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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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LOMNONHEHVE K SorRT I: TH B BOCTOYHOW EBPOIE, 2012-2014

Tyb6epKynes ¢ MHOXXeCTBEHHOMN 1 LUMPOKON NeKapCTBEHHOW YCTOMUYNBOCTbIO
B JlaTBUN: TeHAEHLUNN, XapaKTEPUCTUKIN N NCXOAbl NeyeHns

L. Kuksa,'2 V. Riekstina,' V. Leimane," I. Ozere,'2 G. Skenders,! R. Van den Bergh,? K. Kremer,* C. D. Acosta,* A. D. Harries>6
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NPEABICTOPUA: Tybepkynes (Tb) ¢ nekapcTBeHHON ycToA-
YMBOCTbIO OCTAeTCA Ba)kHOW nNpobnemori 06LecTBEHHOro
3[1paBOOXpaHeHuA B JlaTBUN.

LEJIb: OnuncaTb TeHOeHUWM, XapaKTePUCTUKL U NCXodbl ne-
YeHUA 3aperncTpmpoBaHHbIX 60IbHbIX Ty6epKyne3om ¢ MHO-
»KeCTBeHHOW JieKapCTBeHHOW ycTonumnsocTbio (MJTY) n wnpo-
KO NleKapCTBeHHOW ycTtonumsocTbio (WNY) B JlatBun B
nepviog ¢ 2000 no 2010rr.
OU3AUNH: PetpocnekTnBHOe
nccnefoBaHue.
PE3YJIbTATbI: U3 1779 60nbHbIx 1646 (92%) umenn MIY-TB,
n 133 (8%) LUNY-TB. 3a 11 net gona WY cpepgmn 60nbHbIX
MIY-TB Bbipocna ¢ 2% o 18%. Mo cpaBHeHWIO ¢ 60NbHBIMU
MIY-TB, y 6onbHbix LLITY-TB 6bina cylyecTBeHHO Bblille BepO-
ATHOCTb HeabdeKTnBHOro ncxopa nevexna MJTY-Tb (OLL 8,4,
95%W 4,3-16,2), HanuunAa BUpyca UMMyHozeduLmTa Yeno-
Beka (BW/Y) (OLWWL 3,2, 95%W 1,8-5,7), HapKOTNYECKOW 3aBK-
cumoctn (Ol 5,7, 95%0W 2,6-11,6) nnn KoHTakTa C 60osb-
Hbimm  MJTY-TB (Ol 1,9, 95%OWN 1,3-2,8). [lMoka3zatenu
adPpexTnBHOCTM nevenuns LWNY-Tb coctaBunn 50%. Mo cpas-
HeHuio ¢ 60nbHbIMU MITY-TB, y 60nbHbIX LUIY-TE prck Head-
$EKTVBHOIO 1CXoAa fleyeHns Gbl1 CyLecTBEHHO Bbllwe (29%
npotus 8%, cootBeTcTBEHHO, P < 0,001). Mmenacb cnnbHas
CBA3b MEXAY HeO6NaronpPUATHLIMM NCXOAAMM JIEYEHUA U MYy»K-
CKUM MOJNOM, MONOXUTENbHbIM Pe3ynbTaToM MUKPOCKOMNUN
Ma3Ka MOKpPOTbI, Hanimymem NoaocTel B Nerkux, HeadpdpekTus-
HbIM MCXOAOM, OTPbIBOM WM PeLMAVBOM Mocse npeabiay-
wero 3nu3sopa neuenns MJTY-TB, a TakxKe npebbiBaHWEM B
MPOLUSIOM B MecTaX IMLIEHNA CBOOOADI.

BbIBOL: Bce 6Gonbwe 6onbHbix MJIY-TB B JlatBum Ha
cerogHAWHMA aeHb umetoT LY. [aHHoe wuccnenoBaHue
BbIABUNO pAfn  pakTopoB pucka passutua LLUAY-TB nu
HebNaronpuATHbIX WCXOAOB JeYyeHns, YTO MofvepKMBaeT
BaXHOCTb paHHel [AMarHoCTMKM W COOTBETCTBYIOLLEro
neyexua MJTY/LLUNY-TB.

HauWMoHallbHOe KOropTtHoe

J-I aTBuA — GanTuincKan cTpaHa B BoctouHoi EBpone ¢ Ha-
cefleHMeM OKONo 2 MWIIMOHOB YeNloBeK, MO AaHHbIM
nepenwucu, nposeaeHHon B 2011r. Ty6epkynes (Tb) - ogHa 13
OCHOBHbIX MpobnemM 06LWeCTBEHHOrO 34PaBOOXPAHEHUA:
exerogHo peructpupyetca okono 1000 cnyyaeB 3aboneBa-
HUA, pacyeTHas 3abonesaemocTb Tb cocTtaBnAer 53 Ha
100 000 HaceneHuA.! Tb ¢ MHOXeCTBEHHOW NeKapCTBEHHOM
yctornumnBocTtbio (MJTY-TB - TB, yCcTONUMBbIA Kak MAUHUMYM K
n3oHwuasugy [INH] n pupamnuuymny [RMP]), aBnsaeTcs rnaBHom
npo6nemoi. Mokasatenu MJ1Y-TB B cTpaHe Bbipocnn fo 14%
Ccpean HOBbIX CiyyaeB 1 54% cpenyn paHee NleYeHHbIX CIly-
yaeB B 1997r.2 C Tex nop nokasateny B abCOMOTHbIX Yncnax
YMEHbLWWANCL NPUOAN3MTENBHO B Tpy pa3a, B 2012r. 11%
BrepBble BblABAEHHbIX 60MbHbIX Th 1 32% paHee neyeHHbIX
60nbHbIX TB nmenu MITY-TB.!

Tb ¢ wnpoKom nekapcTBeHHOM ycTonumneocTbio (LLTY-TB -
310 MJ1Y-TB ntoc ycToMumMBOCTb K GTOPXMHONOHAM 11 OHOMY
13 TPex WHbBEKLUMOHHbIX MpenapaToB BTOporo pAga)® 6bin

BrepBble 3aperncTpuposaH B Jlateum B 2000r. C Tex nop, no
AaHHbIM TB-pernctpa, HabnogaeTca NporpeccMBHoe yBenu-
yeHue yncna cnydaes LWIY-Tb B cTpaHe. Jleyenme LUTY-TB
CNOXHOEe 1 A0pPOrocTosLiee, COCTOUT M3 MpenapaTos nep-
BOr0, BTOPOroO 1 TPeTbero pAfa, KoTopble Xy»e NepeHoCATCA
605bHbIMKM, YeM npenapatbl ana nedyeHus MJTY-TB. Hosble
NPOTUBOTYOEpPKyNe3Hble NpenapaTthl Takne, Kak 6eAaKBUINH
1 fenaMaHng, Kotopble MOryT fleyb B OCHOBY HOBbIX, 3pdek-
TUBHbIX CXeM NleYeHus, B CTPaHe HefJoCTyNHbI. ViccnegoBaHune
Tb ¢ nekapcTBeHHOW ycToNYMBOCTbIO B JlatBMK ¢ 2000r. no
2004r. BbIABWIIO MJIOXME pesynbTaTbl JieYeHUA: rokasatenu
n3neyenns LUY-TB coctaBnnm <40%.4

