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Settings: Tuberculosis (TB) health facilities in the Gomel
Region, Republic of Belarus—settings with a high burden
of multidrug-resistant TB (MDR-TB) and human immuno-
deficiency virus (HIV) infection.

Objective: To determine treatment outcomes among
MDR-TB patients diagnosed in 2009-2010 and factors
associated with unsuccessful outcomes (death, failure
and loss to follow-up).

Design: Retrospective cohort study involving a review of
an electronic patient database maintained under the Na-
tional Tuberculosis Control Programme.

Results: Of 517 patients diagnosed, 78 (15%) did not
start treatment. Among 439 patients who started treat-
ment (84% males, median age 45 years, 15% HIV-in-
fected), 291 (66%) had unsuccessful outcomes (35%
deaths, 18% treatment failure and 13% lost to fol-
low-up). Multivariate regression analysis showed that pa-
tients aged =45 years (aRR 1.2, 95%CI 1.1-1.3), HIV-in-
fected patients and those not receiving antiretroviral
therapy (ART) (aRR 1.5, 95%Cl 1.4-1.6) and those with a
previous history of anti-tuberculosis treatment (aRR 1.2,
95%Cl 1.1-1.4) had significantly higher risk of unsuc-
cessful outcomes.

Conclusion: Treatment outcomes among MDR-TB pa-
tients were poor, with high rates of death, failure and loss
to follow-up (including pre-treatment loss to follow-up).
Urgent measures to increase ART uptake among HIV-in-
fected MDR-TB patients, improved access to second-line
anti-tuberculosis drug susceptibility testing and compre-
hensive patient support measures are required to address
this grim situation.

According to World Health Organization (WHO)
estimates, the Republic of Belarus is one of the
world’s 27 countries with the highest burden of multi-
drug-resistant tuberculosis (MDR-TB, defined as resis-
tance to isoniazid [INH] and rifampicin [RMP]).! In a
nationwide survey, it was found that nearly 32% of
newly diagnosed TB patients and 76% of previously
treated cases had MDR-TB, the highest national
MDR-TB rates ever recorded. Among MDR-TB patients,
nearly 12% had extensively drug-resistant tuberculosis
(XDR-TB, defined as MDR-TB plus resistance to a fluo-
roquinolone and a second-line injectable).23 As per
WHO aggregate data, treatment success rates among
MDR-TB patients registered in Belarus have been poor,
at 40%, with high levels of death, loss to follow-up

and treatment failure.! This is lower than the overall
treatment outcomes reported globally.4+¢ While two
studies have examined the burden of and socio-demo-
graphic and clinical factors associated with MDR-TB in
Belarus,?3 no information on whether these factors are
associated with treatment outcomes has been pub-
lished. An understanding of the factors associated
with poor treatment outcomes could help in devising
strategies to prevent them.

In the present study, we describe the characteris-
tics, management and treatment outcomes of MDR-TB
patients diagnosed in the Gomel Region, in south-east-
ern Belarus. The specific objectives were to assess,
among MDR-TB patients diagnosed during 2009-
2010, 1) the number (proportion) who initiated treat-
ment and the time from diagnosis of MDR-TB to treat-
ment initiation; 2) the number (proportion) tested for
HIV, found to be HIV-positive and initiated on antiret-
roviral treatment (ART) and cotrimoxazole prophy-
laxis therapy (CPT); 3) treatment outcomes among pa-
tients initiated on treatment; and 4) demographic and
clinical factors associated with unsuccessful treatment
outcomes.

METHODS

Study design

This was a retrospective cohort study involving a re-
view of routinely maintained records under the Be-
larus National Tuberculosis Control Programme (NTP).

Setting

The Republic of Belarus, one of the 15 former Repub-
lics of the Soviet Union, has a population of 9.5 mil-
lion; the Gomel Region, where this study was con-
ducted, had a population of 1.5 million in 2012. The
Ministry of Health has the overall responsibility for TB
control in the country. It discharges this function
through the Republican Scientific and Practical Centre
for Pulmonology and Tuberculosis (RSPCPT) in the
capital city (Minsk) and the health departments of the
regional executive committees. The Department of
Monitoring and Evaluation of the RSPCPT is the cen-
tral unit of the NTP, with functions of guidance, mon-
itoring and supervision of TB services both directly
and through the oblast (regional) TB coordinators. The
regional health authorities are responsible for the de-
livery of TB services in the same way as any other
health service. The Ministry of Internal Affairs runs a

AFFILIATIONS
1 Gomel Regional
Tuberculosis Hospital,
Gomel, Belarus
2 International Union
Against Tuberculosis and
Lung Disease, South-East
Asia Regional Office, New
Delhi, India
Republican Scientific and
Practical Centre of
Pulmonology and
Tuberculosis, Minsk,
Belarus
World Health Organization
(WHO) Country Office in
Belarus, Minsk, Belarus
WHO Country Office in
Uzbekistan, Tashkent,
Uzbekistan
WHO, Global TB
Programme, Geneva,
Switzerland
Operational Research Unit/
Operations, Medical
Department Médecins
Sans Frontiéres (MSF),
Operational Centre
Brussels,
MSF-Luxembourg,
Luxembourg
8 WHO Regional Office for
Europe, Copenhagen,
Denmark

w

EN

[

(=)}

~

CORRESPONDENCE

Ajay MV Kumar
International Union Against
Tuberculosis and Lung
Disease

South-East Asia Office

C-6 Qutub Institutional Area
New Delhi, India 110 016
Tel: (+91) 93060 13437
Fax: (+91) 11 46 05 44 30
e-mail: akumar@theunion.
org; sathyasaakshi@gmail.
com

KEY WORDS
operational research; SORT
IT; Eastern Europe

Received 2 May 2014
Accepted 23 June 2014

PHA2014;4(3):524-528
© 2014 The Union



Public Health Action

parallel system of health care, including TB services,
for the penitentiary system. Belarus adopted the DOTS
strategy in 2001 and expanded its implementation
countrywide by 2005, including the penitentiary sys-
tem. Anti-tuberculosis control interventions are deliv-
ered through a network of dedicated TB facilities and
primary health care services.

Management of MDR-TB

‘Presumptive TB’ patients are evaluated at the primary
health polyclinics from where sputum specimens are
transported to regional reference laboratories for direct
smear microscopy and other tests.” During the study
period, all patients underwent culture and drug sus-
ceptibility testing (DST) against first-line drugs (INH,
RMP, streptomycin and ethambutol) using phenotypic
methods (liquid culture using BACTEC™ MGIT™, BD,
Sparks, MD, USA). All drug-susceptible, new and previ-
ously treated TB patients received WHO-recommended
standardised first-line drug regimens. Treatment was
changed to an individualised second-line regimen,
comprising an 8-month intensive phase with at least
six drugs and a 12-month continuation phase with
four drugs, after receipt of DST results.8 Access to sec-
ond-line DST was limited during the study period.
MDR-TB patients were admitted to hospital during the
intensive phase of treatment, or for longer, until their
bacteriological sputum culture became negative. For
continuation of treatment, patients were referred to TB
dispensaries, or to primary health care facilities for
those living in rural areas. All treatment was delivered
under direct observation (DOT) by a health worker.
Clinical follow-up was supervised by a TB specialist.
All TB patients were offered HIV testing; those found
to be HIV-infected were offered CPT and ART using a
first-line regimen consisting of zidovudine/stavudine,
lamivudine and efavirenz. Diagnosis and treatment
services were provided free of charge. Case definitions,
outcome categories, recording and reporting followed

WHO guidelines, and all patient information was cap-
tured in an electronic National TB Register.

Study participants and study period

All MDR-TB patients (culture-confirmed and INH- and
RMP-resistant) diagnosed in the Gomel Region during
the period 2009-2010 were included. The study was
conducted between June 2013 and March 2014.

Data variables and data source

We extracted information on the following variables:
age, sex, date of MDR-TB diagnosis (defined as the date
when the laboratory results were available), date of
treatment initiation, history of previous anti-tubercu-
losis treatment (particularly second-line anti-tubercu-
losis drugs), HIV status, ART initiation, CPT initiation
and treatment outcome. The source of data was an
electronic patient database maintained at the Gomel
Regional Tuberculosis Hospital, Gomel, Belarus.

Data analysis

Data were extracted from the electronic database and
imported into EpiData (version 2.2.2.182, EpiData As-
sociation, Odense, Denmark) for analysis. Univariate
analysis was performed to describe the demographic
and clinical characteristics of MDR-TB patients. The
treatment outcome categories ‘cured’ and ‘treatment
completed’ were combined under ‘successful out-
come’; ‘death,” ‘lost to follow-up’ (LFU), ‘failures’ and
‘transfer out’ were combined under ‘unsuccessful treat-
ment outcome’. Pre-treatment LFU was defined as fail-
ure to initiate treatment after MDR-TB diagnosis. Bi-
variate analysis was performed to examine the factors
associated with unsuccessful treatment outcomes. Rel-
ative risks (RRs) with 95% confidence intervals (CIs)
were calculated as measures of association. We con-
ducted a multivariate analysis (log-binomial regres-
sion) using STATA version 12.1 (Stata Corp, College
Station, TX, USA) to assess adjusted relative risks (aRRs)
and independent effects of each factor on treatment

Poor MDR-TB treatment outcomes in Belarus

Patients diagnosed with

MDR-TB
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FIGURE Treatment outcomes of patients diagnosed with MDR-TB, Gomel Region,
Republic of Belarus, 2009-2010. MDR-TB = multidrug-resistant tuberculosis.
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outcomes. Variables found to be significantly associated in bivari-
ate analysis (P < 0.1), in addition to age and sex, were included in
the model.

