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Abstract

Background—The association of anal cancer with human papillomavirus (HPV) infection is well
established; however, little is known about epidemiology of anal HPV in healthy women. We
investigated patterns of duration and clearance of anal HPV infection in a cohort of healthy women
in Hawaii.

Methods—Viral and non-viral determinants of anal HPV clearance were examined through a
longitudinal cohort study of 431 sexually active women. At baseline and at 4-month intervals,
interviews were conducted and cervical and anal cell specimens were obtained for HPV DNA
detection.

Results—Fifty percent of the 431 women experienced a total of 414 incident anal HPV infections
at one or more clinic visits from baseline through an average 1.2 year follow-up period. Of these
infections, 58% cleared during follow-up. The clearance rate for a high-risk (HR) anal infection was
9.2 (95% confidence interval (Cl): 6.9-11.9) per 100 woman-months with a median duration of 150
days (95% Cl: 132-243 days). The slowest clearing HR-HPV types were HPV-59 (median, 350 days)
and HPV-58 (median, 252 days). Median clearance times for HPV-16 and -18, the predominant types
associated with anal cancer, were 132 days and 212 days, respectively. Non-viral factors that delayed
clearance of anal HPV included douching, long-term tobacco smoking and anal sex.

Conclusions—The majority of anal HPV infections resolve in a relatively short time. Although
anal HPV is commonly acquired in healthy women, its rapid clearance suggests limited efficacy of
HPV testing as an anal cancer screening tool.

Keywords
human papillomavirus; clearance; duration; cohort study; anal cancer

Reprint requests or correspondence: Dr. Yurii B. Shvetsov, Epidemiology Program, Cancer Research Center of Hawaii, University of
Hawaii, 1236 Lauhala Street, Honolulu, HI 96813. Phone: (808) 564-5825; Fax: (808) 586-2982; E-mail: yshvetso@crch.hawaii.edu.
ALTERNATE CORRESPONDING AUTHOR CONTACT INFORMATION

Dr. Marc T. Goodman, Etiology Program, Cancer Research Center of Hawaii, University of Hawaii, 1236 Lauhala Street, Honolulu, HI
96813. Phone (808) 586-2987; Fax: (808) 586-2982; E-mail: marc@crch.hawaii.edu.

CONFLICT OF INTEREST STATEMENT
Shvetsov YB, McDuffie K, Wilkens LR, Zhu X, Ning L, Killeen J, Goodman MT: No conflicts. Hernandez BY: pending research funding
from Merck. Kamemoto L: research funding from GlaxoSmithKline, speakers’ bureau for Merck.



1duasnuey Joyiny vVd-HIN 1duasnue Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Shvetsov et al. Page 2

INTRODUCTION

Anal cancer is an uncommon malignancy and similar to cervical cancer, a causal role for high-
risk human papillomavirus (HPV) infection has been postulated. A key feature of the disease
is higher incidence among women compared to men. In the U.S., there will be an estimated
5,070 new cases of anal cancer in 2008, with 3,050 cases occurring in women and 2,020 cases
in men [1]. The reason for this sex difference is uncertain, although women with a history of
cervical dysplasia and cervical cancer [2,3], a history of anal receptive intercourse [4,5], and
multiple sexual partners [4,6] are at greater risk for this disease.

HPV infection of the anal canal has now been established as a risk factor for anal precursor
lesions [2,7,8] and anal cancer [9]. Although estimates vary, at least 70% of squamous cell
carcinomas of the anus are HPV-related, most of these with oncogenic types HPV-16 and -18.
Only a few investigators have examined prevalence and incidence of anal HPV infection, and
these have been limited to HIV-infected and immunocompromised populations [8,10,11].
Little is known regarding the natural history of anal HPV among non-HIV infected women,
particularly the correlates of HPV clearance among women who are generally healthy and not
athigh risk of sexually transmitted infections. Such knowledge is important because anal cancer
incidence has increased worldwide during the past several decades [12-14]. Invasive anal
squamous cell carcinoma rates increased by 1.7% per year among females in the U.S. between
1973 and 2005 (Figure 1). During the same period, a marked annual increase in the rate of in
situ tumors was observed among females (2.9% per year).

Although not generally recognized, the recent U.S. Food and Drug Administration licensure
of a prophylactic vaccine against oncogenic HPV types 16 and 18 may have a profound effect
on the incidence of anal cancer, potentially reducing the incidence of anal malignancy among
women by 2,000 or more cases. An urgent need exists to improve our understanding of anal
HPV epidemiology, to facilitate screening and prevention methods to combat this malignancy.
In a longitudinal cohort study of Hawaii women, we examined the natural history of anal HPV
infection to identify risk factors and patterns of occurrence [16]. The objective of the present
report was to determine viral and non-viral factors associated with the duration and clearance
patterns of anal HPV.

MATERIALS AND METHODS

Subject Recruitment and Follow-Up

Between 1998 and 2003, a cohort of sexually active women was established [16-19] for a
longitudinal study of cervical and anal HPV infection. Cohort participants were recruited
among women attending five clinics on Oahu, Hawaii, who were able to read, understand, and
sign an informed consent form and medical release form approved by the University of Hawaii
Institutional Review Board. Potentially eligible patients included those with appointments for
new or annual gynecologic examinations or for family planning services, who were not
pregnant or postpartum within the past six months, and had no plans to relocate within a year.

Collection of anal specimens following the gynecologic examination was optional. At the first
and subsequent visits, anal cell specimens were obtained among willing women using a Dacron
swab moistened with sterile water. The swab was inserted 1.5 to 2.0 cm into the anus and placed
in 1.0 mL buffered medium (Digene Corp., Gaithersburg, MD). Women entering the cohort
were asked to return every four months for repeat examination and testing.

Upon completion of each clinical examination, the study coordinator administered a study
questionnaire to the participant. The baseline interview included demographic and sexual
activity data, history of tobacco and alcohol use. A second, more detailed questionnaire,
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conducted during the second visit after a four-month interval, included gynecological,
menstrual, reproductive and sexual histories, hormone use, medical history, history of sexually
transmitted infections, and income. Information covered in the baseline questionnaire (sexual
activity, tobacco and alcohol use) was also updated. The questionnaire used at subsequent
interviews was modified slightly for use during the follow-up period; questions included
changes in sexual and reproductive information during the intervening period between clinic
Visits.