Mocne nepBoro otyeta NnocneayoWMX faHHbIX UCCneno-
BaHui LUMY-TB B JlatBMM ony6nnkoBaHo He 6bino. B HacTos-
Wwee Bpema B JlaTBUM peannsyloTcAa pasnyHble Mepbl, Ha-
npaBfieHHble Ha YnyylleHWe WCXOAOB JleyeHUa OOoNbHbIX
LUY-TB. TecTbl nekapcTBeHHoOW 4yBcTBMTENbHOCTU (TJ1Y)
NPOBOAATCA BCEM GOMNbHbBIM C MONOXKUTENIbHOW KyNbTypoit. B
2000r. B cTpaHe Havyana NpUMeHATbCA aBTOMaTU3MPOBaHHaA
cuctema BACTEC™ (BD, Cnapkc, Mapuneng, CLUA) ona paH-
Heln guarHoctukm MJTY-TB. OTOPXMHONOHbI MOCNeAHMX MOKO-
NEHNI TaKune, Kak MokcrpnokcauymH (MFX) n neBopnokcaymH
(LFX), a TakKe npenapatbl TPETbEro pAfa, Hanpumep, nHe-
3011, aMOKCULIMNIMH/KNaByNaHoOBasA KUCNOTa 1 KNaputpo-
MULIMH BK/IOYAIOTCA B CXEMbl JIeUeHUa cpasy nocsie nonyye-
Hua pesynbtatoB BACTEC, cBuaeTenbcTBytoWwmx o npe-LUTY n
LY. TMpoBoanTCA Takxe AOMOMHUTENbHOE XMpypruyeckoe
neyeHme KaBepHo3Horo Ty6epkynesa. C 2008r. JlatBua npu-
HUMaeT yyacTie B MHOTOUUCIIEHHbIX KITMHNYECKNX NCCefo-
BaHuAx ICH-GCP (MexpayHapofHoi KoHbepeHuMmn o rapmo-
HU3auunn/Hagnexawen KNMHNYeCKom npakTuKe).
Bo3peiicTBMe mpeanpuHUMaemMbix mMep elle He 6bifo oue-
HeHo, HeobXxoAuMOo cob6paTh aKTyasbHylo MHbOPMALMIO O
TeHAeHUWAX, bpeMeHn 3aboneBaHUA K MCXopax neyeHus
LLUNY-TB B JlaTBUMN.

[laHHOe nccnepoBaHne NPOBOAMIIOCH C LieNbio ONMCaHnA
TEHAEHLUWIN, XapakTePUCTMK 1 UCXOAOB JleYeHUA GOMbHbIX,
3apernctprpoBaHHbix ¢ M/LLUNY-TB B JlatBuK 3a 10-1 neTHun
nepwuog c 2000 no 2010rr.
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TABJINLA 1

MpoTrBOTY6EPKYNE3HbIe NpenapaThbl, Ucnonb3yemble Ana fnedeHna MITY-TB v LUY-TE B Nlateuu

Mpenapatbl, ncnonb3yemble ana neyenua MJ1Y-Tb: EMB, PZA, opnokcaumt, kaHamuuymH, CPM, PTH, unknocepuH, PAS 1 TraueTasoH.

HavanbHasA amnupuyeckas cxema nedeHmsa MJ1Y-Th: 8 mecAueB neyeHna MHbEKLNOHHbIMI Npenapatamu BToporo psaga (CPM), LFX, PZA,

EMB, PTH, TepusngoHom u PAS, 3atem 18-1 mecayHasa noaaepxupatolyas dpasa neuernua LFX, PZA, EMB, PTH, TepusngoHom n PAS.
VHanBrayann3npoBaHHoe neyeHre HaunHaeTCA HesaMeaInTeNbHO Noce NonyyveHns pesynsratos T/14.

Neuenue WNY-TB: nHAMBMAYaNn3NpPOBaHHOE B 3aBUCMMOCTM OT pe3ynbratoB TJ14. Bce 6onbHbie LLTY-TB nonyyatoT MOKCUNOKCaLMH.
Momumo 31oro, Hanboree yacTo K cxeme nedennsa MJ1Y-Tb fobaBnaoTcA NnpenapaThbl TPETbero pAfa: aMOKCULMIIIMH/KNaByHar,

JINHe3o0nng, KnaputTpommnunH n/unn I/IMVIFIeHeM/LI,I/IJ’]aCTaTI/IH.

MIY-TB = TybepKyne3 ¢ MHOXeCTBEHHOIN NeKapcTBeHHON ycTonunsocTblo; WWIY-Th = Ty6epKynes ¢ WUPOKON NeKapCTBEHHOW ycTonumBocTblo; EMB =
3TambyTon; PZA = nupasunHamug; CPM = kanpeomuuuH; PTH = npotroHammg; PAS = napa-amuHocanuuyunoBas Kucnota; LfX = nesodpnokcaumt; T4 = TecTbl

NeKapCTBEHHOM 4yBCTBUTEJSIBHOCTN.

MecTo npoBefieHUA

leorpapunuyeckoe mectononoxeHune

JlatBUA — HebonbLias cTpaHa B BocTouHol EBpone, rpaHuua-
wanA ¢ Jinteon, dcTtoHmen, benapycbio 1 nmeiowaa MOpcKyio
rpanuuy co Lliseuuen. 3To cTpaHa co CpefHUM YPOBHEM [O-
X0fa, BeNMYMHA BaSIOBOTO HaLMOHANbHOrO MpoAyKTa Ha
[yly HaceneHua cocTaBnseT npubnusmtenbHo 8500 pgonna-
pos CLUA B roa; 3KOHOMKKA CTPaHbl UMeeT rMaBHbIM 06pa3om
CENbCKOXO3SINCTBEHHDBIN XapakTep. DUHAHCMpOBaHWE Cu-
CTeMbl 34paBOOXPaHEHUA OCYLLEeCTBNAETCA B OCHOBHOM 3a
CUeT rocyfapCTBEHHOrO HanorooboXeHus, oKono 66 60mb-
HUL, 06CNYXKNBAIOT 2,2 MUIMOHA YenoBek. CpeaHas Npoaon-
JKUTENIbHOCTb »KN3HW COCTaBnAeT 74 rofa, Yto ABnAeTca of-
HUM 13 CaMblX HU3KWX NOKa3aTenel B EBponeickom pervioHe.
MokaszaTenu KNMHMYeCKM NOATBEPKAEHHON ankorosibHOM 3a-
BUCUMOCTU BblCOKME: B 2012r. B MEANLIMHCKMX YUpeXAeHNAX
6b1510 3aperncTpmpoBaHo 6onee 20 000 cnyyaes.>

KoHTtponb Tb

JNeyenne MIY-TB 6bino Hauyato B 1997r. nocne Toro, Kak
nporpamma DOTS, Hauataa B 1995r, oxBaTuna BCl CTpaHy.
[narHocTuka, peructpauus, nedyeHne U nocnepyollee
HabnofeHne 3a  BCEMWM  CAyyasMU  JIEKaPCTBEHHO
YYBCTBUTENIbHOIO n NleKapCTBEHHO yCTONYNBOro
Tb npoBogATCA B COOTBETCTBMM C  HaALMOHaNbHbIMU
PYKOBOACTBAMM, OCHOBAHHbIMW Ha peKomMeHZauusax Mo
neyeHno  BcemupHO  opraHv3auum  34paBOOXpPaHeHus
(BO3).6-8  [lmarHocTuyeckne ycnyrm u  nevyeHne Tb
npepoctaBnATcA OGecnnatHo Bcem 6onbHbIM. [encTByeT
HafeXXHas cMcTeMa anuaHag30pa U OTYETHOCTU: BCE BrepBble

