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Setting: Drug-resistant tuberculosis (TB) is an important
public health problem in Latvia.

Objective: To document trends, characteristics and
treatment outcomes of registered patients with multi-
drug-resistant (MDR-) and extensively drug-resistant
(XDR-) TB in Latvia from 2000 to 2010.

Design: A retrospective national cohort study.

Results: Of 1779 patients, 1646 (92%) had MDR- and
133 (8%) XDR-TB. Over 11 years, the proportion of
XDR-TB among MDR-TB patients increased from 2% to
18%. Compared to MDR-TB patients, those with XDR-TB
were significantly more likely to have failed MDR-TB
treatment (OR 8.4, 95%CI 4.3-16.2), have human im-
munodeficiency virus infection (OR 3.2, 95%Cl 1.8-5.7),
be illegal drug users (OR 5.7, 95%Cl 2.6-11.6) or have
had contact with MDR-TB patients (OR 1.9, 95%CI 1.3-
2.8). Cure rates for XDR-TB were 50%. Compared with
MDR-TB patients, those with XDR-TB had a higher risk of
treatment failure (29% vs. 8%, respectively, P < 0.001).
Unfavourable treatment outcomes were significantly as-
sociated with being male; having smear-positive disease;
pulmonary cavities; failure, default or relapse after previ-
ous MDR-TB treatment; and a history of incarceration.
Conclusion: More MDR-TB in Latvia is now also XDR-TB.
This study identified several risk factors for XDR-TB and,
for unfavourable treatment outcomes, highlighting the
importance of early diagnosis and appropriate manage-
ment of MDR-/XDR-TB.

Latvia is a Baltic country in Eastern Europe with a
population of about 2 million, according to the
last census conducted in 2011. Tuberculosis (TB) is a
major public health problem, with approximately
1000 cases registered per year and an estimated TB in-
cidence rate of 53 per 100000 population per year.!
Multidrug-resistant TB (MDR-TB, defined as TB resis-
tant to at least isoniazid [INH] and rifampicin [RMP])
has been a major challenge. MDR-TB rates in the
country increased to 14% of new cases and 54% of
previously treated cases in 1997.2 Since then, they
have decreased in absolute numbers by a factor of
about three, and in 2012, 11% of patients registered
with new TB and 32% with previously treated TB had
MDR-TB.1

Extensively drug-resistant TB (XDR-TB, defined as
MDR-TB plus resistance to a fluoroquinolone and one
of three second-line injectables)? was first reported in

Latvia in 2000. Since then, according to the TB regis-
try data, there has been a progressive increase in
XDR-TB in the country. XDR-TB is difficult and expen-
sive to treat, requiring first-, second- and third-line
drugs that are less well tolerated by patients than
MDR-TB drugs. The newer anti-tuberculosis drugs,
such as bedaquiline and delamanid, which would al-
low newly designed and potentially effective treat-
ment regimens, are also not available in the country.
A study on drug-resistant TB in Latvia from 2000 to
2004 showed poor treatment outcomes, with cure
rates of <40% for XDR-TB.*

Since this first report, no further studies on XDR-TB
have been published in Latvia. In the meantime, Lat-
via has implemented various measures to improve
treatment outcomes for XDR-TB patients. Drug sus-
ceptibility testing (DST) is performed for all cul-
ture-positive patients. In 2000, the country introduced
BACTEC™ (BD, Sparks, MD, USA) for earlier diagnosis
of MDR-TB. Newer generation fluoroquinolones such
as moxifloxacin (MFX) and levofloxacin (LFX) and
third-line medications such as linezolid, amoxicillin/
clavulanic acid and clarithromycin, are included in
the treatment regimens as soon as BACTEC results in-
dicating pre-XDR-TB and XDR-TB are obtained. There
is also adjuvant surgery for cavitary disease. Since
2008, Latvia has participated in several ICH-GCP (In-
ternational Conference on Harmonisation/Good Clin-
ical Practice) clinical trials. The impact of these mea-
sures has not been evaluated and up-to-date
information about the trends, burden of disease and
treatment outcomes of XDR-TB in Latvia is needed.

The aim of the present study was to document
trends, characteristics and treatment outcomes of pa-
tients registered with MDR- and XDR-TB in Latvia
over a 10-year period from 2000 to 2010.

METHODS

Study design
This was a retrospective national cohort study of
MDR- and XDR-TB patients.

Setting

General setting

Latvia is a small country in Eastern Europe that shares
borders with Lithuania, Estonia, Belarus and Russia,
and a sea border with Sweden. It is a middle-income
country with a gross domestic product per capita of
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TABLE 1 Anti-tuberculosis drugs used for the treatment of MDR-TB and XDR-TB in Latvia

Drugs used for the treatment of MDR-TB: EMB, PZA, ofloxacin, kanamycin, CPM, PTH, cycloserine, PAS and thiacetazone.

Initial empirical MDR-TB treatment regimen: 8 months of a second-line injectable drug (CPM), LFX, PZA, EMB, PTH, terizidone
and PAS, followed by an 18-month continuation phase with LFX, PZA, EMB, PTH, terizidone and PAS.

Individualised treatment is provided as soon as DST results are available.

XDR-TB treatment: individualised based on DST results. All XDR-TB patients receive moxifloxacin. In addition, the most
common drugs that are added to the MDR-TB regimen include third-line drugs such as amoxicillin/clavulanate, linezolid,

clarithromycin and/or imipenem/cilastatin.

MDR-TB = multidrug-resistant tuberculosis; XDR-TB = extensively drug-resistant TB; EMB = ethambutol; PZA = pyrazinamide; CPM = capreomycin;
PTH = prothionamide; PAS = para-aminosalicylic acid; LFX = levofloxacin; DST = drug susceptibility testing.

approximately US$8500 per year; the economy is
mainly agricultural. The health system is funded
largely through government taxation, with about 66
hospitals serving the population of 2.2 million. The
average life expectancy at birth is 74 years, one of the
lowest in the European Union. Clinically reported al-
coholism is high, with over 20000 cases registered
with health care institutions in 2012.5

TB control
The MDR-TB treatment programme was started in
1997 after DOTS expansion to the whole country,
which was started in 1995. Diagnosis, registration,
treatment and follow-up of all drug-susceptible and
-resistant TB cases follow national guidelines, which
are based on World Health Organization (WHO) treat-
ment guidelines.c® TB services and treatment are of-
fered free of charge to all patients. There is good sur-
veillance and reporting of data: all patients newly
diagnosed with TB and those under retreatment are
registered in the National Tuberculosis Register. Pa-
tients with laboratory-confirmed MDR-TB are also reg-
istered in an MDR-TB patient database, which was
used as the data source for the study. All patients are
then followed up using treatment cards, with their re-
sults updated in the register. Nationwide data from
treatment facilities are collated and reported in aggre-
gate form on a quarterly basis.

In 2012, 993 TB cases were notified nationwide (87%
case detection rate) and a 73% treatment success rate
was reported among new smear-positive pulmonary TB

250

cases. In 2012, there were 110 patients with human im-
munodeficiency (HIV) associated TB, a significant in-
crease over the previous year (74 patients).® Of the 120
estimated MDR-TB cases in 2012, 110 were registered.!

Diagnosis and management of MDR- and
XDR-TB

Since 2000, all registered TB cases in the country have
undergone culture and DST. All positive cultures un-
dergo DST against first-line drugs; INH- and RMP-resis-
tant cultures are assessed for second-line drug suscepti-
bility. DST 1is centralised at the Mycobacteriology
Laboratory at the Riga Eastern Clinical University Hos-
pital, Riga, Latvia, and supervision is provided by the
Supranational Reference Laboratory in Stockholm,
Sweden. This includes regular participation in external
quality assurance checks, with good results. Sec-
ond-line DST was implemented for all MDR-TB cases
in 1998 using solid Lowenstein-Jensen media and
BACTEC™ 460TB (BD), which was then replaced by
the Mycobacteria Growth Indicator Tube™ (MGIT)
System (BD) in 2000. Since 2004, specimens from
MDR-TB suspects have been tested using line-probe as-
says (LPAs) (INNO-LiPA™ Rif.TB, Innogenetics, Ghent,
Belgium, from 2004 to 2006 and GenoType® MTB-
DRplus, Hain Lifesciences, Nehren, Germany, since
2006). LPA results are used to modify treatment. Since
2010, Xpert® MTB/RIF (Cepheid, Sunnyvale, CA, USA)
has also been used; empirical second-line treatment is
started immediately upon receipt of an RMP-resistant
result.
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FIGURE All MDR- and XDR-TB patients registered annually in Lat-
via, 2000-2010. MDR-TB = multidrug-resistant tuberculosis; XDR-TB

= extensively drug-resistant TB.
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TABLE 2 Demographic, clinical and social characteristics of patients registered with MDR- and XDR-TB, Latvia,

2000-2010
MDR-TB XDR-TB
n (%) n (%) OR (95%Cl) P value
Total 1646 133
Sex
Male 1247 (76) 86 (65) 1
Female 399 (24) 47 (35) 1.7 (1.2-2.5) <0.01
Age group, years
<18 23 (1) 7 (5) 3.7 (1.5-8.9) <0.01
18-34 453 (28) 43 (32) 1.2 (0.8-1.7)
35-54 869 (53) 71 (54) 1
=55 301 (18) 12 (9) 0.5 (0.3-0.9) 0.02
Site of TB
Pulmonary 1530 (93) 125 (94) 1
Extra-pulmonary 18 (1) 4 (3) 2.7 (0.9-8.2)
Both 98 (6) 4 (3) 0.5(0.2-1.4)
Smear status at start of treatment
AFB smear-positive 842 (51) 79 (59) 1
AFB smear-negative 804 (49) 54 (41) 0.7 (0.5-1.03)
Cavitation at start of treatment
No cavities 378 (23) 23(17) 1
Cavities (unilateral and bilateral) 1052 (64) 90 (68) 1.4 (0.9-2.3)
Cavities not determined 216 (13) 20 (15) 1.5(0.8-2.8)
Category of disease
New 735 (45) 63 (47) 1
Retreatment after first treatment regimen 748 (45) 27 (20) 0.4 (0.3-0.7) <0.001
Failure on MDR-TB treatment 25 (2) 18 (14) 8.4 (4.3-16.2) <0.001
Default from MDR-TB treatment 82 (5) 11 (8) 1.6 (0.8-3.1)
Relapse after MDR-TB treatment 56 (3) 14 (11) 2.9 (1.5-5.5) <0.001
HIV status
HIV-negative 1282 (78) 97 (73) 1
HIV-positive 67 (4) 16 (12) 3.2(1.8-5.7) <0.001
HIV status undetermined 297 (18) 20 (15) —
Clinically reported alcohol abuse*
No 835 (51) 68 (51) 1
Yes 801 (49) 64 (48) 1.0 (0.7-1.4)
Unknown 10 (<1) 1(1) —
Diabetes mellitus
No 1594 (97) 130 (98) 1
Yes 52 (3) 3(2) 0.7 (0.2-2.3)
History of incarceration
No 1163 (71) 96 (71) 1
Yes: currently in prison 113 (7) 7 (7) 0.8 (0.3-1.7)
Yes: ex-prisoner 367 (22) 30 (22) 1.0 (0.6-1.5)
Unknown 3(<1) 0(<1) —
lllegal drug use
No 1529 (93) 114 (86) 1
Yes: current user 26 (1) 11 (8) 5.7 (2.6-11.6) <0.001
Yes: previous drug user 63 (4) 6 (4) 1.3 (0.5-3.0)
Unknown 28 (2) 2(2) 1.0 (0.2-4.1)
Contact with MDR-TB patient
No 1327 (81) 92 (69) 1
Yes 309 (19) 41 (31) 1.9 (1.3-2.8) <0.001
Unknown 10 (<1) 0 (0) —