Laboratory Analysis

HPV DNA was extracted from exfoliated cervical and anal cell specimens using commercial
reagents (Qiagen Inc, Valencia CA). Specimens were analyzed for presence of HPV DNA by
PCR using a modified version of the PGMY09/PGMY 11 primer system [20], which showed
good sensitivity and accuracy of HPV DNA detection in recent validation studies [21,22]. HPV
DNA-positive specimens were genotyped using a reverse line blot detection method [23] for
36 different HPV types including high-risk (HR) types 16, 18, 31, 33, 35, 39, 45, 51, 52, 53,
56, 58, 59, 66, 68, 70, 73, and 82; low-risk (LR) types 6, 11, 42, 54, 61, 72, 81, and 89; and
undetermined-risk types 44, 62, 67, 71, 83, and 84 [24,25] (Roche Molecular Systems,
Pleasanton, CA). We defined the risk (oncogenic potential) associated with various HPV types
using the International Agency for Research on Cancer definition [25]. HPV-positive
specimens subsequently found to be negative in the genotyping assay were considered
unclassified HPV-positive specimens. All specimens were also tested for the human B-globin
gene as an internal control for sample sufficiency. 163 (20.3%) specimens testing negative for
B-globin were considered to be insufficient and were excluded from analyses.

Statistical Analysis

Analyses were conducted using SAS version 9.1.3 (SAS Institute, Inc) and limited to the 431
women who completed at least two clinic visits and the detailed questionnaire at visit 2. To
prevent bias in estimates due to left censoring, we only considered incident infections, i.e.
infections first detected at the second or subsequent visit. Duration of infection was the time
from the first detection of anal HPV infection until the first negative result for that infection.
Kaplan-Meier method was used to calculate median duration of anal and cervical HPV
infections grouped by oncogenic risk and phylogenetic species. HPV type-specific clearance
rates per 100 person-months were calculated for all detected anal HPV genotypes and grouped
by the number of other genotypes present at the clinic visit preceding clearance of the index
infection. Poisson exact confidence intervals were constructed for all clearance rates [26].
Clearance rates for five age groups were calculated using the same techniques, and were used
to construct age-specific anal HPV clearance curves.

The association of anal HPV clearance with exposures of interest was modeled through Cox
regression using days since infection acquisition as the time metric, after adjustment for age
at study entry. Infections with unclassified HPV types were excluded from the analysis.
Because nearly 10% of study participants did not provide the number of their lifetime sexual
partners, this factor was not included as an adjustment variable. Other adjustment factors were
considered, but their inclusion in the models did not result in over 10% change in the parameter
estimates [27] nor in a significantly better fit according to the likelihood ratio test. The
proportional hazards assumption for Cox models was verified by plotting scaled Schoenfeld
residuals against time to HPV clearance [28]. Relative risks (RR), as estimated by hazard ratios,
and 95% confidence intervals (Cl) were used as measures of association. Because each subject
was allowed to experience more than one clearance event throughout the course of the study,
we used a robust sandwich variance estimate [29], aggregated over subjects, to prevent
artificially deflated standard errors and confidence interval estimates.

Clin Infect Dis. Author manuscript; available in PMC 2010 March 1.



1duasnuey Joyiny vVd-HIN 1duasnue Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

RESULTS

Page 4

Among the 431 women included in this analysis, 215 (50%) experienced at least one incident
anal HPV infection, and 177 (41%) were HPV negative on all study visits. The remaining 9%
had a prevalent infection at baseline but no incident infections. Baseline and follow-up included
1508 visits in which anal specimens were collected (median, 3.5 visits/subject). The cumulative
follow-up experience for this cohort was 7004 woman-months (mean, 487 days). The
prevalence of anal HPV infection at enrollment was 42% (183 HPV-positive cases). The cohort
had a multiethnic composition, with the majority of subjects non-Caucasian women. The
median age of cohort participants was 40 years (mean, 39.4 years); 14% of women were current
tobacco smokers and 23% were current alcohol drinkers at baseline [16].

The rate of clearance of incident anal HPV infections was 8.57 (Cl: 6.89-10.54) per 100
woman-months (Table 1). HR-HPV infections cleared faster (9.16; CI: 6.94-11.87 per 100
woman-months) than LR-HPV infections (7.85; Cl: 5.68-10.57 per 100 woman-months).
Accordingly, the median duration of LR-HPV infections (224 d) exceeded that of HR-HPV
infections (150 d). Two HR-HPV types, HPV-59 and -58, and two types of undetermined
oncogenicity, HPV-83 and -71, had the longest clearance times. Among the alpha-
papillomavirus species, the fastest clearing were alpha-5 infections (15.23; Cl: 6.96-28.91 per
100 woman-months), and the slowest clearing were alpha-10 infections (7.71; Cl: 3.33-15.19
per 100 woman-months).

The presence of another HPV genotype increased the clearance rate of both HR-and LR-HPV
infections, but the difference was not statistically significant. The rate of clearance of anal HR-
HPV infections was 3.86 (95% Cl: 2.47-5.74) per 100 woman-months among women without
a coinfection at the visit prior to clearance, and 5.30 (95% ClI: 3.65-7.45) per 100 woman-
months among women with one or more HPV coinfections. This pattern was observed across
most HPV groups. Compared to infections with a single HPV genotype, the clearance rate
among women with one or more coinfections was over 4 times higher for HPV-16, -52, -54,
and species alpha-1 and -9; nearly 3 times higher for HPV-56, -42, -84, and species alpha-7
and -10, although the confidence intervals overlapped.

Based on Cox regression, the risk of clearance of LR-HPV infection was higher in the presence
of HPV-61 (RR: 3.95; CI: 1.83-8.55) or any two other genotypes (RR: 2.54; CI: 1.18-5.46)
(Table 2). Coinfections with other HPV types tended to increase the chances of clearance of
LR-HPV infection, although the differences were not significant. The presence of other
genotypes did not substantially affect the clearance of HR-HPV. A higher number of co-
existing genotypes did not change anal HPV clearance rates.