Ethics

Administrative approval to conduct the study was obtained from
the NTP authorities in Belarus. Ethics approval was obtained from
the Ethics Committee of the RSPCPT, Minsk, Belarus, and the Eth-
ics Advisory Group of the International Union Against Tuberculo-
sis and Lung Disease, Paris, France.

RESULTS

Of 517 MDR-TB patients diagnosed, 439 (85%) were initiated on
treatment and the rest were LFU before starting treatment
(pre-treatment LFU) (Figure). Pre-treatment LFU was significantly
higher among MDR-TB patients with a previous history of an-
ti-tuberculosis treatment than in new MDR-TB patients (18% vs.
8%, P = 0.005) and marginally higher among males than in fe-
males (16% vs. 10%, P = 0.25). Among those initiated on treat-
ment, the median duration between date of diagnosis and date of
treatment initiation was 1 day (interquartile range [IQR] 1-1);
nearly 90% started treatment within 5 days of diagnosis.

The demographic and clinical characteristics of the MDR-TB
patients are shown in Table 1. Nearly 85% were males, and the
median age was 45 years (IQR 36-53). Of these, 303 (69%) had a
previous history of anti-tuberculosis treatment, among whom
about 20% had taken second-line anti-tuberculosis drugs. All had
their HIV status ascertained; 15% were HIV-infected. Among the
HIV-infected MDR-TB patients, 27 (40%) received ART and 25
(37%) received CPT. Almost all patients who were alive and on
treatment had a follow-up smear and culture at 6 and 12 months;
about one third of these were culture-positive.

Of the MDR-TB patients initiated on treatment, 291 (66%) had
an unsuccessful outcome: 13% LFU, 35% deaths and 18% treat-
ment failures (Figure). Multivariate regression analysis showed
that unsuccessful outcome was significantly more likely to occur
among patients aged =45 years, those with a history of anti-tu-
berculosis treatment and HIV-infected patients not receiving ART
(Table 2).

DISCUSSION

Overall, treatment outcomes among MDR-TB patients in the
Gomel Region of Belarus were poor, with about two thirds of
those started on treatment having an unsuccessful outcome,
much higher than reported in other settings.*5 Even this is an un-
derestimation, given that 15% of the patients were lost before
starting treatment: adding these to ‘unsuccessful’ outcomes would
increase the proportion of unsuccessful outcomes to 71%
(369/517 patients). Significant risk factors for unsuccessful out-
comes were age >44 years, previous anti-tuberculosis treatment
and untreated HIV infection.

In accordance with WHO recommendations, NTPs create co-
horts of TB patients from those who were ‘initiated on treatment’
for the purposes of recording and reporting. This means that
pre-treatment LFU is usually not accounted for. Several studies
from across the globe have highlighted the high pre-treatment at-
trition among MDR-TB patients and have called for more careful
cohort analysis starting from all diagnosed patients rather than
only those who are started on treatment.?!° This need is con-
firmed by our study findings, and is probably more important
from a public health perspective, as untreated patients may have
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TABLE 1T Demographic and clinical characteristics of multidrug-
resistant tuberculosis patients enrolled for treatment, Gomel Region,
Republic of Belarus, 2009-2010 (n = 439)

Category n (%)
Sex

Male 367 (84)

Female 72 (16)
Age, years

18-44 218 (50)

>45 221 (50)
Patient type

New 136 (31)

Previously treated 303 (69)
History of treatment with second-line drugs*

Yes 55(18)

No 248 (82)
HIV status

HIV-positive 67 (15)

HIV-negative 372 (85)
ART initiationt

Yes 27 (40)

No 40 (60)
CPT initiationt

Yes 25 (37)

No 42 (63)
Sputum smear result (month 6)*

Positive 90 (27)

Negative 248 (73)
Sputum smear result (month 12)3

Positive 60 (20)

Negative 236 (80)
Culture result (month 6)1

Positive 112 (33)

Negative 224 (67)
Culture result (month 12)*

Positive 88 (30)

Negative 206 (70)

*Analysis restricted to 303 previously treated patients.

T Analysis restricted to 67 HIV-positive patients.

*Analysis among 338 patients who had a smear result available by month 6.

§ Analysis among 296 patients who had a smear result available by month 12.
1Analysis among 336 patients who had a culture result available by month 6.
#Analysis among 294 patients who had a culture result available by month 12.

HIV = human immunodeficiency virus; ART = antiretroviral therapy; CPT = cotrimox-
azole prophylaxis therapy.

an increased risk of death and of transmitting drug-resistant or-
ganisms. Acknowledging the true magnitude of a problem is the
first step towards addressing it, and we strongly recommend that
the NTP in Belarus take the lead in this direction to revise its re-
cording and reporting system and include an indicator to capture
pre-treatment LFU. While this is not explicitly mentioned in the
WHO guidelines, there is an indirect indication to this effect by
the changed definition of LFU in 2013.1 As per the latest guid-
ance on recording and reporting, the WHO now recommends the
inclusion of patients lost before treatment initiation within the
ambit of LFU.1! However, this change is currently restricted to TB
patients receiving first-line drugs. This indirectly indicates that
cohorts should be created out of those ‘diagnosed’ instead of
‘treated’ patients. We recommend that the WHO make this rec-
ommendation explicit, extend it to MDR-TB patients and include
it in their operational guidance to NTPs worldwide.
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TABLE 2 Factors associated with unsuccessful treatment outcome in multidrug-resistant tuberculosis patients, Gomel Region, Republic of
Belarus, 2009-2010
Unsuccessful
Total Death Failure LFU outcome*

Variable n n (%) n (%) n (%) n (%) RR (95%ClI) aRR (95%Cl)
Total 439 154 (35) 80 (18) 57.(13) 291 (66)
Sex

Female 72 21 (29) 12(17) 11 (15) 44 (61) Reference Reference

Male 367 133 (36) 68 (19) 46 (13) 247 (67) 1.1 (0.9-1.3) 0.9 (0.8-1.1)
Age, years

18-44 218 72 (33) 38 (17) 28 (13) 142 (65) Reference Reference

=45 221 82 (37) 42 (19) 29 (13) 149 (67) 1.0 (0.9-1.2) 1.2 (1.1-1.3)t
Patient type

New cases 136 36 (26) 24 (18) 15(11) 75 (55) Reference Reference

Previously treated 303 118 (39) 56 (19) 42 (14) 216 (71) 1.3 (1.1-1.5) 1.2(.1-1.4)t
History of second-line drugs*

No 248 88 (36) 51 (21) 36 (15) 175 (71) Reference

Yes 55 30 (55) 509) 6(11) 41 (75) 1.1 (0.9-1.3)
HIV status and ART initiation

HIV-negative 372 115 (31) 72 (19) 55 (15) 242 (65) Reference Reference

HIV-positive, on ART 27 7 (26) 4(15) 2(7) 13 (48) 0.7 (0.5-1.1) 0.8 (0.5-1.2)

HIV-positive, not on ART 40 32 (80) 4(10) 0(0) 36 (90) 1.4 (1.2-1.6) 1.5 (1.4-1.6)t
Delay in treatment initiation$

No delay 298 77 (26) 61 (21) 45 (15) 183 (61) Reference

Delay (>3 days) 59 16 (27) 11 (19) 10 (17) 37 (68) 1.0 (0.8-1.3)

*Death + failure + LFU.

T Statistically significant (P < 0.05).

¥ Analysis restricted to 303 previously treated patients.

§ Analysis restricted to 357 patients for whom information on dates were available.

LFU = lost to follow-up; RR = relative risk; aRR = adjusted RR; Cl = confidence interval; HIV = human immunodeficiency virus; ART = antiretroviral therapy.

Nearly half of all unsuccessful outcomes were accounted for by
deaths, which were mainly related to being HIV-infected and not
receiving ART and a history of previous anti-tuberculosis treat-
ment. While the WHO 2010 ART guidelines recommend that all
HIV-infected TB patients should be initiated on ART, irrespective
of CD4 count, and as early as possible in the course of anti-tuber-
culosis treatment, this was practised in less than half of the pa-
tients in the Gomel Region.812 This is unacceptable given that
ART is the single most important life-saving intervention among
HIV-infected patients. While the exact reasons are not known, we
speculate, on the basis of anecdotal evidence, that patients are re-
luctant to start ART due to the high pill burden and fear of ad-
verse drug reactions resulting from the simultaneous consump-
tion of anti-tuberculosis and ART drugs. Further research using
qualitative methods is required to ascertain the exact reasons for
not receiving ART and devising appropriate interventions. While
this was not an issue in our study, recent programme reviews
have drawn attention to low levels of HIV testing among TB pa-
tients and have recommended increasing the HIV test uptake by
using rapid tests and resolving the operational issues of confirm-
ing HIV diagnosis.!'* Management of HIV-infected MDR-TB pa-
tients is a medical and social challenge that requires specialised
expertise.’415 Considering the relatively high HIV prevalence
among TB patients in the Gomel Region, which is higher than
the national average and increased from 1.9% in 2004 to 13.4%
in 2011, developing and strengthening TB-HIV collaboration
should be one of the most important future priorities for the re-
gional TB programme.