*Defined as ‘alcohol abuse’ noted in the patient chart or by the treating physician.
MDR-TB = multidrug-resistant TB; XDR-TB = extensively drug-resistant TB; OR = odds ratio; Cl = confidence interval; TB = tuberculosis; AFB =
acid-fast bacilli; HIV = human immunodeficiency virus.
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TABLE 3 Treatment outcomes in patients with MDR- and XDR-TB in Latvia, 2000-2010

MDR-TB XDR-TB
Outcome* n (%) n (%) RR (95%Cl) P value
Total enrolled for treatment 1646 (100) 133 (100)
Cured 1103 (67) 66 (50) 0.5 (0.4-0.7) <0.001
Completed 42 (3) 4 (3) 1.1 (0.5-3.0)
Failure 139 (8) 39 (29) 3.7 (2.7-5.2) <0.001
Default 250 (15) 16 (12) 0.8 (0.5-1.3)
Transferred out 3(<) 0(0) —
Died 109 (7) 8 (6) 0.9 (0.5-1.8)

*Cure = treatment completed with negative cultures 18 months after culture conversion; completed treatment = treat-
ment completed with no cultures performed; failure = =2 of the five cultures in the final 12 months of treatment show
positive growth for M. tuberculosis, or any one of the final three cultures positive; also includes a clinical decision to termi-
nate treatment early due to poor clinical or radiological response or adverse events; default = no attendance at the clinic
for =2 months during treatment; transferred out = patient transferred to another treatment facility, with no results re-
turned to the original treating facility; death = death due to any cause while on anti-tuberculosis treatment.

MDR-TB = multidrug-resistant tuberculosis; XDR-TB = extensively drug-resistant TB; RR = risk ratio; ClI = confidence

interval.

Details of MDR- and XDR-TB treatment are shown in Table 1.
Briefly, once patients have been identified with MDR-TB, they are
treated empirically with an MDR-TB regimen that may be modi-
fied depending on the DST results. Patients diagnosed with
XDR-TB will receive regimens that include first-, second- and
third-line drugs. Patients are managed under an expert consilium
with hospitalisation dependent on smear or culture conversion,
tolerance to medications and social factors. All drugs are given
daily by direct observation for the entire duration of treatment,
which varies from 18 to 36 months. In hospital, drug administra-
tion is daily, while out-patients in the community receive their
drugs seven, six or five times a week, depending on the distance
to the medical facility and the patient’s drug tolerance. Boxes of
drugs are given every month to medical personnel to disburse.
There have been no interruptions of drug supplies to date. Stan-
dardised treatment outcomes are reported, with loss to follow-up
defined as treatment interruption >2 months and failure as two
or more positive cultures during the final 12 months of
treatment.8

Patient population

All patients diagnosed and registered in the Latvian national TB
registry with MDR- and XDR-TB from 1 January 2000 to 31 De-
cember 2010 were included in the study.

Data variables, sources of data and data collection

Data variables included the number of all patients registered in
Latvia with TB, MDR-TB and XDR-TB each year. The following in-
formation was recorded for all patients over the 11-year period:
TB registration number, age, sex, type and category of TB, pres-
ence of cavities at the start of treatment, HIV status, history of in-
carceration, presence/absence of diabetes mellitus, clinically re-
ported alcoholism, drug use and contact with MDR-TB, and
standardised treatment outcomes. Sources of data were the Latvia
TB and MDR-TB Registers. Data were collected in an MS Excel file
(Microsoft, Redmond, WA, USA) between May and December
2013.

Analysis and statistics

Data from the Excel file were exported into EpiData for analysis
(version 2.2.2.182, EpiData Association, Odense, Denmark). A
descriptive and trend analysis was carried out, and categorical
variables were compared against outcomes of interest using the
x? test, unadjusted odds ratios (ORs) for baseline characteris-

tics, unadjusted relative risks (RRs) for treatment outcomes and
95% confidence intervals (CIs). Multivariable logistic regres-
sion was carried out which included all variables from the un-
adjusted models; as there were no appreciable differences in
the significance of the variables between the models, only the
unadjusted ORs and RRs are reported. Levels of significance
were set at 5%.

Ethics

Approval for the study was received in 2010 from the Riga Stra-
dins University Ethics Committee, Riga, Latvia. Ethics approval
was also obtained from the International Union Against Tubercu-
losis and Lung Disease Ethics Advisory Group, Paris, France.

RESULTS

Of the 1779 patients registered over the 11-year period, 1646 had
MDR-TB and 133 XDR-TB. The MDR-TB group had 1247 (76%)
males; the mean age was 42 years (+ standard deviation [SD]
12.9), while the XDR-TB group had 86 (65%) males and a mean
age of 39 years (£12.5). The Figure shows the trend over the 11
years among patients registered each year with MDR- and
XDR-TB. MDR-TB peaked in 2001, at 240 cases, and then gradu-
ally decreased, reaching 69 cases in 2010. XDR-TB increased from
4 cases in 2000 to peak at 19 cases in 2004; since then, the num-
ber of cases per year has varied between 10 and 20. More impor-
tantly, the proportion of MDR-TB that was XDR-TB increased
from 2% in 2000 to 18% in 2010.

The demographic, clinical and social characteristics of patients
diagnosed with MDR- and XDR-TB over the 11-year period are
shown in Table 2. Among patients with XDR-TB, and compared
with MDR-TB patients, there were significantly more females, pa-
tients aged <18 years, patients who had failed or relapsed after
MDR-TB treatment, HIV-infected patients, those who currently
used illegal drugs, and individuals who had contact with index
MDR-TB patients.

Treatment outcomes are shown in Table 3. Significantly more
MDR-TB than XDR-TB patients were cured, the principal reason
being a higher rate of treatment failure in XDR-TB patients. Other
outcomes were not significantly different between the two groups
of patients. The proportions of XDR-TB patients with an unfa-
vourable outcome in relation to demographic, clinical and social
characteristics are shown in Table 4. Among patients with unfa-
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TABLE 4 Demographic, clinical and social characteristics of patients with XDR-TB by unfavourable
treatment outcome, Latvia, 2000-2010

Enrolled for Unfavourable

treatment outcome*
Characteristics n n (%) RR (95%Cl) P value
Total 133 63 (47)
Sex
Male 86 48 (56) 1.7 (1.1-2.8) <0.01
Female 47 15 (32) 1
Age group, years
<18 7 1(14) 0.2 (0.1-1.5)
18-34 43 18 (42) 0.7 (0.4-1.1)
35-54 71 41 (58) 1
=55 12 3 (25) 0.4 (0.2-1.2)
Site of TB
Pulmonary 125 62 (50) 1
Extra-pulmonary 4 0 (0) —
Both 4 1(25) 0.5 (0.1-2.8)
Smear status at the start of treatment
Smear-positive 79 46 (58) 1.9 (1.2-2.8) <0.01
Smear-negative 54 17 (32) 1
Cavitation at start of treatment
No cavities 23 7 (30) 1
Cavities 920 52 (58) 1.9 (0.99-3.6) 0.02
Not determined 20 4 (20) 0.7 (0.2-1.9)
Category of disease
New 63 21 (33) 1
Retreatment after first treatment regimen 27 12 (44) 1.3 (0.8-2.3)
Failure on MDR-TB treatment 18 12 (67) 2.0(1.2-3.2) 0.01
Default on MDR-TB treatment 11 8 (73) 2.2(1.3-3.6) 0.01
Relapse after MDR-TB treatment 14 10 (71) 2.1 (1.3-3.5) <0.01
HIV status
HIV-negative 97 44 (45) 1
HIV-positive 16 8 (50) 1.1 (0.6-1.9)
Clinically reported alcohol abuset
No 68 27 (40) 1
Yes 64 36 (56) 1.2 (0.9-1.4)
Unknown 1 0 (0) —
Diabetes mellitus
No 130 63 (49) 1
Yes 3 0 (0) —
History of incarceration
No 96 37 (39) 1
Yes: currently in prison 7 3(43) 1.1 (0.5-2.7)
Yes: ex-prisoner 30 23 (77) 2.0(1.4-2.7) <0.001
lllegal drug use
No 114 54 (47) 1
Yes: current user 11 6 (55) 1.2 (0.6-2.0)
Yes: previous drug user 6 3 (50) 1.1 (0.5-2.4)
Unknown 2 0 (0) —
Contact with MDR-TB patient
No 92 51 (55) 1
Yes 41 12 (29) 0.5 (0.3-0.9) <0.01

*Defined as death, default and failure on treatment.

fDefined as ‘alcohol abuse’ noted in the patient chart or by the treating physician.

XDR-TB = extensively drug-resistant TB; RR = risk ratio; Cl = confidence interval; TB = tuberculosis; MDR-TB = multidrug-resistant
TB; HIV = human immunodeficiency virus.

vourable outcomes, there were significantly more males, patients history of incarceration. In addition, patients who had been con-
with smear-positive disease and cavities, patients who had failed, tacts of an MDR-TB patient had a significantly lower risk of an
defaulted or relapsed after MDR-TB treatment, and patients with a unfavourable outcome.
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DISCUSSION

This study highlights the importance of XDR-TB in Latvia. During
the 11-year study period, the absolute number of MDR-TB cases
decreased in the country, while the number of XDR-TB cases
peaked and then remained stable at a high level. As a result, the
proportion of patients with XDR-TB increased by a factor of 10; to
date nearly 20% of MDR-TB cases have extensive drug resistance.

