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Setting: Georgia, a country with a high-burden of multi-
drug-resistant tuberculosis (MDR-TB).

Objective: To determine the proportion of loss to fol-
low-up (LFU) among MDR-TB patients treated nation-
wide from 2009 to 2011, and associated risk factors.
Design: Retrospective cohort study involving a review of
the National Tuberculosis Programme electronic surveil-
lance database. A Cox proportional hazards model was
used to assess risk factors for time to LFU.

Results: Among 1593 patients, 458 (29%) were lost to
follow-up. A total of 1240 MDR-TB patients were in-
cluded in the final analysis (845 treatment success, 395
LFU). Over 40% of LFU occurred during the first 8
months of MDR-TB treatment; 40% of patients had not
achieved culture conversion at the time of LFU. In multi-
variate analysis, the factors associated with LFU included
male sex, illicit drug use, tobacco use, history of previous
anti-tuberculosis treatment, site of TB disease, and place
and year of initiating treatment.

Conclusion: LFU was high among MDR-TB patients in
Georgia and posed a significant public health risk, as
many were culture-positive at the time of LFU. A multi-
pronged approach is needed to address the various pa-
tient- and treatment-related characteristics associated
with LFU.

M ultidrug-resistant tuberculosis (MDR-TB), de-
fined as resistance to at least isoniazid and ri-
fampicin, is a major threat to tuberculosis (TB) control
and, as mentioned in the 2013 World Health Organi-
zation (WHO) global tuberculosis report, the world is
‘off track’ in achieving targets for MDR-TB treatment.!
There were an estimated 450000 new cases of MDR-TB
worldwide in 2012, and the reported treatment suc-
cess rate was only 48%.! Among MDR-TB patients
with poor treatment outcomes, the majority were due
to loss to follow-up (LFU) during treatment (previ-
ously termed treatment default).?2 According to the
WHO, LFU is defined as an interruption of anti-tuber-
culosis treatment of at least 2 consecutive months.
MDR-TB patients who are lost to follow-up have an in-
creased risk of TB-related death and of transmitting
drug-resistant TB in the community.3

The highest rates of MDR-TB are observed in East-
ern European countries, including Georgia, which is
one of the WHO-designated 27 high MDR-TB burden

countries.! In 2012, MDR-TB prevalence was respec-
tively 11% and 32% among new and retreatment TB
cases. In 2009, with the assistance of the Green Light
Committee (GLC), Georgia became one of the first
lower-middle-income countries to provide universal
access to diagnosis and treatment of MDR-TB. How-
ever, initial MDR-TB treatment outcomes were subop-
timal. In an analysis of the first cohort of MDR-TB pa-
tients in Georgia who started treatment in 2009, 22%
of patients were lost to follow-up.# LFU rates were also
high, at 20%, in a more recent cohort of children re-
ceiving treatment for MDR-TB in Georgia.>

LFU rates in Georgia are similar to the high rates
reported among MDR-TB patients globally.6 These
very high rates highlight the challenges of adherence
to treatment and treatment completion among
MDR-TB patients for National TB Programmes (NTP)
worldwide. Understanding the risk factors associated
with LFU would help NTPs to plan effective interven-
tions for addressing this problem. This was the basis
for the present study, along with a 2013 directive of
the GLC and Global Drug Facility (GDF) Joint Country
Mission that recommended an updated strategy to re-
duce the high LFU among patients with MDR-TB.

The specific objectives of this study were to assess,
among MDR-TB patients in Georgia, 1) the proportion
of patients lost to follow-up, 2) time of LFU, 3) culture
conversion status at LFU, and 4) characteristics associ-
ated with LFU. This information will help prioritise fu-
ture public health interventions aimed at reducing
LFU and halting the spread of MDR-TB.

METHODS

Setting
The Ministry of Health oversees TB control in Georgia
(population 4.5 million),” and TB diagnosis and treat-
ment is provided free of charge for the patients
through the National Centre for Tuberculosis and
Lung Diseases (NCTLD, Thbilisi, Georgia). The Global
Fund to Fight AIDS, Tuberculosis and Malaria (Geneva,
Switzerland) funds the procurement of quality-assured
anti-tuberculosis drugs through the GDF mechanism.
Second-line drug (SLD) regimens were individual-
ised based on drug susceptibility testing (DST) results,
guided by WHO criteria.® The regimens were designed
to include four or more active drugs based on the DST
results, and included a fluoroquinolone and an inject-
able. According to country guidelines, an injectable
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agent was given for a minimum of 8 months. All treat-
ment is given by directly observed therapy (DOT). In
2008-2012, food vouchers were given to patients with
MDR-TB receiving out-patient treatment; however, the
voucher programme was discontinued in January
2013.

As standard of care in Georgia, patients with con-
firmed MDR-TB are admitted to an MDR-TB ward at
one of four TB hospitals for the initiation of the inten-
sive phase of treatment. Patients are recommended,
but not required, to remain hospitalised at least until
their sputum smears convert to negative. After dis-
charge, patients with MDR-TB are referred to out-pa-
tient TB units (TB clinics) for the continuation phase
of treatment. TB medications are delivered to TB units
by NCTLD coordinators. The patient visits the clinic to
receive DOT from a nurse.

Study design, population and period

A retrospective cohort study design was utilised. All
patients in the country of Georgia with MDR-TB and
registered in the civil sector for treatment at the NCT-
BLD in Tbilisi, Georgia, and affiliated centres through-
out the country from January 2009 to December 2011
were included in the study.

Laboratory

Culture and DST were performed at the Georgian Na-
tional TB Reference Laboratory. All patients had
DST-confirmed MDR-TB. Sputum cultures were per-
formed monthly until three consecutive negative cul-
ture results had been obtained, and then every 3
months until treatment completion. For all Mycobacte-
rium tuberculosis-positive sputum cultures, first- and
second-line DST were performed using the absolute
and proportion concentration methods, respectively,
as previously described.?

Data management and analysis

All data were extracted from the electronic National
TB Surveillance database. Variables collected included
treatment start and completion dates, patient demo-
graphics, history of incarceration, drug use, comorbidi-
ties, history of anti-tuberculosis treatment, culture
conversion dates and treatment outcomes (per WHO
definitions?).

Analyses were performed using Stata v12.1 (Stata
Corp, College Station, TX, USA) and SAS v9.3 (Statisti-
cal Analysis System Institute Inc, Cary, NC, USA). De-
scriptive statistics were used to determine time to LFU
among patients with MDR-TB, and to compare charac-
teristics between patients with LFU and those with a
successful outcome (defined as cure or completed
treatment). Patients with extensively drug-resistant TB,
or those who died, failed treatment or were transferred
out, were not included in the analysis. A Cox propor-
tional hazards model was used to assess risk factors for
time to LFU. An alternative Cox proportional hazards
model comparing LFU vs. all other treatment out-
comes (including those who died or failed treatment)
was also performed. Model building and selection were
based on purposeful selection of covariates, as previ-
ously described.10 P < 0.05 was considered significant.
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Ethics

The study was approved by the Ethics Advisory Group
of the International Union Against Tuberculosis and
Lung Disease, Paris, France, and the Institutional Re-
view Boards of the National Center for Disease Control
and Public Health (NCDC) in Tbilisi, Georgia, and Em-
ory University in Atlanta, GA, USA.

RESULTS

During 2009-2011, 1593 patients were initiated on
MDR-TB treatment in Georgia, of whom 458 (29%)
were lost to follow-up. Of the 1593 patients, 353 (22%)
were excluded from data analysis for the following rea-
sons: extensively drug-resistant TB (defined as MDR-TB
plus resistance to a fluoroquinolone and an injectable),
treatment failure, transfer out, death, and either no fi-
nal outcome available or missing data (Figure 1). A to-
tal of 1240 patients were thus included in the analysis
of risk factors for LFU. Of these, 845 had a successful
outcome and 395 were lost to follow-up.

The demographic and disease characteristics of the
MDR-TB patients included (n = 1240) are summarised
in Table 1. Among the overall cohort, the majority of
patients were male (73%); the mean age was 36.2
years. The proportion of previously treated patients
(57%) was high, and approximately one fifth had a
history of incarceration. Over one third of patients re-
ported use of alcohol (34%) or tobacco (36%), while
the rate of illicit drug use (4%) and co-infection with
the human immunodeficiency virus (3%) was low. A
similar number of patients initiated treatment in 2009
(n =420) and 2011 (n = 428), with a slight dip in 2010
(n = 382). Approximately half of all patients initiated
treatment in Tbilisi, with the rest receiving treatment
in other regions of Georgia.

There were numerous differences in characteristics
among those lost to follow-up vs. patients with a fa-
vourable outcome (Table 1). Patients who were lost to
follow-up were significantly more likely to be male
(81% vs. 69%), have a history of incarceration (26% vs.
15%), illicit drug use (6% vs. 3%), tobacco use (44% vs.
32%), to have received previous anti-tuberculosis treat-
ment (62% vs. 54%), have pulmonary disease (96% vs.
91%) and have baseline smear-positive results (70% vs.
58%) than patients with a favourable outcome. The
culture conversion rate at 2 months was also signifi-
cantly lower in LFU patients vs. those with a favour-
able outcome (18% vs. 26%, respectively).