BblAB/IEHHblE 6OsibHble TB 1 6GonbHble, HaxoaAwMeca Ha
neyeHun, pernctpupyloTca B HaumoHanbHOM perucTpe
Tybepkynesa. bonbHble ¢ nabopaTopHO MOATBEPKAEHHbBIM
anarHosom MJTY-TB Takxke pernctpupytotca B 6ase faHHbIX
60nbHbIX MJTY-TB, KOTOpas wucnonb3oBanacb B KayecTse
WCTOYHMKA [aHHbIX ANA  [aHHOro uccnefoBaHua. [nAa
OTCNEXMBaHVA BCeX 6ONbHBIX UCMOMb3YOTCA KapTbl eUeHn s,
pe3ynbTaTbl JleYeHNA OnepaTUBHO 3aHOCATCA B PerucTp.
[laHHble U3 neyebHbIX yupexaeHNn Ha obLeHaLOHaIbHOM
YPOBHe COOMPalOTCA U exxeKBapTaibHO MPeAoCTaBNATCA B
BU/e CBOAHbIX OTYETOB.

B 2012r. B cTpaHe 6bino 3apeructpupoBaHo 993 cny-
yaa Tb (nokasatenb BblABNAemMoCTN 87%); MokasaTenb 3¢-
$eKTUBHOCTV neyeHnsa BrepBble BbiABIEHHbIX 60/bHbIX T
Nerknx C NoJIoXKMTeNbHbIM Ma3kom coctasun 73%. B 2012r.
HacunTbiBanocb 110 6onbHbix Th € COYeTaHHbIM BMPYCOM
nMmyHoaeduumuta venoseka (BMY), uto oTpaxaert cyuiecT-
BEHHbII POCT AaHHOro nokasaTtena 3a nocnegHuin rog (74
nauymenTa).9 M3 120 pacyeTtHbix ciyyaeB MJTY-TB 110 6binn
3aperncTprpoBaHbl.!

OuarHoctuka v neyeHne M/LLUNY-Tb

C 2000r. Bce 3aperncTpupoBaHHble 6onbHble Th obcnepytotca
KynbTypanbHbiMi metogamun 1 TJIY. Bce nonoutenbHble
KynbTypbl nccnenyroTca Ha NeKapCTBEHHYO
YyBCTBUTENbHOCTb K NpenapaTtam nepBoro paaa; KynbTypbl,
yctonumble K INH 1 RMP, nccnefiytotca Ha nekapcTBeHHYI0
YyBCTBUTENbHOCTb K Mpenapatam BToporo pspa. T4
NPOBOAATCA LIEHTPaNIM30BaHO B MUKOOAKTEPUONOrMYeCKom

nabopatopum B PMXKCKON  BOCTOUYHON  KIMHUYECKOW
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BbIPAXKEHUE
BJIATOAAPHOCTU

[aHHoe nccnepoaHme 6bino
NpoBe/leHO NOCPeACTBOM
MHnLmaTUBbI NO NOArOTOBKE 1
nposefeHNio
CTPYKTYPUPOBaHHbIX
nccneposaHuii (SORTIT) -
rnobanbHOro NapTHepCTBa,
Bo3rnasnaemoro CneuvanbHon
nNporpammMon no Hay4HbIM
UCCNef0BaHVAM 1 NOJTOTOBKE
cneuuanucTos B obnactn
Tponuyecknx 3abonesaHunii
BcemuipHoii opraHusauun
3apaBooxpaHeHus (BO3/TDR,
KeHesa, LLsenuyapws).
CneuyuanbHas nporpamma
SORT IT, pe3ynbTaTom KoTopom
CTana AaHHaa nybnukauus,
6blla COBMECTHO pa3paboTaHa
n peanvsosaHa BO3-TDR;
EBponeiickm permoHanbHbIM
6topo BO3 (KoneHrareH,
[Manus); Otaenom
onepaLVoHHbIX NccnejoBaHUin
(LUXOR), Médecins Sans Fron-
tieres (MSF), Bptoccenbckum
onepaLVioHHbIM LIEHTPOM,
TNiokcembypr; LieHTpom
onepaLnoHHbIX
nccnefoBaHUiA,
MexayHapoAHOro coto3a
60pb6bI C TYGEpKynesom n
3abonesaHuamu nerkmx (The
Union), Mapux, ®paHuus;
npepactasutensctsom Cotosa B
tOro-BoctouHoi Asuu, Hbio
Jenu, Uugua. Mbl 6narofapHbl
3a No/ifePKKY CTPaHOBOMY
oducy BO3 B TannvHHe n
ICTOHCKOMY HaLOHaNbHOMY
VHCTUTYTY 300POBbA 1
pa3ButuA (TananHH, ICTOHWA)
3a npoBefeHne paboumnx
coBelaHuit. Mbl Takxe BbICOKO
LIeHUM aKTUBHOE y4acTue
cTpaHoBoro odpuca BO3 n
MwHucTepcTBa
3[}paBOOXpaHeHA B Bbibope
KaHAMAAToOB ANA MOATOTOBKM K
NpPOBE/IEHMIO ONePaLIVIOHHbIX
UCCNefoBaHNi 1 onpeaeneHnn
1ccnenoBaTeNbCKUX NPOeKToB.
DuHaHcMpoBaHe Nporpammbl
0CyL|ecTBAANO AMeprKaHCKoe
areHTCTBO MeX/lyHapOfHOMo
paszsuTtua (USAID) nocpenct-
BOM IPaHTa, ynpasJieHne KoTo-
pbim ocyujectenisna BO3/TDR.
[JlononHuTenbHaa noaaepxKa
6bina npepfoctaneHa EBpo-
nenckum 6ropo BO3, Otgenom
MeX/yHapO[JHOrO pa3BunTuA,
JonpoH, CoeanHeHHoe Kopo-
nescTBo U MSF. ®uHaHcupyto-
L1e CTOPOHbI He Urpanu ponu
B pa3paboTke au3aiiHa, cbope
1 aHanmse AaHHbIX, B NPUHA-
TN peLIeHna o MybnanKauum
UM NOArOTOBKe CTaTbyl.

KOH®NMKTbI HTEpecoB: He
3aABeHbI.

TonbKo aBTOPbI HECYT OTBETCT-
BEHHOCTb 3a TOUKY 3peHUS, Bbl-
paxeHHyto B AaHHOM ny6nnKa-
LuK, KOTopas He o6A3aTeNbHO
oTpaXkaeT NONNTUKY, pelleHuns
Vnv Touky 3penusa BO3.

B cooTBETCTBUM C NONUTUKON
BO3 B oTHOWeHNK NybnnKauum
[INA OTKPLITOTO JOCTYMNa BCeX
pabor, puHaHcmpyembix BO3
Unu aBTOpamu/coaBTopammn
KOTOpbIX BbICTYMNakT COTPYA-
HuKu BO3, BO3 coxpaHseT aB-
TOPCKOE NPaBo Ha [JaHHyo ny-
61MKaLMIo Ha OCHOBaHUN
nuuensun Creative Commons
Attribution IGO (http://
creativecommons.org/licenses/
by/3.0/igo/legalcode), paspe-
LwalolLeii HeorpaHUYeHHoE KC-
nonb3oBaHKe MaTepuana, ero
pacnpocTpaHeHvie 1 BOCMpo-
n3BefeHvie Ha NobbIx pecyp-
cax C yKasaHueMm CCbinkv Ha
BO3 B KauecTBe UCTOUHUKA
nHopmayum.
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TABJINLA 2 [lemorpaduryeckue, KMMHNYECKNE U COLMANTbHbBIE XapaKTePUCTUKM BOSbHbIX, 3aperncTpupoBaHHbIX ¢ MITY- n
LLUNY-TB B JlatBun, 2000-2010rT.