Patients aged =45 years had a higher risk of unsuccessful out-
comes, which may be related to the presence of other comorbidi-
ties, such as diabetes mellitus, and to the risk of death, which in-

creases with age. Unfortunately, our patient database did not
capture this important information; we were thus unable to assess
if diabetes was related to poor treatment outcomes. As per WHO
recommendations, all TB patients are routinely screened for dia-
betes mellitus in Belarus.'®¢ However, implementation of this pol-
icy and its recording and reporting needs to be strengthened fur-
ther and monitored.

The second important reason for unsuccessful outcomes in
Gomel was the high rate of treatment failure. This could be re-
lated to the history of previous anti-tuberculosis treatment using
second-line drugs among study participants, a high prevalence of
resistance to second-line anti-tuberculosis drugs and limited ac-
cess to second-line DST during the study period. The high propor-
tion of previous treatment is related to the frequent use of first-
line treatment in the face of widespread and undiagnosed primary
MDR-TB, leading to very high levels of failure.! A nationwide sur-
vey published in 2013 showed that 12% of all MDR-TB patients
had XDR-TB, and about 40% had resistance to either fluoroquino-
lones or second-line injectables (pre-XDR-TB).3 The Belarus NTP
has already responded to this challenge, and it is now national
policy to test all MDR-TB patients for resistance to second-line
drugs at baseline and to initiate appropriate treatment.

The other reason for unsuccessful outcome was related to loss
to follow-up during treatment. Considering the long duration of
treatment with drugs that often have adverse effects, patients
need to be counselled, motivated and supported to complete
treatment. A recent systematic review among MDR-TB patients
mentions several patient support measures aimed at reducing loss
to follow-up, including provision of DOT throughout the course
of treatment by community health workers and provision of pa-
tient education.¢ Several other patient support measures, such as
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incentives and enablers (cash, food vouchers, hospital travel re-
imbursements), have been used in the past with varied success.!”
These measures were introduced in the recent past in Belarus and
their impact is yet to be evaluated. Considering the widespread
use of mobile telephone services in Belarus, it may be opportune
to use this technology for sending patient reminders to improve
adherence and retention.18

There were several strengths to our study. First, this is the first
report from Belarus to examine treatment outcomes among
MDR-TB patients. Second, we had a large sample size and covered
all the patients in the Gomel Region. Third, we followed STROBE
(Strengthening the Reporting of Observational Studies in Epidemi-
ology) guidelines for reporting the study, including the ethics di-
mension.?20 Given the retrospective, operational nature of the
study and reliance on existing patient databases as data source, the
study had several limitations. First, we did not have information
on the date of outcome and we could not therefore infer the tim-
ing of deaths and LFUs. This information would have been very
useful in prioritising NTP efforts. Second, we did not have any in-
formation on variables such as diabetes mellitus, smoking, alcohol-
ism, drug use, CD4 count, etc., which have been shown to be asso-
ciated with poor outcomes in previous studies.21,22 Third, we could
not interview patients to ascertain the exact reasons for LFU and
non-uptake of ART. Future research should address these aspects.

In conclusion, this study from Gomel showed that treatment
outcomes were poor among MDR-TB patients, with very high
rates of death, failure and LFU (including pre-treatment LFU).
HIV-infected patients not on ART, older age and those with a his-
tory of previous anti-tuberculosis treatment had a higher risk of
unsuccessful outcomes. Urgent measures to increase ART uptake
among HIV-infected MDR-TB patients, improved access to sec-
ond-line DST and comprehensive patient support measures to im-
prove treatment adherence are required to address this grim
situation.
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Mnoxue pesynbraTbl NeyeHNA 60/bHbIX TY6epKyne30M C MHOXeCTBEHHOW ne-
KapCTBEHHOW yCcTOnuYnBocTbio B lomenbckon obnactn Pecny6nnku benapycb

A. Khaliaukin," A. M. V. Kumar,2 E. Ckparuna,? I. Typesnuy,? B. Pycosuny,* J. Gadoev,s D. Falzon,® M. Khogali,”

P. de Colombani?
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MECTO TMMPOBEAEHUA: TybepkynesHble (TB) neuebHble
yupexpaeHus B fomenbckol obnactu Pecny6nvku benapycb,
XapakTepusytoLenca BbICOKUM 6pemeHem  Tb C
MHOXEeCTBEHHOW JleKapCTBeHHoW YycTonumsocTtbio (MJTY) n
BMpYyca MMMyHogeduumTa Yenoseka (BMNY).

LIEJIb: Onpepenuntb pe3ynbTaTbl eveHna 60nbHbIXx MITY-TB,
BbIsiB/IeHHbIX B 2009-2010rT., 1 paKTOpbl, aCCOLMMPOBAHHbIE
C  HebnaronpuATHbIMU  MUCXOZaMK  JfleyeHus  (CcmepTb,
HeabbeKTUBHOE neyeHWe © noTepsa ANA  JajibHeWLero
HabnogeHns).

IU3ANH: PeTpocnekTnBHOe KOropTHOoe WucCCnefoBaHue,
npegycmaTpurBatollee UsyyeHme 3eKTPOHHONM 6a3bl AaHHbIX
OONbHbIX, KOTOpasA BefeTca B pamKkax HaumoHanbHom
nporpammbl 60pb06bl ¢ Ty6epKynesom.

PE3YJIbTATbI: CembaecaT Bocemb (15%) 13 517 BblABNEHHbIX
60/bHbIX He Havanu nevyeHve. M3 439 6OMbHbIX, HauaBLUMX
neveHue (84% My>u4vH, MeiaHa Bo3pacTa cocTaBuna 45 ner,
15%  BWUY-uHdumumpoBaHbl), y 291 (66%)  6bin
3aperncTpupoBaH HebMaronpuATHbLIN ncxon nevennsa (35%
ymepny, 18% HespdekTnBHbIX M 13% NOTEPAHHbIX ANA
anbHewwero HabnogeHns). MHOroMepHbI perpecCcUoHHbI
aHanu3 rnokasan, YTo PUCK HebnaronpuATHOro MCXoAa
neyeHnA 6bIN CyLECTBEHHO BbiLLe Y 60/bHbIX B BO3pacTe >45
net (cOP 1,2, 95%41 1,1-1,3), BUY-mHPMLMpoBaHHbIX, He
nosyyvalowmx aHTmpeTposupycHon Tepanumn (APB) (cOP 1,5,
95%[W 1,4-1,6), n y 60onbHbIX, paHee MosyyaBLIVX neyeHne
no nosogy Tb (cOP 1,2, 95%W 1,1-1,4).

BbIBOJ[: Pe3ynbtatbl fiedeHua 6onbHbix MJTY-TB  6Gbinu
NIOXMMW: OTMEYaNICb BbICOKME MOKa3aTenn CMepTHOCTH,
HeaPPEKTVBHOCTM NleYeHna ¥ noTepu ANA fasbHenLero
HabntofeHna (BKNoYas OONbHBIX, MOTEPAHHBIX LO Hayana
neyeHus). HeobXoaMMO MPUHATME CPOYHbIX Mep AnA
pacwupeHus oxsata APB Tepanuein BUY-nHouumpoBaHHbIx
6onbHbIX  MJNY-TB ¥ ynyyweHus pfoctyna K TecTam
NeKkapCTBEHHOW YyBCTBUTENbHOCTW K Mpenapatam BTOPOro
pApa; ANA MN3MEHEHWA CNOXHOW CNOXMBLUENCA CUTyauun
HeoOXOAUMbI  TaKXKe  KOMMNIEKCHble  MeponpuAtiA Mo
noafepke 60NbHbIX.

I-Io pacuetam BcemupHOM opraHusaumy 3hpaBooxpaHe-
Hus (BO3), Pecnybnuka benapycb npuvHagnexut K 27
CTpaHaM C BbICOKVM GpemeHeM Ty6epKyiesa C MHOXEeCTBEH-
HOWM neKkapcTBeHHoW YycTtonumsocTblo (MJIY-TB) (MIY-TB
onpefenAeTca Kak YCTONYMBOCTb K usoHuasugy [INH] n pu-
damnuumHy [RMP])." O6leHauroHanbHoe uKccnefoBaHne
BbIIBUJIO BbICOYalLLMe B UCTOPUN CTPaHbl nokasatenu MJTY-
Tb: okono 32% y Bnepsble BbIABAEHHbIX 1 76% Yy paHee ne-
YeHHbIX 60nbHbIX Th. Okono 12% 60nbHbIX MJTY-TB umenn
LUMPOKYIO NleKapCTBeHHyto ycTonumsocTb (LWTY-TB onpepe-
naetca Kak MJTY-TB nntoc ycTonunBoCcTb K GTOPXMHONOHAM 1
VIHbEKLMOHHbIM NpenapaTtaMm BTOporo psaga).23 o cBogHbIM
OaHHbIM BO3, nokaszatenu appeKTMBHOCTY neveHns 60nbHbIX
MJY-TB, 3apernctpupoBaHHbIx B benapycu, 6b1nn HU3KMK
Ha ypoBHe 40%, oTMeyYanuncb BblCOKME MOKa3aTenm CMepTHO-

CTW, NOTepu ANA AanbHenwero HabnogeHns n HespdekTns-
HOCTU neyeHna.1 ITo Xyxe pe3ynbTaToB NleUeHWs, perncTpu-
pyembix BO BCEM mMupe.4-6 Bbpema MIY-TB,
couno-gemorpaduryeckne n KNMHuYeckne GpakTopbl, accouu-
npoBsaHHble ¢ passutnem MJTY-Tb B benapycu, nsyyanuce B
XoAe [BYX WCCNefoBaHWuinZ3 ofHako mHbopmauum o TOM,
cBA3aHbl 1 3TN GAKTOPbl C UCXOAaMKM NleyeHus, onybnmko-
BaHO He 6bin0. MoHMMaHne $pakToOPOB, aCCOLUNPOBAHHBIX C
NNOXMMW pe3ynbTaTamMy JIeUeHUsa, MOMOXKeT paspaboTaTb
cTparteruun ansa ux npodrnakTKu.

