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Predictive exogenous conditions
for tuberculosis treatment default

Objective — exogenous risk factors were studied at 142 new pulmonary TB cases with treatment default
comparing with 105 succesfully treated patients under DOTS strategy.

Materials and methods. The high TB incidence (104.6/100.000 in 2012) and low treatment succes rate
(62 % in 2012) is mainly due to a high default (7.8 % in 2012) and failure rate (3.5 % in 2012) and characterise

the epidemiological situation in Republic of Moldova.

Results and discussion. According to predictible value, high risk factors for default were: male sex,
economic disadvantaged state, single civic status, codependence, previously released from detention; medium

risk factors — low education level, extrem poverty.

Conclusions. Social, educational support and withdrawl techics must be implemented to all patients
exposed to risk factors for enhancing tuberculosis treatment result.
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Republic of Moldova reports a high TB inciden-
ce (104.6/100.000) and a low treatment succes
rate (62 %) due to the high rate of default and fai-
lure rates. In 2001 was approved the first National
TB Control Programme (NCP), started as a pilot
project in the municipality Chiginau [1]. At the
basis of NCP rests the DOTS strategy (Directly
Observed Treatment Short Course Chemotherapy)
with the basic principles: at least 70 % of sympto-
matic patients to be detected by passive way and
direclty supervised 6 months treatment. Despite of
high financial investment in laboratory equipment
and patient’s supporting measures the objectives
were not achieved. The highest default rate is esta-
blished during the continous phase of the treatment
performed in out-patient settings. As consequence
of non-adherence in 2013, 7.8 % of patients were
lost/defaulted during DOTS treatment (27.3 %
defaulted DOTS Plus), 11 % died, 3.5 % failed the
treatment and 13 % weren’t evaluated. Besides the
continuous increasing of the epidemiological dan-
ger of unsuccesfully treated patients it is an evident
increasing of MDR-TB rate. National surveillance
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study established that primary MDR-TB is reppor-
ted at 25 % of new cases and acquired MDR-TB at
61 % of previously treated patients (in 2012) [1].
At the most of patients (90 %), the treatment inter-
ruption is determined by social risk factors and
biological features (young age, male sex, some phy-
siological conditions, comorbidities) [1, 2, 5]. Cli-
nical factors (clinical improvement under treat-
ment, adverse drug reactions), therapeutical fac-
tors (drug interactions with associated medicati-
on, iatrogenic treatment interruptions, individu-
alised treatment) and management factors (inter-
rupted suppling, suboptimal drug quality, non-
observed treatment). Enumerated conditions
prevale in low income regions with defficiencies
in heath care delivery systheme. Sthereotip, non-
adherent to treatment behaviour of patients with
TB, encreases the severity of underlying related
factors. Risk factors association have an more
important impact on the treatment result than
the expressivity of one risk factor [1, 2, 4]. Risk
assessement of treatment default is mostly neces-
sary before starting the treatment, for application
of risk reduction measures for improving the
treatment succes rate.
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Table 1. Educational level of the TB patients

ntrol grou Study gr
School level ((:;)4 : :1)?% P (M tyrﬁ)?;op
Primary school 11.4+3.01 148 297
General incomplete 5.71+£226 141 +297
Secondary school 60.0 +4.78 55.6 +4.16
Medium professional 13.3 +3.31 10.5 + 2,57
Superior studies 952+ 287 1.41 £ 0.98*

Legend. *Statistical diference between groups. Same table 2—4.

Table 2. Economical state of TB patients

. Control group Study group
Economic state (M £ m), % (Mxm), %
Employed 28.57 + 4.41 8.45 + 2.33*
Unemployed 56.19 + 4.84 83.09 + 3.14*
Retired /disabled 10.47 + 9.89 6.33 £2.04
Student 477 +207 1.41 £0.98

Table 3. Civil state of TB patients
. Control group Study group
Indicator (Mxm), % (Mxm), %
Married 63.80 £ 4.03 37.6 + 4.6*
Unmarried 21.91 £ 3.92 403 = 4.6*
Divorced/widow 14.29 + 3.41 183+37

Table 4. High risk groups structure

Indicator Control group Study group

Mtm),% (Mxm), %
Active smokers 61972407 80.7+3.7*
Chronic alcohol abusers 162+ 6.6 504 £ 4.7*
Drug users 0 4.5+ 2.0*
From TB cluster 297+75 266 £ 4.2
Migrants 297+75 211 +3.2
Released from detention 0 16.5 = 3.5*
Homelesses 0 18+12
Living in limiting conditions  35.2 + 6.6 66.9 + 4.5*

Aim. Assessment of the predictive exogenous con-
ditions of treatment default within DOTS strategy.