MIY-TB LWY-TB
n (%) n (%) Ol (95%4W1) P 3HaueHune
BCEIO 1646 133
Mon
Myckon 1247 (76) 86 (65) 1
KeHcknin 399 (24) 47 (35) 1,7 (1,2-2,5) <0,01
BospacTHas 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
JNokanuzauuna Tb
JleroyHbin 1530 (93) 125 (94) 1
BHenerouHbin 18 (1) 4(3) 2,7 (0,9-8,2)
Ob6a 98 (6) 4(3) 0,5(0,2-1,4)
CTaTyC MMKPOCKONUM Ma3Ka Ha Hayaso fieyeHuns
KYB Ma30K-nonoXxutenbHbl 842 (51) 79 (59) 1
KYB ma3ok-oTpuuaTtenbHbIi 804 (49) 54 (41) 0.7 (0.5-1.03)
Hanuume nonocrei B nerknx Ha Hayano neyeHusa
HeT nonocren 378 (23) 23(17) 1
Monoctun (oAHOCTOPOHHME 1 ABYCTOPOHHME) 1052 (64) 90 (68) 1.4 (0,9-2,3)
Monoctun He onpepeneHbl 216 (13) 20(15) 1.5(0,8-2,8)
KaTeropus 3aboneBaHus
BriepBble BbIABNEHHbIN Cryyalt 735 (45) 63 (47) 1
MoBTOpPHOE NeYeHme nocne neyeHns 748 (45) 27 (20) 0,4 (0,3-0,7) <0,001
npenapatamu Nepsoro paga
HeaddekTneHoe neyeHne MNY-Tb 25(2) 18 (14) 8,4 (4,3-16,2) <0,001
OTpbiB OT neveHuns MNY-Tb 82 (5) 11(8) 1,6 (0,8-3,1)
Peuunpane nocne neyeHua MNY-Tb 56 (3) 14(11) 2,9 (1,5-5,5) <0,001
BWY cTaTyc
BUY-oTpuuatenbHbI 1282 (78) 97 (73) 1
BY-nonoxuntenbHbin 67 (4) 16(12) 3,2(1,8-5,7) <0,001
Cratyc B/Y He onpepenen 297 (18) 20(15) —
KnnHunueckmn 3aprkcmpoBaHHbI ankoronmnsm®*
Het 835(51) 68 (51) 1
Ha 801 (49) 64 (48) 1,0(0,7-1,4)
HeunssectHo 10 (<1) 1(1) —
CaxapHblin grabet
Het 1594 (97) 130 (98) 1
Ha 52(3) 3(2) 0,7 (0,2-2,3)
Mpe6biBaHVe B MeCTax NvLeHns cBobogbl
Het 1163 (71) 96 (71) 1
[la: B HacToALWee BpeMA B TIOpbMe 113 (7) 7(7) 0,8(0,3-1,7)
[a: 6bIBLUNIA 3aKNIOUEHHDbIN 367 (22) 30(22) 1,0 (0,6-1,5)
HeunssectHo 3(<1) 0(<1) —
MoTpebuTenb HAPKOTNKOB
Het 1529 (93) 114 (86) 1
[la: noTpebuTtenb B HacTosLLee Bpems 26 (1) 11(8) 57(2,6-11,6) <0,001
[a: notTpebuTtens B npoLiom 63 (4) 6 (4) 1,3 (0,5-3,0)
HeunssectHo 28 (2) 2(2) 1,0 (0,2-4,1)
KoHTaKT ¢ 60nbHbIM MJTY-TB
Het 1327 (81) 92 (69) 1
Ha 309 (19) 41 (31) 1,9(1,3-2,8) <0,001
HewnssectHO 10 (<1) 0(0) —

* «AnKorosbHas 3aBMCMMOCTb» YKa3aHa B KapTe 60/IbHOro 1 onpefenseTca neyalyum Bpayom.
MJTY-TB = Tb ¢ MHOXeCTBEHHOW NIeKapCTBEHHO YcTonumBOoCTbIo; LLTY-TB = TB ¢ LWIMPOKOI NeKapCTBEHHOM YCTOMYMBOCTbIO; OLL = OTHOLIEHNMe WaHCoB;
[V = noseputenbHbiin nHTepBan; Tb = Ty6epkynes; KYB = kncnotoyctonumsble 6aktepuu; BUY = Bupyc nmmyHopeduLmuta yenoseka.
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Ta6bnuua 3 Vcxoabl neyeHuns 6onbHbIx MJTY- u LLUNY-TB B lateun, 2000-2010rT.

MIY-Tb LNYy-Tb
Ncxon* n (%) n (%) OP (95%W) P 3HaueHune
Bcero B3ATO Ha neyeHune 1646 (100) 133 (100)
BbineueHo 1103 (67) 66 (50) 0,5 (0,4-0,7) <0,001
3aBepLunamn neyeHme 42 (3) 4 (3) 1,1 (0,5-3,0)
HeaddekTrBHOE NneveHne 139 (8) 39 (29) 3,7 (2,7-5,2) <0,001
OTpbIB 250 (15) 16 (12) 0,8 (0.5-1,3)
Bbi6binn 3(<1) 0(0) —
Ymepno 109 (7) 8 (6) 0,9(0,5-1,8)

* BblfleueH = fleyeHne 3aBepLUEHO 1 NOJyUYeHbl oTpULaTeNbHble KyNbTypbl CnycTa 18 MecALeB nocie HeraTMBaLn MOKPOTbI B
Ky/bType; NleueHe 3aBepLUEHO = JIeYeHWe 3aBEPLLEHO, HO MOCEB He BbINOMHANCA; He3hGEKTMBHDIN NCXOA = =2 U3 NATU NOCEBOB
3a nocnegHvie 12 MecaLeB NleueHna Aanu NONOXNUTeNbHbIN pocT M. tuberculosis, unn niobas U3 nocnegHUX KynbTyp okasanacb
MONOXMWTENbHOW; TakKe BKJIOYAaeT pelleHWe MpeKpaTUTb JieueHUe O6OMbHOrO UK3-3a MJIOXOTO  KIAMHUYECKOro  Uimn
PEHTIEHONOMMYECKOTO OTBETa UM HebGNaronpuATHbIX NOBOYHBIX ABMEHUI; OTPbIB = HEMOCELWeHNe KAVHVKM B TeueHue =2
MecALeB BO BPeMs JieueHUs; BbIObIN = NaLMEeHT NepeBefieH B Apyroe sieyebHoe yupexaeHne, pesynbraTbl 1e4eHNA U3 KOTOPOro
He 6bINM MepeAaHbl B UCXOAHOE NeyebHoe yupexpeHue; ymep = CMepTb Mo Nto6oIN NpuurHe 60NbHOMO, HAXOAALLEroca Ha

I'IpOTI/IBOTyGepKyﬂe3HOM neyvyeHnn.