Some key factors were associated with the development of
XDR-TB. Patients who failed, defaulted or relapsed after MDR-TB
treatment were at high risk of acquiring XDR-TB, particularly
those who failed. This finding emphasises the need for more ef-
fective treatment regimens to avoid amplification of resistance;
this includes shortening the treatment duration and using drugs
with the least adverse effects to ensure better tolerability for pa-
tients and better adherence to treatment. Those with HIV infec-
tion (there are currently 4863 people living with HIV in the coun-
try) and who currently use illegal drugs were at significant risk of
developing XDR-TB. These two factors are interlinked in Latvia,
with HIV infection being a concentrated epidemic focused around
intravenous drug use.l A recent systematic review suggested that
HIV infection in countries such as Latvia is associated with pri-
mary MDR-TB,"" and where there is a growing burden of XDR-TB
the same association might be expected. Finally, XDR-TB was as-
sociated with contact with an MDR-TB case. A systematic review
of risk factors for XDR-TB highlights some of the same variables
found in our study, but there is no mention of contact with index
patients.’2 We are not sure why this might be a risk factor, but in-
dex MDR-TB patients are on treatment for long periods, during
which they might fail treatment or not comply with drug regi-
mens and are therefore at risk of developing and transmitting
XDR-TB.

The cure rate of patients with XDR-TB in our study was 50%,
which was lower than that observed in MDR-TB patients, mainly
due to high failure rates. An unfavourable outcome was more
common in males and prisoners, as has been reported in previous
studies, 1314 and this presumably reflects poor adherence to treat-
ment. An unfavourable outcome was also associated with more
severe disease, defined as more cavities on chest radiography and
smear positivity. These treatment results, however, are similar to,
if not better than, those reported from other countries such as
Peru,'516 and they are a definite improvement on those reported
in Latvia between 2000 and 2004, when cure rates were 38% and
failure was at nearly 50%.4 It might be possible to improve treat-
ment outcomes with newer drugs and better combinations of
drugs.

The strengths of this study are the long, 11-year study period
and the full nationwide sample, which make the results represen-
tative for the country. Attention was also paid to following inter-
nationally agreed recommendations for reporting on observa-
tional studies.1”.18 However, the study also had some limitations.
First, this is a report of patients registered for treatment and
misses those who were diagnosed with MDR- and XDR-TB and
who did not start treatment due to death, refusal or loss to fol-
low-up. It therefore underreports the scale of the national prob-
lem. Second, some of the data for associated HIV infection were
missing, as many patients, particularly those in peripheral health
facilities and in prison hospitals, were not tested.

This study has important implications. First, the treatment of
MDR-TB is too long and is associated with many adverse effects.
Shorter, less toxic regimens are needed!® to improve adherence
with less risk of creating XDR-TB. This could be further helped by
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the introduction of newer drugs such as bedaquiline and dela-
manid.2021 Second, more severe disease is associated with poorer
outcomes, thus emphasising the need for earlier diagnosis of
both MDR-TB and XDR-TB, and intensified case finding among
MDR- and XDR-TB high-risk groups such as the HIV-infected and
illegal drug users. New diagnostic technology, such as Xpert,
which has been in use in Latvia since 2010, may allow more
rapid diagnosis of drug-resistant TB.22 Third, it is vitally import-
ant to try and prevent the spread of airborne infections and the
spread of drug-resistant TB, particularly in the health facility set-
ting, and this requires more attention to acceptable and effective
infection control measures.?? Finally, close attention to ensuring
good cure rates in patients with drug-susceptible TB is needed to
prevent the emergence of acquired drug-resistant disease.

In conclusion, this study highlights the substantial burden of
XDR-TB in Latvia, and underscores the need for shorter, better
treatment regimens for MDR-TB, earlier diagnosis, intensified case
finding among high-risk groups and implementation of effective
hospital infection control measures in TB facilities and other
high-risk settings such as HIV facilities.
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Ty6epKynes ¢ MHOXXeCTBEHHOI U LUNPOKON IeKapCTBEHHOW YCTONUNBOCTbIO
B JlaTBK: TeHAEHUUN, XapaKTEPUCTUKN N NCXOAbI leYeHns

L. Kuksa,'2 V. Riekstina," V. Leimane,! |. Ozere,'2 G. Skenders,' R. Van den Bergh,3 K. Kremer,* C. D. Acosta,* A. D. Harries>6
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NPEAbICTOPUA: Tybepkynes (Tb) ¢ nekapCTBEHHOW YCTOW-
YMBOCTbIO OCTAeTCA BaXHOW MNpobnemolt 06LecTBEHHOro
3paBooxpaHeHna B J1aTBuK.

LENb: Onncatb TeHAEHUMUMN, XapaKTEPUCTUKN U UCXOAbl fne-
UEHNA 3apErnCcTPUPOBaHHbIX 6OJbHBIX Ty6EpPKyIe30M C MHO-
YKeCTBeHHOW NeKapCcTBEHHON ycTonumsocTbio (MJTY) un wnpo-
KO nekapcTBeHHOW YycTonumsocTbio (LLUJTY) B JlatBum B
nepvog c 2000 no 2010rr.
ON3AUNH: PetpocnekTnBHOe
nccnegoBaHue.
PE3YJIbTATbI: 13 1779 60nbHbIX 1646 (92%) numenn MJTY-TB,
n 133 (8%) LWNY-Tb. 3a 11 net gona WY cpean 60nbHbIX
MIY-TB Bbipocna ¢ 2% fo 18%. Mo cpaBHeHWO ¢ 60MbHBIMA
MIY-TB, y 6onbHbix LLTY-TB 6bina CylecTBEHHO Bbille Bepo-
ATHOCTb HeapPeKTUBHOrO ncxoga nevenna MJY-Tb (OLL 8,4,
95%[W 4,3-16,2), Hannuma BMpYyca uMmyHopedmunTa Yeno-
Beka (BMY) (O 3,2, 95%[U 1,8-5,7), HapKOTMYECKOW 3aBu-
cumoctn (OW 5,7, 95%0N 2,6-11,6) unmn KoHTakTa C 60sb-
HoiMi MJTY-TB (Ol 1,9, 95%A4W 1,3-2,8). [Mokasatenu
addpekTnBHOCTM nevenna LWNY-Tb coctasmunu 50%. Mo cpas-
HeHuto ¢ 6onbHbIMU MJTY-TB, y 60nbHbIx LLTY-TB prck Head-
beKTMBHOrO ncxopa neyeHms 6bin CyLeCTBEHHO Bbile (29%
npotuB 8%, cooTBeTcTBEHHO, P < 0,001). Mmenacb cunbHas
CBA3b MEXAY HEONAronPUATHBIMW UCXOAAMU JIEUEHNA 1 MYX-
CKMM TMOJIOM, MONOXKUTESIbHBIM PE3YyNbTaTOM MUKPOCKOMNUN
Ma3Ka MOKPOTbI, Ha/IMymem nosnocTen B ierkmx, HespdekTuns-
HbIM MCXOLOM, OTPbIBOM WSV peuuavBOM Mnocie npenbiay-
wero snusofa neuveHva MJTY-TB, a Takke npebbiBaHMEM B
NPOLLIOM B MeCTax nuiieHms ceobopbl.

BbIBOL: Bce 6Gonbwe 6onbHbix MJIY-TB B JlatBum Ha
cerogHAWHMN aeHb umetotT LWIY. [JaHHoe wuccnepoBaHue
BbiABMIO pAf  daktopoB pucka passutna WINY-TB un
HebnaronpuATHbIX WCXOAOB JIeYEHUsA, YTO MNOAYEPKMBAET
BAaXXHOCTb PaHHel [MarHOCTMKMW UK  COOTBETCTBYIOLLEro
neyeHuna MJY/LUNY-TB.

HauOHanbHOE  KOropTHOE

J-I atBuA — 6anTuinckas cTpaHa B BoctouHon EBpone ¢ Ha-
ceneHmem OKOMo 2 MWISIMOHOB YeNloBeK, MO AaHHbIM
nepenucu, npoeefaeHHow B 2011r. Ty6epkynes (Tb) — ogHa 13
OCHOBHbIX MpobsieM O06LECTBEHHOIO 3[PaBOOXPAHEHUSA:
exerogHo peructpupyetca okono 1000 cnydyaes 3abonea-
HMA, pacuyeTHas 3aboneBaemocTb TBb cocTtaBnser 53 Ha
100 000 HaceneHua.! TB ¢ MHOXeCTBEHHOWN NeKapCTBEHHON
yctonumsocTblo (MNY-TB — T, yCTONUMBBIN Kak MUHUMYM K
n3oHwuasngy [INH] n pudpamnuuymnny [RMP]), asnaetca rnaBHom
npo6nemoti. NMokaszatenu MJTY-TB B cTpaHe Bbipocnu fo 14%
cpean HOBbIX CiyyaeB U 54% cpefun paHee NeUYeHHbIX Cny-
yaeB B 1997r.2 C Tex nop nokasaTtenvi B abCOMOTHbIX YMCax
YMEHbLUNANCL NPUOAN3MTENbHO B TpY pasa, B 2012r. 11%
BnepBble BbIABMEHHbIX 60NbHbIX T 1 32% paHee neyeHHbIX
60nbHbIX TE menu MNY-TB.!