With regard to timing of LFU, the median time of
follow-up among patients lost to follow-up was 10
months (interquartile range 5-17); 161 patients (41%)
were lost to follow-up during the first 8 months of
MDR-TB treatment, 81 (20%) during the next 9-12
months and 152 (39%) after 12 months of initiating
MDR-TB treatment (Figure 2). At the time of LFU,
61% of patients (241/395) had achieved culture con-
version. The culture conversion rate at the time of
LFU was much lower in patients interrupting treat-
ment during the early period (37%) than compared to
those lost to follow-up from 9 to 12 months (73%) or
after 12 months (80%) of starting MDR-TB treatment
(Figure 3).
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(n = 1593)

All patients who initiated MDR-TB treatment, Georgia, 2009-2011

Patients excluded from analysis (n = 353)
+  XDR-TB (n=74)
*  Treatment failure (n = 50)
«  Transferred out (n = 19)

*  Death during treatment (n = 117)
*  No outcome available (n = 55)
»  Final outcome date missing (n = 38)

(n = 1240)

MDR-TB patients included in study cohort

Favourable outcome
(n = 845)

Lost to follow-up

(n = 395)

FIGURE 1 Study cohort diagram. MDR-TB = multidrug-resistant tuberculosis;

XDR-TB = extensively drug-resistant TB.

The results of the univariate and multivariate survival analyses
for risk factors for time to LFU are shown in Table 2. In multivari-
ate analysis, factors associated with LFU included male sex, illicit
drug use, tobacco use, history of previous anti-tuberculosis treat-
ment, site of TB disease, and place and year of initiating treat-
ment. Achieving culture conversion at 2 months (hazard ratio
0.76, 95%CI 0.59-0.99) had a protective effect against LFU. The
alternative model comparing LFU vs. all other treatment out-
comes found similar results (results not shown); however, un-
known illicit drug use status and culture conversion at month 2
were no longer significant in multivariate analysis.

DISCUSSION

In this study, we found that 29% of all patients initiating treat-
ment for MDR-TB during 2009-2011 were lost to follow-up
during treatment, and that 40% had not achieved culture conver-
sion at the time of LFU. A similarly high rate of LFU among
MDR-TB patients has been demonstrated in other studies,® and
these data together illustrate the immense challenges in achiev-
ing completion of currently recommended SLD regimens for
MDR-TB. Our LFU rate was also substantially higher than the
WHO recommended target of 5%.11 We identified a combination
of various patient and treatment characteristics that were associ-
ated with LFU; reducing LFU will take a multipronged approach
targeting multiple elements.

About 40% of LFU occurred early during the intensive phase
(first 8 months), and two thirds of these patients were culture-pos-
itive at the time of LFU. While a previous study from Peru found
the same rate of culture positivity (40%) at the time of LFU,3 no
other studies have reported on the rate of culture conversion at
the time of LFU. Given the higher rates of culture positivity, pa-
tients with early LFU are at a higher risk of spreading MDR-TB
disease in the community and of having a poor long-term out-
come.3 Furthermore, the reasons for LFU are likely to be different.
Adverse events may be more likely to be responsible for LFU
during the intensive phase of treatment, when patients are receiv-
ing an injectable agent. Previous studies evaluating severe adverse
events during MDR-TB treatment found that approximately 65%

occur in the first 6 months of treatment.!213 Unfortunately, there
is no standard system for reporting drug-related adverse events or
management in Georgia. The only insight available comes from a
United States Agency for International Development TB Preven-
tion Project in Georgia, in which MDR-TB patients who were lost
to follow-up were contacted and interviewed. The study found
that 50% of patients with MDR-TB reported treatment-related
side effects as the most important reason for LFU.14 As injectable
agents and current SLDs will likely continue to be used for at least
the next few years, proper reporting and management of adverse
events is an essential component of MDR-TB treatment.815 To en-
sure proper treatment of adverse events, continual training of TB
health care workers (HCWs) on the management of SLD-related
adverse events will be needed.

Our study identified several patient characteristics that were
associated with a higher risk of LFU. The use of illicit drugs was
probably underreported in our study, although it showed a statis-
tically significant association with LFU. Excessive alcohol con-
sumption was associated with LFU in univariate analysis; how-
ever, the definition of excessive alcohol consumption was not
standardised and was evaluated by physicians subjectively. This
was one of the main risk factors for interruption of and non-ad-
herence to treatment in the study conducted in Tomsk oblast,
Russia.16

We recommend that all MDR-TB patients be screened rou-
tinely for the presence of the risk factors identified in this study;
those who have these risk factors should be prioritised for inten-
sive follow-up care. They should also be linked to other support
services such as opioid substitution therapy, treatment of alcohol
addiction and tobacco cessation services. While results on the ef-
fectiveness of patient incentives vary, cash incentives have been
seen to perform better than non-cash incentives in improving pa-
tient adherence and retention.l” The country plans to re-launch
its comprehensive package of adherence interventions (cash in-
centives) in 2014.

Two treatment-related factors associated with LFU were year
and location of treatment initiation. Later year of treatment en-
rolment has been found to be associated with higher LFU rates in
many studies and is thought to be secondary to a decreasing abil-
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TABLE 1 Characteristics associated with loss to follow-up among multidrug-resistant tuberculosis patients,

Georgia, 2009-2011 (n = 1240)

Overall Lost to follow-up Treatment success*
(n=1240) (n=395) (n =845)
Characteristics n (%) n (%) n (%) P value
Sex <0.01
Male 903 (73) 320 (81) 583 (69)
Female 337 (27) 75 (18) 262 (31)
Age, years
Median [IQR] 34 [25-46] 34 [27-46] 34 [25-46]
Mean (SD) 36.2 (14) 37.2(14) 35.8 (15) 0.09
Marital status 0.71
Married/living together 612 (49) 198 (50) 414 (49)
Not married 628 (51) 197 (50) 431 (51)
Employment status 0.11
Unemployed 869 (70) 289 (73) 580 (69)
Other 371 (30) 106 (27) 265 (31)
History of incarceration <0.01
Yes 225 (18) 101 (26) 124 (15)
No 1015 (82) 294 (74) 721 (85)
lllicit drug use <0.01
Yes 51 (4) 23 (6) 28 (3)
No 1065 (86) 319 (81) 746 (88)
Unknown 124 (10) 53 (13) 71(9)
Alcohol use 0.05
Yes 424 (34) 154 (39) 270 (32)
No 780 (63) 230 (58) 550 (65)
Unknown 36 (3) 11 (3) 25 (3)
History of tobacco use <0.01
Yes 443 (36) 175 (44) 268 (32)
No 797 (64) 220 (56) 577 (68)
HIV status 0.36
Positive 36 (3) 14 (4) 22 (3)
Not positive/unknown 1204 (97) 381 (96) 823 (97)
Type of patient <0.01
New 508 (41) 138 (35) 370 (44)
Previously treated 704 (57) 245 (62) 459 (54)
Unknown 28 (2) 12 (3) 16 (2)
Disease location <0.01
Extra-pulmonary 83 (7) 13(3) 70 (8)
Pulmonary 1151 (93) 380 (96) 771 (91)
Unknown 6 (0.5) 2 (1) 4 (1)
Baseline smear status <0.01
Negative 395 (32) 97 (25) 298 (35)
Positive 769 (62) 277 (70) 492 (58)
Unknown 76 (6) 21 (5) 55 (7)
Culture conversion at 2 months <0.01
Yes 292 (24) 71 (18) 221 (26)
No 948 (76) 324 (82) 624 (74)
Treatment initiation, year <0.01
2009 430 (35) 126 (32) 304 (36)
2010 382 (31) 105 (27) 277 (33)
2011 428 (34) 164 (41) 264 (31)
BMI, kg/m2 0.75
<18.5 340 (27) 106 (27) 234 (28)
>18.5 900 (73) 289 (73) 611 (72)
Region 0.15
Thilisi 591 (48) 200 (51) 391 (46)
Other 649 (52) 195 (49) 454 (54)

*Cured and treatment completed.

IQR = interquartile range; SD = standard deviation; HIV = human immunodeficiency virus; BMI = body mass index.
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FIGURE 2 Time to loss to follow-up among MDR-TB patients, Geor-
gia, 2009-2011. MDR-TB = multidrug-resistant tuberculosis.
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FIGURE 3 Rates of culture conversion among multidrug-resistant
tuberculosis patients, Georgia, 2009-2011 (n = 395).

ity to provide individualised patient-centred care as the total
MDR-TB cohort size increases.®18 The HCW-patient ratio may de-
crease, and limited NTP financial resources are spread over an in-
creasing number of patients. In Georgia, the total number of
MDR-TB patients on treatment steadily increased from 2009 to
2011 and may have been responsible for higher LFU rates for the
reasons given above. The NCTLD hospital and affiliated clinics in
Thilisi care for the majority of MDR-TB patients in the country,
and for the reasons described, this may lead to a higher rate of
LFU than in other regions, where more patient-centred, decen-
tralised care is possible. An additional factor that is likely respon-
sible in part for the higher LFU seen in 2011 is a recent trend of
patients from former Soviet Union countries, including Georgia,
seeking care in other countries. A 2013 report describes the high
rate of Georgian MDR-TB patients seeking care in France, includ-
ing 26 patients in 2012.1° These findings indicate an urgent need
to evaluate patient perception of care in Georgia and find ways to
improve MDR-TB management.