MIY-TB = TyGepKyne3 C MHOXECTBEHHOW NeKapCTBEHHOW YycTonumBocTbio; LUMY-TB = TB C WMpoOKoW nekapCTBEHHOMN
ycTonumnBocTbio; OP = oTHOLWeHWe prckoB; IV = foBepuTeNbHbIN UHTEpPBas.

YyHUBEpPCUTETCKON 6GonbHUue, Pura, JlaTBMA; Haa30p OCyLecTBAAeTcA
HapHauvoHanbHol pedepeHc-nabopatopuen B Crokronbme, Llseuus.
Hapsop npepycmatpuriBaeT perynsapHoe yyacTrie BO BHELHMX NpoBepKax
C uenbto obecneyeHns KauecTsa 1 NoKasbiBaeT xopoluve pesynbraTbl. TJ1Y
K npenapatam BTOPOro psaga 6ol BBeAeHbl B MPaKTKy ob6cneaoBaHus
Bcex 6onbHbix MJTY-TB B 1998r. ¢ UCNONb30BaHMEM MOTHOW Cpepbl
NeseHuwTeiin-MeHceHa n BACTEC™ 460TB (BD), koTopbie B 2000r. 6binu

3aMEHEHbl  CUCTEMOV  aBTOMATU3VMPOBAHHOW  AeTeKuMM  pocTa
MuKobakTepmuin Mycobacteria Growth Indicator Tube™ (MGIT) (BD). C
2004r. obpa3ubl  AMArHOCTUYECKOro  MaTepuana  bGofbHbIX  C

npeanonaraembiM avarHosom MJ1Y-TB nccnegytotca meTogom obpaTHOM
rmbpuansaumm ¢ Tunocneyndryeckummn 3oHaamm (LPAs) (INNO-LiPA™ Rif.
TB, Innogenetics, leHT, Benbrua, ¢ 2004 no 2006rr. n GenoType®
MTBDRplus, Hain Lifesciences, HepeH, lfepmaHus, ¢ 2006). Peaynbtatbl LPA
ncnonb3yotca Ana moandukaumm cxembl nevenma. C 2010r. Takxke
ncnonb3yetca metog Xpert® MTB/RIF (Cepheid, CaHHuenn, KanndopHus,
CLUA); asmnmpuryeckoe neyeHne npenapatammy BTOPOro pafda HauyvHaeTcA
He3aMepNMTeNbHO Mocne MoJslyYyeHWA pesynbrata  YCTONYMBOCTUA K

pudamnuLmnHy.
Mopgpo6bHocTn neuenna M/LUNY-TB npepctaBneHbl B Tabnuue 1.
Bkpatue, nocne BbiABneHua  MJIY-TB  6onbHOMy  Ha3HauyaeTcA

amnupuueckoe niedeHre MITY-Tb, KOTopoe MOXeT ObITb U3MEHEHO nocie
nonyyeHuns pesynstatos T/T4. BonbHbIM, Y KOTOPbIX 6bin BbisiBneH LLUTY-TB,
Ha3HayaloT CXeMbl JleyeHUA, COCToALME N3 NPenapaToB NepPBOro, BTOPOro
N TpeTbero pafa. BefeHne 60MbHbIX OCYyLWECTBNAETCA BpayeOHbIM
KOHCMIMYMOM, peLleHre O rocnuTanm3aunm NPUHNMaeTCa Ha OCHOBaHWM

HeraTMBauMM MOKPOTbl B Ma3Kke U KylbType, MepPeHOCUMOCTM
NPOTUBOTYOEPKYNE3HbIX MPenapaToB W coumanbHbiXx ¢akTopos. Bce
npenapatbl  MNPUHUMAIOTCA  €XKefHEBHO TOA  HerocpeAcTBEHHbIM

HabslloeHNeM Ha BCEM MPOTAXKEHUW NleYeHUsA, ANUTENbHOCTb KOTOPOro
Bapbupyetca oT 18 po 36 mecAueB. B craumoHape npenapatbl
NPYHUMAIOTCA eXefJHEeBHO, B TO BpemA Kak Ha ambOynaTopHOM 3Tane
60nbHble MPVMHUMAIOT NpenapaTtbl CeMb, WeCTb UK NATb pa3 B HEAeNo B
3aBUCMMOCTA  OT  YAANEHHOCTW  MEeAULMHCKOTO  yupexaeHua u
NepeHoOCMMOCTV  MpenapaTtoB  GO/bHbIM.  YNakoBKM  MnpenapaTtos
eXeMeCAYHO BbIJAITCA  MeAVUMHCKUM  paboTHWKaM [AnA  Bblgauu
60/bHbIM. Ha cerogHAWHMI AeHb NepeboeB B NoCTaBKe npenapaTtos He
oTMeuanocb. PernctpupyloTca CTaHAApPTU30BaHHbIE WUCXOAbl JIeYeHUA:
NOTEPAHHbIM ANA  [anbHelillero HabnogeHna cuutaetcs 6GonbHON,
npepBaBLUNA NeyeHne CpoKoM >2 MecAueB, Hes3bhbEeKTUBHbIN mcxon

peructpupyeTca npu AByx 1 6onee NONOXUTENbHBIX KyNbTypax B TeueHne
nocnegHux 12 mecaues neyeHna.8

MNonynAuna nccnefoBaHua

Bce gnarHocTMpoBaHHble 60MbHbIE, 3apPerncTprpoBaHHble B JIaTBUNCKOM
HaumoHanbHom Tb peructpe ¢ M/LLITY-TB B nepuopa ¢ 1 aHBapa 2000r. no
31 pekabps 2010r., 6bIIM BKNIOYEHbI B UCCIE[OBaHME.

NHpopmaLMoHHble NepeMeHHble, NCTOYHUKN 1 c60p AaHHbIX
WNHbOpMaLMOHHble NepemeHHble BK/OYany 4nucio Bcex 6onbHbix TH,
MIY-TB v WWNY-TB, pernctprpyembix B Jlatsun exerogHo. Ocylectsnanca
cbop cnegytowen MHGopmaummn no Bcem 60MbHbIM 3a 11-1 NeTHUA ne-
puoga: Tb pernctpauynoHHbIi HOMep, BO3pacT, nos, Tun n Kateropus Tb,
Hannume KaBepHO3HbIX NOSIOCTEN Ha Havano nevyenus, BUY cratyc, npe-
6blBaHVe B MeCTax iMweHnsa cBobobl, HaMyme/oTCyTCTBME COMYTCTBYIO-
ero caxapHoro avabeta, KMMHUYECKN 3adUKCMPOBAHHbIN ankoronmsm,
yrnoTpebneHne HapKOTUKOB, KOHTAKT C 60sibHbIM MJ1Y-TB, a Takxe CTaH-
[apTU30BaHHble NCXOAbl leveHNA. ICTOUHMKaMy faHHbIX CITYXXUn peru-
ctpol TB 1 MJIY-TB NlatBun. C60p AaHHbIX ocywecTBnanca B dopmare
¢danna MS Excel (Microsoft, PeamoHp, wrat BawwnHrtoH, CLUA) ¢ mas no ge-
Kabpb 2013r.