TB ¢ wnpoko nekapcTBeHHOM yctonumsocTblo (LLTY-TB -
310 MJTY-TB NAtoC yCTONUNBOCTb K PTOPXMHOSIOHAM U OfHOMY
M3 Tpex WHBEKUMOHHbIX MpenapatoB BTOporo psaga)d o6bin

BrepBble 3aperncTpuposaH B Jlateum B 2000r. C Tex nop, no
HOaHHbIM TB-perncTpa, HabnofaeTca NporpeccrBHoe yBesnu-
YyeHne yucna cnyyvaes LWNY-TE B ctpaHe. JleueHune LUY-TB
CIIOXKHOE 1 [JOpOrocTosllee, COCTONT M3 NpenapaToB nep-
BOrO, BTOPOrO 1 TPETbero paga, Kotopble Xy»ke nepeHocATcA
60nbHbIMK, YeM npenapatbl Ana nedeHna MITY-TB. Hosble
NpoTNBOTY6epKyNe3Hble NpenapaTsbl Takune, Kak 6efakBuIvH
1 fenamaHung, Kotopble MOTyT JieUb B OCHOBY HOBbIX, b dek-
TUBHbIX CXEM NleYeHUs, B CTPaHe HeJoCTyrHbI. MiccnegoBaHmne
Tb ¢ nekapcTBeHHON ycTonumBoCTbio B JlatBum ¢ 2000r. no
2004r. BbIABMSIO MJlOXMe pe3ynbTaTbl SleYeHWA: nokasaTtenu
n3neyeHuna LWNY-Tb coctasnnm <40%.4

Mocne nepBoro otyeta nocneayoLWmMX AaHHbIX NCCNeao-
BaHui LUMY-TB B JlatBUM ony6nnkoBaHo He 6bino. B HacTos-
wee BpemA B JlaTBUM peanu3yoTca pasfinyHble Mepbl, Ha-
NpaBfieHHble Ha YNyylleHUe WCXOAOB JieYeHUA OGOMbHbIX
LLUNTY-TB. TecTbl nekapcTBeHHOW u4yBcTBUTENbHOCTU (TJ1Y)
NPOBOAATCA BCeM 6OSIbHbIM C MONOXKMUTENbHON KynbTypoii. B
2000r. B CTpaHe Havyana NpUMeHATbCA aBTOMATU3NPOBaHHaA
cuctema BACTEC™ (BD, Cnapkc, MapuneHa, CLLA) pna pan-
Hel anarHocTkmn MJ1Y-TB. OTOPXMHONOHBI NOCNEeAHX NOKO-
NEeHWI Takune, Kak MokcudnokcaumH (MFX) n nesodnokcaumH
(LFX), a Take npenapatbl TPeTbero paga, Hanpumep, NnHe-
3011f, aMOKCULIMANMNH/KNaByNaHOBaA KUCNOTa U KNapuTpo-
MUVLVH BK/TIOYAIOTCA B CXEMbl leYeHNA cpasy rnocse nosnyye-
Hua pesynbratoB BACTEC, cBupeTenbcTBytowmx o npe-LUYy n
LLUJTY. MpoBoauTtca Takke [ONOMHUTENIbHOE XMpPYypruyeckoe
neyeHvie KaBepHo3Horo Tybepkynesa. C 2008r. JlatBua npu-
HUMAET yyacTue B MHOFOUMCNEHHbIX KINMHNYECKUX NCCeno-
BaHuAX ICH-GCP (MexayHapofHoi KoHpepeHLmmn No rapmo-
HU3aLuMn/Hagnexatyen KIUHNYECKON npaKkTunKe).
Bo3pgelicTtBre npeanpuHMMaembix Mep ele He 6bino oue-
HeHO, HeobxoAnMMo cobpaTb aKTyasnbHyl KHOPMauMio O
TeHAeHUnAxX, 6pemMeHn 3aboneBaHUs 1 KCXOAAx NeyeHus
LLUJTY-TB B JlaTBUMN.

[laHHOe nccnefoBaHVie MPOBOAUIOCH C Liefiblo ONmncaHna
TEHAEHUWIA, XapakTepUCTUK M MCXOAOB neyeHns GonbHbIX,
3apernctpupoBaHHbix ¢ M/LUMY-TB B JlatBun 3a 10-u neTHun
nepuog c 2000 no 2010rr.
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TABJINLA 1

MpoTnBOTY6EepKynesHble Npenapatbl, UCnosib3yemble ana neyenua MIY-Tb u LUY-TB B JlatBun

Mpenapatbl, ucnonb3yemble ana neyeHns MIY-Tb: EMB, PZA, odnokcauyuH, kaHamuuyut, CPM, PTH, unknocepuH, PAS 1 TraueTasoH.

HauanbHasa smnupunyeckas cxema neveHna MJTY-Tb: 8 mecALeB NledeHNA MHbEKLMOHHbIMM NpenapaTamu BToporo pafa (CPM), LFX, PZA,

EMB, PTH, TepusngoHom 1 PAS, 3aTem 18- mecauHas noagepxmeatowas ¢asa neuenms LFX, PZA, EMB, PTH, TepusngoHom n PAS.
NHanBrayann3npoBaHHoOe fledeHre HauMHaeTCa HesaMeanUTeNIbHO Noche nosyyeHus pesynstatos TIY.

Neyenne WNY-TB: HANBMAYaN3NPOBaHHOE B 3aBUCMMOCTU OT pe3ynbtatoB T/1Y. Bece 6onbHbie LLTY-TB nonyyatoT MOKcndnokcaLuH.
Momumo 3T1oro, Hambonee yacTto k cxeme neyeHus MNY-Tb pobaBnaOTCA NpenapaTbl TPETbETO PAAA: AaMOKCULIMIUINH/KNaByHaT,

nrHe3onNna, KNapuTpOMULMH U/ Mnn nMmmneHem/umnnactaTuH.

MNY-TB = TybepKynes ¢ MHOXeCTBEHHOW NeKapCTBEHHOW YCTOMUMBOCTbIO; LLITY-TB = Ty6GepKynes C WMPOKON NleKapCTBEHHON yCToNumMBOCTbIO; EMB =
3TambyTon; PZA = nupasuHamug; CPM = kanpeomuuun; PTH = npotuoHamug; PAS = napa-amvHocanvumnoBas kucnota; LfX = nesodnokcaumt; TNY = TecTbl

NekapcTeeH HOM YyBCTBUTENIbHOCTN.

MecTo npoBefieHus

leorpaduueckoe mecrononoxeHve

JaTBMA — Hebonbluas cTpaHa B BoctouHon EBpone, rpaHuya-
wasa c Jinteon, dcToHmel, benapycbio 1 nmetoLas MOpPCKyto
rpaHuuy co LBeunein. 3To cTpaHa co cpeHUM YPOBHEM A0-
X0fa, BeNnuYMHa BasloOBOrO HaLMOHANIbHOTO MpPOoAyKTa Ha
AyLly HaceneHua cocTaBnAaeT npubnusutensHo 8500 gonna-
pos CLUA B rog; 5KOHOMMKa CTPaHbl UMEET r1aBHbIM 06pa3om
CeNbCKOXO03ANCTBEHHbIN XapakTep. (OrHaHcMpoBaHMe Cu-
CTeMbl 3APaBOOXPaHEHMNA OCYLLeCTBAAETCA B OCHOBHOM 3a
CYeT rocyjapCTBeHHOro Hasoroob1oXeHUaA, OKoslo 66 60sb-
HUL, 06CNYyKMBaIOT 2,2 MUSIIMOHa YenoBeK. CpeaHAA npopos-
KUTENbHOCTb WU3HU COCTaBNAET 74 rofa, YTo ABNAETCA Of-
HUM 13 CaMbIX HU3KMX NoKa3aTenen B EBponenckom pervoHe.
MNoka3zaTenn KNMHMYECKN NOATBEPXKAEHHOW ankoronbHOM 3a-
BUCMMOCTY BbICOKME: B 2012r. B MEANLMHCKNX YUpexaeHnax
6b1110 3aperncTpupoBaHo 6onee 20 000 cnyyaes.>

KoHTponb Tb

NeyeHne MNY-TB 6bino Hauvato B 1997r. nmocne Toro, Kak
nporpamma DOTS, Hauatas B 1995r, oxBaTuna BClO CTpaHy.
[narHocTnka, peructpauus, neyeHne u nocsepyollee
HabniofeHne 3a  BCeMM  CAIyYaAaMM  JleKapCTBEHHO
YyBCTBUTENIbHOTO " neKkapcTBEHHO YCTOMUYMNBOTO
Tb npoBOAATCA B COOTBETCTBAM C  HaLMOHaNbHbIMU
PYyKOBOACTBaMM, OCHOBaHHbIMU Ha pekoMeHAauusax no
neyeHnto BcemmpHOW oOpraHusauumn  3paBOOXPaHEHUA
(BO3).68  [umarHoctuueckne ycnyru u  neyeHne Tb
npepocTaBnAlnTCcA bGecnnatHo BceM 6onbHbIM. [eincteyeT
HajieXKHasA cucTeMa anuaHaa30pa 1 OTYETHOCTU: BCe BNepBble

BblABNEHHble 6GonbHble TB 1 6GonbHble, HaxopAwmecA Ha
neyeHun, perncTpupytotca B HaumoHanbHOM perucTpe
Tybepkynesa. bonbHble ¢ nabopaTopHO MOATBEPKAEHHBIM
anarHosom MJTY-TB Takxe pernctpupytotca B 6ase faHHbIX
60onbHbIX MIY-TB, KOoTOpaa wWcCnonb3oBanacb B KayecTse
WCTOYHMKA [AaHHbIX ANA  AaHHOro wmccnepoBaHua. [na
OTCNIEXMBAHUA BCeX OOMbHBIX MCMONb3YITCA KapTbl eyeHus,
pe3ynbTaTbl JIeYEHUA OMNepaTMBHO 3aHOCATCA B Perucrp.
[JlaHHble 13 fleyebHbIX yupexAeHUi Ha obLLeHaLOHaIbHOM
YyPOBHE COBMPAlOTCA 1 eXeKBapTasbHO NPefoCTaBnATCA B
BU}€ CBOJHbIX OTYETOB.

B 2012r. B cTpaHe 6bl10 3apeructpupoBaHo 993 cny-
yas Tb (nokasaTtenb BbiABAsAeMocTU 87%); nokasaTenb 3¢-
bEKTUBHOCTY NeyeHns BNepBble BblABAEHHbIX 60/bHbIX Th
NErknx C NoNoXnTeNbHbIM Ma3koM coctasun 73%. B 2012r.
HacumtbiBanocb 110 6onbHbIX TB C coyeTaHHbIM BUPYCOM
nMmyHopeduumTa yenoseka (BUY), uto oTpakaeT cyuiect-
BEHHbII POCT JAHHOro nokasatena 3a nocneaHun rog (74
nauueHTa).9 M3 120 pacuetHbix cnyyaes MJ1Y-TB 110 6binn
3aperncTpupoBaHbl.’