The main strengths of our study include a large popula-
tion-based study cohort, the inclusion of culture conversion sta-
tus at time of LFU, and adherence to the STROBE (Strengthening
the Reporting of Observational Studies in Epidemiology) guide-
lines for reporting on observational studies.?’ Limitations include
use of retrospective, routine programme data, which may be sub-
ject to unrecognised errors, lack of information on adverse drug
events and comorbidities, including diabetes and mental health

High LFU among MDR-TB patients in Georgia S45

TABLE 2 Univariate and multivariate analysis evaluating risk factors
for time to loss to follow-up among multidrug-resistant tuberculosis

patients, Georgia, 2009-2011 (n = 1240)

Characteristics

Univariate analysis

Multivariate analysis*

HR (95%Cl)

aHR (95%Cl)

Sex
Male
Female
Age, per year
Marital status
Married
Not married
Employment status
Unemployed
Other
History of incarceration
Yes
No
lllicit drug use
Yes
No
Unknown
Alcohol use
Yes
No
Unknown
History of tobacco use
Yes
No
HIV status
Positive
Not positive/unknown
Type of patient
New
Previously treated
Unknown
Disease location
Extra-pulmonary
Pulmonary
Unknown
Baseline smear status
Negative
Positive
Unknown

Culture conversion at 2
months

Yes
No
Treatment initiation, year
2009
2010
2011
BMI, kg/m?
<18.5
>18.5
Region
Thilisi
Other

_

69 (1.31-2.17)
1.00
.01 (0.99-1.01)

—_

_

.03 (0.84-1.25)
1.00

—_

17 (0.93-1.46)
1.00

_

.67 (1.33-2.09)
1.00

—_

.69 (1.11-2.58)
1.00
52(1.13-2.03)

—_

_

.25 (1.02-1.53)
1.00
.05 (0.57-1.91)

—_

—_

.52(1.25-1.85)
1.00

_

.27 (0.74-2.16)
1.00

1.00
.34 (1.09-1.65)
.61 (0.89-2.91)

_ -

1.00
2.19 (1.26-3.80)
2.21 (0.50-9.81)

0.70 (0.56-0.89)
1.00
0.83 (0.53-1.29)

0.72 (0.56-0.93)
1.00

1.00
0.92 (0.69-1.16)
1.36 (1.07-1.71)

0.97 (0.78-1.21)
1.00

1.19 (0.98-1.45)
1.00

1.37 (1.04-1.79)
1.00

1.60 (1.04-2.46)
1.00
1.38 (1.03-1.86)

1.34 (1.08-1.66)
1.00

1.00
1.35 (1.09-1.68)
1.61 (0.86-2.93)

1.00
2.03 (1.16-3.55)
1.93 (0.43-8.75)

0.76 (0.59-0.99)
1.00

1.00
0.92 (0.71-1.20)
1.46 (1.14-1.85)

1.30 (1.07-1.59)
1.00

* Adjusted HRs are only presented for variables included in the multivariate model.
HR = hazard ratio; Cl = confidence interval; aHR = adjusted HR; HIV = human immu-
nodeficiency virus; BMI = body mass index.
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disorders, which were not systematically documented. The ab-
sence of hospitalisation dates also prevented us from assessing the
effect of duration of hospitalisation on LFU.

In conclusion, our study found an alarmingly high rate of
LFU among MDR-TB patients and a high rate of culture positivity
at the time of LFU. Patients who are lost to follow-up are a threat
to the spread of disease in the community, and based on our re-
sults a multipronged strategy is needed to address this urgent
problem.

The following country-specific recommendations could be
made:

e To improve adverse drug reaction management by setting up a
pharmacovigilance system linked to the electronic TB database

e To train HCWs in the management of side effects of anti-tuber-
culosis medicines

e Screening on risk factors identified by the study and intensive
follow-up

e Incentives for patients and service providers

¢ Decentralisation of treatment facilities within Tbilisi to im-
prove the HCW-patient ratio per treatment centre.
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dakTopbl pUCKa, cCBA3aHHbIE C NoTepein ANA AanbHenwwero HabnogeHnAa 60NbHbIX
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MECTO NPOBEJEHWA: Mpy3na — cTpaHa ¢ BbICOKMM bGpeme-
HeM Tyb6epKyresa C MHOXECTBEHHOW NeKapCTBEHHON YCTOi-
ymsocTbto (MNTY-TB).

LEJIb: OnpepenvTb JONO MOTEPSAHHbIX ANA HabnoaeHus
(MAH) 6onbHbIX MJTY-TB, HaXOAMBLINXCA HA NIEYEHUUN B Me-
puop ¢ 2009r. no 2011r, 1 cBA3aHHble C 3TMM aKTopbI
pucka.

OU3AWH: PeTpocnekTuBHOe KOFrOpTHOE WCCNeoBaHue,
npegycmaTpuriBatoLlee nsyyeHme 3eKTPOHHON 6a3bl AaHHbIX
3MMAEMNONOrMYecKoro Hag3opa HaunoHanbHONM Nporpammbl
60pb6bl ¢ Ty6epkynesom (HMT). Mogenb nponopuroHanb-
HbIX pPUCKOB KoKca mcnonb3oBanach A oueHKn $hakTopos
purcKa, Binaowmnx Ha Bpems go MNAH.

PE3YJIbTATbI: 13 1593 60nbHbIX 458 (29%) Obinvi NOTEPSIHbI
OnA panbHenwero HabnoaeHVA. B oKoHYaTenbHbI aHanu3
6b11 BKIIIOUeHbI Bcero 1240 6onbHbIx MITY-TB (845 ¢ ycneww-
HbIM ncxopom nevenus, 395 MAH). bonee 40% cnyuaes MNAH
npuwnocb Ha nepsble 8 mecAueB nevenna MJY-TB; y 40%
60nbHbIX Ha MOMeHT MN[H He Npou3oLuna HeraTUBaLuUA Kyib-
Typbl. ®akTopbl, cBA3aHHble ¢ MH no AaHHbIM MHOromep-
HOrO aHanM3a, BKAYaNN: MyXXCKol nos, ynotpebnexve Hap-
KOTVKOB, TabaKoKypeHue, neyeHmne no nosony Tybepkynesa B
aHaMHe3e, flokanmsaumio Tb npouecca, MecTo 1 rof Havana
neyeHuns.

BbIBObl: B py3nn otmeuvanca sbicokui nokasatens MNAH
60nbHbIX MNTY-TB, UTO NPeACTaBAANO cepbe3Hyto yrpo3y 06-
LWeCTBEHHOMY 3[0POBbiO, Tak Kak Ha MOMEHT mnotepu Ans
JanbHewwero HabnoaeHNA MHorve 6oMbHble ABNANNCH Gak-
TepuoBbIgenMTeNAMY No nocesy. Heobxoamm KOMMIeKCHbI
NOAXOA B OTHOLIEHWMN PA3NINYHbIX XapaKTePUCTUK GONbHbIX 1
0CcobeHHOCTE leYeHms, accounmnpoBaHHbIx ¢ MOH.

Ty6epKyne3 C MHOXECTBEHHOW JIeKapCTBEHHON YCTONYM-
BocTblo (MJ1Y-TB), ompepenAembii Kak YCTOMYMBOCTb
MUHVMYM K U30HMA3ngy 1 pudamnuumHy, ABNAETCA OCHOB-
HOW yrpo3oii ans 60pbbbl ¢ Tybepkynesom (Tb) 1, Kak roso-
punocb B OTyeTe BcemupHON opraHu3aummn 3apaBooxpaHe-
Hua (BO3) o rnobanbHon 6opbbe ¢ Tb, mup ewle ganek ot
DOCTUXKEHUA LieneBbIX nokasaTenen no neyexHuto MJ1Y-TB.' B
2012r. pacueTHOe 4mncno HoBbix cnyyaes MJ1Y-Tb B mupe co-
ctaBuno 450 000; a 3apermcTpupoBaHHbIA MOKa3aTesb
YCMELHOCTY NleyeHus - Bcero 48%.1 BonbluMHCTBO Hebnaro-
NpUATHBIX NcxoaoB nederns MITY-TB 6binn 0bycnoBneHbl no-
Tepei 6onbHbIX ANA JanbHelwero HabnopeHusa (MAOH) Bo
BpemMs neyeHus (MO [ENCTBYIOLWEMY paHee onpeneneHuio

«0TpbIB»).2 CornacHo onpeaenenuto BO3, MH onpepensetca
KaK npepblBaHuMe NPOTNBOTYO6EPKyNe3HOro leYeHns Ha 2 me-
csAua noapag v 6onbue. MNoTepAHHbIE ANA AanbHENWero Ha-
6nopeHna 6onbHble MJTY-TB nofBepxeHbl 6onee BbICOKOMY
pucky cmept oT Tb 1 npeacTaBnAloT yrpo3y fanbHenwero
pacnpocTpaHeHns IeKapCTBEHHO YCTONUYMBOrO Ty6epKynesa
B coobuiecTse.?

Camble BbicokMe nokasatenu MJTY-Tb HabnwogaoTca B
cTpaHax BoctouHon EBponbl, BKntouas lpy3uio, KoTopasa BXO-
[OMT B 4ncno 27 CTpaH Mupa C BbICOKMM 6pemeHem MITY-TB,
no onpegeneHuio BO3." B 2012r. pacnpoctpaHeHHoCcTb MJ1Y-
Tb coctaBuna cootBeTctBeHHO 11% 1 32% cpeaun Bnepsble
BbISIBMIEHHBIX 1 paHee neyeHHblx 60nbHbIx Th. B 2009r. npun
nopaepxke Komnteta 3eneHoro ceeta (K3C) Mpy3ua ctana oa-
HOW M3 MepBbIX CTPaH C YPOBHEM [I0XOAa HUXe CpefHero,
obecneyuBLuel BCEOOLMI AOCTYN K AUArHOCTUKE 1 NIeYEHNIO
MIY-TB. OpHako ucxopHble pesynbraTtbl neyeHua MITY-Tb
6bINKN faneky ot naeanbHbiX. AHanM3 NepBon KOropTbl 60s1b-
Hbix MJTY-TB B lpy3un, HauyaBlimnx neyeHune B 2009r., nokasan,
41O 22% 60sIbHBIX ObINY NOTEPAHbI A1A AaNbHENLLEro Habnto-
aeHun.? Mokasatenu MOH 6biny Tak»Ke BbICOKMMY - Ha YPOBHE
20% B 6onee No3aHel KoropTe AeTeil, MONyYaBLUNX fleyeHne
no nosogy MJ1Y-Tb B lpy3un.>