AHanus n ctaTucTuKa

HaHHble 13 danna Excel skcnopTvpoBanuch B CTaTUCTUYECKMI NaKeT Ana
aHanu3a (Bepcus 2.2.2.182, EpiData Association, OgeHce, [laHus). MpoBo-
OWNCA onucaTenbHbIN aHanNM3 U aHanmn3 TeHAeHUMI, KaTeropmanbHble ne-
peMeHHble CpaBHMBaNUCb C aHaNM3MpyeMbiMU WUCXOAaMK C MOMOLLbIO
KpUTepma X2, HECKOPPEKTUPOBAHHOIO OTHoLeHMUA WwaHcos (OLW) gna nc-
XO[HbIX XapaKTEPUCTUK, HECKOPPEKTUPOBAHHbIX OTHOCUTESTbHBIX PUCKOB
(OP) pna mncxopos neveHmsa n 95% poBeputenbHblx UHTepBanos (AW).
bbina npoBeaeHa MHOroMepHas NnorncTuyeckas perpeccus, BKovaoLwas
BCe MepeMeHHble 13 HECKOPPEKTUPOBAHHbIX MoAesell; Tak Kak B 3Hauu-
MOCTM NepeMeHHbIX MeXAY MOAENAMUN CyLLeCTBEHHOW pa3HuLbl He OTMe-
yanocb, OGUKCMPOBANUCb TOJNIBKO HeckoppeKTupoBaHHble OLL u OP.
YPOBHM 3HaUMMOCTV GblSIN YCTaHOBEHbI HA YpOBHe 5%.

OpobpeHrie KOMUTETOM MO 3TUKE

B 2010r. 661510 NosyYeHO paspeLueHne Ha NPoBefeHNe UCCcnefoBaHnsa OT
KomuTeTa no atuke Puxkckoro yHuBepcuteta um. CtpagbiHa, Pura, JlatBus.
Takxe 6bI10 NnonyyeHo ogobpeHrie KoHCynbTaTUBHOW Fpynbl MO BOMPO-
cam 3TUKM MexayHapoaHOro coto3a 6opbbbl ¢ Ty6epKynesom 1 3abonesa-
HuAMKN nerkux, Mapux, OpaHuma.
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Ta6bnuua 4 [emorpaduyeckne, KNMHUYECKME N COLMAnbHbIe XapakTepucTnkm 6onbHbix LLTY-TE no
HebnaronpuATHOMy ucxogy neyenus, Jlateus, 2000-2010rr.

B3ato Ha HebnaronpuATHbI
neyeHune nexop*
Xapaktepuctukm n n (%) OP (95%[1) P 3HaueHune
Bcero 133 63 (47)
Mon
My:Kckom 86 48 (56) 1,7 (1,1-2,8) <0,01
KeHcknn 47 15(32) 1
BospacTHasa 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)
Nokannzaumnsa Tb
JleroyHbin 125 62 (50) 1
BHenerouHbin 4 0 0 —
Ob6a 4 1(25) 0,5(0,1-2,8)
CraTyc MMKPOCKONUM Ma3Ka Ha Hayaso fleyeHuna
Ma30K-NonoXnTenbHbIN 79 46 (58) 1,9(1,2-2,8) <0,01
Ma3ok-oTpuruaTenbHbIii 54 17 (32) 1
Hanunune nonocten B nerkmx Ha Hayano neyeHms
HeT nonocren 23 7 (30) 1
Monoctn 90 52 (58) 1,9 (0,99-3,6) 0,02
He onpepenexo 20 4(20) 0.7 (0.2-1.9)
KaTteropus 3ab6onesaHus
BnepsBble BbiIABNEHHbIN Clyyan 63 21(33) 1
MoBTOpPHOE NeyeHne nocne neyeHns 27 12 (44) 1,3(0,8-2,3)
npenapatamu nepeoro paga
HeaddekTrBHOE neyeHne MIY-Tb 18 12 (67) 2,0(1,2-3,2) 0,01
OTpbiB OT neveHuns MNY-Tb 11 8(73) 2,2(1,3-3,6) 0,01
Peungne nocne neyenuna MJ1Y-Tb 14 10(71) 2,1(1,3-3,5) <0,01
BWY cTaTyc
BUY-oTtpuuatenbHbii 97 44 (45) 1
BY-nonoxutenbHbin 16 8 (50) 1,1(0,6-1,9)
KnuHunueckmn 3aprkcnmpoBaHHbiii ankoronmnsmt
Het 68 27 (40) 1
Oa 64 36 (56) 1,2(0,9-1,4)
HeunssectHo 1 0(0) —
CaxapHblii gnabet
Het 130 63 (49) 1
Na 3 0(0) —
MpebbiBaHKEe B MecTax NuLleHns cBobobl
Het 96 37 (39) 1
[a: B HacToALWee Bpems B 3aK0UEHNN 7 3(43) 1,1(0,5-2,7)
[a: 6bIBLUNI 3aKNIOUEHHDIN 30 23(77) 2,001,4-2,7) <0,001
MoTpebneHne
Het 114 54 (47) 1
[la: noTpebuTtenb B HacTosLLee Bpems 11 6 (55) 1,2 (0,6-2,0)
[a: notpebuTtens B npoLiom 6 3 (50) 1,1(0,5-2,4)
HeunssectHO 2 0(0) —
KoHTaKT ¢ 60nbHbIM MJTY-TB
Het 92 51 (55) 1
[a 41 12.(29) 0,5(0,3-0,9) 0,01

* OnpefenaeTca Kak CMepTb UM OTPbIB 6OJILHOTO B XOAE NleUeHns U HeGPEKTUBHBIN NCXOS, IEYEHNA.

T «AnKoronbHas 3aBUCUMOCTb» YKa3aHa B KapTe 60NbHOro Uy onpefenaeTca nevalmm Bpayom.

LLUJTY-TB = TB ¢ Wwnpokow nekapCcTBeHHOM YCTONYMBOCTbIO; OP = OTHOLWEeHWe prucKkoB; IV = foBepuTeNbHbIN MHTEPBan;

Tb = Tybepkynes; MJTY-Tb = TB ¢ MHOXeCTBEHHOW NIeKapCTBEHHON ycTonumnBoCTblo; BUY = Bupyc nmmyHopeduumta
yenoseka.
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Pe3ynbraTbl

M3 1779 60OnbHbIX, 3aperncTprpoBaHHbiX 3a 11-1 neTHUin nepuog, 1646
umenun MNY-TB, n 133 — LUNY-TB. Mpynna 6onbHbix MITY-TB BKAtoyana 1247
(76%) My>XUMH; CpepgHWA BO3pacT KOTOpbIX cocTaBnan 42 ropga (+
cTaHpapTHoe oTknoHeHue [CO] 12,%), rpynna 6onbHbix LLY-TH BKkntoyana
86 (65%) MyXUVH, CpefiHUA BO3pacT KOTopbix cocTaBun 39 neT (+12,5).
PUCYHOK nOKa3blBaeT TEHAEHLUMIO M3MEHeHWA MoKasaTenell GOMbHbIX,
peructpupyembix exkerogHo ¢ MJTY- n LUNY-TB, 3a 11-u neTHWin nepuog.
Mokazatenu MJTY-Tb gocturnn makcumyma - 240 cnyyaes B 2001r., nocne
yero OTMeYasiocb MX MOCTereHHoe CHWXKeHne Ao 69 ciydvaes B 2010r.
Mokasatenu LWJY-TB Bbipocnu ¢ 4 cnyyaes B 2000r. Ao makcumyma - 19
cnyyaes B 2004r.; ¢ Tex NOP YNCIIO C/TyHYaeB eXerofHo BapbMpoBanocb ot
10 go 20. bonee Ba)kHO TO, uTto fonAa cnyyaes MJIY-TB ¢ LLUJTY Bbipocna ¢
2% B 2000r. go 18% B 2010r.