OnarHoctuka n neyeHne M/LLITY-TB

C 2000r. BCe 3aperncTpupoBaHHble 6onbHble Th 06cnenytoTcs
KynbTypanbHbiMi metogamn n TJIY. Bce nonoxuTenbHble
KynbTypbl nccnegyioTca Ha NeKapCTBEHHYIO
YYBCTBUTENbHOCTb K NMpenapatam NepBoro pAaa; KynbTypbl,
yctonumsble K INH n RMP, nccnegytotca Ha nekapCTBeHHY0
YYBCTBUTENbHOCTb K Mpenapatam BTOoporo pspa. 114
NPOBOAATCA LIeHTPaIM30BaHO B MMKOOAKTEPUONOrMYECKOn

nabopatopum B PMXKCKOM  BOCTOYHOW  KIMHUYECKOWN
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BbIPAXEHUE
BJIATOAAPHOCTHU

[aHHoe nccnepoBaHue 6bi10
npoBe/AeHO NocpeCcTBOM
MHWLumMaTMBbI NO NOArOTOBKE U
nposezeHuIo
CTPYKTYPUPOBaHHbIX
nccnepoBanuin (SORTIT) -
rno6anbHOro NapTHepCTBa,
Bo3rnasnAemoro CneyuanbHomn
NPOrpammoit no HayuyHbIM
MCCNeaoBaHUAM 1 MOATOTOBKe
crneyyanncTos B 06nactn
TpONUYecKnx 3abonesaHui
BcemupHoii opraHusauum
37paBooxpaHeHya (BO3/TDR,
XKenesa, Wsenuapus).
CneuvanbHasa nporpamma
SORT IT, pe3ynbTaTom KoTOpOMn
CTana AaHHaa nybnukaums,
6blna COBMeCTHO pa3paboTaHa
v peanu3osaHa BO3-TDR;
EBponeiickum pervioHanbHbIM
6iopo BO3 (KoneHrareH,
[anws); OTaenom
onepaLVioHHbIX UCCNef0BaHNI
(LUXOR), Médecins Sans Fron-
tieres (MSF), bptoccenbckum
onepaLioOHHbIM LIEHTPOM,
Tliokcembypr; LieHTpom
onepaLioHHbIX
nccnepoBaHuii,
MexpyHapoaHoro cotosa
60pb6bI C TYy6EepKynesom n
3aboneBaHuaAmun nerkux (The
Union), Mapux, ®paHuus;
npepcTaBuTtenbcTeom Coiosa B
lOro-BoctouHoit Asuu, Hbio
Nenw, nausa. Mol 6narogapHsl
3a NOAAEPXKY CTPaHOBOMY
oducy BO3 B TannuHHe n
DCTOHCKOMY HaLMOHanbHOMy
VNHCTUTYTY 3[,0POBbA 1
pa3suTua (TannnHH, ICTOHKA)
3a nposeaeHyie pabounx
coBellaHuit. Mbl Takxe BbICOKO
LieHUM aKTUBHOe yyacTue
cTpaHoBoro opuca BO3 n
MuHncTepcTBa
3ApaBoOOXPaHeHNA B Bbibope
KaHAWAATOB AN1A NOATOTOBKM K
NpOBeAeHUI0 ONepPaLYOHHbIX
nccnenoBaHni U onpeaeneHnm
NCCneaoBaTeNlbCKUX MPOEKTOB.
DrHaHCMpPOBaHVie NPorpammbl
ocyLwecTBnAno AMepukaHckoe
areHTCTBO MEX/YHapOAHOro
pa3sutus (USAID) nocpepacT-
BOM IPaHTa, ynpasJieHne KOTo-
pbim ocyujectenana BO3/TDR.
[lononHutenbHaa noaaepxka
6bina npefjocTaBneHa EBpo-
neiickum 6topo BO3, Otaenom
MeX/yHapOAHOro pasBuTvA,
TNoxpoH, CoeguHeHHoe Kopo-
nescTBO 1 MSF. OuHaHcypyto-
LLiMe CTOPOHbI He Urpanu ponu
B pa3paboTke Av3aiiHa, cbope
1 aHanuse AaHHbIX, B NPUHA-
TWV peLleHna o ny6nukaumm
VN NOAroTOBKe CTaTby.

KOH®NMKTbI MHTEpECOB: He
3asBeHbl.

TonbKo aBTOPbI HECYT OTBETCT-
BEHHOCTb 3a TOUKY 3peHUs, Bbl-
PaKeHHy!o B laHHOI My6nunKa-
L, KOTopas He obA3aTeNbHO
OTpaxaeT NOANTIKY, pelleHns
VNN TOYKY 3peHuna BO3.

B cooTtBeTCTBUM C NOAUTUKON
BO3 B oTHOLWEHNM NY6AMKaLmn
ANA OTKPbITOrO AOCTYNa BCex
paboT, puHaHcmpyembix BO3
VM aBTopamm/coaBTopamu
KOTOPbIX BbICTYNaloT COTPYA-
HUKn BO3, BO3 coxpaHseT aB-
TOPCKOe NPaBo Ha AaHHyIo My-
6nMKaLMio Ha OCHOBAHWN
nuueHsum Creative Commons
Attribution IGO (http://
creativecommons.org/licenses/
by/3.0/igo/legalcode), paspe-
LaloLLelt HeorpaHyeHHoe nc-
nonb3oBaHve Matepuana, ero
pacnpocTpaHeHue 1 BOoCnpo-
n3BefeHue Ha Nlobbix pecyp-
cax C yKka3aHuem CCbiiku Ha
BO3 B KauecTBe UCTOYHMKA
vHbopmaLumn.
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TABJINLA 2 [lemorpaduryeckne, KIMHUYECKME N COLMATbHbIE XapaKTEPUCTUKY OONbHBIX, 3aperncTprupoBaHHbix ¢ MITY- un
LLUY-TB B JlatBrn, 2000-2010rT.

MIY-Tb Lny-T6
n (%) n (%) OLW (95%1) P 3HaueHne
BCEIO 1646 133
Mon
My»ckon 1247 (76) 86 (65) 1
MeHcknin 399 (24) 47 (35) 1,7 (1,2-2,5) <0,01
Bo3pacTtHas rpynna, net
<18 23 (1) 7 (5) 3,7(1,5-8,9) <0,01
18-34 453 (28) 43 (32) 1,2(0,8-1,7)
35-54 869 (53) 71 (54) 1
>55 301(18) 12(9) 0,5(0,3-0,9) 0,02
JNokanuzauua Tb
Jleroynbin 1530 (93) 125 (94) 1
BHenerouHbin 18(1) 4 (3) 2,7 (0,9-8,2)
O6a 98 (6) 4(3) 0,5(0,2-1,4)
CTaTyC MMKPOCKOMUI Ma3Ka Ha Hayaso fieyeHuns
KYB Ma30K-nonoXuTenbHblin 842 (51) 79 (59) 1
KYB ma3ok-oTpuuatenbHbIi 804 (49) 54 (41) 0.7 (0.5-1.03)
Hanunuve nonocTtei B Nerknx Ha Hayano nevyeHus
HeT nonocren 378 (23) 23(17) 1
Monoct (oAHOCTOPOHHME 1 [BYCTOPOHHME) 1052 (64) 90 (68) 1.4 (0,9-2,3)
MonocTtn He onpepeneHbl 216 (13) 20(15) 1.5(0,8-2,8)
KaTteropus 3ab6oneBaHus
Bnepsble BbIABNEHHbIV Clyyal 735 (45) 63 (47) 1
loBTOpHOE NeyeHve nocne neyeHna 748 (45) 27 (20) 0,4 (0,3-0,7) <0,001
npenapaTtamun NepBoro psaaa
HesddpekTnBHOE neyeHne MJ1Y-Tb 25(2) 18 (14) 8,4(4,3-16,2) <0,001
OtpbiB OT neyeHna MN1Y-Tb 82 (5) 11(8) 1,6 (0,8-3,1)
Peunane nocne neuenuna MJTY-Tb 56 (3) 14 (11) 2,9 (1,5-5,5) <0,001
BW/Y cTaTyc
BWY-oTpuuatenbHbiii 1282 (78) 97 (73) 1
B/Y-nonoxutenbHbin 67 (4) 16(12) 3,2(1,8-5,7) <0,001
Cratyc B/Y He onpeneneH 297 (18) 20(15) —
KnuHunueckn 3aprKcpoBaHHbIN ankoronmam®*
Het 835 (51) 68(51) 1
Ha 801 (49) 64 (48) 1,0(0,7-1,4)
HeunsBecTHO 10(<1) 1(1) —
CaxapHblii grnabet
Het 1594 (97) 130 (98) 1
Oa 52(3) 3(2) 0,7 (0,2-2,3)
Mpeb6biBaHVe B MeCTax NnLieHus cBo6obl
Het 1163 (71) 96 (71) 1
[la: B HacTosLWEee BPeEMSA B TIOPbMe 113 (7) 7(7) 0,8(0,3-1,7)
[la: 6bIBLINI 3aKMIOYEHHDIN 367 (22) 30(22) 1,0 (0,6-1,5)
HewnssecTtHo 3(<1) 0(<1) —
MoTpebuTenb HAPKOTUKOB
Her 1529 (93) 114 (86) 1
[a: noTpebuTensb B HacToALlee Bpems 26 (1) 11(8) 5,7 (2,6-11,6) <0,001
[a: noTpebutens B NpoLuniom 63 (4) 6 (4) 1,3 (0,5-3,0)
HeunsecTHO 28 (2) 2(2) 1,0 (0,2-4,1)
KoHTaKT ¢ 60bHbIM MJTY-TH
Het 1327 (81) 92 (69) 1
Ha 309 (19) 41 (31) 1,9(1,3-2,8) <0,001
HewnsBectHo 10(<1) 0(0) —

* «<ANKOrofibHasA 3aBNCMMOCTb» YKa3aHa B KapTe 60IbHOro UK onpeaenaeTca neyallyim Bpayom.
MINY-TB = TB ¢ MHOXeCTBEHHO NleKapCcTBeHHO ycTonumsocTbio; LLY-TB = Tb ¢ wrpokoi nekapctBeHHO yctonumnsocTbio; OLLl = oTHOLeHMe WwaHCoB;
AW = noeeputenbHblii HTepBan; Tb = Tybepkynes; KYB = kucnotoyctonumsble 6aktepuu; BUY = Bupyc ummyHoaeduumTa Yenoseka.
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Ta6bnuua 3 Wcxonbl neyeHnsa 6onbHbix MITY- n LLUTY-TB B latBun, 2000-2010rT.