Materials and methods

Were studied exogenous conditions influencing
treatment succes rate: social characteristics (econo-
mic state, educational level, matrimonial state, social
harmful habits). Epidemiological characteristics
were assessed considering the high frequence of the
treatment default established in TB clusters. A selec-
tive, retrospective and casc-control study of a total
number of 247 new pulmonary TB cases, distribuited
in a study group (SG), consisted of 142 patients
which defaulted the treatment and a control group
(CG) of 105 succesfully treated patients.

Results

The same distribution by gender was revealed in
both groups, with significant predominance of
males os females ((80.28 + 3.39) % vs (19.69 = 3.39) %
females in SG and (62.86 £ 4.07) % vs (37.14 £ 4.07) %
females in CG; p < 0.001), male/female rate in SG
was 4.07/1; in CG was 1.67/1. Young age (18—
44 years) predominated in SG ((76.0 £ 3.24) % vs
(58.1 £ 2.81) % p < 0.01). Concluding the data,
male gender was apreciated as high risk factor for
default with OR = 2.74 (C1 95 %: 1.53—4.89) and
young age (< 44 vyears) was assessed as low risk
factors (OR = 1.32 (CI 95 %: 0.96—1.57).

Educational status was revealed according
accomplished study level. Despite of a similar group
distribution, incomplete studies (that included
primary and general incomplete school) prevaled in
SG ((28.87 + 3.81) vs (16.1 £ 3.59) % p < 0.01),
being apreciated as medium risk factor for default
with OR = 1.72 (CI: 95 %: 0.94—3.17) (table 1).

Assessing economical status it was established
the predominance of unemployed patients in SG
((83.09 £ 3.14) % vs (56.19 + 4.84) p < 0.001). The
total economicaly disadvantaged persons (unem-
loyed, retired, disabled, students) predominated in
SG((91.55£3.65) % vs (71.43 £ 4.41) % p < 0.001),
their state being assessed as major risk factor for
default with OR = 50.68 (CI 95 %: 11.90—215.78)
(table 2).

Matrimonial level was assessed according legal
civic status. Unmarried persons prevaled in SG
((40.3 £ 4.6) % vs (21.91 £ 3.92) %) and married
persons —in CG ((63.80 £ 4.03) % vs (37.6 £ 4.6) %
p < 0.001). Summing all single civic (unmarried,
divorced, widows) patients, it was established their
predominance in SG ((68.31 £ 3.91) % vs (37.14 +
£ 4.71) %; p <0.001), their state being evaluated as
high risk factor for defaulting the TB treatment
with OR = 2.88 (CI 95 %: 1.50—5.52) (table 3).

All assessed harmful habits (active smoking, alcohol
abuse and drug iv using) predominated in SG. In the
this order smoking was a high risk factor OR = 2.92
(CI95 %: 1.51—4.32), also alcohol abuse OR = 7.64
(CI 95 %: 3.01—19.38, both being appreciated as
codependent habits; drug using had a low risk value
OR = 2.11 (CI 95 %: 0.23—19.14). Epidemiological
high risk groups of the general population (migrants,
homelesses, patients from TB clusters) prevaled in
SG, without reaching the statistic threshold. Apre-
ciating their predictible value it was established that
low risk factors were: belonging to TB cluster OR =
= 1.31 (CI 95 %: 0.59—2.90), migration OR = 1.42
(CL 95 %: 0.73—2.79), extreme poverty OR = 2.33
(CI 95 %: 1.84—7.48); and high risk factor being
assessed as the state of the released from the detention
OR = 8.71 (C1 95 %: 2.36—137.55) (table 4).
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Conclusions

High risk factors for default were: male sex,
economic disadvantaged state, single civic state,
codependence (active smoking, alcohol abuse),
state of the released from detention. Medium risk
factors are: incomplete education level, extreme
poverty. Other exogenous conditions were asses-
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THeruTyT dhTusionHesmonorii imeHi Kupuna fparanioka, Kuwunis, Pecny6nika Monposa
2 [lepaBHWA yHiBepcuTeT MeanunHv i hapmauii imeni Hikonan TectemiuaHy, Kuwuhis, Pecny6nika Mongosa
3BJ1H3 «ByKOBUHCBKMWIA AePHABHWI MEAUYHUIA yHiBEPCUTETS, YepHiBLi

EX30reHHI UMHHUKU PUSUKY

IK YMOBU 111 60pOTLOU 3 TYOEPKYNbO30M

Mema po6omu — BUBUCHHS €K30T€HHNX YMHHHKIB PU3HKY B 142 HOBUX BUMaIKaX TyOePKy/IbO3Y JIeTeHb
3 HEYCIHUTHUM JIKYBaHHAM mopietsaHo 3 105 yeminmo nponikoBanumu xsopuMu o DOTS-crpaterii.