B paHHOM wuccnepoBaHMKM ObinM OMMCaHbl XapakTepu-
CTUKW, BEeAeHWe ClyyaeB W pe3ynbTaTbl leYeHUa GOMbHbIX
MINY-TB, BbisiBNeHHbIX B [OMenbckon obnactn Ha ro-Boc-
Toke benapycu. KoHKpeTHble 3aaym 3aKknoyanmcb B OLeHKe
1) uncna (Bonw) HavyaBLKX NleYeHrie 6ONbHbIX, 1 BPEMEHN OT
NnocTaHoBKM AnarHosza MJ1Y-Tb go Hauana neyeHus; 2) uncna
(monwn) obcnemoBaHHbIX Ha BUY, 13 Hux BUY-nonoutenbHbIx
1 HauyaBLUMX aHTUPeTPOBUPYCHYIO Tepanuio (APBT) n npodu-
nakTnyeckoe neyeHune Kotpmmokcasonom (MK); 3) ncxonos
neyeHms 60MbHbBIX, HAYaBLUNX NeyeHue; 1 4) pemorpaduye-
CKUX U KINMHUYECKUX GpaKTOPOB, aCCOLMMPOBAHHbIX C HeOMa-
FOMPUATHBIM NCXOAOM JSledeHns y 6onbHbIx MJTY-TB, BbisfiB-
NEHHbIX B TeyeHune 2009-2010r.

METOADbI

[u3anH nccnegoBaHusa

3To 6bINO PEeTPOCMNEeKTMBHOE KOTOPTHOE WCCNEfOBaAHME,
npeaycMaTpuBaioLiee nsyyeHune ctaHAapTHON MeANLMHCKON
OOKyMeHTaumn, KoTopasa BefdeTca B pamkax HaumoHanbHom
nporpammbl 60pb6bl ¢ Ty6epkynesom (HIMT) benapycw.

MecTto npoBegeHus

Pecny6nuka benapycb — ogHa 13 15 6biBwInx pecny6nmk Co-
BeTckoro Coto3a ¢ HaceneHnem 9,5 MUIMOHOB YenoBekK; Ha-
ceneHune fomenbckom 06nacTu, rae NPOBOANNOCH UCCNIEAO0Ba-
Hne, B 2012r. coctaBnano 1,5 MWAIMOHA YeslOBeK.
MuHMCTepCTBO 3[paBOOXpPaHeHNA OTBeYaeT 3a Meponpua-
TA NO KOHTpoio Th B cTpaHe. 3Ta GyHKLUA OCyLLeCTBNAETCA
yepes CTONMYHbIN Pecny6anKaHCKMI HayYHO-MPaKTUYeCKuin
ueHTp ¢pTrsnonynbmoHonorum (PHML®M) B MuHcKe 1 ynpas-
NeHnA 30paBOOXPAHEHNA OONACTHBIX UCMOMHUTENbHBIX KO-
muTeToB. OTaen moHuTopuHra n oueHkn PHIMLOM asnaetca
LieHTpanbHbIM noppasaenerdnem HIMT v ocywectensaeT dyH-
KLMW ypaB/ieHns, MOHUTOPUHIA 1 KOHTPONA paboTbl NpoTH-
BOTY6epKyne3Hom ciyx6bl HaNPAMYIO 11 C MOMOLLblo obnacT-
HbIX  $TU3MATPOB-KoOpAMHaTOpoB. ObnacTHble opraHbl
3[0paBOOXpPaHeHNA OTBEYatoT 3a PaboTy NPOTNBOTYOEpKyes-
HOI cny6bl TaK e, Kak 1 3a nobyto Apyryto obnacTtb 3apa-

YYPEXXOEHUA
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BOOXpaHeHuA. B MuHUCTepcTBE BHYTPEHHMX Aen AencTByeT
napannenbHasa cucTema 34paBooXpaHeHus, BKoYaloLlas ne-
HUTEHLMapHYI0 NPOTUBOTYOepKynesHyto cnyx6y. CtpaTterus
[OTC 6bina npuHaATa B benapycn B 2001r, K 2005r. OHa OXBa-
TUNa BCe CTPaHy, BKNoYaa NeHnTeHUnapHyio cuctemy. Mepo-
NpUATAA MO KOHTPONIO Ty6epKynesa ocyLecTBAATCA Yepes
ceTb Cneurann3vpoBaHHbIX YUPEXKAEHUA 1 NEPBUYHYIO Me-
LNKO-CaHUTapPHYIO CNy»Oy.

JleueHune MJTY-Tb

BonbHble ¢ npeanonaraembim gnarHosom Tb obcnepyioTca B
NONMKNHMKAX NePBUYHOWN MeNKO-CaHUTaPHOMN CIyXObl, OT-
KyAa obpasLbl MOKPOTbI JOCTaBAATCA B pedepeHc-nabopa-
TOPUN ANA NPAMON MUKPOCKOMMUN Ma3kKa MOKPOTbI U ApYrnx
nccnefoBaHuing B TeyeHne Bcero nepriopa uccnefoBaHuA
BCeM 60/1IbHbIM NPOBOAWANCH KyNbTypanbHble UCCefoBaHNA
1 TeCTbl NeKapcTBeHHON YyBcTBUTEeNbHOCTM (TJ1Y) K Nnpenapa-
Tam nepsoro paga (INH, RMP, ctpentomuumHy 1 atambyTtony)
deHoTMNMYECKMM MeTofdaMK (Ha »KUAKUX cpefax C NMomo-
wbto BACTEC™ MGIT™, BD, Cnapkc, MapuneHg, CLUA). Bce
BMepPBbIE BbIABIEHHbIE N PaHee fieyeHHble 60sbHble NeKapcT-
BEHHO YyBCTBUTENbHbIMK popmammn Tb nonyyanu pekomer-
noBaHHoe BO3 cTaHfapTM30BaHHOE JleyeHre npenapaTamu
nepsoro paga. lNocne nonyyexuns pesynsratos T/14 cxema ne-
YeHVA MeHAnacb Ha WHAMBUAYaNM3MPOBaHHYO npenapa-
TaMy BTOPOro pAfa, COCTOALLYIO U3 8- MECAYHOWN MHTEHCUB-
HoW ¢asbl NeyeHns MUHUMYM LIeCTbio npenapatamv u 12-un
MeCAYHOW NnofaepKrBatoLLeli Gpasbl IeUeHnsa YeTblpbMsa npe-
napatamu.? Bo Bpema nccnepoBaHna JOCTyn K npenapaTtam
BTOPOro psiaa 6bin orpaHnyeH. bonbHble MJTY-TB rocnuTtanu-
3MPOBaNNCh B CTaLUWOHap [ANA JIEYEHUA HA WHTEHCUBHOWN
dase unu Ha bonbluee Bpems JO NOMyUYeHVA OTPULATENIbHOrO
pe3ynbtata nocesa. Ha nopaepxuatowwyto ¢dasy 60nbHble
nepeBoAMNCh B NPOTUBOTYOEPKYNEe3Hble AUCNaHCepbl v B
yupexaeHusa nepBrYHON MeAnKO-CaHUTAPHOW CNy»KObl, ecnn
NPOXUBaNN B CENbCKON MECTHOCTU. JleueHne OT Hayana Ao
KOHLIa BefloCb Nof HenocpeacTBeHHbIM HabnogeHnem (JOT)
MeauLMHCKOro paboTHMKa. KnHuueckoe BeaeHrie 60bHbIX
ocyuectBnanocb ¢pTmsmaTpom. Bcem 6onbHbIM TB npeanara-

NOCb NPONTU TeCTUpoBaHMe Ha BNY; Tem, y Koro 6binia BbiAB-
neHa BUY - nHdekyms, npegnaranocs MJK n APBT npenapa-
Tamn NepBOro pafa, CoCTOALAA U3 3MAO0BYAVNHA/CTaBYAVHa,
namvByfviHa v 3paBupeHLa. YCnyru no AnarHocTrke u neye-
HMIO NpefocTaBAAnucb 6ecnnatHo. OnpepeneHna cnyyaes
3aboneBaHVA 1 pe3ynbTaToB JleYeHUA, a TakkKe CUCTeEMbI
yyeTa 1 OTYETHOCTM COOTBETCTBOBANN pekomeHzaumam BO3,
BCA MHOPMaLMA 0 6ONbHbIX BBOAWIACH B SNEKTPOHHbIN Ha-
LunoHanbHbIn pernctp Th.

YuacTHUKM 1 nepuop ncciefoBaHuA

Bbinn BkntoueHbl Bce 6onbHble MJTY-TB (KynbTypanbHo noa-
TBEepPXKAEeHHble cnyyaun yctonunsoctu INH n RMP), BbiaBnen-
Hble B [omenbckol obnactu B TedeHne 2009-2010r. Nccnepo-
BaHMe NPoBOANIOCH B Mepuog ¢ noHA 2013r. no mapT 2014r.

