treatment
was discontinued (26%),among persons who did not complete

tment and reported symptoms.

» The odds of not completing treatment were 4.5 times higher for
those reporting at least one symptom, compared to those who did
not reportany symptoms after one of the first 10 doses

symptom after
tigue (31%), sore
6%) were the

* No deaths or permanent sequelae attributed to INH-RPT were
reported.

Conclusions

Findings in this programmatic surveillance activity were very similar
to those reported in the PREVENTTB trial.

INH-RPT administered by DOT for LTBI treatment in programmatic
settings was well tolerated and safe.
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Some Resources




Some Resources

“Designing Conference Posters”
(http://colinpurrington.com/tips/poster-design)

“Creating Effective Poster Presentations”
(https://www.ncsu.edu/project/posters/index.html)

“Tips for Designing Better Research Posters”
(https://old.elsevier.com/connect/infographic-tips-
for-designing-better-research-posters ) (infographic)

“Better Posters: A Resource for Improving Poster
Presentations” (http://betterposters.blogspot.com/)
(blog containing poster critiques)



http://colinpurrington.com/tips/poster-design
https://www.ncsu.edu/project/posters/index.html
https://old.elsevier.com/connect/infographic-tips-for-designing-better-research-posters
http://betterposters.blogspot.com/
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