No significant association was observed between the age of participants at baseline and anal
HPV clearance (Table 3). Clearance rates of HR-HPV were slightly elevated for those 45 years
and older, while clearance rates of LR-HPV were nearly constant across age groups and
consistently lower than those of HR-HPV (Figure 2). Older age at first sexual intercourse was
associated with higher clearance rates for any HPV, while greater number of lifetime sexual
partners reduced clearance rates, but the associations were not significant. Women who took
oral contraceptives for 2—4 years exhibited higher anal HPV clearance rates, but no particular
trend was observed.

History of tobacco smoking was associated with non-significantly reduced risk of anal HPV
clearance, with a tendency toward increased HR-HPV persistence by pack-years of tobacco
smoking (Table 3). A lower risk of HR-HPV clearance was also observed in women who
douched. Current practice of anal sex significantly reduced the chances of anal HPV clearance
overall, and among women with LR-HPV infections. Including these factors in a multivariate
Cox model yielded similar risk estimates (data not shown).
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DISCUSSION

In this study of anal HPV duration and clearance among healthy adult women, we found that
anal HPV infections were moderately common [16], and had relatively short duration. Most
anal HPV infections in our study were transient, with 87% of cleared infections clearing within
1 year. The median duration of anal HR-HPV infections was 5 months, shorter than the median
duration of 8 months for cervical HR-HPV in the same group of women [19]. The latter figure
is in agreement with the 8-20 month median duration of cervical HR-HPV reported by most
other studies [30]. It is unclear whether the much lower incidence of anal cancer compared to
cervical cancer is due to faster clearance of anal HPV or to different biology. Faster clearance
of anal HR-HPV, as compared to cervical HR-HPV, may result from a number of factors. A
higher concentration of keratinized cells in the epithelial tissues of the anus may hinder HPV
persistence and facilitate more rapid clearance. Whether non-specific immunity of the
gastrointestinal tract could contribute to reduced duration of anal HR-HPV is unclear and
warrants further investigation. Association between cervical and anal HPV in our cohort will
be the subject of a separate report.

The effect of multiple genotypes on clearance of anal HPV is largely unexplored. Hernandez
etal. [17] speculated that women with multiple-type anal HPV infections are more susceptible
to such infections due to impaired immune function or other factors. In the present study,
clearance of both HR-and LR-HPV anal infections was enhanced in the presence of one or
more other HPV genotypes. This could possibly be explained by competition among the
established HPV infections, generally not found in the cervix [31,32]. An effect of multiple
infections has also been found in our cohort for anal HPV acquisition. Goodman et al. [16]
reported that the risk of acquisition of a new anal HPV infection was increased in the presence
of another HPV genotype, and that certain genotypes, such as HPV-16, had greater effect on
the acquisition of new HPV infections.

Overall, anal infections with LR-HPV types took longer to resolve in our cohort than did HR-
HPV types. This is in contrast to findings from most cervical HPV natural history studies in
which LR-HPV types generally clear faster than HR-HPV types [30,33]. HPV-16, the most
common oncogenic genotype found in association with cervical malignancy, tends to persist
longer in cervical tissue than other types [34]. In contrast, anal HPV-16 infections generally
cleared within ~4 months in our study, much faster than many other genotypes. The ability to
rapidly clear HPV-16 may protect anal cells from clonal progression of the persistently infected
epithelium to anal pre-cancer and invasion. Our observation supports the hypothesis that certain
HPV types have different tropism to the anus than to the cervix [17]. Frisch et al. [6] found
LR-HPV DNA in only 4% of anal cancers; therefore, longer persistence of LR-HPV types is
unlikely to influence their oncogenic potential. Nonetheless, the presence of LR-HPV
genotypes may delay clearance of concurrent HR-HPV infections or, through weakening the
host’s immune system, increase susceptibility to subsequent acquisition of high-risk anal HPV.

Non-viral factors that delayed clearance of anal HPV in our study included long-term tobacco
smoking. Tobacco smoking has been established as a risk factor for anal cancer [4,35], but it
is not associated with increased risk of anal HPV acquisition in our cohort [16] and other studies
[10]. The results of the present analysis suggest that the effect of smoking in the etiology of
anal cancer is in part due to a longer clearance time, but not higher acquisition rate of anal
HPV. Behavioral factors, such as current practice of anal sex, also reduced the risk of anal
HPV clearance in our cohort. One possible explanation is that increased exposure through anal
intercourse contributes to continued reinfection. Since we are unable to distinguish HPV
infections that were resolved and reacquired between clinic visits from those that persisted
from one visit to the next, this reinfection with the same HPV genotype may help explain the
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slower clearance we have found in this study. An association of douching with reduced
clearance time may also be a result of inadvertent reinfection of the anus with HPV.

If anal cancer rates continue increasing in the U.S., more consideration should be given to the
implementation of anal cancer screening programs. However, it is unclear whether anal HPV
testing would be an effective cancer screening technique. The potential benefits of cervical
HR-HPV testing as a cancer screening tool have recently been addressed in the literature. In a
study of 10,154 women, Mayrand et al. [36] reported sensitivity of HPV testing for cervical
intraepithelial neoplasia to be 94.6%, as compared to 55.4% sensitivity for the Pap smear.
Given the highly transient nature of anal HPV infections and a relatively low incidence of anal
cancer, a test for anal HPV is more likely to pick up short-term infections that resolve
spontaneously, rather than persistent infections with the potential to progress to precancerous
lesions. Therefore, as a cancer screening tool, anal HPV testing would likely have lower
sensitivity and positive predictive value than cervical HPV testing and thus may not be as cost-
effective.

Further, because we do not completely understand how specific HPV types affect anal cancer
development, it is unclear which HPV genotypes should be targeted in a population-wide anal
HPV testing program. Further research is necessary to address these issues. The risk factors
identified in this report that hinder clearance of anal HPV may be helpful in designing a
screening program based on risk stratification, whereby individuals with higher perceived risk
for anal cancer would be given priority screening [37].