Mamepiaau ma memoou. 3aXBopIOBaHICTb Ha TyOepKyJIb03 B Pectrybuiti MoJizioBa Ha ChOTOHI IOCHTD
sucoka (104,6 ua 100 Tuc. y 2012 p.), edexTUBHiCTS NiKyBaHHs HU3BKA (62 % y 2012 p.) B ocHOBHOMY Yepe3
nepepuBasHs nporpamu tepaitii (7,8 % v 2012 p.) i siamos (3,5 % y 2012 p.), o xapakrepusye emigemio-

JIOTIYIY CUTYAIIIO SIK He UiIJIKOM GJaronoayyty.

Pezynvmamu ma 062080penns. /|0 BUCOKUX YMHHUKIB PUBHKY 3aPaXOBYIOTE YOIOBIUY CTATh, EKOHOMIY-
HO HECHPUAT/IUBY CHUTYalilo B KpaiHi, BACOKUI piBeHb Mirpallii, KiJbKiCTb 3BiTbHeHUX 3-Tix BapT. [lo
CcepeTHiX YMHHUKIB PU3UKY 3aPaXOBYIOTh HEMOBHY OCBITY i KpaiiHio OifHICTb.

Bucnoexu. Couianibia OCBITHA Ta TEXHIMHA MIATPUMKA IOBHHHI GYTH peasisoBaHi 17 BCix ocib, Axi
HAJIEKATh [I0 TPYI PU3HKY i3 3aXBOPIOBAHHS Ha TYOEPKY/Ib03, 3 METOIO 1i/IBUILCHHS epeKTUBHOCTI KOHTP-
0JT10 34 eIIEMIOJIOTIYHOK CUTYALIEI0 3 LbOTo 11(heKIIHHOro 3aXBOPIOBAHHS.

Kniouo6i crosa: yMHHMKY PU3UKY 3 TyOepKyIb03y, TKYBaHHH, €MifemMionoris Ty6epKyIbosy, PH3NK.
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AHcTuTyT dT3nontesmonorumn nmenn Kupunna Jparanioka, Knwunes, Pecny6nuka Mongosa
2[ocynapCcTBEHHbIA YHUBEPCUTET MEAULMHEI U apMaunmu umenn Hukonas TecTemuuaHy, Kuwunes, Pecnynuka Monaosa
IBIY3 «byKOBWHCKWI rocyfapCTBEHHbIA MEAMUWHCKWIA YHUBEPCUTETY, YepHOBLbI

KoxTponb 3K30reHHbIX (aKTOPOB PUCKA
KaK ycioBue A 60pbObt ¢ TyOepKyne3om

Henv pabomvt — nzyvenvie SK30T€HHBIX (PAKTOPOB pucka B 142 HOBLIX CIyYasX TYOepKyJIe3a JETKHX C

HEYCHELIHBIM JIeueHHeM 110 cpaBHennio ¢ 105 yenemno nponedenabivu 60spHbiMU 110 DOTS-cTparerum.

Mamepuanvt u memoowvi. 3aboseBaemocts TyOepkynesom B Pecriybauke MoJiioBa Ha CEeromsiHuit
JeHb focTatouHo BbicoKa (104,6 Ha 100 teic. B 2012 1), achdertuBnocts sedenus Huskast (62 % B 2012 1.)
B OCHOBHOM M3-3a TipepbiBanusi nporpammbl Teparmmu (7,8 % B 2012 1) u otkazos (3,5 % B 2012 r.), yT0
XapakTepH3yeT SITHAEMHOJOTHYECKYIO CHTYAINIO KaK He BIIOJIHE OI4rOMOMyIHY .

ISSN 2220-5071 ® TyGeprynbo3, nerenesi xsopobw, BIN-indekyin ® N2 3 (22) ® 2015 37



HAVKOBI OCTIIZDKEHHA

Pezyavmamovt u o6cymncoenue. K BoicOKNM (haKTOpaM PHCKA OTHOCAT MYKCKOH 110/, SKOHOMHYECKH
HeOIArONPUSITHYI0 CUTYAUHIO B CTPaHe, BBICOKMH YPOBEHb MHUIPALMM, KOJMYECTBO YBOJIEHHBIX H3-TIOJL
crpaxu. K cpezinum (hakTopaM pHCKa OTHOCST HEeloJIHOe 06pa3oBaHue U KPATHION OeHOCTD,

Bueooder. Counanphast 0bpasoBaTesIbHast 1 TEXHHYECKAs MOUIEPAKKA JIO/KHbI ObITh PEATM30BAHBI /IS BCEX
JIHTL, OTHOCSIIXCS K TPYIIIaM PHCKA 110 3a0071€BaeMOCTH TyOEPKyIe30M, B LEISTX TTOBBINIEHHS 2(D(heKTUBHOCTH
KOHTPOJIS 32 SIHAEMHOJIOTHYECKOH CUTyaIei 1Mo JaHHOMY MHMEKIMOHHOMY 3a00/IEBAHUIO.

Kniouesuvte cro6a: HaxTopsl pHCKa 110 TyOepKyie3y, JIedeHHe, IMUAEMHOI0THA TyOepKyie3a, PICK.
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