MINY-Tb LUTY-TB
Wcxopo* n (%) n (%) OP (95%[1) P 3HaueHue
Bcero B3siTO Ha neyeHune 1646 (100) 133 (100)
BbineueHo 1103 (67) 66 (50) 0,5(0,4-0,7) <0,001
3aBepLunnm neyeHne 42 (3) 4(3) 1,1 (0,5-3,0)
HesddekTrBHOE neyexne 139 (8) 39(29) 3,7(2,7-5,2) <0,001
OTpbiB 250 (15) 16 (12) 0,8 (0.5-1,3)
Bbibbinn 3(<1) 0(0) —
Ymepno 109 (7) 8 (6) 0,9 (0,5-1,8)

* BblNleYeH = NleYeHne 3aBepLIEHO U MoMyYeHbl OTpULATENbHbIE KybTYpbl CyCTA 18 MecALeB Noce HeraTMBaLmn MOKpOTbI B
KyNbType; NNeyeHre 3aBepLUEHO = JIeUEHNE 3aBEPLLIEHO, HO NMOCEB HE BbIMOHANCH; HE3GGEKTUBHBIN UCXOA = =2 13 NATW NOCEBOB
33 nocnegHue 12 Mecsues nedveHns Aanv nonoXuTesbHbIi pocT M. tuberculosis, nnm nio6as U3 NOCNeaHNX KylbTyp OKasanacb

NONOXNTENbHON;

TaKXe BK/IOYaeT peleHne npekpatutb neyeHue 60/IbHOrO  13-3a  MJIOXOr0  K/MHUYECKOro Ui

PEHTreHONIOMNNYeCKoro OTBETa WM HeBGNAronpPUATHBIX MOBGOYHbLIX ABMEHUI; OTPbIB = HEMOCELeHNe KIAVHWUKNA B TeyeHue =2
MecALEeB BO BpeMs NleueHus; BbIObIN = NaLjMeHT nepesefieH B Apyroe fieyebHoe yupexaeHie, pe3ynbTaTbl NeUeHns N3 KoToporo
He 6binn nepeaaHbl B UCXOAHOE NleyebHoe yupexaeHue; ymep = CMepTb Mo ntoboi npuunHe 60bHOrO, HaxoAsAlWeroca Ha

NpOTUBOTY6EPKYIE3HOM NIeYeHUN.

MJTY-TB = TybepKyne3s C MHOXECTBEHHOW NeKapCTBEHHOW YycToiumBocTbio; LWY-TB = TB ¢ WMpPOKOW NekapCTBEHHOW
ycTonunsocTbio; OP = oTHOLWweHne puckoB; 1 = noBepuTenbHbIN MHTEpPBan.

YHUBepcuTeTcKon 6onbHuue, Pura, JlatBus; Haa3op ocyllecTBaseTca
HagHauvoHanbHow pedepeHc-nabopatopuenn B Crokronbme, LUseuus.
Hap3op npefycmatpuBaeT perynapHoe yyacTre BO BHELLHNUX NMpoBepKax
C Lenbto obecneyeHmns KayecTBa 1 NOKa3biBAET XopoLuve pesynbratbl. T/1Y
K mpenapatam BTOPOro psafa Obinv BBeAEHbl B MPaKTUKy obCiefoBaHuA
Bcex 6onbHbiX MJTY-TB B 1998r. ¢ mMcnonb3oBaHMEM MNNOTHOW cCpeabl
NeseHwTeliH-MenceHa n BACTEC™ 460TB (BD), koTopbie B 2000r. 6binu
3aMeHeHbl cuctemonm aBTOMAaTU3NPOBAHHOM netekunmn pocta
MUKobakTepuin Mycobacteria Growth Indicator Tube™ (MGIT) (BD). C
2004r.  ob6pa3subl  AMArHoCTMYeCcKoro  MaTepuana  OofbHbIX €
npegnonaraembiM guarHosom MJTY-TB nccnenytotca metogom obpaTHom
rmbpuansauymm ¢ Tunocneynduryeckummn soHaamm (LPAs) (INNO-LiPA™ Rif.
TB, Innogenetics, leHT, Benbrua, ¢ 2004 no 2006rr. n Genolype®
MTBDRplus, Hain Lifesciences, HepeH, lfepmanus, ¢ 2006). Pesynbtatel LPA
ncnonb3yoTca Ana moaudukaumm cxembl neuvenus. C 2010r. Takxke
ncnonbayetca metog Xpert® MTB/RIF (Cepheid, CaHHuBein, KanndopHus,
CLUA); amnmpuryeckoe neyeHre npenapatamy BTOPOro pafa HauynMHaeTcA
He3aMeAnMTeNbHO MoCne MofyyeHWA pesynbTaTa  YCTOMYMBOCTU K

pudamnuuuHy.
MoppobHocTn neveHmss M/LUJMY-TB npepctaBneHbl B Tabnuue 1.
Bkpatue, nocne BbiABneHus  MJIY-TB  6onbHOMy  Ha3HauyaeTcs

amnupuyeckoe neyerve MNY-TB, kKoTopoe MOXeT ObITb M3MeHeHO noce
nonyyeHus pesynbratoB T/TY. BonbHbIM, Y KOTOPbIX 6bl BbiABAEH LLUTY-TB,
Ha3HaualoT CXeMbl JIeYeHus, COCTOALLME U3 MPenapaToB NepBoro, BTOPOro
N TpeTbero pAga. BepeHve 60MbHBIX OCYLWECTBAAETCA BpavyebHbIM
KOHCUNNYMOM, PeLleHne O rocnmTanm3auymmn NpUHMMaeTca Ha OCHOBaHNN
HeraTMBaLMM MOKPOTbl B Ma3ke W KylbType, MepeHOCUMOCTH
NPOTMBOTY6EepKyNne3HbIX MpenapaTtoB W coumanbHbix ¢akTopos. Bce
npenapaTtbl  MPUHMMAIOTCA  €XeJHEeBHO MOoA  HenoCpPefCTBEHHbIM
HabnogeHnemM Ha BCeM MPOTAKEHWW JIeUeHNs, ANUTENIbHOCTb KOTOPOro
BapbupyetcA oT 18 pgo 36 wmecaueB. B craumoHape npenapatbl
NMPUHMMAIOTCA eXeAHEBHO, B TO BpeMA Kak Ha ambynaTopHoOM 3Tane
60sIbHble MPUHUMAIOT NpenapaTbl CeMb, LWeCTb WK NATb pa3 B HeAenio B
3aBUCMMOCTM  OT  YAANIEHHOCTV  MEAULIMHCKOTO  yupeXpeHua U
nepeHOCMMOCTU  npenapaTtoB  6GonbHbIM.  YNakoBKM  npenapaTtoB
eXeMeCAYHO BbIJAIOTCA  MeAMUMHCKAM  paboTHMKaM AnAa  Bblgauu
605bHbIM. Ha ceropgHAWHWA AeHb nepeboeB B NOCTaBKe NpenapaTtoB He
oTMeyanocb. PerncTpupytotca CTaHAapTM30BaHHbIE WCXOAbl JleYeHUA:
NnoTepAHHbIM  ANA  JanbHellwero HabnioaeHna cuntaetca  6ONbHON,
NpPepBaBLWNA NIeYeHNe CPOKOM >2 MecAUeB, HeIPEKTUBHBIN 1CXond

perncTpupyeTca npu AByx 1 605ee NoNOXNTENbHbIX KySIbTypax B TeYeHve
nocnegHux 12 mecsiueB nevyeHunn.8

Monynauna nccnepgoBaHua

Bce amarHocTpoBaHHble 6ONbHbIE, 3apPerncTprpPOBaHHbIe B JTaTBUNCKOM
HaumoHanbHom Tb pernctpe ¢ M/LLUY-TB B nepuog ¢ 1 aHBapsa 2000r. no
31 pekabpsa 2010r., 6binn BKIOYEHDI B UCCIIeOBaHNeE.

WNHdopmaLMoHHble NepeMeHHble, NCTOYHUKM 1 c60p AaHHbIX
NHpopmaLmMoHHble nepemeHHble BKAYanyM YMcino Bcex 6onbHbIX TB,
MIY-TB n LWIY-TB, pernctpupyembix B JlatBum exxerogHo. OcyliectBnanca
cbop cnegyouiein MHGopmaummn no Bcem 60nbHbIM 3a 11-U NETHUN ne-
prog: Tb perncrtpaunoHHbIN HOMep, BO3pacT, Nos, Tun 1 Kateropusa Tb,
Hasnumne KaBepPHO3HbIX MOSIOCTEN Ha Havano nevenus, BUY cratyc, npe-
6blBaHNe B MecTax JIMLWEHNA CBOOGOAbI, HaNMUMe/OTCyTCTBIE CONYTCTBYIO-
Lero caxapHoro Aviabeta, KIMHUYECKN 3apUKCMPOBAHHbIN anKkoronmsm,
ynotpebneHre HapKOTUKOB, KOHTaKT ¢ 6onbHbIM MJTY-TB, a Takxe CTaH-
[apTU30BaHHble UCXofbl NeveHns. ICTOYHMKaMy faHHbIX CITYXXUn peru-
ctpbl TB e MNTY-TB NatBuun. C60p AaHHbIX ocylwecTBaAnca B popmarte
¢danna MS Excel (Microsoft, PeamoHg, wrat BawwnHrtoH, CLLUA) ¢ mas no ge-
Kabpb 2013r.

AHanus n crtaTucTuka

[aHHble 13 daiina Excel skcnopTupoBanucb B CTaTUCTUYECKUA NaKeT Ans
aHanu3sa (Bepcua 2.2.2.182, EpiData Association, OpeHce, laHuA). Mposo-
OWNCA onucaTeNibHbI aHanu3 1 aHanu3 TeHAEHLUWI, KaTeropuasnbHble ne-
pPeMeHHble CpaBHMBANUCb C aHaNU3MpyeMbiIMU MCXOAamMy C MOMOLLbIO
KpuUTepura X2, HECKOPPEKTMPOBAHHOMO OTHOWeHMA waHcos (OLU) ana nc-
XOAHbIX XapaKTepUCTUK, HECKOPPEKTMPOBAHHbIX OTHOCUTENbHbBIX PUCKOB
(OP) pna ncxopoB nevyeHua n 95% poBepuTenbHbIX MHTepBanoB (OU).
Bbina npoBegeHa MHOroMepHas IOrMcTMyecKas perpeccus, BKJatoLlas
BCE NepemMeHHble 13 HECKOPPEKTMPOBAHHbIX MOAESel; Tak Kak B 3Hauu-
MOCTU MepeMEHHbIX MEXAY MOAENAMU CYLLIECTBEHHOWN pa3HULbl HE OTMe-
Yyanocb, OGUKCUPOBANNCL TONBKO HeCKoppeKTnpoBaHHble OLLU un OP.
YpOBHM 3HAUMMOCTV OblNIN YCTaHOBEHbI HA YPOBHe 5%.

