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The Analysis of Risk Factors of Treatment Failure in MDR-TB

Hyoung Soo Kim, M.D., Kwang Min Choi, M.D.*

National Mokpo Tuberculosis Hospital, Mokpo, Korea
*Department of thoracic & cardiovascular surgery, Hallym University, College of Medicine, Korea

Background : Outbreaks of multidrug-resistant tuberculosis(MDR-TB) are caused by the low rate of treat-
ment response due to limitation in number of available drugs and high rates of adverse drug side-effects. This
study analysed the risk factors for MDR-TB patients, who did not respond to treatment, with an aim to im-
prove the rate of treatment response. ;
Methods : Retrospective study of 111 MDR-TB patients at National Mokpo Tuberculosis Hospital from Jan.
1996 to Dec. 1998 was made. The patients were separated into two groups ; group I comprised of patients
who were treated successfully and group II comprised of those were not treated successfully. In order to ana-
lyze the risk factors for treatment failure, differences between the two groups were compared and the confi-
dence limit regarding the results were tested using an independent t-test, chi-square test and a Fisher’s exact
test.

Results : The treatment failure rate of MDR-TB patients was 32% (36 patients), and treatment success rate
68% (75 patients). This study found no significant difference between two groups in terms of age, sex, family
history, extent of the disease on the chest X-ray, the number of sensitive drugs in the treatment regimen, and
the number of sensitive bactericidal drugs in the treatment regimen (p>>0.05). However, a past history of pul-
monary tuberculosis, cavitary lesions on the chest X-ray, the number of treatments, the number of resistant
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drugs and the number of drugs used showed a significant differenice(p<0.05).

Conclusion : The rate of treatment failure in MDR~TB was increased by a past history of pulmonary tubercu-
losis, cavitary lesions on the chest X-ray, the number of treatments, the number of resistant drugs and the
number of drugs used. For improving the treatment response of MDR-TB, every effort should be made to re-
duce the drug resistance caused by failure of the first treatment. {Tuberculosis and Respiratory Diseases 2001,

50 . 686-692)
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Table 1. The patients profiles

Group 1 Group 1II p-value
Age 47.3+17.7 44.2+11.7 NS
1 55 26
Sex mate NS
fermale 20 10
20 15
Family Hx yes <0.05
no 55 21
50 36
PastHxof TB <0.05
no 25
No. of prev. treatment 1.09+£0.98 3.08+1.22 <0.05
Time of negative conversion{Mo) 2.8+15
Median follow up(Mo) 11.5+8.4

The data are shown as mean +SD.

Hx. : history, No. : number, prv. . previous, Mo. . month

NS : not significant
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Table 2. The extent of disease and cavitary lesion

Group 1 Group 11 p-value
NTA minimal 7
L moderate 36 11 NS
classification
far advance 32 25
S 34 27
Cavitary lesion ye <0.05
no 41 .9
NTA : National tuberculosis association
NS : not significant
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Table 3. Profiles of anti~tuberculosis drugs

Group I Group 1I p-value
No. of resistant drugs 7.06 +2.08 8.33+1.51 <0.05
No. of used drugs 3.85+0.52 4.63+0.83 <0.05
No. of sensitive drugs in Tx. regimen 1.19+1.28 0.81+0.95 NS
No. of sensitive bactericidal drugs 0.55+0.70 0.37£0.59 NS

in Tx. regimen

The data are shown as mean +SD
No. : number, Tx. : treatment
NS : not significant
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