B E2EER 20184 9 A% 15 %% 17 % Lab Med Clin, September 2018, Vol. 15, No. 17 « 2585

DOI:10.3969/j. issn. 1672-9455. 2018. 17. 017
IO 113 0 3t X i 25 25 R T 32 T 24 465 4 s Y lf TR 4

gﬁimlyﬁigﬁQ’ﬂ%&ﬂgl’yl‘g%‘%ﬁ-l’{qiﬁ*lyﬁﬂ(&?’;@ ’fisﬁ
. G ENTEBRAGIER P8 646000;2. B EA K FWE ERREA, N M 6460003
S EHEAKRFTWETEERITSEA, @ N 646000)

it -

B OE.HH S FEMNREA % % %8 (MDR-TB) Z 5 2 @t 2 245 #0% (XDR-TB) 64 s R4 &, A T4 4
MAGERBEERZE, HiE REFMNRKE 201351 AF 20164510 A 1 218 #l A K mEmEEE £k
A A FARARAEFTERT REF A ARBEFRERA L R BE., T4 KR T H MDR-TB ¢
B bk AT 0 2 A RGR B L IR T 4 25 40K MDR-TB % XDR-TB 64 4 4 % &, st s L ik AT w5 9 KA &,
MG RAEE ., R OAAMBEAAALT 12186 RAKBFLEEOHAFA 1055 6l Lo EATE 41 4],
GRS BATA S ARA 188 4], Bomt 35 % 17.82% (188/1 055) ., @t % 25 % 9. 67%(102/1 055), MDR-TB & #
102 6], 2B H B (T7.45%) . FF(79.41%0) R K (80.39%0) B H & (75.49%0) & . &it FMRER
MDR-TBH#H ™%, MDR-TB & # WA HEmEK £Z; B H AN ETME % A KK I MDR-TB & XDR-TB
=l

KR A LB R RGN HHRARE; KRBIRALRE; B ARS A

I EE S ES . R146 XERFRERD: A NEHE:1672-9455(2018)17-2585-04

The clinical characteristics of multidrug resistant and extensively drug-resistant tuberculosis in Luzhou
Z0U Jiafeng' ,SHUI Xuejiao® ,ZHAO Lianghua',DENG Xiaotian',
HE Wenlin' , HUANG Yongmao® ,FAN Jia**

(1. Center of Disease Control of Luzhou ,Luzhou,Sichuan 646000,China;2. Department of Infectious
Diseases, A f filiated Hospital of Southwest Medical University ,Luzhou,Sichuan 646000,China;
3. Department o f ear-nose-throat ,A f filiated of Traditional Chinese Medicine Hospital ,
Southwest Medical University ,Luzhou,Sichuan 646000,China)

Abstract : Objective

extensively drug-resistant tuberculosis (XDR-TB) in Luzhou region and provide clinical experience for its ear-

To analyze the clinical features of multi-drug resistant tuberculosis (MDR-TB) and
ly detection and prevention. Methods A total of 1 218 sputum smear-positive pulmonary tuberculosis patients
were collected from January 2013 to October 2016. All the sputum specimens were cultured by Lwenstein-
Jensen culture. The tresistance to RFP and INH was rapid detected by the line probe assays. The epidemiologi-
cal characteristics of MDR-TB patients in Luzhou region were analyzed. Results A total of the samples were
1 218 from January 2013 to October 2016, including 1 055 Mycobacterium tuberculosis strains, 41 cases of
Nontuberculous Mycobacteria (NTM). A total of 188 samples were drug-resistancet,17.82% (188/1 055) and
9.67% (102/1 055) showed drug-resistance and multi-drug resistance, respectively. The main prevalent clini-
cal features were male (77. 45%), middle-aged and elderly (79. 41%), peasant (80. 39%) and retreatment
(75.49%) in 102 MDR-TB patients. Conclusion The prevalence of MDR-TB/XDR-TB is serious in Luzhou
region. Compliance with MDR-TB patients is generally poor;the retreatment and migrant workers should be
special attention.
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