OpobpeHrie KOMUTETOM MO 3TUKE

B 2070r. 66110 NonyyeHo paspeLleHne Ha NPoBeAeHNe NCCIefoBaHNA OT
KomuteTa no 3tunke Puxkckoro yHusepcuteta um. CtpagbiHa, Pura, Jlateus.
TakKe 6bI10 NonyyeHo ofobpeHne KoHCynbTaTUBHOM rpynmbl MO BOMPO-
cam 3TUKM MexxgyHapomHoro coto3a 60pbbbl ¢ TybepKynesom v 3abonesa-
HUuAMK nerkux, Mapux, ®paHuma.
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Tabnuua4 [emorpaduueckue, KNMHUYECKNE U COLManbHble XapakTepucTnky 6onbHbix LLY-TB no
HebnaronpuATHOMY rcxofy nedexus, Jlateusa, 2000-2010rr.

B3aTo Ha HebnaronpuaTtHblii

neyeHve ncxog*
XapakTepuctTukn n n (%) OP (95%) P 3HaueHune
Bcero 133 63 (47)
Mon
Myxckon 86 48 (56) 1,7(1,1-2,8) <0,01
KeHcknn 47 15(32) 1
BospacTtHas rpynna, net
<18 7 1(14) 0,2 (0,1-1,5)
18-34 43 18 (42) 0,7 (0,4-1,1)
35-54 71 41 (58) 1
>55 12 3(25) 0,4(0,2-1,2)
JNokanuzauns Tb
JlerouHbin 125 62 (50) 1
BHenerouHbli 4 0 0 —
O6a 4 1(25) 0,5(0,1-2,8)
CTaTyC MMKPOCKOMUI Ma3Ka Ha Hauyasno fieyeHmns
Ma30K-NoN0OXNTENbHbIN 79 46 (58) 1,9 (1,2-2,8) <0,01
Mas3oK-oTpurLaTenbHbIn 54 17 (32) 1
Hanuune nonoctei B nerkmx Ha Hayasno neyeHua
HeT nonocren 23 7 (30) 1
MNonoctn 90 52(58) 1,9 (0,99-3,6) 0,02
He onpepenexo 20 4(20) 0.7 (0.2-1.9)
KaTeropus 3abonesaHuns
BriepBble BbIABNEHHbIN Ciyyait 63 21(33) 1
lNoBTOpHOE NeyeHne nocse neyeHna 27 12 (44) 1,3(0,8-2,3)
npenapatamu Nepeoro psaga
HesddpekTnsHoe neyerne MJY-Tb 18 12 (67) 2,0(1,2-3,2) 0,01
OTpbiB oT neveHus MJTY-Tb 11 8(73) 2,2(1,3-3,6) 0,01
Peunpune nocne neueHuns MJTY-Tb 14 10(71) 2,1(1,3-3,5) <0,01
BWY cTatyc
BWY-oTpuruatenbHblii 97 44 (45) 1
B/Y-nonoxutenbHbii 16 8(50) 1,1(0,6-1,9)
KnuHnyeckn 3adpukcnpoBaHHbii ankoronmsmt
Het 68 27 (40) 1
Ha 64 36 (56) 1,2(0,9-1,4)
HeunseecTHO 1 0(0) —
CaxapHbliin gruabet
Het 130 63 (49) 1
Ha 3 0(0) —
MpebblBaHMe B MecTax nuLeHna ceoboabl
Het 926 37 (39) 1
[la: B HacToALLee BpemA B 3aK/oYeH 7 3(43) 1,1(0,5-2,7)
[la: 66BN 3aKOYEHHbIN 30 23(77) 2,0(1,4-2,7) <0,001
MoTpebneHne
Het 114 54 (47) 1
[la: noTpebuTensb B HacToALlee Bpemsa 11 6 (55) 1,2 (0,6-2,0)
[la: noTpebutens B NpoLuiom 6 3 (50) 1,1(0,5-2,4)
HeunssecTtHo 2 0(0) —
KoHTaKT ¢ 60nbHbIM MJTY-TB
Het 92 51 (55) 1
[a 41 12.(29) 0.5(0,3-0,9) <0,01

* OnpepenAeTca Kak CMepTb UK OTPbIB 60/IbHOTO B XOAe NneveHna unmn HedaGPeKTUBHDBIN UCXOA IeYeHMs.

T «AnKoronbHas 3aBUCYMOCTb» YKa3aHa B KapTe 60IbHOMO MV ONPeAeNAeTcs fevyallyim Bpauom.

LLJTY-TB =TB ¢ wnpokown nekapcTseHHoM ycTonumeocTbio; OP = oTHowweHne pyuckos; IV = noBepuTenbHbIN MHTEPBAn;

Tb = Tybepkynes; MNY-Tb = Tb ¢ MHOXeCTBEHHOW NIEKaPCTBEHHOWN YCTOMYMBOCTbIO; BUY = Bupyc ummyHomeduumta
yeno.eka.
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Pe3ynbraThbl

M3 1779 6onbHbIX, 3aperncTpnpoBaHHbiX 3a 11-n neTHuin nepuog, 1646
umenn MNY-TB, n 133 — WWNY-TB. Mpynna 6onbHbix MJTY-TB BKAtoyana 1247
(76%) My>xunH; cpegHWIA BO3pacT KOTOpbIX cocTaBnAn 42 roga (+
CcTaHJapTHoe oTKNoHeHre [CO] 12,9), rpynna 6onbHbix LWITY-TH BKAtouana
86 (65%) My»KUMH, CpeAHMNIA BO3PacT KOTOpbIX cocTaBun 39 net (+£12,5).
PrcyHOK nokasbiBaeT TeHAEHLMIO M3MeHeHWs Moka3aTenen OOMbHbIX,
pernctpupyembix exerogHo ¢ MJTY- n LWWY-TB, 3a 11-n neTHun nepuog.
Mokasatenn MJTY-Tb gocturnn makcumyma - 240 cnyyaes B 2001r.,, nocne
yero OoTMeyanocCb MX MOCTeneHHoe CHmKeHne Ao 69 cnyvaes B 2010r.
Mokaszatenn WIITY-TB Bbipocnn ¢ 4 cnyyaes B 2000r. 4o makcumyma - 19
cnyyaeB B 2004r.; ¢ Tex Mop YNCIIO CllyYaeB eXerofHoO BapbMpoBanocb ot
10 po 20. bonee BaxHO TO, yTO Aona cnyyaeB MJTY-Tb c WY Bbipocna ¢
2% B 2000r. o 18% B 2010r.

[lemorpaduueckne, KNMHNYECKME 1 cOLManbHble XapaKTepucTKK na-
LIMEeHTOB, KOTOPbIM Obln nocTaBneH gnarHo3s M/LUMY-TE 3a 11-u netHuiA
nepwvop, npefcTasneHbl B Tabnuue 2. Cpean 6onbHbix LLUNY-TB, no cpaBHe-
HUto ¢ 6onbHbIMK MJTY-TB, 6b110 CyLeCTBEHHO 6ONbLUE XKEHLUMH, 6ONbHbIX
B Bo3pacTe <18 net, nauneHToB, neveHrie MJ1Y-Tb y KoTopbix Obino Head-
beKTMBHbIM, crlyyaeB peunausoB nocne nedyenua MITY-Tb, BUY nHduun-
POBaHHbIX, PerynApHbIX NOTPebrTenen HAPKOTUKOB U JINLL, HAXOAALLNXCA
B KOHTaKTe ¢ 607bHbIM MJTY-TB.

Mcxopbl neveHna npepcTtasreHbl B Tabnuue 3. BoineyeHo 6bino cyye-
CTBeHHO 6osble 6onbHbiX MJTY-TB, yem LLUJTY-TB, OCHOBHOW NPUYUHON
3TOro ABNANCA BbICOKMI MOKa3saTeslb HeapdEKTUBHOCTU NeyeHna 6onb-
Hbix LWITY-TB. [Ipyrne ncxopdbl neyeHnsa mano OTanyanucb Mexay ABYMA
rpynnamu 60nbHbIX. MpoueHTHble gonu 6onbHbIX LWITY-TB ¢ Hebnaronpu-
ATHBIM VICXOAO0M NIeYeHUA B 3aBUCUMOCTIN OT AieMorpaduyecknx, KnmHmnye-
CKVX U COLMalbHbIX XapaKTepuCTUK npeactaBneHbl B Tabnvue 4. Cpean
60MbHbIX C HeIPOEKTUBHLIM UCXOLOM fneyeHus OblNo CyLeCTBEeHHO
60nblie MYyXXYVMH, NALNEHTOB C NMONOXKMNTENbHBIM Pe3yNbTaTOM MUKPOCKO-
Ny Maska MOKPOTbI 1 HannuMem MnosocTer B NIerknx, NayMeHToB, neve-
HVie KOTOpbIX b0 HeIhHEKTUBHBIM, OTOPBABLUMXCA OT JIEYUEHUA 1 peLu-
anBoB nocne neyeHua MJTY-TB, a Takxe L, B NPOLLIOM HaXOAMBLUMXCA B
MecTax nuieHna ceobofbl. Kpome Toro, 60nbHble, HAXOAALMECA B KOH-
TakTe ¢ 60onbHbIM MJ1Y-TB, nMenu cylecTBeHHO 6osee HU3KUIN PUCK He-
651aronpUATHOrO NCXOAa NeYeHus.

OBCYXOEHWUE

[laHHOe nccnefoBaHMe NoAYepKMBaeT BaXXHOCTb Mpobnembl LWWNY-TH B
NatBuu. 3a 11-n neTHUn nepuop abcontoTHoe uncno cnyyaes MITY-Tb B
CTpaHe YMeHbLUMAOCh, B TO BpeMsA Kak uncno cnyyaes LWIY-Tb gocturno
CBOEro MakcMMymMa W OCTaeTCcA Ha CTabunbHO BbICOKOM ypoBHe. Kak
cnefcTeume, gons 6onbHbix LLY-TB Bbipocna B 10 pas - Ha CErogHALWHMWI
deHb okono 20% cnyyaes MJTY-TB mMMeloT LWIMPOKYI NeKapCTBEHHYIO
YCTOMUYMNBOCTb.