The advantages of this study include a long mean follow-up period of ~16 months and a
relatively short interval between visits. The unique ethnic composition of Hawaii population
enabled us to compare anal HPV clearance rates in women from various racial and ethnic
groups. Limitations of this study included its recruitment scheme. Study subjects were recruited
among college students and patients of health maintenance organizations, so our results may
not be generalizable to the entire population. In addition, collection of anal specimens was
optional; women who chose to provide them comprised 66% of cervical study participants and
differed from those who did not with respect to age and ethnicity [17]. Another limitation of
this and other longitudinal studies of HPV infection is the assumption that the same genotype
detected at consecutive visits represents the same persistent infection, rather than reinfection
after clearance. We defined clearance as a single negative visit after a positive, whereas some
investigators have argued in favor of a two-negative-visit definition. In our study, the same
genotype reappeared after a negative in 39 subjects, indicating that these genotypes could have
been missed during PCR hybridization-based genotyping.

In summary, the differences in duration between anal and cervical HPV infections found in
this cohort suggest a different disease natural history at these two sites. Shorter overall duration
of anal HPV infection could reduce sensitivity of anal HPV testing, rendering it less cost-
effective than cervical HPV testing as a cancer screening tool. The potential of anal HPV testing
for anal cancer prevention should be re-evaluated when more affordable, cost-effective HPV
testing is developed and when the longer-term effects of HPV vaccination on the prevalence
of HPV-16 are better understood.
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Figure 1.

Age-adjusted incidence rates (per 1,000,000) of anal cancer among women: 1973-2005.
Source: Survey Epidemiology and End Results (SEER) program data file, “Incidence SEER 9
Registries Limited-Use, Nov 2007 Sub (1973-2005)”. Trends and incidence rates calculated
using SEER*STAT software [15].
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Figure 2.

Clearance rates of anal HPV infection, by age group and oncogenic risk.2

aClearance rates among the 215 participants who experienced an incident anal HPV infection
during the study period. HR-HPV: any high-risk HPV genotype; LR-HPV: any low-risk HPV
genotype.

Clin Infect Dis. Author manuscript; available in PMC 2010 March 1.




Page 12

Shvetsov et al.

(£8'9z-€51)5€°CT 9 (9¥'11-50'0)90°2 1 (89'62-6.'5)07'¥T L 00T (65€-58)0°0LT 6 0T S
(z9°0e-912)87°0T € (9v'61-60°0)67'€ T (LL'5e-18°€)L6°€T 14 00T (-86)0'65T 62 L 47
v_<\Z v_,32 v_,32 0 v_<\z 0 T I
(Lz L1-0V D)0V L g (9v'5-) 0 (Lz L1-0V"2)ov L g 18 (-811)0°08T 89 L 9
S1I MO
(£'9-56'2)95'v 74 (61'5-56'T)82'E 8T (26'01-89'5)58'L 134 9 (29z-€9m)0'722 8vS L (AdH A1
(oe'evr—0z:0)LL'L T (oe'evr—0z°0)LL°L T (ST'95-88'T)VS'ST 14 00T (seT-CET)S EET €1 14 28
(9v'Sz-¥5'€)T6°0T S (Ge'cz-8e2)EL'8 v (82'2€-86'8)v9'6T 6 00T (r€T-021)0'52T 9 1T €L
(95°CT-vET)T6'Y 4 (95°CT-vET)T6Y 4 (e€'6T-v2'1)18'6 8 18 (z8T-L2T)0VET 28 0T 0L
(58'26-8€'9)6€ LT 9 (69°01-) 0 (58'26-8€'9)6€°LT 9 €8 (9¥T-21)0°9€T Ge 8 89
(59'02-97'1)90°2 € (T0°LT-250)TL Y 14 (8v'22-28°€)LL'TT S 08 (z6e-28)0°TET 47 L 99
(zv'61-L0'2)65°L 4 (00'2-) 0 (zv'61-202)65°L 14 0s (ver—9vT)S05E €§ 8 65
(65'56-152)8T°CT € (86'v1-) 0 (65'5€-152)8T°CT € 00T (¢Lz-L11)0°2S¢C 14 6 85
(60'€T-12°2)T0'9 9 (v2'L-v2'0)00'C 14 (6L'5T-97°€)20'8 8 TL (¥¥9-8€T1)0'09T 00T 18 95
(ov'et-2v'2)20'9 L (08'8-v60)¥1'E 4 (z6'9T-2L1)9v'6 1T 00T (Sve-zen)ovLT 91T 14 €5
(L6'V1-19'€)68'L 6 (ee'9-T20)SLT [ (szL1-18'V)V9'6 1 €8 (T9T-T€T)0'SET viT 81 A
(ST'22-9€2)59'8 14 (96'8T-vE'T)6Y'9 € (02'1€-60'9)VT'ST L 00T (LyT-v21)01eT 9 vT 15
(8L'TT-6€0)92°€ 14 (62 ¥T-T0'T)68'V € (z0'61-99'2)5T'8 S 09 (€9.-€0T)0°0TC 19 9 G
(coer—80€)E6 VT € (se'81-) 0 (z9er—80€)E6' 7T € 00T (SET-90T)0'6TT 0z 9 6¢
(¥9'L7-09'T)6T'ET 4 (ze've-) 0 (¥9'L7-09'T)6T'ET 4 00T (9L1-9¥T)0'T9T 18 € Ge
(9v"0r1T-¥9°0)T2'S2 1 (00°€6-) 0 (ov'ov1-v9'0)T2'S2 1 00T (4v/N)O'6TT 4 4 ge
(z6'7€-18'9)56'9T L (€6'8-) 0 (z6'7€-18'9)56'9T L 00T (052-521)0'09T 144 01 1€
(Lg'€z-16°€)E8°0T 9 (99'9-) 0 (LG'€z-16'€)€8°0T 9 €8 (G9e-0vT)S' TTC a§ €T 81
(¥0'8T-0L'7)18'6 1) (60200961 [ (95°02-80'9)LL'TT 4 28 (8ve-sot)ozet 20T LT 91
(sv'1-59°€)0g'S €e (rr's-1v'2)98e 144 (L8'TT-16'9)9T'6 LS vl (ev2—2€1)0°0ST 44 0T (AdH dH
(Lev-Lr1)28 e (6e9-€2€)29y 9 (c96-59°9)vvL 8s 0L (08z-6ST)8¢ET 08L 6TT /AdH Auy
§(1D 96G6) syruow SUOI33juUl Pates|d ‘0N (Je) pSuonBuI n gSuonadul AT (12 %5S6) ga:.\so__E esuonIuI adAous
-uswom 00T 96G6) Syuow paJes|o (12 %S6) syruow paJes|o uiypm 5 p) uoneanp JO syjuow 1UspIoUl 'ON
Jad a1ed 30URIRR|D -uawom QT Jad 'ON -uawom QT Jad "'ON paJtes|d ueIpPaN -UBWOAA
8)ed aoueaes|d aJe. aoueaes|D d

)

U0I193JUl0d 3Jow 10 s3UQ

)

Uo1393ju109 ON

SUOI23JUI JUBPIUL ||V

NIH-PA Author Manuscript

"SUONY8JUI0D JO Jaquinu pue adA1ousb AqQ ‘UOIDBJUI AdH [BUR JO SBlel 80URJES|D PUR UOITRIND UBIPSIA

NIH-PA Author Manuscript

T alqel

NIH-PA Author Manuscript

Clin Infect Dis. Author manuscript; available in PMC 2010 March 1.