Mokasatenu MAH 60nbHbIX B [Py3MKU aHaNOMMUHbI BbICO-
Km nokasatensam MAH 6onbHbix MJTY-TB Bo Bcem mupe.® ITun
BbICOKME LMdpbl NoAYEPKMBAOT Npobrnembl HaumoHanbHbIX
nporpamm 60pb6bl ¢ Tb (HMT) BO Bcem Mupe ¢ COXpaHEHUEM
npviBep»XeHHOCT 60nbHbIX MJTY-TB neyeHnto n 3aBeplue-
HMEeM VMW MOJSIHOTO Kypca neyeHus. MNMoHumaHne dakTopos
pUCKa, CBA3aHHBIX C NoTepelt 60/bHbIX ANA AaNbHENLero Ha-
6nopeHna, nomoxket HMT cnnaHupoBaTb a3ddeKTUBHbIE MPo-
rpaMMHble MEPOMNPUATUA AN1A PeLleHns 3TUX npobnem. 1o
NOC/NY>KMI0 OCHOBOW [nA NpOBefeHNA AaHHOro 1ccnefoBa-
HUA, HapAZdy C AUPEKTNBOM COBMECTHOW CTPaHOBOW MUCCMM
K3C 1 MobanbHoro mexaHun3ma no obecneyeHunio NPOTNBOTY-
6epkynesHbiMu npenapatamn (GDF) ot 2013r., pekomeHzo-
BaBLUEN MepeCcMOTPEHHYI0 CTpaTernio, HanpaBleHHY0 Ha
ymeHblueHve yncna MNAH 6onbHbix MNY-TB.

KoHKpeTHble Lenv nccnefoBaHus 3akoyanmicb B OLeHKe
cnegytowmx napametpos MJ1Y-TB B lpy3uu: 1) gonun 60nbHbIX,
NOTEPAHHbIX ANA [anbHellero HabnofeHusa, 2) BpemeHu
MAH, 3) ctatyca npekpalyeHna 6akTeproBbliAeeHna no no-
ceBy Ha MoMeHT MH, 1 4) xapakTepncTuk, cBAsaHHbIx ¢ MOH.
Ta HPOpMaLMA MOMOXKET onpefenunTb NPUOPUTETHOCTb BY-
AYLWMX NPOrPaMMHbIX MEPOMPUATUIA O6LeCTBEHHOIO 3apa-
BOOXPaHeHUsA, HanpaBieHHbIX Ha yMeHbLueHre yncna MNAH n
0CTaHOBKY pacnpocTtpaHeHua MJTY-Tb.

YYPEXAEHWNA
HauunoHanbHbI LeHTp
KOHTpOsA 3a6onesBaHuni n
061LLeCTBEHHOTO 3[J0POBbA,
Téunucw, Npysus
MexayHapoaHblii colo3 no
60pbbe ¢ TybepKynesom u
60mne3HAMM Nerkix,
NpeACTaBUTeNbCTBO B
lOro-BoctouHou Asun, Hbio
Jenun, UHgus

EBponeiickoe
pervoHanbHoe 61opo
BcemupHoit opraHusauumn
3/paBoOOXpaHeHus,
KonenrareH, JaHus

OTgen anuaemMnonoruu,
Bptroccenbcknin
onepaLVoHHbIN LeHTp,
Médecins Sans Frontiéres
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HaumnoHanbHbI LeHTp
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MecTto npoBeaeHuna
MUWHNCTEPCTBO 3ApaBOOXPaHEHNA KOHTpompyeT 6opbby
Tb B py3uu (HaceneHwne 4,5 MUNIMOHa YenoBekK),” ycyri no
OnarHocTmke n nevenuio Tb npepgocTtaBnsAtoTca 60/bHbIM 6ec-
nnaTtHo yepe3 HauuoHanbHbIN LeHTp TybepKynesa n 6ones-
Hen nerkux (HUTBJ, Téunucn, Mpysna). MobanbHblii doHA
ana 6opbbbl co CMAOom, Tybepkynesom n manapuein (Ke-
HeBa, LLBeiuapua) duHaHCMpyeT 3aKyrKy KauyecTBeHHbIX
NpOTNBOTY6epKyNe3HbIX NpernapaTos Yepes mexaHnam GDF.
CxeMbl leyeHns npenapatamu BToporo paga (MBP) 6binn
VNHAVBULYaNV3POBaHbl B COOTBETCTBUM C pe3ynbTaTamu Te-
CTOB NleKapcTBeHHON vyBcTBUTENbHOCTY (TJ14) cornacHo Kpu-
Tepuram BO3.8 Cxembl COCTOANN 13 YeTbIpex Unn bonee akTnB-
HbIX MpenapaToB B COOTBETCTBMM C pe3ynbratamu TJ1Y, a
TakXKe BKoYany GpTOPXMHONOH M UHBEKLMOHHBIN Npenapar.
B cooTBeTCTBMM C HAUMOHaNbHLIMA pPeKoMeHAALNAMYU
VNHBEK-LMOHHBIN NpenapaT Ha3Hayanca Ha CPOK Kak MUHU-
Mym 8 MecAaLeB. Bce neueHne npoBoaunoch nog HenocpeacT-
BeHHbIM HabnoaeHvem (JOT). B 2008-2012rr. TanoHbl Ha
NPOAYKTbl NWTAaHWA BbiJaBaNMCb B KayecTBe MOOLLPEHUN
60nbHbIM MJTY-TB Ha ambynaTopHOM neYeHun; ofHaKo Mpo-
rpamma Bbijaym TaroHoB 6bina npekpatieHa B AHBape 2013r.
CornacHo CTaHpapTy MeauuMHCKon nomolwm B lpysumu,
6onbHble C NoATBepXAeHHbIM anarHozom MITY-TB rocnuta-
NN3NPYIOTCA ANA NPOXOXAEHUA UHTEHCMBHON dasbl eyeHns
B MJTY - oTneneHve ogHol 13 yetbipex Tb 60nbHUL. BonbHbIM
peKkomeHpayeTcA, HO OHM He 06A3aHbl, OCTaBaTbCA B CTaLMO-
Hape Kak MVHUMYM O HeraTvBaLMy MasKoB MUKPOCKOMMUU
MOKpOTbI. Mocne Bbinuckn 6onbHble MJTY-TB HanpaBnAoTca B
ambynatopHble Tb KIUHUKY ANA NeyeHnsa Ha NoAAepPKUBato-
weit dasze. MpoTmBoTyGEpPKY/e3Hble npenapaTtbl AOCTaBNA-
toTcA B Tb kKnuHuKn KoopanHatopamu HUTBJ1. bonbHol noce-
WaeT  KAVMHUKY  ANnA  npuemMa  npenapatoB  Moj
HemnocpeAcTBeHHbIM HabnAeHNEeM MeJNLVHCKON CecTpbl.

[n3anH, nonynauma n nepmnop npoBefeHna NccefoBaHns
Bbin BbIOpaH PeTPOCNeKTUBHbIM KOrOPTHbIN AM3aiiH nccne-
noBaHuA. Bce 6onbHble MNTY-TB B [py3unu, B3ATble Ha neyeHne
B rpakaaHckom cektope B HUTBJT B Tounucw, Mpy3um n B go-
YepHMX LieHTpax Mo Bcel cTpaHe ¢ AHBapA 2009r. no aekabpb
2011r., 66111 BKITIOYEHbBI B CClIeAOBaHMe.

Jlabopatopus

MoceBbl n T4 npoBoaunuceb B MPY3MHCKOM HaLMOHanbHOMN
pedepeHc-nabopatopun. Y Bcex 6onbHbix MJTY-TB guarHos
6bn nopTBepxaeH T/IY. lMoceBbl MOKPOTbI MPOBOAWINCH
exxemMeCAYHO [J0 MOoJTyYeHMs Tpex NocsiefoBaTeNbHbIX OTpU-
LaTeNlbHbIX Pe3y/bTaTOB MOCEBOB, MOC/E Yero NoceBbl NPo-
BOAWINCH pa3 B TPU MecALa A0 3aBepLUeHMA NOSHOro Kypca
neyexus. TNIY K npenapatam nepBoro 1 BTOPOro paga npo-
BOAWIVCb ANA BCEX MONOXUTENbHBIX KynbTyp Mycobacterium
tuberculosis meTooM abCOMOTHBIX KOHLEHTPAUMIA 1 Mpo-
nopumii, Kak onuncblBanochb paHee.?

YnpaeneHve JaHHbIMMN 1 aHaNn3

Bce maHHble M3BMEKaNNCb U3 HALMOHANbHOMN 3MEKTPOH-
HOW 6a3bl JaHHbIX SNMAEMUONIOTMYECKOro Hag3opa. Cobupa-
emMble NnepemeHHble BK/OYanu: AaTbl Hauana v 3aBepLieHns
neyeHus, agemorpaduyeckre aaHHble 605bHbIX, NpebbiBaHne
B MeCTax NMLeHrs cBo60ofpl, ynotpebneHme HapKOTUKOB, CO-
nyTCTBYIOWME NATONOMAKW, JleueHne MpoTMBOTYGEepKyes-

HbIMW MpenapaTtamy B aHamHe3e, faTa HeratuBauun Kysib-
TYpbl 1 pe3ynbTaThl neyeHns (no onpepenexHuam BO32).