NHdopmaLmoHHble nepeMeHHble Y UCTOYHUKIN AaHHbIX
Cobupanacb mHbopMauma No Clefywmnm nepemeHHbIM:
BO3pacT, NoJ, Aata noctaHoBKM gnarHosa MJ1Y-Tb (a umeHHo,
[aTa nonydyeHns nabopaTopHbIX pPe3ysnbTaToB), AaTa Havana
neyeHns, UCTOpMA nNpeAblaywero nedyeHua Tybepkynesa
(ocobeHHO nNpenapaTtamu BToporo paga), BUY ctatyc, Hayano
APBT, Hauano MJIK n ncxog nevenHnsa. CTOYHNKOM AaHHbIX
CNYXWna 3NeKTPoHHaA 6a3a faHHbIX 6OMbHbIX, KOTopasa Be-
petca B fomenbckon obnacTHon TybepKynesHol 6onbHuLe,
[omenb, benapycb.

AHanuns gaHHbIX

[laHHble 13 3NeKTPOHHON 6a3bl JaHHbIX BbIOMPannch 1 nepe-
Hocunuch B EpiData (Bepcua 2.2.2.182, EpiData Association,
OpeHce, Oannna) ana aHanu3a. OgHOMEpPHbI aHann3 NpPoBo-
AUNCA ANA ONUCaHUA aemorpapuyeckmx N KIMHNYECKUX Xa-
pakTepucTUK 60nbHbIX MITY-TB. Pe3ynbtathl neyeHus: «usne-
yeHMe» U «leyeHne 3aBeplueHo» Obinn Ob6beAanHEHbl B
KaTeropuio «yCrnewHoe neyeHne»; «CMepTby, «rnoTepa AnA
JanbHenwero HabmogeHusa» (MAH), «HeappekTBHOE neve-
HVEe» 1 «BbIObIN» ObINN OTHECEHBI K KaTeropumn «Hebnaronpu-
ATHbIN UCXon NeuveHnsa». PesynbtaT «noTepA ANA JasibHeun-
Wwero HabngeHNa A0 Havyana neyvyeHus» PerncTprpoBancs,
Korfa neyeHrie He HauMHaNOChb NoCne NOCTaHOBKM AMarHo3a

BbiaBneHHble
60nbHble MJ1Y-Th
(n=517)

BbonbHble, He HavaBLne

neyenve (15%)

BonbHble, HauaBLVe neyeHne
439 (85%)

M3neuen TNeuenve Eggﬁgﬁg ﬂgg#;z:: CmepTb HesddekTnsHoe
56 (13%) 3aBepLueHo HuA 57 (13%) 154 (35%) 80 (18%)
92 (21%)

BnaronpuatHbiii ncxop nevenuns 48 (34%)

HebnaronpuaTtHbiin ncxop nevenns 291 (66%)

OUATPAMMA  Vcxopbl neyeHnsa 60bHbIX, KOTOPbIM Obin noctasneH gnarHo3 MJTY-TB,
lomenbckaa obnactb, Pecnybnuka Benapycb 2009-2010rr. MJIY-TB = Tyb6epkynes ¢
MHO>KeCTBEHHOW NNeKapCTBEHHOWN YCTONYMBOCTbIO.

Mnoxue pe3ynbratbl NeyeHns MJTY-Tb B Pecny6nuke benapycb S27

BbipakeHue
6narogapHocTu

[laHHoe uccnegosaHve 6bi10
nposefieHo Yepes VHuumatvBy
N0 NOArOTOBKe 1 NPOBeJeHNo
CTPYKTYPUPOBaHHbIX
nccneposaHuia (SORTIT) -
rno6anbHOro NapTHepCTBa,
Bo3rnaenaemoro CneuvanbHoi
NpOrpammon Mo Hay4YHbIM
UCCNef0BaHVAM 1 MOLTOTOBKE
crewluanucTos B obnactn
Tponuyecknx 3abonesaxnii
BcemuipHoii opraHusauumn
3apaBooxpaHeHus (BO3/TDR,
KeHesa, LLsenuyapws).
CneumanbHasa nporpamma
SORT IT, pe3ynbTatom KoTOpOW
CTana AaHHas nyénukauyus,
6blla COBMeCTHO pa3paboTaHa
n peanvzoaHa BO3-TDR;
EBponeiicknm permoHanbHbIM
6topo BO3, KoneHrareH, JaHus;
opraHu3aumen «Bpaun 6e3
rpanuLy (MSF), Otgenom
onepaLVoHHbIX NCCNeioBaHUI
(LUXOR), bptoccenbckoro
ornepaLoHHOrO LieHTpPa,
Jliokcembypr; LienTpom
onepaLoHHbIX
nccnefoBaHNi,
MexayHapofHOro coto3a
60pb6bI C TyGEpKynesom n
3abonesaHuamu nerknx (The
Union), ®paHuns;
npeactasutenbctsom Cotosa B
lOro-BocTouHoi A3un, Hbio
[Jenu, UHgus. Mbl
Npy3HaTesNbHbI 32 NOAAEPXKKY
cTpaHoBomy oducy BO3 B
TannuHHe 1 ICTOHCKOMY
HaLMOHANbHOMY UHCTUTYTY
3[10pOBbA U Pa3BUTUA
(TannuHH, 3cTOHMSA) 3a
opraHusaLuio 1 NnposefieHe
pabourx cemnHapos. Mbl
Takke BbICOKO LieHUM
aKTUBHOE yuacTue CTPaHOBOTO
oduca BO3 n Munncrepcrtea
3ApaBOOXpaHeHus B Bbibope
KaHAMAAToOB ANA MOATOTOBKM K
NpPOBE/IEHMIO OMePaLIVIOHHbIX
UCCNefoBaHNiA 1 onpeaeneHnn
MCCNef0BaTeNIbCKUX MPOEKTOB.
BO3/LLK (Mmob6anbHas
nporpamma 6opb6bl ¢ Th)
npvH“Mana yyactvie B
paspaboTke KoHLenuuu
VCCNeAoBaHNA 1 HaNWcaHnm
JlaHHOWI pyKonucy.
DurHaHCMpPOoBaHVe NPorpammbl
oCyLLecTBNANO AMepUKaHCKoe
areHTCTBO MeX[lyHapOAHOro
pa3sutua (USAID)
NOCPeACTBOM rpaHTa,
ynpasneHyie KOTOPbIM
ocyujectensana BO3/TDR.
[lononHutenbHaa noaaepxKa
6blna NnpegocTaBneHa
EBponeiickum 61opo BO3,
OTaenom MexayHapoAHoro
pazBuTKA, JIOHAOH,
CoepnHerHoe KoponescTso u
MSF. ®uHaHcupylowpe
CTOPOHbI He Urpani ponu B
pa3paboTke an3anHa, cbope n
aHanmse AaHHbIX, B NPUHATAN
peLueHus o nybavKauum unu
NOArOTOBKe PYKOMUCU.
KOHGAMKTbI MHTEpECcoB: He
3aAB/eHbI.

Tonbko aBTOpbI HeCyT
OTBETCTBEHHOCTb 32 TOUKY
3PEHNA, BbIPaXKEHHYIO B
[laHHoI NybnuKauuy, Kotopas
He 06A3aTeNbHO OTpaxaeT
NOMUTUKY, PELUEHA NN TOUKY
3peHuna BO3.

B cooTBeTCTBUM C NONNUTUKON
BO3 B oTHOLWeEHNN Ny6nnKaumm
[IN1A OTKPLITOTO J0CTYNa BCex
paboT, puHaHcmpyembix BO3
1N aBTOpPamu/coasTopammn
KOTOPbIX BbICTyMakT
coTpynHukmn BO3, BO3
COXpaHAeT aBTOPCKOE NpaBo
Ha [laHHYyl0 Ny6nyKaumio Ha
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MINY-TB. Ana nsyueHua ¢$akTopoB, acCOLMMPOBaHHbIX C HebnaronpuAT-
HbIMV MCXOAAMU JIeYEeHUA, NPOBOAUICA ABYMEPHbIV aHanu3. B Kauectse
Mepbl accoumanmmn 6y paccunTaHbl oTHocUTeNbHble puckin (OP) ¢ 95%
foBepuTenbHbIMK MHTepBanamu (JM). Mbl npoBenn MHOromepHbI aHa-
nn3 (nor-6MHOMMANbHYIO pPerpeccrio) C NMOMOLLbI CTaTUCTUYECKOro nNa-
keTa STATA Bepcua 12.1 (Stata Corp, Konnepx CreliwH, Texac, CLA) ans
OLIEHKM CKOPPEKTUPOBAHHbIX OTHOCUTENbBHbIX PUCKOB (COP) 1 He3aBuCK-
MOTO BAVAHUA KaXKAOro GpakTopa Ha ncxofdpbl neveHus. Mommmo Bospacta
1 nona B AaHHYI0 MOAenb Obinv BKIIOYEHbI NMepeMeHHble, MetoLme co-
rnacHo AByMepPHOMY aHanu3y cyllecTBeHHyto cBasb (P < 0,1).