Page 13

Shvetsov et al.

*dnoJb 10 adA) AdH 214199ds © 10} UBWOM $S0JIR SsuolreInp ayl Bulwwns Ag pare|najed "uondajul ue Bultea|d Jo 3sil Je s193lgns Joy dn-mojjoy 40 SYIUON

6T :AdH-Y1 ‘42 :AdH-dH Buipnjaul ‘g¢ :UORIBJUIND OU YIIM SUORIB)UI PaIea]d d1193ds-adA1ousb Jo 13qUINN g

“U0I93JUI XBPUI B} JO 8oueIea|d Buipadald JSIA 91UID BU) Je pajoaIap sadA1oush AdH J8Yl0

}

69 'AdH-4T ‘0TT :AdH-4H Buipnjoul ‘6T :suoioajul pases|d oioads-adAlouab Jo J3QUINN

‘|eAJBIUI BDUBPIUOD ‘|D

p

"poytaw (Ja18|A-uejdey) nwij-1onpoad Ag parewns3 )

q

"ZTT :sadA1 paiyissejoun ‘81T :AdH-4T ‘¥8T :AdH-4H Buipnjour ‘HT :suonaayur Juapioul o1y19ads-adAlouab Jo Jaquinu IIei8n0,,

(8G'2T-21°2)8L'S 9 (96'9-€2°0)€6'T 14 (6T'5T-€€°€)TL"L 8 0L (¥15-81T)5'09T 0T vT 0T
(9z°€1-18'9)86'8 T4 (89°e-6E0)WY'T v (L6'71-86'9)2 0T 62 16 (T9T-1€T)0'SVT 8¢ 19 6
(99'0T-00%)SL'9 81T (68'7-€8'0)52°C 9 (8€'€T-92'9)66'8 ve 8L (0T2-821)S ST 192 8 L
(Lz'6-68'C)ev'S €T (Lg9-vrTIvEE 8 (8e'€T-2¥'9)5L'8 14 a8 (Grz-z€T1)0'09T ore Ly 9
(r2'61-5.'2)9v'8 g (eeLT-¥8T)LL9 v (16'82-96'9)€2'ST 6 001 (9v1-9¢T)0°ZET 65 91 S
(TT'L-65"2)vv'y LT (€1'9-00'2)99°€ 145 (67'11-05'9)60'8 13 28 (ovz-5€T)0' 18T €8¢ 0L €
(6€'61T-8L€)TY'6 L (6v'2-€00)¥E'T 1 (02'T2-¥9'¥)9L 0T 8 00T (Gzz-621)09LT vL 9T 1
Emm_omam
(z8'v1-682)6T°L L (zv'21-52°0)50°C 14 (55'LT-€2'1)5C'6 6 68 (082-801)009T L6 6T 8
(Lz'8-10°0)81'T T (0Z'ST-29'T)V6'S 4 (ze'L1-v0)2y'L S 0L (-LeT)0'6€ET 19 1T €8
(sr'sT-2000)LL°C T (S¥'ST-2010)LL°C T (€0'02-29'0)55'S 14 19 (-e9n)o'gee 9 9 1L
(68'5€T-29°0)6€ 12 T (26°68-) 0 (68'5€1-29'0)6E ¥Z T 00T (yv/N)oezT 4 4 19
(eg'sT-18°E)VE'8 6 (eve-) 0 (eg'sT-18°E)IVE'8 6 08 (G9e-8e1)00LT 80T €1 29
(¥0'2T-0v"0)EE'E 4 (v0'eT-07"0)EE"E 14 (L0'2T-28'T)L9°9 14 09 (¥15-21T)0'TYT 09 9 144
YSLI paulwIslapun
(es€T-L2'€)80°0T g (wv'L-) 0 (e5'€2-L2'€)80°0T g 001 (Szz-seT)0 281 0S 6 68
(90'€T-28'T)09'S S (18'6-69°0)9€°€ € (59'2T-18'€)96'8 8 18 (982-G21)5'95T 68 01 18
(S0'2T-89°T)LT'S S (S0'2T-89'T)LT'S S (00'6T-56'v)EE 0T 01 8L (rL2-921)0'981T L6 LT 19
§(1D 9G6) Ssyruow ySUORY34UI paJea]d ‘ON ((Fe) psuonoaul D SsuonoduI AT (1D %S6) gg:-z,o__o,. esuonoAuIl adAous
-Uswiom 00T 94G6) Syuow paJes|d (12 %S6) syruow paJes|d uiyum 5 p) uoneanp JO syjuow 1uspIoul 'oN
J3d a1ed 30ueIRS|D -uawom QT Jad ‘ON -uawom QT Jad ‘ON paies|o ueIpPaN -USWOAA
a)ed aoueaes|d aJeu soueaes|D 0d

,UOIO3UI0D 310U 10 BUO

)

U0I1198JU100 ON

SUONYAYUI JUBPIOUI I

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Clin Infect Dis. Author manuscript; available in PMC 2010 March 1.



Page 14

Shvetsov et al.