AHann3 npoBoawscA C MOMOLLbIO CTaTUCTUYECKOro na-
KeTa Stata v12.1 (Stata Corp, Konnegx Creiiwen, Texac, CLLUA)
n SAS v9.3 (Statistical Analysis System Institute Inc, Kapu, Ce-
BepHas KaponuHa, CLUA). OnvcaTenbHasa cTaTUCTVIKa UCMOSb-
30Banacb Ans onpegeneHva Bpemernu ao MAH 6onbHbIX
MIY-TB 1 gnAa cpaBHEHUA XapakTepuctTnk 6onbHbIx MOH n
Tex, eyeHre KOoTopbixX ObiIo YCreLHbIM (ycnex onpeaenanca
KaK «M3f1eyeHne» Unn «neyeHve 3aBepLueHo»). bonbHble Ty-
6epKyne3oM C LIMPOKOW NeKapCTBEHHOW YCTOMYMBOCTBIO,
ymepLuue, neyeHmne KoTopbix 6bino HeapdeKTVBHBIM UK Bbl-
OblBLIVIE He OblIN BKIIIOYEHbl B aHanu3. Ins oueHKn pakTo-
poB pucka MOH ncnonb3oBanacb Mofenb NPONoOpLMOHab-
HbIXx puckoB Kokca. TakKe cTpounacb anbTepHaTVBHaA
MoZenb NPOMOPLMOHaNbHbIX PUCKOB KoKca Ans cpaBHeHUA
NAOH ¢ pgpyrumun uncxopamun neyeHus (BKOYasA MCXoAb
«ymep» 1 «neyeHne HeapPeKTUBHO»). Bbibop 1 noctpoeHune
Mogenei 6bliv OCHOBaHbI Ha LieNieBOM Bblbope KOBapuaT, Kak
onucbiBanocb paHee.'9 3HaueHne P < 0,05 cuuTanocb
3HaUYVMBbIM.

MonyuyeHune ogo6peHnsa KomuUTeTa No 3TUKe

Wccneposarme 6bi1o ogobpeHo KoHcynbTaTvBHOWM rpynnom
no Bonpocam 3Tk MexgyHapogHoOro cotsa rno 6opbbe ¢
TybepKyne3om v 3aboneBaHmaMK nerkux, Mapux, OpaHuyua,
N DKCMepTHbIMKM coBeTamy HauMoHanbHOro LeHTpa KOHT-
ponsa 3aboneBaHUin 1 obLecTBeHHOro 3goposba (HLK3) B
Tounucw, Mpy3na n YHneepcuteta SMopu B ATnaHTe, [xxopa-
*xusa, CLUA.

PE3YJIbTATbDI

B 2009-2011r. 1593 60nbHbIX ObINN B3ATbI Ha NeveHne MITY-
TB B py3uu, n3 KoTopbix 458 (29%) ObIIN MOTEPSAHbI ANA
JanbHenwero HabnopeHus. M3 1593 6onbHbIX 353 (22%)
6bINN NCKIIOYEHbI 13 aHanM3a AaHHbIX MO CneayLwyM Npu-
ynHam: TBb € WwMpoKon neKkapcTBEHHOM YCTONYMBOCTbIO
(onpepenaembiin kak MJTY-Tb nntoc ycTonymBocTb K GTOpPXU-
HOMIOHaM 1 MHBEKUMOHHOMY npenapaty), HedbdpeKkTuBHOE
neyeHue, BbIObIT, CMepPTb, OKOHYATENIbHOrO pe3ynbTata HerT,
nnbo paHHble oTcyTCTBYIOT (puc. 1). Takum o6pasom, Bcero
1240 6onbHbIX BOWNM B aHanu3 ¢akTopos pucka MAH. U3
HUX y 845 ncxop neyeHuns 6bin GnaronpuATHbIM, a 395 6binn
noTepsAHbl AN1A JanbHeNLWero HabnoaeHns.

B Tabnuue 1 npencTtaBneHbl femorpaduyeckmne n KnmHu-
yeckne XxapakTepuCTUKN BKIIOUYEHHbIX 601bHbIX MJTY-TE (n =
1240). B koropTe GONbLUMHCTBO GOMbHbIX ObLIN MYyMUMHbI
(73%); cpepHuii BO3pacT cocTtaBun 36,2 ropa. [lona paHee ne-
YeHHbIX 60MbHbIX (57%) 6blna BbICOKOW, MPUOAU3UTENBHO
KaXKablil NATbIA OTObIBaN HaKa3aHue B MecTax NLEHNA CBO-
604bl. TpeTb 60MbHbIX YNoTpebnanmn ankoronb (34%) unm Ky-
punu (36%), ofHaKO NPOLEHT 6OMbHbIX, MOTPEOASAIOWNX Hap-
KoTnyeckne cpepctBa (4%), W cC/lyyaeB  COYETaHHOW
BUY-nHbekymm (3%) 6611 HA3KUM. AHanornyHoe yncno 6osb-
HbIX 6bINI0 B3ATO Ha NeveHwne B 2009r. (n = 420) B 2011r. (n =
428), uncno B3ATbIX Ha NedyeHue B 2010r. 6bIIO HECKOMbKO
Huxe (n = 382). NMpnbnnsnTenbHO MoNoBMHA GOMbHBIX Ha-
yanu neyeHne B TOUNNCK, OCTasbHble MOSyYany NeyeHve B
apyrux obnactax lpysun.

XapakTepucTnku 6onbHbIx, NOH 1 umeBwmnx 6naronpusT-
HbI UCXOR NeyeHns, BoO MHorom otanyanucb (Tabnuua 1).
Cpean 60nbHbIX, NOTEPAHHBIX ANA AaNnbHeNnwero Habnope-

Bbicokuii nokasartenb MAH 6onbHbix MJTY-TB B Mpy3un S45

Bblpamerme 6narogapuoc1|/|
[laHHOe nccnepoBaHme 6bino
nposefieHo Yepes MHuumatrsy
O MOAroTOBKe U MpoBeaeHnio
CTPYKTYPUPOBaHHbIX
nccneposanuia (SORTIT) -
rno6anbHOro NapTHePCTBa,
Bo3rnasnsemoro CnewmanbHom
NpOrpammoii No HayuYHbIM
UCCneaoBaHAM U MoAroToBKe
CneumanncToB B obnactu
Tponuyecknx 3abonesaxwii
BcemupHo opraHusaumm
3apaBooxpaHeHus (BO3/TDR,
KeHesa, LLiBenuapus).
CneuvanbHas nporpamma SORT
IT, pesynsratom KOTOpOW CTana
[laHHaA ny6nuKauus, 6bina
COBMECTHO pa3paboTaHa 1
peanusosaHa BO3-TDR;
EBponeiicknm pervmoHanbHbIM
6topo BO3, KonewrareH, JaHus;
Otpenom onepaumoHHbIX
nccneposanuii (LUXOR),
Médecins Sans Frontiéres,
Bpioccenbckoro
OrMepaLIOHHOTO LIEHTPa,
Tiokcembypr; LieHTpom
onepaLVoHHbIX cCnefoBaHuUi,
MexpayHapoaHoOro cotosa
60pb0bI € TB 1 3a60n1€BaHNAMM
nerkux (The Union), Mapwx,
DpaHuWaA; NPeACTaBUTENbCTBOM
Coto3a B Oro-BoctouHoi Azuu,
Hbio flenun, Hgua. Mbl
6narofiapHbl 3a NOAAEPXKKY
cTpaHoBomy oduicy BO3 B
TannuHHe, 3CTOHUA N
SCTOHCKOMY HaLOHaNbHOMY
VHCTUTYTY 3[J0POBbA 1
pazsuTnA (TanavHH, SCTOHUSA) 3a
nposefieHvie 06yyaloLyx
ceMnHapoB. Mbl TaKKe BbICOKO
LieHMM aKTUBHOE y4acTune
cTpaHoBoro oduca BO3 n
MuHuctepcTBa
3ApaBOOXPaHeHIA B Bbibope
KaHAWAATOB AN1A NOATOTOBKN
NPOoBeIeHNI0 OnepaLoHHbIX
nccnefoBaHui v onpefeneHnn
nccnenoBaTenbckux NPOEeKToB.
DurHaHCMpPOBaHMe NPOrpaMmbl
SORT IT ocywectenano
AMepUKaHCKoe areHTCTBO
Me[lyHapOAHOTrO Pa3BUTUA
(USAID) nocpeAcTBOM rpaHTa,
ynpasneHue KoTopbiM
ocyuwiectsnsana BO3/TDR.
JlononHutenbHasa nogaepxka
6bina NpefocTaBneHa
Esponeiickum 6topo BO3,
Otpenom mexayHapoaHoro
pa3suTtunA, JIOHA0H,
CoepnvnHeHHoe KoponeBcTso 1
MSF. ®uHaHcypytoLLme CTOPOHbI
He nrpanu ponu B paspaboTke
[n3aiiHa, coope 1 aHanuse
[AaHHbIX, B NPUHATUA peLlleHns o
ny6nmKauyv unv nogroToBke
CTaTbn.

YacTnyHo PpuHaHcpoBaHue
UCCNeaoBaHuA OCyLLeCTBIANOCH
3a CYET CPe/ICTB rPaHTOB
MexpayHapOAHOro LeHTpa 1M,
DorapTn HaumoHanbHbIX
NHCTUTYTOB 3a0poBbA CLUIA
(D43TW007124 1
D43TW007124-0651), n
HaLlVIOHaanbIX NHCTUTYTOB
anneprum n MHGEKLUMOHHbIX
3abonesaHuin (K23A1103044),
Betecpa, Mapunetp, CLLA.
KOHGNMKTbI MHTEpecoB: He
3aAB/IeHbI.

TonbKo aBTOpPbI HeCyT
OTBETCTBEHHOCTb 3a TOUKY
3pEeHuA, BblpaxKeHHyIo B JaHHOMN
ny6nvkau, kotopas He
obA3aTeNnbHO oTpaxaeT
MOJINTUKY, PELIEHVA NN TOUKY
3peHuna BO3.