PaspelueHne komuteTa No aTMKe

Bbino nonyyeHo aAMUHMCTPATMBHOE pa3peLleHie Ha NpoBefeHne nccne-
foBaHuA ot pykosoacTsa HIT benapycu. bbino nonyyeHo paspelueHune
Komuteta no stuke PHMUO®M, MuHck, benapycb n KoHcynbTaTuBHOW
rpynnbl No 3Tnuke MexayHapofHoro coto3a 60pbbbl ¢ Ty6epKynesom 1 3a-
6oneBaHUAMM nerkux, Mapwx, ®paHuyua.

PE3YJIbTATbHI

M3 517 BbisiBneHHbIX 601bHbIX MJTY-TB 439 (85%) Oblnn B3ATbI Ha NeYeHue,
oCTanbHble ObINU NOTePsiHbl ANA AanbHelWwero HabnaeHnsa Ao Havana
neyenus (NAOH po-neuenus) (gruarpamma). Yncno NMAH go Hayana neyexusA
6bINO CyLeCTBEHHO Bbille CPeAn paHee fledeHHbIX 60nbHbIX MJTY-TB, uem
cpeav Bnepeble BblsiBeHHbIX 60nbHbIX MJTY-TB (18% npotus 8%, P =
0,005) 1 HE3HAUMTENbHO BbILLE CPEAM MYXKUMH, YeM cpean XeHWwuH (16%
npotme 10%, P = 0,25). Cpean HayaBwux neyeHms 6ONbHbIX MeanaHa
BpeMeH/ OT MOCTaHOBKM AVarHo3a Ao Hayana jleyeHusa coctaBuna 1 geHb
(MexxkBapTUNbHbIA AranasoH [MK[] 1-1); okono 90% 60sbHbIX Havyanu
JIeUEHME B TeUEHME 5 iHel Nocsie NoCTaBKM AnarHo3a.

[lemorpaduueckne n KNMHNYECKNE XapaKTePUCTKN 60nbHbIX MJTY-TB
npepfcTasneHbl B Tabnmue 1. Okono 85% 6bln My>KUMHBI, MenaHa BO3pa-
cTa coctaBuna 45 net (MK 36-53). /13 Hux 303 (69%) paHee nonyyanu ne-
yeHune no nosofy Tybepkynesa, B Tom umcne 20% - npoTuBoTybepKynes-
HbIMM Mpenapatamy BToporo Appa. bbin ytouHeH BWY craTtyc BCex
60nbHbIX; 15% 6biny BUY-uHduumpoBaHHbiMi. [Baguatb cemb (40%)
BUY-nHdunympoBaHHbiX 60nbHbIX MJTY-TB nonyyanu APBT, n 25 (37%) -
MJK. MpakTyeckn Bce BbKUBLIME BOSbHbBIE, HAXOAALMECA Ha NIeYeHny,
MMenun pesynbTaTbl MUKPOCKONUM Ma3ka MOKPOTbI 1 NoceBa vepes3 6 n 12
MecALEeB; TPETb U3 HUX UMENU NONOXKUTENbHYIO KYNbTYpY.

Cpenn Bcex 6onbHbix MJTY-TB, HauaBlumMx neyeHne, 291 (66%) nmenn
HebnaronpuATHbIN ncxogd neveHns: 13% 6binn MAH, 35% ymepno ny 18%
neyeHmne 6b110 HeIPPEKTUBHBIM (grarpamma). MHOroMepHbI perpeccu-
OHHbI aHaNM3 NOKasaJi, YTo HeGNAronPUATHbIE NCXOAbI TeYeHWA ropasgo
yawe Habnopanncb y 6onbHbIX B Bo3pacTe =45 feT, paHee NoyyaBLUnX
neyeHvie no nosogy Tb, n BUY-uHdUUMpPOBaHHBIX NULL, HE MONyyYatoLWwmx
APBT (Tabnuua 2).

OBCYXOEHUE

B uenom, nokasatenu ycnewHoctn neyeHms 6GonbHbix MITY-TB B
fomenbckoit obnactu benapycy 6binn HU3KUMU: NPUOGNN3UTENBHO Y ABYX
TPeTbMX HauaBLUMX JleYeHne pPerucTpupyeTca HebnaronpuATHbLIA UCXOA,
4TO ropaspfo Bbllle, YeM B APYrUX permoHax.*> Ho aaxke 3T nokasaTenu He
MOJIHOCTBbIO OTPaXKalT MacwTab npobnembl, T.K. 15% 6onbHbIX 6blIM
noTepAHbl A4NA AanbHenwero HabnogeHna elle Ao Havana ieyeHns; ecnm
A06aBUTb UX K «HEONaronpuATHbIM UCXOAAM NeyeHns», TO rokasaTesb
yBenunuutca po 71% (369/517 605bHbIX). BaHbIMK pakTopamun pucka
HebnaronpuATHbIX MCXOROB neyeHns Obinn: BO3pacT >44 net, uctopus
neyeHVs  MpPOTUBOTYOEpKy/ne3HbIMM  NperapatamMmn U HefeyeHHas
BUY-nHdekyms.

B cootBeTcTBUYM C pekomeHaaumammu BO3, HIT c uenblo yyeTa 1 oTyeT-
HocTV dopMUpyeT KoropTbl 6051bHbIX TB U3 Uncna B3ATbIX Ha eyeHne. 3To
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TABJINLUA 1 [emorpaduryeckune n KNMHNYECKNE XapaKTEPUCTUKN
60/IbHbIX Ty6epPKy1€30M C MHOXXECTBEHHOW JIeKapCTBEHHOM
YCTONYMBOCTbIO, B3ATbIX Ha NleueHne, fomenbckana obnactb, Pecnybnuka
Benapycb, 2009-2010 (n = 439)

Kateropus n (%)
Mon

My»ckomn 367 (84)

KeHcknn 72 (16)
Bospacr, net

18-44 218 (50)

>45 221 (50)
Tun 6onbHOTO

Bnepsbie BblABNEHHbI 136 (31)

PaHee nevyeHHbIN 303 (69)
McTopua neyeHuns npenapaTtamm BTOporo psaga’

Ha 55(18)

Het 248 (82)
BWY cTaTyc

HIV-nonoxutenbHbin 67 (15)

HIV-oTpruatenbHbin 372 (85)
Hauano APBT*

Ha 27 (40)

Het 40 (60)
Hauano MJKt

Na 25(37)

Het 42 (63)
Pe3ynbTtaT Maska MOKpOTbI (MecAL, 6)*

MonoxuntenbHbin 90 (27)

OTpuuaTtenbHbIii 248 (73)
Pe3ynbTaT Ma3ka MOKpOTbI (MecA 12)8

MonoXxntenbHbin 60 (20)

OTpuuaTenbHbI 236 (80)
Pe3ynbTaT nocesa (Mecal 6)1

MonoxuntenbHbin 112(33)

OTpuuaTtenbHbIii 224 (67)
Pe3ynbTaT nocesa (mecay 12)#

MonoXxntenbHbin 88 (30)

OTpuuaTtenbHbIii 206 (70)

* AHanus 6bin orpaHunyeH 303 paHee neyeHHbIMU 60bHBIMU.

1 AHanu3s 6bin orpaHuyeH 67 BUY-nonoxutenbHbIMU 605IbHBIMU.

+ AHanu3 338 60MbHbIX, MMEBLUMX Pe3yNbTaT MUKPOCKOMUM Ma3ka MOKPOTbI Ha 6 MecsLie
neyeHua.

§ AHanm3 296 60bHbIX, UMEBLLVX Pe3ynbTaT MUKPOCKOMMUI Ma3ka MOKPOTbI Ha 12 MecALle
neyeHua.

9 AHanu3 336 60/bHbIX, IMEBLUMX Pe3yNbTaT NoceBa Ha 6 MecALle leYeHNs.

# AHanus 294 60MbHbIX, UMEBLUMX Pe3yNbTaT MoceBa Ha 12 MecALe NeyeHns.

BUY = Bupyc ummyHopedvumTa yenoseka; APBT = aHTupeTpoBupycHasa Tepanus; MK =
npopunakTMyeckoe neyeHme KOTPUMOKCa30IoM.

03Hauvaer, uto 6onbHble MJH Ao Havana neyeHns, Kak NPaBuUIo, He yUnTbI-
BatoTcA. MHorouncneHHble NccnejoBaHNA CO BCEro Mrpa BbIABMAW BbICO-
KU npoueHT notepun 6onbHbix MJTY-TB fo Hauyana neyeHus, 4yto genaet
HeobOXOANMbIM NPOBefeHne TLATeNbHOr0 KOrOPTHOrO aHasnv3a Bcex Bbl-
ABMIEHHbIX GOJNbHBIX, @ HE TOJIbKO HauyaBWWX NeuyeHne.2'0 3To noaTeep-
XOAlT 1 pe3ynbTaTbl Hallel PaboTbl: NPOBeAEeHME Takoro NCCefoBaHNA
Ba’KHO C TOYKM 3peHusA 0BLecTBEeHHOro 340POBbA, T.K. 6e3 NleyeHunn yBe-
NNYMBAETCA PUCK NETaNIbHOrO NCXofa U TPaHCMUCCHM TybepKynesa c ne-
KapCTBEHHOW YCTOMUMBOCTbIO. [pr3HaHne maclwTaba npobnembl — nep-
BbIl LWAr Ha MyTU ee pelleHnsA, Mbl HacToATeslbHO pekomeHayem HIT
BO3[/1aBMUTb PabOTy B 3TOM HanpaBneHnu, NepecMoTpeTb CUCTeMy yyeTa n
OTYETHOCTU W BKOUUTb MOKasaTenb A yyeTa OGOMbHbIX, MOTEPAHHbIX
ONA AanbHelwero HabngeHya Ao Havana feyeHmna. XoTsa 3To He nponu-
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Mnoxue pe3ynbratbl NeyeHns MJTY-Tb B Pecny6nuke benapycb S29

TABJIMLIA 2 ®aKTopbl, aCCOLMMPOBAHHbIE C HEGArONPUATHLIMU NCXOLaMV SIeYeHUA 6OSTbHbIX TYOePKYNe30M SIErknxX C MHOXECTBEHHOW
NeKapCTBEHHOW YCTONUYNBOCTbIO, f[OMenbckaa obnacTb, Pecnybnuka benapycb, 2009-2010rr.