“p pue ‘TT ‘9 sadAl ses1idwod 0T $a103ds pue /9 pue ‘gS ‘Z§ ‘GE ‘€€ ‘T ‘9T
sadA} sas1dwod 6 saldads {0/ pue ‘89 ‘6S ‘St ‘6€ ‘8T S8dA1 sasiidwod 2 saidads {99 pue ‘9g ‘eg sadAl sasiidwod g saldads ‘g8 pue TG sadAl sasudwod G sa19ads ‘8 pue ‘€8 ‘T8 ‘29 ‘T9 sadAl sasdwod g sa19ads (68 pue g7 sadA) sesuidwiod T sa10ads ‘sa1oads m2_>mEo___%n_.aE

s 91uaboouo paulwialepun Jo sadAlouab sapnjou ‘adAr AdH-¥HT 1Se| 8y} JO aduetes|d [1un adAl AdH-471 3414 8y} Jo uonisinboe wolH

“2Jep 9|ge|IeAR aU1 WOJJ PaleLLISS 80 10U PIN0J J1ISITL]S PaledIpul ay I
adA) AdH-4H 1Se] 8y} Jo aourJed|d 1un adAl AdH-dH 1s11 8y1 Jo uonisinboe EE“__

*dnouB 1ey) u1 uondauI AdH 10} aAIROaU Sem uswidads [eue syl a1aym JISIA Juanbasgns 1s41) 8y} e PaA|0Sal
PaJapISU0I SeM UOII93)Ul By “1Saaiul Jo dnoib sy ul uonoasul AdH [euUe U JO UOI1318pP 1S41) Ul JO (T USIA Jalse) JISIA 8y} Je Palinddo aAey O} PalapIsuod sem uolidasul 9i419ads dnolb-AdH Uy adAl AdH 1Se| 8yl Jo aouelea|d [un adAy AdH 1s114 8y o uonisinboe EEH__

"05 :AdH-Y71 ‘€8 :AdH-4H Buipnjaul ‘ST :U0II28JUI00 +T UM SUOII3)UI PaJes|d d1419ads-adAloush Jo JsquinN

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

Clin Infect Dis. Author manuscript; available in PMC 2010 March 1.



Page 15

Shvetsov et al.

SUOII934UI00 4O "ON

(9€'1-¥5°0)58°0 9T 8 (ev'z-62°0)¥8°0 14 4 (e€'T-97'0)8L°0 14 L jussald
44 Ly LT A 1z 1z 1ussaid 10U :%8-AdH

(TL'1-65°0)26°0 44 8 (09'€-21°0)29'0 S 9 (£8'1-85'0)50'T LT L jussald
or 0S 67 6z 1z 1z 1ussaid 10U :29-AdH

(Le'eve V0T 14 9 +(G5'8-€8'T)S6°E 8 9 (86'-€80).5T LT 14 wwesaid
7 8y T €z 1z 1z Jussaid J0u :T9-AdH

(ov'z-6L0).€T vT 8 (96'v-28'0)10'C 9 S (L0'2-05°0)T0'T 8 9 jussald
oy 6v 67 8z €2 €2 1ussaid 10U :£5-AdH

(v6'2-86°0)0L'T 9T 8 (T€'5-09'0)6L'T S S (0L'2-89°0)5€'T 1 L jussald
44 A4 67 1z az €z 1ussaid J0u :2G-AdH

(1922 0)6ET 6 S (A e 0) i 7A T [ (9e'z-990)52'T 8 € wwesaid
4 Ly 67 1z A 4 Jussaid J0u :TG-AdH

(85'2-88'0)TS'T 9T 6 Wz r-evoveT 9 S (67'c-18'0)21'T 01 L jussald
44 05 67 8z 6z T4 1ussaid 10U :9T-AdH

(06'1-98'0)82'T a§ ve (26'9-68'0)61'C 8 6 (TL1-2L0TT'T Ly 0z jussald
z€ e S 0T 1z 9z 1ussaid jou :g-eydje

(80'2-16'0)L€T 0 €1 (LLz—zLotwT 4! 01 (9Tv90)8T'T 91 01 juesaud
8¢ 44 67 8z 6T 87 1uesaid Jou :9-eydpe

(67'1-690)20'T or 81 (T6'1-25°0)00'T 81T €1 (L6'T-TL°0)8T'T 144 01 jussald
6 114 61 2 0z 4 juesaid Jou :2-eydye

(88'1-88'0)62'T 144 (14 (rr'2-9L°0)9€'T LT v1 (L6'T-69°0)9T'T 4 q1 jussald
ra4 44 67 9z €z TZ 1uesaud 1ou :6-eydpe

(T9'7-020)90'T 44 4 wwesaid
1z 9 Juasaid 10U I AdH Y7

(6€'2-€8°0)TH'T 6¢ 6¢ jssald

juasald

67 12 10U :AdH YH
(12 %56) N N 5(10 %56) N N (12 %56) N N gUonauI0D
uo:mw_ piezeH 551UBAT Q&om.—n_:w uo_umm piaezeH J81UBAT nwuow.—n:w Uo_umw_ paezeH ISEAE gwom.E:m
NdH Auy JAdH IS1-MOT AdH su-ybiH

NIH-PA Author Manuscript

‘sadAjousb Bu119aju102 JO 8ouasald AQ UOIIIBJUI AdH [BUR JO 82URIRS|D
¢9l|qelL

NIH-PA Author Manuscript NIH-PA Author Manuscript

Clin Infect Dis. Author manuscript; available in PMC 2010 March 1.



Page 16

Shvetsov et al.

'sadA1 AdH YS1-paulluIslapun sapnjoul

}

*suosiiedwod a1dinnwW 1oy UOII8I0D 1UOIIBIUOY Jale JUedIIUBIS A][BONSITEIS 818 .., B YN P3JedIpul Sa1ewsT “[eAls)ul 80UspIJU0D __ow

“Anjua Apnis 1e syuedionued Jo abe Joy paisnipe ‘uoissalbial xoD Buisn payewns3y

p

‘porsad Apnis ayp Burnp suondaul AdH 1USPIdUI PaIB3|D 4O Jsquinu UL,

"SHSIA [221UI]D Z 1SB3] 18 pue alreuuonsanb sy pa1s|dwiod oym s1oslgns 4o Jaquinu ay |

q

*UOI199JUI XBpUl U} 4O 3oueIea]d BuIpadald 1SIA 21Uld 8y e adA1 AdH paiy1oads ayy yim UoRORYUI0D

170 9.0 v.°0 puai Joj d
(29 T-6L°0)ET'T Ly L (S6'T-St°0)¥6°0 1T 9 (99'T-T2°0)80'T 9€e L +£
(56'2-S0'T)9L°T 0z 6 (97'5-8T'T)¥S°C 6 8 (65'2-59'0)0¢'T 1T 8 4
(62'1-26°0)62°T 99 0¢ (€L2-€6'0)6S°T o€ e (22 1-€2°0)2T'T 9€ 124 T
o e 6T 0z 1z 14 auou
(10 %56) N N 5(10 %56) N N (10 %56) N N guonauI0D
uo:mw_ pJezeH S gﬂom.ﬁsm uo_umw_ pJaezeH ISICYE Qﬂum.ssm uo:mw_ pJaezeH ST nﬂomE:m
AdH Auy JAdH is1-MoT AdH Ysu-ybiH

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Clin Infect Dis. Author manuscript; available in PMC 2010 March 1.