B cooTBeTCTBIM C NONNTUKON
BO3 B oTHOLWEHUM NYybAMKaLmn
ANA OTKPLITOro AOCTYyNa BCeX
pabor, drHaHcvpyembix BO3
W1 aBTOpamu/coaBTopamut
KOTOPbIX BbICTYNalOT
coTpyaHukmn BO3, BO3
CoXpaHAEeT aBTOPCKOe NPaBo Ha
[laHHyi0 ny6nvkaumio Ha
ocHoBaHuM nuueHsun Creative
Commons Attribution (http://
creativecommons.org/licenses/
by/3.0/igo/legalcode),
paspeLuatoLeit
HeorpaHnyeHHoe
1Cnonb3oBaHyie MaTepuana, ero
pacnpocTpaHeHue 1
BOCNPOV3BEAEHNE Ha NIOObIX
pecypcax ¢ yKasaHuem CCbinKi
Ha BO3 B KauecTBe NCTOYHMKa
nHdopmaLm.
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(n=1593)

Bce 6onbHble, HauaBLue nedenne MY-TB, Mpyaus, 2009-2011rr.

BonbHble, ncknoveHHble 13 aHanmsa (n = 353)
« LUNY-TB (n=74)
« HeaddekTmBHoe neueHme (n = 50)
« Bbibbin (n=19)
« Ymep B xoge neveHus (n=117)
« Het pesynbrata neyeHus (n = 55)
« [laHHble 0 pe3ynbTaTe NleyeHns
oTCyTCTBYIOT (N = 38)

(n=1240)

BonbHble MJTY-TB, BKNtOYEHHbIe B KOrOPTY NCCefoBaHNA

BnaronpuATHbIN ncxop

MNoTeps ana panbHenwero
HabnogeHus (n = 395)

(n=845)
PUC. 1
KapcTBeHHoW yctonumsocTbio; LUNTY-TB
YCTOMYMBOCTbBIO.

HYA, 6bI10 Gonblue My>KunH (81% npoTuB 69%), Nuu, NPebblBaBLUNX B
NMPOLLIOM B MeCTax NnLeHns cBobogbl (26% npoTus 15%), ynotpebnsio-
LMX HAPKOTUKKM (6% npoTuB 3%), Kypunblwnkos (44% npotus 32%), pa-
Hee fleyeHHbIX No nosoay Tybepkynesa (62% npotuns 54%), nuy, ¢ Tb ner-
Kux (96% npotmB 91%) 1 NaUMEHTOB C VMCXOQHLIMU MONIOXKUTENbHBIMA
pe3ynbTaTaMn MUKPOCKOMNMUM Ma3koB MOKPOTbI (70% npotus 58%), yem
cpeay 60sIbHbIX ¢ 6MAronPUATHBIM UCXOAOM NeveHuns. MNokasaTtenb Hera-
TUBALMMN KynbTypbl Yepe3 2 MecsAua fleyeHns Takxe Obln CylWecTBeHHO
Huxe y 6onbHbIX MOH, N0 cCpaBHEHMIO C TEMW, UCXOA NIeUEHUA KOTOPbIX
6b11 6naronpuATHbIM (18% NpPoTUB 26%, COOTBETCTBEHHO).

Yro Kacaetcs BpemeHnm o MNAH, meanaHa BpemeHn HabnogeHnsa 60nb-
Hbix MH cocTtaBuna 10 mecAueB (MeXXKBapTUIbHbIN Anana3oH 5-17); 161
60nbHON (41%) 6blT NOTEPAH ANA AaNibHenwero HabnoaeHA B TedeHne
nepsbix 8 mecAueB neueHna MJTY-Tb, 81 (20%) - B TeueHue cregyroWwmx
9-12 mecAues, 1 152 (39%) - cnycta 12 mecAueB Nocsie Hayana jeyeHns
MITY-Tb (puc. 2). Ha momeHT MAH 61% 60nbHbIX (241/395) npekpaTnin
6aKkTepuoBbigeneHre No KynbType. [okasaTenb HeratmBauuy KynbTypbl
Ha momeHT MNJH 6bin cywecTBeHHO HUXe Yy 6OMbHbBIX, NPepbIBaloLLNX Ne-
yeHme B ero Hauasne (37%), Yem y Tex, KTo Obin NOTePsAH ANA AasibHeNWero
HabnogeHua cnycta 9 -12 mecaues(73%) nnu cnycta 6onee 12 mecsaues
(80%) ot Hauana neyeHua MJTY-Tb (puc. 3).

Pe3ynbTaTbl OJHOMEPHOrO 1 MHOrOMEPHOTO aHanm3a GpakTopoB pucka
ans Bpemenu go MAH npeactaBneHsbl B Tabnuue 2. B MHOromepHom aHa-
nun3e dakTopsbl, cBA3aHHble ¢ MH, BKoYanu: My»ckoi nosn, notpebnexHne
HapPKOTMKOB, TabaKoKypeHue, NeveHne nNo noBogy TybepKysnesa B aHaM-
He3e, nokanusauuio Tb, mecto 1 rog Hauyana neyeHusa. KoHBepcra Kynb-
Typbl yepe3 2 mecAua (cooTHoweHue puckos 0,76, 95% AN 0,59-0,99)
oKasbiBana 3awuTHbIl 3pdekT ot MAH. MNocTpoeHne anbTepHaTUBHON MO-
fgenu, cpaeHuBatowen MNAH co Bcemn apyrmun pesynbTataMmu neyeHus,
NoKasasio aHanornyHble pesynbraTthl (pe3ynbTaTbl He NPeAcTaBNeHbl); Of-
HaKo B MHOrOMEPHOM aHann3e HEN3BECTHbIV CTaTyC NOTPebNeHNa HapKo-
TUKOB W HeraTnBaums KynbTypbl yepes 2 mecsaua He Obinn CTaTUCTUYecKn
3HaYUMBbIMU.

OBCYMOEHUE

Halue nccnegoBaHme nokasano, uto 29% Bcex 6osbHbIX, HAUYaBLUUX neve-
Hue MJTY-TB B TeueHune 2009-2011rr., 66y NOTepAHbI ANA faNbHENLWero

[Ouarpamma KoropTbl nccnegosanms. MJTY-Tb = Ty6epKynes ¢ MHOXeCTBEHHO e-
TybepKynes ¢ LWMPOKOW JieKapCTBEHHOW

HabntofeHns BO Bpemsa neyeHus, n 40% ABNANMCb GakTepuoBblgenuTe-
nAamMn no nocesy Ha momeHT MOH. [lpyrne nccnepoBaHma nokasanm noxo-
e Bblcokne nokaszartenu MNAH 6onbHbix MJTY-TB,6 BMecTe 3T AaHHble
HarnAAHO MOKa3blBaloT, HACKOJIbKO CIIOKHO AOOUTHLCA MOMHOrO 3aBepLue-
HUA 6onbHbIMU MITY-TB pekoMeHAOBaHHbIX KypCOB JiedeHnA npenapa-
Tamu BTOporo psaa. Haw nokasatens MAH 6bin 3HaunTeNbHO BbilEe PEKo-
MeHfoBaHHoro BO3 ueneBoro nokasatens 5%.'" Kakme KOMOWHaUUW
VNHANBUAYANbHBIX XapakTePUCTUK GOMbHBIX 1 XapaKTepu- CTUK Nnonydae-
MOTO fledeHusa 6binm cBAzaHbl ¢ MOH; ana ymeHblweHns ynucna 60nbHbIX
NAH HeobXoAUM KOMMMEKCHbBI MOAXOA, HamnpaBslieHHbI OAHOBPEMEHHO
Ha HECKOJIbKO 3JIEMEHTOB.

Okono 40% MAH Habntoganocb Ha UHTEHCUBHON dase (NepBble 8 me-
cAUEB), ABE TPETU 3TUX 6ONbHbIX OblV 6aKTEePUOBbIAENUTENAMMN MO NO-
ceBy Ha momeHT MJH. XoTa npoBegeHHOe paHee B [lepy nccnegosaHue
NoKasaso Takow »e NpoLeHT 6akTepuoBblgenuTeneii no nocesy (40%) Ha
momeHT MH,3 o apyrux nccnepoBaHUAX Nokasatensa HeraTuBauum Kysb-
Typbl y 605bHbIX Ha MomMeHT MAH He coobwanock. YunTbiBas BbICOKUN
nokasaTenb 6akTepUOBbIAENIEHNA MO MOCEBY Y OGONbHbIX, NOTEPAHHBIX
ONA JanbHenwero HabMogeHNs Ha PaHHKX 3Tanax JIeYeHns, OHN npea-
CTaBAAT BbICOKUI PUCK pacnpocTpaHeHus MJTY-TB B cooblectse u
noaBepeHbl 6onbluemMy pUCKy HebGMaronpuATHOro LONrOCPOYHOro UC-
xofa.? bonee Toro, npnyvHbl MNAH mMoryT 6bITb pasHbiMy. Hebnaronpuat-
Hble NOOOYHbIE ABNEHUSA Yalle aBnsTcs npuunHon MNAH Bo Bpems nH-
TeHCMBHON da3bl NneyeHns, Koraa 6osibHble NONYyYalT UHBEKLMOHHBIN
npenapar. [poBefeHHbIe paHee UCCNefOBaHNA MO OLEHKE TAXEesbIX Mo-
6OUHbIX ABNeHW B xofe neveHua MITY-TE nokasanu, yto nNpubnusn-
TeNnbHO 65% 13 HMX BO3HMKAIOT B NepBble 6 MecALeB neyeHna.'213 K co-
XKaneHuio, B Tpy3mm OTCYTCTBYeT CTaHAAPTHaA CUCTeMa COOOLEeHUA O
CBA3AHHbIX C MPUEMOM NEKAPCTBEHHbIX CPEACTB HEGNAronpuATHbIX ABNe-
HUAX. EQAUHCTBEHHBIM MCTOYHMKOM MHbOPMaLUM No AaHHON npobneme
ABNAETCA NPOEKT Nno npodunaktuke Tb AMeprKaHCKOro areHTCTBa Mex-
ZyHapogHoro pa3sutusa B lpysum, B pamkax Kotoporo 6onbHble MJ1Y-TB,
noTepsiHHbIE ANA AaNbHENLWero HabnoaeHWs, Ppa3blCKUBaNVCh 1 onpaLlu-
Banucb. MiccneposaHme nokasano, 4to 50% 6onbHbIXx MJTY-TB ncnbiTbl-
Bann Ha GOHe neyeHna HebnaronpuATHblE ABMEHNA, YTO U ABUSIOCH Ca-
Mo BaxkHOMW npuumHon [IOH.'* WHbekuynoHHble npenapatbl U
coBpemeHHble MBP, ckopee Bcero, 6yayT MCMONb30BaTbCA B GnmxKanwme
HEeCKONbKO f1eT, NO3TOMY afekBaTHaA CUCTeMa COODOLIEeHMA O U BeAeHus
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TABJIVMLA 1 XapaKTepuUCTUKN, CBA3AHHbIE C MOTepel Ans AasnbHenwero HabnioaeHna 60bHbIX C TY6epKyne3om ¢
MHOeCTBEHHOW NeKapCTBEHHOW YCTONUMBOCTbIO, [py3us, 2009-2011 (n = 1240)