HebnaronpuAtHbiii

Bcero CmepTb HeadekTtnBHOE naH nexon*®
MNepemeHHas n n (%) n (%) n (%) n (%) OP (95%/) cOP (95%[1)
Bcero 439 154 (35) 80(18) 57 (13) 291 (66)
Mon
KeHcknn 72 21(29) 12(17) 11(15) 44 (61) Ccbinka Ccbinka
My>kckonm 367 133 (36) 68 (19) 46 (13) 247 (67) 1.1(0.9-1.3) 0.9 (0.8-1.1)
Bo3spacr, net
18-44 218 72 (33) 38(17) 28 (13) 142 (65) Ccbinka Ccbinka
>45 221 82(37) 42 (19) 29 (13) 149 (67) 1.0 (0.9-1.2) 1.2 (1.1-1.3)f
Tun 6onbHoro
HoBbIn ciyyvaii 136 36 (26) 24(18) 15(11) 75 (55) Ccbinka Ccbinka
PaHee neuyeHHbIN 303 118 (39) 56 (19) 42 (14) 216 (71) 1.3(1.1-1.5) 1.2(1.1-1.4)f
WcTopus neueHns npenapatamm
BTOpOro pafa*
Het 248 88 (36) 51(21) 36 (15) 175 (71) Ccbinka
Ha 55 30(55) 5(9) 6(11) 41 (75) 1.1 (0.9-1.3)
BWY cTaTyc n Hayano APBT
BWY-oTpuuatenbHbliii 372 115 (31) 72 (19) 55(15) 242 (65) Ccbinka Ccbinka
BUY-nonoxuntenbHbiii, Ha APBT 27 7 (26) 4(15) 2(7) 13 (48) 0.7 (0.5-1.1) 0.8(0.5-1.2)
BUY-nonoxuTenbHblin, He Ha APBT 40 32(80) 4(10) 0(0) 36 (90) 1.4(1.2-1.6) 1.5 (1.4-1.6)
3afiepKKa Havana neyeHunas
Het 3apepxku 298 77 (26) 61(21) 45 (15) 183 (61) Ccbinka
3agepxKa (>3 gHen) 59 16 (27) 11(19) 10(17) 37 (68) 1.0 (0.8-1.3)

*Ymep + HeadpdeKkTBHOE Neyerme + MAH.

+ CraTuctnyeckme 3Haummblii (P < 0.005). AHanu3 6b1n orpaHmyeH 303 paHee feUeHHbIMU 60SIbHbIMU.

§ AHanu3 6bin orpaHnyeH 357 60MIbHBIMI, NO KOTOPbIM COOTBETCTBYHOLLME faTbl OblNI U3BECTHDI.

NAH = notepsa AnA AanbHeliwero HabniopeHns; OP = oTHOCMTeNbHbIN puUck; cCOP = CKOPPEKTVPOBaHHbIA OTHOCUTENbHbIA puck; IV = pnoepuTenbHbIN MHTepBan; BUY = Bupyc

nvMmyHopeduLuTa Yenoseka; APBT = aHTMpPeTpoBHpYyCHasA Tepanus.

CaHo Hanpamyio B pykoBoacTBe BO3, Ha 3To KOCBEHHO yKa3biBaeT U3MeHe-
Hue onpegenenus NAH, npuHaToe B 2013r."" YTo KacaeTca nocnefHux pe-
KOMeHfauMmn no BefeHuI0 yyeTa u oTyeTHOocTW, BO3 pekomenpyet
BK/IOYaTb 6OMbHbIX, MOTEPAHHBIX AN1A JanbHelero HabngeHns oo Ha-
Yana neveHua B obee uncno MAH."" OgHako B HacTosLee Bpems JaHHOe
MN3MEHEHMe KacaeTca TobKo 60MbHbIX Th, nonyvatolwmnx npenapatsl nep-
BOro pAfa. ITO KOCBEHHO CBUAETENbCTBYET O HeobXxoaMMOoCTY GopMMpPo-
BaTb KOTOPTbI 13 YKC/1a «BbISIBJIEHHbIX», @ HE «HAYaBLUMX JleyeHre» 60Nb-
HbIX. Mbl pekomeHayem BO3 ueTko mponucatb faHHyl0 peKoMeHAauuio,
pacwmpunB ee NprMeHeHne ana oxeata 60nbHbix MJTY-TB, 1 BKNoUnTL ee
B orepaunoHHble pykoBogcTea ansa HIMT Bo Bcem mupe.

MoyTV NONOBUHY HEGNArOMPUATHBIX NCXOA0B JIEYEHNA COCTaBAANN fie-
TasibHble UCXO[bl, KOTOPbIE, MaBHbIM 06pa3oMm, 6bin cBA3aHbl ¢ BUY-mH-
dekumen n otcytctBrem APBT, a Takke npeabigywyim neyeHmem no no-
Bofly Tybepkynesa B aHamHe3e. HecmoTpA Ha pykoofctso BO3 no
nposegeHuto APBT ot 2010r., pekomeHgytowee HasHaveHne APBT Bcem
B/Y-nHPmLmpoBaHHbIM 60nbHBIM T He3aBucuMo oT KonmyectBa CD4
KNeTOK Kak MOXKHO paHblle B Xofe neyeHuns TybepKynesa, 3Ta pekomeHza-
uma cobnopanacb MeHee YeMm y rMosoBrHbl 60bHbIX B fomenbckor obna-
cTn.812 3T0 HefoNyCTUMO, yumnTbiBas To, 4To APBT — euHCTBEHHbIV 1 ca-
MbI/i [MIaBHbIA CNOCO6 crnaceHWa Xn3HU 6osbHbiXx MJ1Y-TB. TouHble
NPWYUHDBI 3TO NMPOGEMbI HEN3BECTHbI, OOHAKO, MO BbITYlOLLEeMY MHEHUIO,
60nbHble He XOTAT HaunHaTb APBT 13-3a HEO6X0AMMOCTM Npuema 60sb-
LOrO KONMYecTBa TabneTok, CTpaxa NekapCcTBEHHOro B3auMOLENCTBUA U
pPa3BuTUA HeBNaronpuATHBIX NMOOGOYHBIX PeaKUWi, Bbl3BaHHbIX OHOBpE-
MEHHbIM MPMEMOM MPOTUBOTYOEPKYE3HbIX U aHTUPETPOBUPYCHBIX Mpe-
napatoB. Heobxogmmo fanbHeliiee n3yyeHre KONNYECTBEHHbIMY MeTo-
[amun TOYHbIX NPUYUH OTKasa oT APBT 1 pa3paboTka COOTBETCTBYHOLMX
Mep. HecmoTpsA Ha To, UTO Halle nccnefoBaHme He BbIABMIO AaHHOW Npo-

6nembl, NocneAHne NPOBEPKN NPOrpaMmbl 06PaTUIN BHUMAHME HA HU3-
KW ypoBeHb TeCcTMpoBaHuA Ha BUY 1 npussanu yBennuntb oxsaT TecTu-
poBaHvieM Ha B4 3a cueT meTo0B ObICTPOW ANArHOCTUKM 1 YCTPaHEeHWA
onepauroHHbIX Npobnem noaTBepXAeHws AuarHosa BWY.'3 BepeHue
60nbHbIX MJTY-TB ¢ coveTaHHO BUY-nHbEKLMeNn conpsaKeHo ¢ MeaNLIMH-
CKAMW 1 cOouManbHbIMM TPYAHOCTAMU K TpebyeT 0coboi KomrmeTeH-
uun.'41> YyuTbiBaA OTHOCMTENbHO BbICOKYIO pacrnpocTpaHeHHocTb BUY
cpeay 6onbHbIx Th B Tomenbckoi 0651acTu, NoKasaTeny KOTOPOW BbIPOCIU
¢ 1,9% B 2004r. o 13,4% B 2011r., 4TO BbILLE, YEM B CpeHEM MO CTpaHe,
HanaxuBaHue 1 yKpenneHne coTpyaHunyectsa B obnactn Tb-B/Y gomxHo
ObITb O HOW 13 Hanbosee NPUOPUTETHbIX 0bnacTen Ana ob6aacTHoW Npo-
rpammbl 60pb6bI € TB.