Ha passutne WITY-TB BnuseT papg knoueBbix ¢akTopoB. Headpdek-
TUBHO NleYeHHble, OTOPBaBLUMECA OT NleyeHNa GOnbHble 1 CyyYan peuu-
auBa nocne neyeHna MITY-TB 6bimn nofBepKeHbl BbICOKOMY PUCKY pa3Bui-
™A npuobpeteHHon LY ocobeHHO naymeHTbl nocne HeahpeKTUBHOro
neyeHVA. 3TO NOAYEPKMBAET OCTPYIO MOTPEBHOCTb B 6os1ee SGPEeKTUBHbIX
cxemax neyeHus Ans NpoduNakTMKM HapacTaHWUA NeKapCTBEHHONW YCTOM-
YMBOCTU: COKPALLEHUN ANNTENIbHOCTY NIeYEHNA 1 MCMONb30BaHMKW Npena-
paToB, 06nafaoLLMX MeHbLIMM YACIOM NO60YUHBIX 3PPEKTOB, ANA NnyuLlein
nepeHOCUMOCTN BONbHBIMK Tepanuu 1 COOTBETCTBEHHO WX MPUBEPKEH-
HoCTW neuyeHuto. BUY-nHuuUmpoBaHHble nuua (B HacTosllee BpemA B
CTpaHe HacuuTbiBaeTca 4863 yenoBeka, XMByLux ¢ BUY) n notpebutenn
He3aKOHHbIX HAPKOTUKOB Obinv NoABeP»KeHbI CyLeCTBEHHOMY PUCKY pas-
ButuA LWNY-TB. 3Tn aBa pakTopa B JlaTBMM ObIIM B3aMMOCBA3aHbI, SNuje-
mua BUY nHdekummn B cTpaHe CKOHLEHTPUPOBaHA Ha NOTPebuTenax BHY-
TPUBEHHbIX HAPKOTWUKOB.'0 [lpoBefeHHbI HeJaBHO CMCTeMaTUYeCcKnin
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0630p NoKasasn 3aBMcMocTb Mexxay BUY nHodexunein n nepsrnyHbim MJ1Y-
Tb B Takux cTpaHax, kak Jlateua,'" nosTomy npu yBenuueHuu 6pemeHun
LLNY-TB 6yneT 3akoHOMepHOW aHaorMyHas 3aBMCUMOCTb. HakoHel, 6bi1a
ycTaHoBseHa ¢BA3b mexay LLTY-TB n KoHTaktom ¢ 60bHbIM MITY-TB. Cu-
cTemMaTMyeckuin 063op dakTopoB purcka passutua LLUY-TE Bbiasun pag
O[IMHAKOBbIX MePeMeHHbIX C TeMy, KOoTopble 6binn BbiABNEHbI B XOfe Ha-
Lero nccnefoBaHns, Of4HaKo B HEM HET YNOMUHAHNA O KOHTAKTe C MHAEK-
CHbIMU NauneHTamn.'2 Ham He coBceM MOHATHO, MoYeMy. ITO BMOJIHE MO-
KeT ObITb GaKTOPOM purCKa: MHAEKCHbIE NaumeHTbl ¢ MJ1Y-Tb HaxoaaTca Ha
neyeHUN JinTenbHOe BPeMs, B TeYeHVe KOTOPOro Tepanua MOXKeT OKa-
3aTbCA HedPPEKTUBHOW, OHM MOTYT HapyLlwaTb PEXMM JleUeHUs, 4To Mo-
XeT npmBoanTb K passutuio LLUTY-TB n ero ganbHewwen TpaHcmmnccnn.

MokasaTtenb M3neyeHns GOJbHLIX B Hallem MCCIeAOBaHWUN COCTaBUI
50%, uTo ObINO HUXKE aHANOTMMUYHOTrO NoKasatena y 6onbHbix MJTY-TB, rnas-
HbIM 00pPa30M M3-3a BbICOKMX MOKa3aTenein He3GDEKTUBHOCTLN NIeUEHUS.
HebnaronpursaTHble NCXOAbl IEYEHNA Yalle PErMCTPUPOBANNCE Y MYXUMH
1 INLL, HAXOAALMXCA B MeCTaX JIMLWEHNA cBOOOLbI, Kak OTMeYanoch B npe-
AblAYLWNX nccnefoBaHnaAx, >4 npefnonoxumTenbHoO, 3TO ABNAETCA OTpaKe-
HMEM HM3KON NPUBEPXKEHHOCTU JNieyeHuto. Takke Oblna ycTaHOBeHa
CBA3b MeXay HebnaronpuATHbIM MCXOAOM U TAXeCTbio 3aboneBaHus, a
VIMEHHO: Hannumem NonocTe pacnaga no pesynsbratam peHTreHorpadum
OpraHoB rpyfHOW KNEeTKN 1 NONOXUTENbHbIM Pe3ysibTaTOM MUKPOCKOMUY
Ma3ka MOKpOTbl. OfjHaKo 3TV pe3ynbTaTbl JIeHUeHNA aHaNornyHbl, eCnn He
nyuylle, pesynbTatam, MNOJyYeHHbIM B APYr1X CTpaHax, Hanpumep, llepy,
1516 11 OHWK, 6€3yCNOBHO, NyyLle pe3yNbTaToB JiedeHns B JlTaTBMM B nepuopa ¢
2000 no 2004r., Korga nokasaTenb n3neyeHns coctaBnan 38%, a Heapdek-
TUBHbIE MCXOAbl JleYeHVA PerncTpupoBanncb noutn B 50% cnyvyaes.
YnyywnTtb pesynbTaThbl IeYeHVA BO3MOXHO C MOMOLLbIO HOBbIX Mpenapa-
TOB 1 6onee 3¢ GeKTUBHbBIX KOMOUHALMIA TIEKaPCTBEHHbIX CPefCTB.

CrnbHble CTOPOHbI MCCNeA0BAaHUA 3aK/0YalOTCA B AUTENbHOCTU 11-1
neTHero nepuoga HabnLeHN 1 NONHON ObLLeHaLMOHaNbHON BbIGOPKE,
YyTO AenaeT pe3ynbTaTbl pPenpe3eHTaTVBHbIMK ANA CTPaHbl. BHUMaHue
TaKXXe yaenanocb Co6MI0AeHNI0 MeXAYHAPOAHbIX peKoMeHAauuii no ot-
YeTHOCTU O HabnogaTenbHbIX UccnefoBaHmax.'”.1®@ OgHako nccnefoBaHne
VMENO 1 pAA orpaHnyeHnii. Bo-nepBbix, OHO BK/OYano 60bHbIX, 3aperu-
CTPUPOBAHHbIX AJ1A IeYeHNA, HO He YUUTbIBasIO TeX, KoMy 6bin AnarHoCTy-
poBaH MJ1Y- n LWTY-TB, Ho neyeHne He 6bINO HauyaTo U3-3a CMepPTU, OTKa3a
UM noTepu Ans fanbHerwero HabnogeHus. Taknum obpasom, pesynbratbl
He MOJIHOCTbIO OTpaXalT MacwTab HauuoHanbHOM npobnembl. Bo-BTO-
pbIX, OTCYTCTBOBaNW HeKoTopble AaHHble No BUY uHdekumun, T.K. MHorve
60/IbHble, B YaCTHOCTU, B MeAMLIMHCKUX yupexaeHuax Ha nepudepun n 8
TIOPEMHbIX 60/IbHULIAX He TeCTUPOBANVCH.

NccnepoBaHme nmeeT BaXHoe 3HayeHue. Bo-nepBbix, neyeHve MJTY-Tb
OYeHb ANNTENbHOE U CBA3AHO C MHOFOYUCIEHHBIMU HebNaronpUATHLIMU
no6ouHbIMK ABNeHMAMU. Heobxoaumbl 6onee KOpPOTKME, MeHee TOKCMY-
Hble CXeMbl ANA ynyylleHUA NPUBEPXKEHHOCTN NIeUYEHNI0 U YyMeHbLUeHNA
pucka pazsutus LUNY-TB. 3ToMy MOXeT CNocobCTBOBaTb MCMOMb30BaHVe
HOBbIX NpenapaToB Takux, Kak 6efjakBUnvH 1 Aenamanng. 222! Bo-BTopbiX,
TAXKEeCTb 3aboneBaHnA CBA3aHa C NIOXMMM NCXOAAMM NIeYeHNA, MOAYEPKU-
Bas TeM CaMbIM HEOOXOAMMOCTb paHHel grnarHoctuku M/LUNY-TB, Hapsagy
c 6onee aKTVBHbIM BbliBNIeHMEM CllyyaeB 3aboneBaHuA cpean rpynn Bbl-
cokoro pucka M/LLNY-TB Takux, Kak BUY-uHomumposaHHble 1 notpebu-
TeNN He3aKOHHbIX HapKOTMKOB. HOBbIN MeToA AMArHOCTUKKM, Hanpumep,
Xpert, ncnonb3yembinn B JlatBuu ¢ 2010r., NO3BOANUT YCKOPUTb ANATHOCTUKY
NEeKapCTBEHHO yCToNuMBbIX dopm THB.22 B-TpeTbux, Ype3BblYaHO Ba)KHO
nonbiTaTbCcsA NPeAoTBPaTUTbL pacnpocTpaHeHne uHbeKuuin, nepenaBae-
MbIX BO3[YLUHbIM NMyTeM, B TOM Y/C/1e NEKapCTBEHHO yCTon4mBoro Tb oco-
6eHHO B MeMLVMHCKUX YUpeXAeHUAX 3Ta npobnema TpebyeT 6onee npu-
CTaNIbHOro BHUMaHWA ANA BbIPaboTKMN NpremsiemMblX U 3$GeKTUBHBIX Mep
NHPEKLMOHHOTO KOHTPOsA.22 HakoHel, HeO6XOANMO yaenuUTb NpucTanb-
HOe BHUMaHWe 3PeKTUBHOCTM neyeHns 60NbHbIX IEKAPCTBEHHO YyBCT-
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BUTeNbHbIMU popmamu T ¢ Lienbio NpeAaoTBPaLLeHNA NOABNEHNA leKap-
CTBEHHOW YyCTONYMBOCTN.

B 3aksiioyeHrie 0TMETUM, YTO JaHHOe UCCeoBaHVe BbIABUIO CyLLeCT-
BeHHoe 6pems LWWTY-TB B JlatBuun, NoguyepKHyno HeobxoanmocTb bonee
KOPOTKMX 1 3PdeKTMBHBIX cxeM neyeHusa MJTY-TB, paHHen AnarHOCTUKY,
60s1ee aKTUBHOTO BbIAABJIEHUA CNyyaeB 3abosieBaHNA CPean rpynn BbiCo-
KOro pucka u peanusauuy 3GpPeKTUBHbIX Mep KOHTPOSIA HO30KOMUamb-
HOW MH}EKUMN B NPOTUBOTYOEPKYNE3HbIX 1 APYTUX YUPEXOEHUAX BbICO-
KOrO prCKa, BKJloYan yupexaeHua ana neyenmsa BUY nHPrumpoBaHHbIX
nmu.
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