[emorpaduueckune, KNMHUYECKME 1 COLMANbHbIE XapaKTePUCTVKM Na-
LIMEHTOB, KOTOPbIM Obin nocTtaBneH avarHo3s M/LLUY-TB 3a 11-u netHuin
nepuoga, npefctasneHbl B Tabnuue 2. Cpean 6onbHbix LWNY-TB, no cpaBHe-
HYIO € 6071bHBIMU MJTY-TB, 6b110 CyLeCTBEHHO 6OMbLUE XKEHLUMH, 6ONbHBIX
B BO3pacTe <18 neT, nauneHToB, neveHne MITY-Tb y KOTOpbIX 6blf10 Head-
dEKTUBHbBIM, CNlyyaeB peunameos nocne nedeHna MJY-Tb, BUY nHdpuum-
POBaHHbIX, PEryNApPHbIX NOTPebUTENen HAPKOTUKOB 1 NINL, HAXOAALLMXCA
B KOHTaKTe ¢ 60nbHbIM MJTY-TB.

Wcxopbl neveHna npeactasneHbl B Tabnuue 3. BoineyeHo 6bin1o cylie-
CTBeHHO 6osnble 60nbHbix MJTY-TB, yem LUJTY-TB, OCHOBHOW MPUYUHON
STOro ABMANCA BbICOKUIA MOKa3aTeNb He3GPeKTUBHOCTM NleyeHna 60sib-
Hbix LWITY-TB. [dpyrne ncxoppl neyeHva mano oTanyannucb Mexxay ABYMSA
rpynnamu 60nbHbIX. MpoueHTHble aonu 6onbHbIx LLY-TE ¢ Hebnaronpu-
ATHBIM MCXOAOM JIeUEHUA B 3aBUCUMOCTU OT AeMorpaduyeckux, KImHmnye-
CKUX W COLManbHbIX XapaKTepUCTUK NpeacTaBneHbl B Tabnuue 4. Cpeau
6ONbHbIX C HE3IpPEKTUBHbIM MCXOLOM JeyeHus Obl1o  CyLecTBeHHO
60/bLUE MYXXUUMH, NALNEHTOB C MONIOXKUTENbHBIM Pe3yNbTaTOM MUKPOCKO-
Ny Maska MOKPOTbI 1 Ha/Mumem NosnocTen B Nerkmnx, NaLmeHToB, neye-
HUe KOTOPbIX ObiNo HEIDDEKTUBHBIM, OTOPBABLLUXCA OT JIeUeHNs 1 peuu-
anBoB nocne neyeHua MJTY-TB, a Takxke nuu, B NPOLLIIOM HaXOAUBLLMXCA B
MecTax nuweHmnsa ceoboppl. Kpome Toro, 60nbHble, HaXOAAWMECA B KOH-
TakTe ¢ 60nbHbIM MJTY-TB, Menun cylecTBeHHO 6onee HU3KWUIN PUCK He-
6naronpuATHOIO NCXOfa NIeYeHUA.

OBCYXAOEHWE

[aHHOe nccnefoBaHve MOAYEPKMBAET BaKHOCTb npobnembl LWIY-TH B
NatBun. 3a 11-n neTHUn nepuog abconoTHoe uncno cnyyaes MJTY-TE B
CTpaHe YMeHbLUWSI0Ch, B TO BpeMsA Kak uncno cnyyaes LWITY-Tb gocturno
CBOEro MakCMMymMa W OCTAeTCA Ha CTabuibHO BbICOKOM YypoBHe. Kak
cnepcteure, gonst 6onbHbix LWNY-TE Bbipocna B 10 pas - Ha CEerogHALWHMNNA
AeHb okono 20% cnyyaes MJIY-TB mMmeloT WMPOKY NeKapCTBEHHYIO
YCTOMYNBOCTb.

Ha passutue LWNY-TE Bnudaet pag knwoueBblx dakTopoB. Headdek-
TUBHO JleYeHHble, OTOPBABLUMECA OT JleYeHUA GonbHbIE U CllyYyaun peuu-
avBa nocne neyeHus MN1Y-TB 66111 noBep»eHbl BbICOKOMY PUCKY pa3Bu-
™A npuobpeteHHon LLUJY ocobeHHO naumeHTbl nocse HeaddeKTNBHOrO
neyeHuvs. OTo NoAvYepKMBaeT OCTPYIo NOTPebHOCTb B 6onee 3P eKTUBHBIX
cxemax neyeHuvs ana NpopunakTUKM HapacTaHUA NeKapCTBEHHOW YCTON-
YMBOCTUN: COKPALLEHNM ANUTENIbHOCTY JIeUEHUA 1 NCMOMb30BaHNUW Npena-
paToB, 06naaoWMX MEHbLIVM YACIIOM NOGOYHBIX 3GPEKTOB, AN nyullei
NepeHOCMMOCTN BOJIbHBIMK Tepanuy U COOTBETCTBEHHO UX NMPUBEPMEH-
HoCTV neyeHuto. BUY-nHrUmMpoBaHHble nnua (B HacTosllee Bpems B
CTpaHe HacuuTbiBaeTcA 4863 yenoBeka, XMByLmnx ¢ BUY) n notpebutenu
He3aKOHHbIX HAPKOTUKOB Oblnv MOABEPXKEHDI CYLLECTBEHHOMY PUCKY pas-
BuTua LWNY-TB. 3Tn gBa ¢pakTopa B JlaTBMM ObINM B3aIMOCBA3aHbI, Snuge-
mua BUY nHbekumm B cTpaHe CKOHLEHTPYPOBaHa Ha NoTpebutenax BHy-
TPVBEHHbIX HAPKOTMKOB.'0 [lpoBefeHHbII HeJaBHO CUCTeMaTUYecKmi
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0630p nokasan 3aBucMmocTb mexay BUY nidpexumern n nepernyHbim MJ1Y-
TB B Takux CTpaHax, Kak Jlateua,'' nostomy npu yBenmueHun bpemeHu
LLUNY-TB 6yaeT 3akoHOMEpPHOW aHaNorMyHas 3aB1UCcMMOoCTb. HakoHel, 6bina
ycTaHoBneHa cBa3b Mexxpay LUMY-TB n KoHTakTom ¢ 60nbHbIM MITY-TB. Cu-
cTeMaTMyeckuii 063op GpakTopoB pucka passutua LLUY-TE Bbiasun pag
O[IHAKOBbIX MePEeMEHHbIX C TEMU, KOTopble Obiny BbifBNEHbI B XOf4e Ha-
LIero NccefoBaHnA, O4HAKO B HEM HET YMOMUHaHNA O KOHTaKTe C UHAEK-
CHbIMU NaumneHTammn.'2 Ham He coBceM MOHATHO, Noyemy. ITO BMOJIHE MO-
KeT ObITb PaKTOPOM pUCKa: MHAEKCHble NaumeHTbl ¢ MJTY-TB HaxogAaTcsa Ha
neyeHUN JNuTeNbHOE BpeMs, B TeUeHMe KOTOPOro Tepanua MOXET OKa-
3aTbCA HeIGPEKTUBHOM, OHM MOTYT HapyLlaTb PEXMM NIeYeHUs, YTO MO-
»KeT NpuBOAUTb K pa3sutuio LUJY-TB n ero ganbHewnwen TpaHCMUCCUN.