BonbHble B Bo3pacTe =45 fneT nmenn 6onee BbICOKMIA PUCK Hebnaro-
NPUATHOIO NCXOa JIeYeHNSA, UTO MOXKET OObACHATLCA HanuymMemM ConyTCT-
ByloLMX 3ab0oneBaHnI Takmx, Kak caxapHbl AuabeT 1 yBennyeHve ¢ Bo3-
pacTom pucka netanbHoro ucxopa. K coxkaneHuio, Hawa 6a3a AaHHbIX
60JIbHbBIX HE COAEPXKUT 3TY MHGOPMALIMIO; MOSTOMY Mbl HE MOXXEM OLIeHUTb
3aBMICYMOCTb MEXAY CaxapHbIM ArabeToM 1 MIOXMM UCXOAOM JleUeHuA.
CornacHo pekomeHpaumsam BO3, B benapycun Bce 6onbHble Tb obcnepy-
I0TCA Ha caxapHbll Anabet.'s OgHako cobnofeHne AaHHOW peKoMeHAa-
LK, y4YeT 1 OTYETHOCTb MO Hell [JOJXKHbI CTPOXKEe KOHTPONMPOBATHCA.

BTopoit npryrHoi HebnaronpuATHbIX MCXOA0B NnevyeHns B flomene 6bin
BbICOKMI NMOKasaTenb He3PEKTVBHOCTU leUeHUA. ITO MOXKeT ObITb CBA-
3aHO C TeMm, YTO YYaCTHUKWM MCCNeA0BaHUA 4acTo B MPOLIIOM Mosyyanu
neyeHme NPOTNBOTY6EPKYNE3HBIMU NMPenapaTamyi BTOPOro psAAa, C BbICO-
KOW pacnpoCTPaHEHHOCTbIO NEKaPCTBEHHOW YCTONUYMBOCTM K Mpenapartam
BTOPOro pAAa 1 orpaHnMyeHHbIM goctynom K T/I4 K npenapatam BTOPOro
pAfa B XoAe UccefoBaHsA. BbICOKMI MPOLEHT paHee neyeHHbIX 60bHbIX
00yCnoBieH YacTbiM NCMONb30BaHMEM NPenapaToB NePBOro PAAA B yCso-
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BMAX NOBCEMECTHOW PacnpOCTPaHEeHHOCTN cilyyaeB Thb ¢ He BbIAABNEHHOM
nepsuyHon MJ1Y, uTo ABNAETCA MPUYMHON YPE3BbIYANHO BbICOKOrO
YypOBHA HeadppeKTUBHOCTM NeyeHuna.! ObLieHalumoHanbHoe nccneaoBa-
Hue, ony6nnkoBaHHoe B 2013r.,, nokasasno, 4to 12% Bcex 60nbHbIX MJTY-TB
VIMeNV LWMPOKYIO JIEKapCTBEHHYIO YCTOMYMBOCTb, a okono 40% umenu
YCTONUMBOCTb K PTOPXMHONIOHAM UM MHBEKLMOHHBIM Mpenapatam BTO-
poro papa (npe-LUJY-TB).3 HMNT benapycu yxe npuHAna cOOTBETCTBYOLME
OTBETHbIE MepbI, CAeNaB TeCTUpoBaHue Bcex 6onbHbix MJTY-TB Ha ycToin-
UMBOCTb K MpernapaTtam BTOPOro psAAa A0 Hayana COOTBETCTBYIOLLEro ne-
yeHuns 06A3aTeNbHbIM Ha HALMOHANbHOM YPOBHE.

Ewe ogHol NpryvHOM He6NaronpUATHLIX MCXOAOB fleveHns Gbina no-
TepA 60MbHbIX ANA JanbHelwero HabnogeHnA BO BPeMA neyeHuns. YuuTbl-
BasA ANMUTENbHOCTb NleyeHrs NpenapaTamu, YacTo Bbi3biBaloLWMU NO6GOY-
Hble  peakuuy,  OONbHble  HYXXAATCA B KOHCYNbTUPOBaHWU,
MOTVBMPOBaHNW 1 NOAAEPXKKE 1A 3aBepLUeHNA BCero Kypca XxummoTepa-
nun. NMpoBefeHHbIN HelaBHO cUCTeMaTMYecKuii 063op 6onbHbIX MJTY-TB
BbIABWM PAA NOTEHUMANbHBIX Mep MNOAAEPKKM, HaNPaBIEHHbIX Ha YMEeHb-
WweHre yncna 6osbHbIX, NOTEPAHHbIX ANA AanbHelnwero HabnopeHus,
BK/IlOYaA MpoBefeHre Tepanuu noj HemocpeACTBEHHbIM HabnoaeHem
Ha BCEM MPOTAXEHNMN IEYEHUA Ha YPOBHE COOObLLeCcTBa 1 NPOCBETUTENb-
CKyto paboTy c 605bHBIMI.S PAg ApYrx Mep nopaep K1 60/bHbIX, BKIHO-
Yana KCMosib30BaHWe MOOLWPEHU (OeHeXHbIX, MPOAYKTOBbIX TaJIOHOB,
KOMMeHcaLMmn pacxofoB Ha Mpoesf B MefVLUHCKOEe yuYpexpeHue), 1c-
nonb3oBanncb B Npowsiom B benapycn ¢ pasHbim ycnexom.'? 3Tu mepbl
6binv BBefeHbl B benapycnm oTHOCUTENbHO HElABHO, X BO3AENCTBUE ele
NpefcTouNT U3yunTb. YUnTbiBaA NOBCEMECTHOE PacnpOCTPaHEHNe CUCTEM
Mo6WIbHOW CBA3M B Benapycu, 3Ty TeXHONOMMI0 MOXXHO UCMONb30BaTb ANA
paccbiikM nauveHTaM COO6LLEeHNN-HANOMUHAHUIA C Lenblo yaep»aHus
6OMbHbIX 1 YNYULIEHWA NX NPYBEPXEHHOCTY NleyeHmio.8

Hawe wnccnepoBaHue nmeno pAfd CUIbHBIX CTOPOH. Bo-nepBbix, 31O
nepsas paboTa, aHanM3MpytoLwaa Ncxodpl neveHns 60nbHbIx MITY-TB. Bo-
BTOPbIX, UCCNefoBaHMe UMeNo GONbLIO pa3mep BblIGOPKM, OXBaTblBaB-
et Bcex 60/bHbIX B fomenbcko 06nacTu. B-TpeTbux, COCTaBNAs oT4eT 0
NpoBeAeHHOM UCCNeoBaHUM, Mbl CllefoBanu pekomeHgaumam STROBE
(YkpenneHue cmctembl OTYETHOCTU MO HabNOAATENbHBIM UCCNIefOBaHNAM
B 3MMAEMUOJIONN), BKIOUAs BCe STUYECKUe BOMPOCHL.'%20 YuynTbiBas pe-
TPOCMNEKTUBHYO, ONepaLoOHHYI0 NPYPOAY NCCIEAOBaHWA 1 ero onopy Ha
CyLiecTByloLLyto 6a3y AaHHbIX GOMbHbIX Kak MCTOYHMKA MHPOpMaLMK, 1c-
cnefjoBaHve VMMeNo pAf orpaHuyeHuin. Bo-nepsbix, OTCyTCTBOBaNa WH-
dopmauua o fate perncTpaLum pesynbrata leueHus, B CBA3MN C YeM Mbl He
CMOIMIN CAenaTb OAHO3HaYHbIN BbIBOA O cny4vaax cmeptu u MH. 3T1a nH-
dopmauuma 6bina 6bl OUEHb MonesHa Ana onpeneneHnsa NPUOPUTETHOCTA
ycunuia HIT. Bo-BTOpbIX, Mbl He pacrionarann nHpopmaumen o nepemeH-
HbIX, CBA3AHHbIX COrMAcHO pe3ynbTaTaM NpeablayLMX NCCNefoBaHNI C He-
6naronpUATHBIMY UCXOAAMU SIeYeHUA, Hanprmep, O caxapHoMm Aunaberte,
KypeHuu, ankoronusme, HapkomaHuu, uncne knetok CD4 n 1.a.2'22 B-tpe-
TbUX, OTCYTCTBOBAsIa BO3MOXKHOCTb OMPOCa GOJbHbIX C Liefiblo YTOUHEHUA
MCTUHHBIX NpuuunH MNAOH n otkasa ot APBT. 3Tu Bonpochkl Hy»<aatoTca B
fAanbHenwem n3y4yeHumm.

B 3aknoueHne oTmMeTuM, nccnenoBaHne B fomenbckol 06nacTu Bbis-
BUJIO MiOXMe pe3ynbTaThbl neveHnn 6onbHbix MJTY-TB, xapakTepursytowm-
ecA BbICOKMMW NoKa3zaTenamy CMePTHOCTH, HeIhPEKTUBHOCTN NeyeHmns 1
MNOH (Bkntouyas 60NbHBIX, MOTEPAHHbBIX A0 Hauana nevyeHus). BUY-uHdnym-
poBaHHble 60sbHble, He nonyyatowme APBT, noxunble 1 paHee neyeHHble
60nbHble Tb 6bIM NOABEPXKEHbI HONee BbICOKOMY PUCKY HebnaronpuaT-
HOro ncxopa neveHns. [ina n3MeHeHna COXKMNBLLIECA TAXKENO0N cUTyaunm
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HeobX0ANMO NPUHATVE CPOYHbBIX Mep Mo paclunpeHnto oxaata APBT BUY-
NHOMUMPOBAHHBIX 60bHbIX MJTY-TB, ynyyweHunio JOCTyna K NPOTUBOTY-
6epKynesHbiM npenapatam BTOPOro pAAa W yiyuylleHuo NpuUBEPKeHHO-
CTN IeYEHUIO 3a CHET KOMMIEKCHON NOAAEPKKMN OONbHBIX.
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