Page 17

Shvetsov et al.

8SIN02IBIUI [BNX3S 111 18 aby

€0 (97'1-09°0)€8°0 65 ve 1§50 (9" 1-6¥'0)58°0 ve 6T 9e'0 (92'T-v5°0)€8°0 Ge 8T €=<
(7€' 1-59'0)€6'0 6T 14 (0e'2—290)6T'T S S (¥€'7-650)98°0 4! 01 14
(29'1-€2°0)60'T ve ST (T6'1-€5°0)T0'T 1T 14 (0z'z-€L0)92'T €1 8 T
1L 8¢ 6C 9 8y 8z auou
sa1oueubald Jo JaquinN
9T°0 (z1'2-68°0)8'T 6¢ vT 110 (90'€-98'0)29'T €1 6 0.0 (Te'2-L9°0)s2'T 9T 0T 000'0§ =<
(87" T-v2 00T 19 1€ (¥¥'2-0L°0)0E'T (14 61 (0e'1-25°0)98°0 114 14 666'6% — 00002
(82'1-950)58°0 7 81 (¥8'1-€50)86'0 6T 1 (LzT-07°0)2L0 44 1 666'6T —00S'L
e €z 91 Gt L LT 0052 >
awioou|
110 (z8'1-58°0)72'T 9 1 ¥0°0 (€0€-0L0)9v'T 1 L 680 (85'1-29°0)66°0 74 1 aa.6ap ayenpeld
(0L2-€21)28'T 29 9 (Szs-vrTIvL'e le € (60'2-9L°0)92'T Ge ve peib aBa]|0d
(8L2-€21)58'T rA7 74 (0L'9-0L1)L€°€ LT v1 (T6'T-89°0)VT'T 14 LT a03]|0 awos
6€ 6T T T T4 48 [00yos ybry =>
uoleanpg
(SLT-0L°0)0T'T 6¢ 0¢ (vL'T-€7'0)98°0 1T €1 (z9'zc-LL0)ev'T 81T ST laylo
(cz 670701 8 9 (6722 09,0 4 € (T'v-29:0)09°T 14 4 ourdii4
(e0z-¢L0)zeT 9 6 (62'T-¥2'0)S5°0 S v (6€'€-L6'0)18'T 14 8 UelremeH
(98'1T-28°0)¥2'T v0T 8y (TL'T-L¥'0)06°0 a7 ve (¥L'2-66'0)59'T 29 € uelseane)
[4) 9 VA 14 S 14 asaueder
Aoz
1§50 (2v'1-990)26°0 € ot 670 (€9'T-G7'0)98°0 45 8 860 (29'T-v9°0)¥0'T 6T 8 GG =<
(ev'1-19'0)€6'0 8z 1) (c9'1-v50)€6'0 1 €1 (erz—e50)50T 4! L vS -Gy
(55'1-€2°0)90'T 6¢ (114 (€6'T-97"0)¥6°0 1T 6 (#9'1-0L'0)0'T 8¢ 9T ¥ —SE
(TL1-18'008T'T o 44 (ov'z-€90)€zT €1 €1 (PLT-TL0)2T'T LT LT vE€ - G2
134 I44 61 ST 44 91 Gz >
(s1eak) aby
puat} p(12 %656) (6LT=)N (68=) N pua.y p(12 %56) (69=) N (85=) N puaiy p(12 %56) (0TT=)N #9=) N
10} d ,011ey paezeH A3 eS1alans 104 d ,01ey plezeH RRLLE! eS1olans 104 d ,0lrey plezeH S1uang eS1alans
NdH Auy o/\dH Ys1-Mo AdH >su-ybiH
"UoI3JUI AdH eue JO aduUeJed|d J0J SI0108) XS duljaseqg
€9|qel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Clin Infect Dis. Author manuscript; available in PMC 2010 March 1.



Page 18

Shvetsov et al.