Moka3aTenb M3neyeHns GONbHLIX B HalleM MCCeA0BaHNN COCTaBU
50%, 4TO 6bINO HUXKE AHANIOMMYHOTO NoKasaTtena y 6onbHbix MJ1Y-TB, rnas-
HbIM 06pa3oM 13-3a BbICOKUX MoKa3aTeneil HeapdeKTUBHOCTY leyeHUs.
HebnaronpuatHble ncxoapbl NeYeHNa yalle PerncTprpoBannicb Y My»KUnH
1 NIL, HaXOAALLMNXCA B MeCTax JIMLLeHNA CBOOOAbI, Kak OTMeYanoch B rnpe-
AbIAYLNX CCNeaoBaHunsAx, >4 npeanonoXnTenbHoO, 3TO ABNAETCA OTpaxe-
HVEM HW3KOW MPUBEPXKEHHOCTW NleyeHuto. Takxe Oblfa yCTaHOBMEHa
CBA3b MEXAY HebNaronpuATHLIM NCXOLOM W TAXKEeCTblo 3abonesaHus, a
VMEHHO: HanMymem nosiocTel pacnaga no pesynsratam peHTreHorpadpum
OpraHoB rpyAHON KNeTKN 1 MOJIOKNTENbHbIM pe3yNibTaToM MUKPOCKONUN
Ma3ka MOKpOTbl. OAHaKO 3T pe3ynbTaTbl JIeYEHNA aHATIOTNYHbI, €C/N He
nydile, pesynbTaTam, MONYYEHHbIM B APYrUX CTpaHax, Hanpumep, Mepy,
1516 11 OHY, 6e3YCNOBHO, NyuLle Pe3yNbTaToB fleyeHuns B JlaTBUY B neprog ¢
2000 no 2004r., Korga nokasatenb usneyeHns coctaBnan 38%, a Headdek-
TUBHbIE MCXOAbl NIeYeHUA perncTpupoBanncb noytn B 50% cnydaes.t
YnyywnTb pe3ynbTaTtbl eYeHNa BO3MOXKHO C NMOMOLLbIO HOBbIX Mpenapa-
TOB 1 60nee 3pdeKTBHbIX KOMOVHALMIA IeKapCTBEHHbIX CPEACTB.

CunbHble CTOPOHbI UCCNe0BaHNA 3aK/IOYalOTCA B AMTeNbHOCTU 11-1
NeTHero nepuoga HabnAeHN 1 NOMHON O6LeHALMOHANbHON BbIOOPKE,
4To [fenaeT pe3ysbTaTbl penpe3eHTaTMBHbIMWA ANA CTPaHbl. BHUMaHue
TaKXe yAenanocb CobMofeHNI0 MeXAyHaPOAHbIX PEKOMEHAALUMIA No oT-
YeTHOCTUN O HabnloAaTeNbHbIX ccnefoBaHUAX.!718 OfHaKo nccnefoBaHve
MMeNo 1 pAg orpaHnyeHnin. Bo-nepsbix, OHO BKMOYaNo 60MbHbIX, 3aperu-
CTPUPOBaHHbIX AN IEYEHUSA, HO HE YUUTbBIBASIO TeX, KoMy Obin AnarHoCTu-
posaH MJTY- n LUNY-TB, HO neuyeHune He GblI0 HauaTo M3-3a CMepPTH, OTKa3a
UK NoTepu ANA fanbHelwero HabnoaeHns. Takum obpasom, pesynbraThl
He MOJSIHOCTbIO OTpaXkaloT MaclTab HauuoHanbHoOW npobnembl. Bo-BTo-
pbIX, OTCYTCTBOBaNIM HEKOTOPbIE AaHHble Mo BUY nHdekymn, T.K. MHOrve
60nbHble, B YaCTHOCTM, B MEAULMHCKUX YUpPEXAEHNAX Ha nepudepunn n B
TIOPEMHbIX 60NbHMLIAX HEe TECTVPOBANUCH.

WccnepoBaHve nmeeT BaxHoe 3HauyeHune. Bo-nepBsbix, neueHve MJTY-Tb
OUeHb AANTENIbHOE U CBA3AHO C MHOFOUMCIIEHHBIMY HEONArONMPUATHBIMMI
no6ouHbIMK ABReHUAMU. Heobxoanmbl 6onee KOPOTKME, MeHee TOKCUY-
Hble CXxeMbl ANA YNny4ylleHUA MPUBEPKEHHOCTU NEeUYEHNIO N YMeHbLUEHNA
pucka passutua LWNY-TB. 3Tomy moxeT cnocob6CcTBOBaTb UCMONb30BaHME
HOBbIX MpenapaToB TakuX, Kak 6efakBUIVH U AenamaHng.2%2! Bo-BTOpbIX,
TAXKeCTb 3aboneBaHnA CBA3aHa C NIOXUMY NCXOAAMM JIeUeHNA, NoAYepKI-
BaA TeEM CaMbIM HEOOXOAMMOCTb paHHeln anarHoctuku M/LUNY-TB, Hapsaay
c 6bonee akTUBHbIM BbIABlIEHMEM CJlyyaeB 3abonieBaHNA cpeam rpynmn Bbl-
cokoro pucka M/LNY-TB Takux, kak BUY-nHrumpoBaHHble 1 notpebu-
TeN He3aKOHHbIX HaPKOTMKOB. HOBbIN MeToA AMAarHOCTUKW, Hanpumep,
Xpert, ncnonb3yembin B Jlatum ¢ 2010r., NO3BOANT YCKOPUTb ANArHOCTUKY
NeKapcTBEHHO YCTOMUMBbIX popm Tb.22 B-TpeTbUx, Upe3BblYaiHO Ba)KHO
nonbITaTbCA NPeAOTBPaTUTb pacnpocTpaHeHne MHbeKuni, nepenasae-
MbIX BO3AYLUHbIM MyTeM, B TOM UYKC/e SleKapCTBEHHO ycTonumsoro Thb oco-
6eHHO B MeAVLMHCKUX YYpexaeHusax 3Ta npobnema TpebyeT 6onee npu-
CTanbHOro BHMMaHWA ANA BbIPaboTKM Npuemnembix U 3PEKTUBHBIX Mep
NHGEKLMNOHHOTO KOHTPONA.22 HakoHel, HeoOXOANMO YAEeNUTb NpuUcTanb-
Hoe BHUMaHVe 3PEKTVBHOCTU leYeHUA BOSbHbIX eKaPCTBEHHO YyBCT-
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BuTeNbHbIMN dopmamu Tb ¢ Lieniblo NpeaoTBPaLLeHNA NOABEHUA NeKap-
CTBEHHOW YCTONYNBOCTM.

B 3aksitoueHne oTMeTUM, YTO JaHHOe UCCeJOBaHMe BbIABUIO CyLLecT-
BeHHoe 6pems LUNY-TB B JlaTBUKW, NOJYEPKHYNO HEOOXOLMMOCTb Gonee
KOPOTKIMX 1 3PDEKTUBHDBIX cxeM nedeHuns MITY-TB, paHHel AMarHOCTMKY,
6onee aKTVBHOIO BbISIBIEHUA CllyYaeB 3aboneBaHUA CPean rpynmn Bbico-
KOro pucka n peanusaumm 3epPeKTVBHbIX Mep KOHTPONA HO30KOMUanb-
HOIN MHPEKUNM B NPOTUBOTYOEPKYNE3HBIX U APYIUX YUPEXAEHUAX BbICO-
KOro purcKa, BKJloUasa yupexaeHua ana nedenma BUAY nHuumpoBaHHbIX
.
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