MNoTeps ans panbHenwero

Bcero HabnogeHns Ycnex neyeHus*
(n=1240) (n=395) (n=845)
Xapaktepuctunkmn n (%) n (%) n (%) P-3HaueHne
Mon +0.01
My>KcKoii 903 (73) 320(81) 583 (69)
KeHckun 337(27) 75(18) 262 (31)
BospacT, net
Mepwuana [MKA]] 34 [25-46] 34 [27-46] 34 [25-46]
Cpeptee (CO) 36.2(14) 37.2(14) 35.8(15) 0.09
CemeliHbI cTaTyC 0.71
B 6pake/coBmMeCTHOE NPOXVBaHKe 612 (49) 198 (50) 414 (49)
He cocTtouT B 6pake 628 (51) 197 (50) 431 (51)
CraTyc 3aHATOCTU 0.11
Be3paboTHbIn 869 (70) 289 (73) 580 (69)
Mpoyee 371 (30) 106 (27) 265 (31)
MpebbiBaHMe B MeCTax nLIeHUA CBO6OAbI +0.01
[a 225(18) 101 (26) 124 (15)
Het 1015 (82) 294 (74) 721 (85)
He3akoHHOe noTpebneHne HapKOTUKOB +0.01
a 51(4) 23 (6) 28 (3)
Het 1065 (86) 319 (81) 746 (88)
HeunseectHo 124 (10) 53(13) 71 (9)
YnotpebneHve ankorons 0.05
[Ha 424 (34) 154 (39) 270(32)
Het 780 (63) 230 (58) 550 (65)
HewnssecTtHo 36 (3) 1 3) 25(3)
TabakokypeHue +0.01
Jla 443 (36) 175 (44) 268 (32)
Het 797 (64) 220 (56) 577 (68)
BWY-cTatyc 0.36
MonoXxutenbHbin 36 (3) 14 (4) 22 (3)
He nonoxutenbHblil /HenssecteH 1204 (97) 381 (96) 823 (97)
KaTeropus 6onbHoro +0.01
HoBbii1 508 (41) 138 (35) 370 (44)
PaHee neueHHbIN 704 (57) 245 (62) 459 (54)
HeusectHO 28(2) 12(3) 16 (2)
JNokanusauma Tb +0.01
BHenerouHbIn 83(7) 13(3) 70 (8)
JleroyHnbin 1151 (93) 380 (96) 771 (91)
HewussecTHo 6 (0.5) 2(1) 4(1)
McxopHblii CTaTyC MUKPOCKOMNMM Ma3ka +0.01
OTpuuaTenbHbIn 395(32) 97 (25) 298 (35)
MoNOXKUTENbHbI 769 (62) 277 (70) 492 (58)
HenssectHo 76 (6) 21(5) 55(7)
HeraTtuBaums KynbTypbl Yepes 2 mecaua +0.01
Ja 292 (24) 71(18) 221(26)
Het 948 (76) 324 (82) 624 (74)
Hauano nevenus, rog +0.01
2009 430 (35) 126 (32) 304 (36)
2010 382(31) 105 (27) 277 (33)
2011 428 (34) 164 (41) 264 (31)
UMT, kr/m2 0.75
=185 340(27) 106 (27) 234 (28)
~185 900 (73) 289 (73) 611(72)
O6nacTtb 0.15
Tounucn 591 (48) 200 (51) 391 (46)
Llpyroit 649 (52) 195 (49) 454 (54)

* M3neyeH 1 neyeHre 3aBepLueHo.
MK = mexkBapTUnbHbI AranazoH; CO = cTaHAapTHOe OTKNoHeHUe; BUY = Bupyc ummyHopeduuuTa yenoseka; IMT = nHgekc maccol Tena.
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PUC. 2 Bpema fo notepu Ans AanbHeiwero HabnofeHna 60nbHbIX
MNY-TB, Mpy3ua, 2009-2011. MJTY-TB = TybepKyne3 C MHOXeCTBEHHOW
NneKapCcTBEHHOWN YCTONYMBOCTbIO.
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PUC. 3 TokasaTtenun HeratvBaumm KysabTypbl 60bHbIX C MHOMXECTBEHHO
JleKapCTBEHHOW YCTONYMBOCTbIO, [py3una, 2009-2011 (n = 395).

NMO6OYHbIX ABMEHUIN ABNAETCA BaXKHENLINM KOMMNOHEHTOM neuyeHna MJ1Y-
TB.815 MeauumHcKne paboTHUKM GTU3MATPUUECKON CyObl JOMKHbI He-
npepbiBHO 06yYaTbCA BbIABIEHNIO, MPABUIIbHOMY BEAEHNIO 1 KOpPeKLmMn
NMOGOYHBIX KIIMHUYECKUX ABNEHNIA.

Hawe nccnepoBaHme BbIABMNO PAA MHAVBUAYASIbHBIX XapaKTePUCTUK
60NbHbIX, CBA3aHHbIX C 6onee BbicoKUM puckom MAH. YacToTa notpebne-
HVA HAapKOTUKOB, BEPOATHO, Oblia 3aHMKeHa B HalleM MCCrefoBaHuK,
ofljHaKo OblNa BblABNEHa CTaTUYECKN 3HaUYMMasa CBA3b MeXAay rnotpebne-
Huem HapkoTukoB 1 MJH. OgHoMepHbIN aHanm3 Nokasan CBA3b Ype3mep-
Horo ynotpebnenunsa ankorons c¢ lNAH; ogHako onpegeneHne ypesmep-
HOro ynoTpebneHns ankorons He 6bI10 CTaHAAPTU30BAHO U CYOBEKTUBHO
OLIEHMBAIOCh NleyalliM BpayoMm. ITO OblI0 OCHOBHbIM GakTOPOM pucka
npepbiBaHNA NeYeHna 1 HeCOBNIOAEHNA peXnMa XMMUoTepanm B UC-
cnefoBaHUK, NpoBeeHHOM B ToMcKol obnactu, Poccnn.'®

Mbl pekomeHAyeM NPOBOAUTL PEryNAPHbIA CKPUHUHT BCeX 6OMbHbIX
MINY-TB Ha Hannume GpakTOPOB PUCKA, BbIABIEHHbIX B HalleM 1UcCiefoBa-
HUW; NPY UX BbiABNEHN BONbHblE HyXAatoTcA B 6onee npucTtanbHOM 1
WHTEHCVMBHOM HabntogeHnn. OHU HYXXAI0TCA TaKXKe B OKa3aHUW M MHOM
NnoaAepKM 1 NOMOLLK, Hanpumep, B NPOBeAEeHNM ONMONAHON 3aMecTu-
TeSIbHOWM Tepanuu, SIeYEHUN OT anKOroJIbHOWM 3aBUCMMOCTU U KypeHus.
HecmoTps Ha To, UTo 3G PeKTMBHOCTL CMCTEMDI MOOLLPeHNIA BONbHBIX Ba-
pbupyeTca, AOKa3aHO, YTO BbiMnaTa AeHeXHbIX MoowpeHnin 3odekTms-
Hee HeMOHETapHbIX MOOLLPEHNI YNyYllaeT NPUBEPKEHHOCTb GOMbHBIX
NleYeHnto 1 yaepxKrBaeT Ux Ha neveHnn.'” CTpaHa nnaHWpyeT 3aHOBO 3a-
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TABJINLA 2 OpHOMEpPHbIN 1 MHOTOMEPHbIV aHann3, CPaBHUBAIOLLNIA
daKTopbl pUCKa ANA BPeMeH 0 NoTepy 4f1a AaNbHenwero HabnogeHus
60/IbHbIX Ty6EPKYNe30M C MHOXECTBEHHOW NIeKapCTBEHHOW
ycTonumsocTbio, [py3na, 2009-2011rr. (n = 1240)

OpHoMepHbI aHann3  MHoromepHbIi aHanms*

XapakTepucTukm OP (95%W) cOP (95%11)
Mon
My»xckom 1.69(1.31-2.17) 1.37 (1.04-1.79)
KeHckunin 1.00 1.00

Bo3spacr, net 1.01(0.99-1.01)
CemenHbIN cTaTyC
B 6pake 1.03 (0.84-1.25)
He cocTtouT B 6pake 1.00
CraTyc 3aHATOCTU
Be3paboTHbIN 1.17 (0.93-1.46)
[Lpyron 1.00