(LT'1-090)%8'0 £ 9T (£L'1-090)€0'T 9T €1 (ST'T-05'0)SL°0 L2 €1 1sed
(201-090)8L°0 8 L (9€'1-65'0)98°0 43 L2z (To't-25°0)€L°0 6 9z 1ane
86 14 L€ 1€ 19 8¢ anau
Aio1s1y Burjows 029eqo |
(T T-97'0)2L°0 8 Z (67'1-92°0)29°0 € 4 (7€' 1T-€5°0)¥8°0 g z 1asn Jus1nd
(85'1-29'0)66'0 LT 6 (e5'T-670)€8°0 9 9 (8€'Z-650)6T'T 1 g Jasn 1sed
ST 8L 09 05 6 LS 18nau
asn auow.oy aAndaoeuod-uoN
4] (0z'1-250)€8°0 ra4 81 (01400 (88'T-T¥'0)SL°0 1 €1 6€0 (ce T-v50)¥8°0 82 1 0T =<
(¥2'1-v50)28°0 114 LT (89'1-97'0)88°0 0T 6 (Le'T-97'0)6L°0 1T 45 6-G
(ov'z-TzeLT Lg 14 (z9e-61'1)80°C 81 6T (6'2-€6'0)2S'T 6T 6T r-2
(eL1-2L0)ST'T o4 6 (99'2-2£0)66'0 9 4 (c9'7-990)€0°T 61 L sreak g >
7S 4 1T LT €€ 6T auou
asn |1d aAndaoesjuod
lelo JejnBal Jo siea A
(2v'1-v9°0)56'0 9 14 (80'2-85°0)0T'T 6T ST (9€'1-6%'0)28°0 L2 0z 1asn Jus1nd
(09'T-18'00WT'T 10T 0 (¥8'1-69'0)60'T L€ z€ (99'1-69'0)20'T ¥9 ve Jasn jsed
(67'1-62°0)80'T LrT 7] (22'7-89°0060°T 95 Ly (05'7-59°0)66°0 6 S lana
e 7T €1 T 6T o1 18nau
auljaseq
Je asn mZEmuEEOu [el0
810 (ST T-v70)TL0 erT €5 A4 (¥0'e-LT°0)2L°0 4% Ge 1€0 (82'1-6v'0)6L°0 2L oy 9=<
(e€'T-L7'0)6L°0 G [43 (55'€-0Z'0)¥8°0 44 0¢ (¥9'1-87'0)68°0 €C 0C G-¢
T T [ T 6 T z>
sJauped
|enxas awilayl| 4O JBquINN
600 (ev'z-L670)¥ST 92 1T 2ro (€6'€-6L0)LL'T 1 01 6€0 (e5z-580)97'T q1 4! 02 =<
(€9'T-6L00T'T 6v 144 (98'2-08'0)TS'T 81 ST (8¥'1-19°0)56'0 1€ ST 6T - 8T
(9v'1-62'0)20'T S 1€ (vr'2-6L'0)6€'T 1C 81 (9€'1-59°0)¥6'0 e 14 LT-9T
14 6T LT T 62 €1 91 >
pua.y p(12 %656) (6.T=)N (68=) N puaay p(1D %56) (69=) N (85=) N pua.y p(12 %656) (0TT=) N (¥9=) N
10) d J0ley plezeH n&c?m_ mﬂom.—n:m 10) d J011ey plezeH Q&:m>m_ mﬂom.—n:m 10) d J0ley prezeH gﬂcw>m_ mﬂum.—n:w
AdH Auy o/\dH Ys1I-Mo AdH >su-ydiH

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Clin Infect Dis. Author manuscript; available in PMC 2010 March 1.



Page 19

Shvetsov et al.

"UONY3JUI AdH [BUE JUBPIdUI U PRy pue SHSIA [B1UIJD Z 1Ses] Te pala|dwod oym s103lgns Jo Jaquinu L,

(98'0-G€°0)¥5°0 LT ot (66'0-6T°0)EV'0 L 8 (21'1-6€'0)99°0 01 9 a1Ind
(¥€'1-09°0)68°0 og LT (z6'0-T1Z°0IWV 0 L 6 (¥Z'z-16'0)2r'T € 1 1sed
(e0'T-€5°0)€L°0 Ly Lz (62°0v2 00 1 LT (657-69°0)50°T 23 LT lana
et 29 G5 154 LL Ly 1anau
Xas [eue Jo AI0ISIH
(¥2'0-6€°0)¥5°0 e 1) (20'1-9€°0)29°0 01 01 (T20-€€0)87°0 4! 1 soh
GST 7L 65 8y 96 €5 ou
aul|aseq 1e @c_:osou Jossn
(7' T-v20)€0'T 14 Lz (82'1-6€0)29°0 €1 1 (00z-v60)2ET 23 114 soh
€et 29 95 44 LL 4 ou
aul|aseq e asn wopuod
9’0 (eT'T-250)08°0 7 91 120 (86'0-82°0)25°0 1 01 960 (0¥'1-19:0)26°0 0 4! 00TT =<
(¥1'2-180).€T r44 €T (9e'z-zL0)1ET ST 14 (zT'e-L60)VL'T L 9 660T — 052
(87'1-12°0)20'T 8¢ 14 (69'T-L7'0)68°0 6T 14 (28'T-9L°0)LT'T €C 91 05z >
8L 6€ 8z 14 0S 0 auou
(1utp) axejul [oUEYIB BWIRYT
(€2'T-99'0)06°0 Sv €e (67'T-6%°0)98°0 6T €T (0€'T-29'0)06°0 9 9T pUENII
(0v'1-920)€0°T 9 Lz (ov'1-15°0)¥8°0 44 T2 (s8'1-68°0)52°T ve 81 ised
(52'1-92°0)6°0 10T 0s (z€'1-95°0)58°0 4% ve (9v'1-8L°0)L0'T 09 ve Jane
8. 6€ 8z 24 0S 0€ anau
A101s1y [0Yo9|y
€00 (€0'T-€7'0)29°0 (14 1T 140 (zv'1-9v'0)T8°0 1T 6 €00 (8T'T-1€°0)09°0 6 9 0T =<
(L0 T-¥50)9L°0 ve €T (9L T-v7'0)88°0 45 6 (96'0-+1'0)59°0 44 1T 0T-¢
(se'1-€9'0)26'0 Lz €1 (¥8'1-L7'0)€6'0 6 6 (TS'7-650)56'0 81 6 z>
86 5 L€ 153 19 8¢ 18nau
asn 029eq0} JO SIeak-yoed
(TO'T-€5°0)€L°0 8¢ 14 (62 T-€7'0WL0 91 vT (#0'T-L7'0)0L°0 44 €1 ua1INd
pua.y p(12 %656) (6.T=)N (68=) N puaay p(1D %56) (69=) N (85=) N pua.y p(12 %656) (0TT=) N (¥9=) N
10) d J0ley plezeH n&c?m_ mﬂom.—n:m 10) d J011ey plezeH Q&:m>m_ mﬂom.—n:m 10) d J0ley prezeH gﬂcw>m_ mﬂuw.—n:w
AdH Auy o/\dH Ys1I-Mo AdH >su-ydiH

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Clin Infect Dis. Author manuscript; available in PMC 2010 March 1.



Page 20

Shvetsov et al.

NIH-PA Author Manuscript

NIH-PA Author Manuscript

's9dA) AdH >SU-paulwiaiapun sepnjoul
‘|eAJBYUT BOUBPISUOD ,_ou
‘Anua Apnis 1e sjuedionJed Jo abe oy paisnipe ‘uoissalbal xo) Buisn _omEE:mm_o

‘porsad Apnis ay1 Burinp suoidsiul AdH USpPIOUI PaJea]d Jo Jaquinu ay L

q
NIH-PA Author Manuscript

Clin Infect Dis. Author manuscript; available in PMC 2010 March 1.



