
manufacturer’s instructions (Table 1). Our results show an antibiotic
resistanceprofile similar to thosepreviouslyobserved inCanadawith
their localM. saskatchewanense strains.6 Some differences were also
noted; for example, theMIC for rifampicin for all Canadian strains is
0.06 μg/mL, whereas our strain displayed a value of 8 μg/mL for the
same antibiotic (Table 1).Althoughwe cannot exclude the possibility
that the differencesobservedmaybedue to theuse ofdifferent assays,
theymayalso indicate that the ItalianM.saskatchewanensehas either
undergonemutations since it leftNorthAmerica or that its origin lies
elsewhere. However, no epidemiological data about this NTM are
currently available, and we can only speculate about whether it
derives from the North American strains or from some other geo-
graphical location.

To the best of our knowledge, we report for the first time the
detection of a M. saskatchewanense clinical isolate in a European
health facility. Our results highlight the fact that screening assays
for TB detection in blood can produce misleading results and could
lead to incorrect antimicrobial therapy. Careful evaluation for

mycobacterial infection must be performed, and the organism must
be identified and coupled with highly discriminating techniques
such as NGS, as necessary.
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Oseltamivir for prophylaxis of influenza in vaccinated hemodialysis
patients
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To the Editor—Influenza is a seasonal respiratory orthomyxoviral
infection that causes major morbidity and mortality in elderly and

patients with chronic conditions such as end-stage renal disease.
The virus is transmitted via small-particle aerosols and large
droplets.1 These transmissionmodes are highly relevant in the con-
text of a hemodialysis unit because patients stay in the same room
for several hours and healthcare workers can facilitate the spread
through inadequate hand hygiene. Serological studies indicate an

Table 1. Minimal inhibitory concentrations (MIC) of M. saskatchewanense
ISMETT strain

Antibiotic MIC (μg/mL)

Amikacin 8

Ciprofloxacin 16

Clarithromycin 0.5

Doxycycline >16

Ethambutol 16

Ethionamide >20

Isoniazid >8

Linezolid 8

Moxifloxacin 2

Rifabutin 8

Rifampin 8

Streptomycin 8

Trimethoprim/ Sulfamethoxazole 8/152
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impaired immune response in hemodialysis patients to influenza
vaccination, even after a booster vaccine dose, and its real effect
on clinical outcomes and mortality is uncertain.2,3 Oseltamivir is
a neuramidase inhibitor licensed for the treatment of and prophy-
laxis for influenza. It is mainly renally eliminated and is cleared by
hemodialysis (molecular mass 312,4 g/mol). The optimal dose for
prophylaxis in hemodialysis patients in unknown. A population
pharmacokinetic study suggested 30 mg every other hemodialysis
session,4 whereas another clinical study on influenza A/H1N1 used
75mg every 5 days.5 These studies, however, have been performed in
the era of low-flux filters, while hemodiafiltration (HDF) and high-
flux dialyzers are the current standard of care.

In the 2017–2018 influenza season, we started oseltamivir 30
mg after each hemodialysis session in our dialysis unit because
of an emerging outbreak, even though all our patients had been
vaccinated with a standard-dose quadrivalent vaccine. More pre-
cisely, 5 new infections occurred in week 8 (Figure 1).
Additionally, the number of patients with influenza in our hospital,
a 1,182-bed acute- and tertiary-care hospital, was rising sharply
(Figure 1). In patients with influenza-like symptoms, testing for
influenza A and B on combined nasopharyngeal-throat swabs
was performed using real-time PCR on Taqman array cards. Of
the 137 patients in our dialysis unit, 130 (mean age, 73.1 ± 12 y;
36% female) provided informed consent to start the prophylactic
treatment. Prophylaxis was administered from week 10 up to week
14, given the dropping number of influenza cases in the hospital.
Of these 130 patients, 7 (5%) stopped prophylaxis early because of
their own decision (n= 3) or reported adverse effects: stomachache
(n= 1) andmuscle aches (n= 3). During the period of prophylaxis,
no case of influenza was detected in our dialysis unit (Figure 1). On
average, the number of patients screened for influenza was 2.58 per

week during the period of prophylaxis, and it had been 2.34 per
week during the 11 previous weeks, indicating continued screening
of patients with influenza-like symptoms. One week after the end
of prophylaxis, 1 case of influenza occurred in our unit.

Our observational study shows it is feasible and safe to admin-
ister prophylaxis for influenza with oseltamivir in hemodialysis
patients. To overcome potential enhanced elimination by high-flux
dialysis and HDF, we chose 30 mg after each hemodialysis session
in contrast to dosing every other hemodialysis session, as indicated
in the packet insert and as suggested by a population pharmacoki-
netic approach.4 Dosing after hemodialysis also allowed for opti-
mal compliance. No major adverse effects were observed, and
95% of the patients continued the prophylaxis during the predeter-
mined period. Although no control group was included, the
absence of new influenza cases in our hemodialysis, despite the
continuing intensive influenza epidemic in our hospital, indicates
the effectiveness of this strategy.

In light of recent findings that vaccination remains a subopti-
mal strategy to prevent influenza in hemodialysis patients,2,3 we
propose to administer oseltamivir prophylaxis during influenza
season as an additional protective measure. Further studies should
confirm the effectiveness of this strategy and explore its cost-
effectiveness.
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Fig. 1. The number of influenza cases per week is shown for the hospital (left axis) and
the hemodialysis unit (right axis). The red box denotes the period the prophylaxis was
administered to hemodialysis patients.

Author for correspondence: Davood Darban-Sarokhalil, Email: davood_darban@yahoo.
com or darban.d@iums.ac.ir.

Cite this article: Lohrasbi V, et al. (2019). Fifty years of success in controlling tuberculosis
in Iran, the question is how?. Infection Control &Hospital Epidemiology, 40: 498–499, https://
doi.org/10.1017/ice.2019.30

© 2019 by The Society for Healthcare Epidemiology of America. All rights reserved.

498 Vahid Lohrasbi et al

https://doi.org/10.1017/ice.2019.11 Published online by Cambridge University Press

mailto:davood_darban@yahoo.com
mailto:davood_darban@yahoo.com
mailto:darban.d@iums.ac.ir
https://doi.org/10.1017/ice.2019.30
https://doi.org/10.1017/ice.2019.30
https://doi.org/10.1017/ice.2019.11