MpebbiBaHMe B MecTax
nvweHns ceobofbl

Na 1.67 (1.33-2.09)
Het 1.00
HeszakoHHOe noTpebneHne
HapKOTUKOB
Na 1.69(1.11-2.58) 1.60 (1.04-2.46)
Het 1.00 1.00
HewnsBectHo 1.52(1.13-2.03) 1.38(1.03-1.86)
YnotpebneHue ankorons
Na 1.25(1.02-1.53)
Het 1.00
HewnsBecTHO 1.05(0.57-1.91)
TabakokypeHue
Oa 1.52(1.25-1.85) 1.34 (1.08-1.66)
Het 1.00 1.00
BWY cratyc
MonoxuTenbHbii 1.27 (0.74-2.16)
He nonoxwutenbHbiin/ 1.00
Hen3BecTHO
Kateropus 6onbHoro
HoBbil 1.00 1.00
PaHee neuyeHHbIN 1.34(1.09-1.65) 1.35(1.09-1.68)
HenseecTtHo 1.61(0.89-2.91) 1.61(0.86-2.93)
Nokanusauuna Tb
BHenerouHbii TB 1.00 1.00
Jlerounbin 2.19(1.26-3.80) 2.03(1.16-3.55)
HewnsBecTHO 2.21(0.50-9.81) 1.93 (0.43-8.75)

McxopHbli cTaTyc
MVKPOCKOMUM Ma3Ka

OTpuaTenbHbIin 0.70 (0.56-0.89)
MonoXutenbHblii 1.00

HewnsBecTHO 0.83 (0.53-1.29)
HeraTtnBauus KynbTypbl Yepes
2 mecaua
a 0.72 (0.56-0.93) 0.76 (0.59-0.99)
Het 1.00 1.00
Hauano neuenus, rog
2009 1.00 1.00
2010 0.92 (0.69-1.16) 0.92(0.71-1.20)
2011 1.36 (1.07-1.71) 1.46 (1.14-1.85)
VMT, kr/m?2
=185 0.97 (0.78-1.21)
>185 1.00
O6nacTb
Tounucn 1.19(0.98-1.45) 1.30(1.07-1.59)
Hpyraa 1.00 1.00

* CkoppeKkTupoBaHHble OP npeacTaBneHbl TONbKO A1 NepeMeHHbIX, BKIIOUYEHHbIX B MHO-
romepHyto Mogiefb.

OP = oTHoLweHue prcka; IV = foBeputenbHbiii MHTepBan; cOP = ckoppekTuposaHHoe OP;
BWY = Bupyc nmmyHopeduumta yenoseka; UMT = nuHaeKkc maccol Tena.
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NyCTUTb KOMIMJIEKCHbIN MaKkeT Mep, HamnpaBfieHHbIX Ha yny4lleHne npu-
BEP)KEHHOCTM NeYeH Mo (C MOMOLLbIO IeHEeXHbIX nooLpeHuni) B 2014r.

[1Byms 06ycnoBneHHbIMU neyeHriem pakTopamu, cBA3aHHbIMK ¢ MIH,
ObINM rol U MECTO Hauano fevyeHus. Bo MHorux nccnepoBaHmsax 6bino
YCTaHOBMEHO, UTo 6oslee NO3gHUI rof Havyana neyeHna 6bin cBA3aH ¢ 6o-
nee BblCOKMMY nokasatenamu MNAH, cuntaeTca, uto 31O ABNAETCA pesysb-
TaTOM yBenyeHua pasmepa Koroptbl 60nbHbIX MJTY-TB 1, Kak cneactaue,
HEBO3MOXHOCTM NpefoCTaBeHNA UHAMBULAYaNN3NPOBaHHOW, OPUEHTHU-
pOBaHHON Ha MauMeHTa NoMoLn.5'8 YmeHbLIaeTCcA COOTHOLIEHMe Yncna
MeapaboTHNKOB-60/bHbIX, Y OFpaHMYeHHble dpUHaHCoBble pecypcbl HIMT
pacnpenenaioTca Mexay Bce 60MbLMM YMCSIOM NauueHToB. B Mpy3un 06-
wee yncno 6onbHbIXx MJTY-TB, HaxofAWMXCA Ha IeUYEHN, HEMPEPBIBHO
yBenunumBanocb ¢ 2009r. no 2011r., 4TO MOXKET 6bITb MPUUMHOI 6onee Bbl-
cokux nokasatenen MNAH. bonbHuuya HUTE/ 1 foyepHue KNnHUKKN B TOU-
NNCY OKa3blBaOT MEAULMHCKYIO MOMOLLb 60bWIKHCTBY 60/bHBbIX MITY-TB
B CTpaHe, YTo Mo YKa3aHHbIM Bbllle NPUYMHAM MOFIO NMPUBECTU K bonee
BblcOKOM YacTtoTe MH, yem B Apyrux obnactax, rge MMeeTca BO3MOX-
HOCTb OKa3aHWs MaLVEeHT-OPUEHTVMPOBAHHOW, AeLeHTPann3npoBaHHOM
nomown. JononHutenbHbIM GAaKTOPOM, BEPOATHO CBSI3aHHbIM C Gonee
BblcOKUM yucnom MOH B 2011r, ABnAeTcA NOABUBLLAACA HEAABHO TEHAEH-
umA y 6051bHbIX M3 CTpaH 6biBwMX pecnybnnk CCCP obpaliatbca 3a meaun-
LIMHCKOW NMOMOLLbIO B pYrux cTpaHax. B otueTe 2013r. roBoputcs 0 605b-
womMm yucne 6GonbHbix MIY-TB w3 Tpy3un, obpawarowmnxca 3a
MeauLMHCKON nomolbio Bo OpaHumy, BKovasa 26 6onbHbix B 2012r.19
3TO roBOpUT 06 IKCTPEHHOW HEOOXOAMMOCTI OLEHKMN OTHOLIEHNUA 60sb-
HbIX K KauecTBy MeAUUMHCKO nomowwu B Mpy3um 1 noncka cnocobos co-
BepLleHCTBOBaHUA neyeHna MJTY-Tb.

OCHOBHbBIM/ MpPerMyLLecTBaMN Hallero uccnefoBaHusa Obinn: 60nb-
LIaA KoropTa, BOleLasn B UCCNIefOBaHNe, BK/IOYEHWe cTaTyca HeraTnaa-
umn KynbTypbl Ha momeHT MNAH 1 cobniopeHre pekomengauun STROBE
(YKpenneHve OTYETHOCTV O HabngaTeNbHbIX NCCNEAOBaHNAX B anuge-
MUWONOMK) MO OTYETHOCTM O HabnopaTeNbHbIX NccnefoBaHuax.20 Orpa-
HUYEHUA BKMIIOYAIOT PUCK HAaNMYMA He BbIIBJIEHHbIX OLWNMOOK B NCMNONb30-
BaHHbIX PETPOCMNEKTUBHbIX, CTAaHAAPTHO COBMpPAEMbIX MPOrPaMMHbIX
[aHHbIX, OTCYTCTBUE UHOPMALMMN O HEGNAronpUATHLIX NOOOYHbIX ABJe-
HUAX M COYETaHHbIX MaTONIOrVAX, BKOYaA AMabeT U NcMxmyeckue pac-
CTPOWNCTBA, CUCTEMATMUYECKOTO yyeTa KOTOpbIX He BefeTcA. OTcyTcTBUE
aT rocnutanusauny TakKe He MOo3BOMMUIO Ham oueHuTb 3bdekT anu-
TeNbHOCTU rocnuTanmnsaunm Ha MNAH.

B KauecTBe 3aKNlOYeHMA OTMETUM, YTO Halle UcciefoBaHme Nokasano
HacTopaxuBatoLle BbIcOKU nokasatens MAH y 6onbHbix MITY-TB 1 Bbico-
KUiA NoKasaTtenb 6akTepuoBbIAeneHrs No nocesy Ha momeHT MNOH. MoTe-
PAHHble ANA fanbHenwero HabnoaeHa 60nbHble NPeACTABNAIT Yrpo3y
pacnpocTpaHeHus MJ1Y-Tb B coobLiecTBe, pe3ynbTaTbl HalWero nccneao-
BaHMWsA NOKasanu, YTo ANnA peleHnsa AaHHON npobnembl Heo6XoaNM KoMm-
NNeKCHbIN noaxon.

C yyeTOM HaLMOHaNbHOIO KOHTEKCTa MOXHO MPeAnoXutb cregyowme
pekomeHaauuu:

+  COBEpLIEHCTBOBAHUE KOPPEKUMN HeONaronpuaTHbIX MOBOYHbIX ABfe-
HU 33 CYET Cco3haHms cUCTeMbl GapMaKoHaA30pa, MNOAKIOUYEHHON K
3/1eKTPOHHOW 6a3e AaHHbIX No Th;

« obyyeHne MeapabOTHNKOB neyeHnio MoOOYHbIX 3PpHEKTOB MPOTUBOTY-
6epKyne3HbIx NpenapaTos;

Bbicokuii nokasartenb MAH 6onbHbix MJTY-TB B Mpy3un S49

«  MpOBefeHVe CKPVHVHIA Hanuuma y 605bHbIX GaKTOPOB PUCKa, BbIsIB-
NEeHHbIX B XOA4€ AAaHHOIO UCCNIeA0BaHNS, I UHTEHCUBHOE KOHTPONbHOE
HabnoaeHve;

+  MCMONb30BaHNE CUCTEMbI MOOLIPEHUN U OKa3aHWe AOMOSIHUTENBHOW
nomMouy 60sbHbIM;

«  JeueHTpanusaums nedyebHbix yupexgeHuii B Tounmcy, ¢ Lenbio yayu-
LIEHUA COOTHOLLEHA YMCSIa BPaYei 1 NaLMEeHTOB Ha NevebHbIN LeHTp.
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