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NeyeHune NY-Tb B
cneumanbHbIX CUTYaLUAX

JinHpa bapkaHe

Bpay otaenenHne M/MY-Tb ctaumoHapa

«LleHTp TYBEepKynesa n 3aboneBaHnM NErKNX»

Pu»Kcko BOCTOYHOM KAMHUYECKOW YHUBEPCUTETCKOM BONbHULLbI,

BO3 LleHTp coTpyaHuMyecTBa no obyvyeHuto n nccnegosaHHyto MJ1Y-Tb



CTPYKTYPA NNEKLUWUU

bepemeHHOCTb
* [loyeyHana HeAOCTAaTOUYHOCTb

* bonesHu neyeHwm

NMcuxmnyeckue 3abonesaHuA

3aBUCMMOCTb OT a/IKOros11 U HAPKOTUKOB



NEYEHUE MN1Y-Tb U BEPEMEHHOCTDb
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Tb / MNTY-Tb U BEPEMEHHOCTb

* Tb n 6epemeHHOCTb
— NN0XUe pe3y/sbTaTbl N€YEHUA

— MNOBbILWEHHbIN PUCK

* nperaeBpeMeHHble poapbl
* HU3KUN BEC NPU POXKAEHUU
* OrpaHMYeHue BHYTPMUYTPOOHOro pa3BuUTUA

* nepuHaTanbHaa CMepTb

| Thorac Dis. 2018 May; 10(5): 3102-3118. doi: 10.21037/jtd.2018.05.] |

6/14/2022


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6006072/
https://dx.doi.org/10.21037/jtd.2018.05.11

TECTbl HA BEPEMEHHOCTDb

* [lepen Ha4YaA0OM TEPANUN Y KEHLWMNH PEnpPOaYKTUBHOIO
BO3pacTa, MOBTOPHO - NO MOKa3aHMAM

MeToabl npeaorspaweHnA 6ep6MeHHOCTI/|
* [lpe3epBaTus
* [opmoHanbHble cpeacTsa (R)
* MeamumMHCKan cTepuamsaumsa




NEYEHUE MNY-Tb U BEPEMEHHOCTD |

* bepemeHHOCTb He ABAeTCA NPOTUBOMOKA3aHMemM AN
nedeHma MN1Y-Tb.

* Heobx0a4MMO OLEHUTL CPOK BEPEMEHHOCTU U TAKECTb
M/Y-TB.



NEYEHUE MNY-Tb U BEPEMEHHOCTD ,

OCHOBHble NpUHUUNBI:
|. Monb3a N pUCKM NneyenHms:

- Cnep,yeT Nno BO3MOXHOCTU OTNOXUTb HAYaA/10 iIeHEHUA HaA BTOpOl\;I TPUMECTP.

Eye Face
Cardiac bulge The eves are developing. All the facial features
This iz the The eyelids are closed are fully farmed
region where the
heart develaps Ceveloping eye Ear Arm
The shape The fetus can naw
of the earis move itz limbs
Head bud Dewveloping arm now wisible
£
Urabilical
stalk Leg Urnbilical cord
The limbs are now
quite well developed
20 Days 4 Weeks g Weeks 12 Weeks

3 mm (148 in) long 7 mm (5416 in) lang 2.5 cm (1in) lang & cm (2172 in) lang



NEYEHUE MNY-Tb U BEPEMEHHOCTD ,

2. B neyeHnun cnepyet Mcnosib3oBaTb, MO KpaHEN mepe, OT
Tpex A0 YeTbipex 3GPeKTUBHbIX NEKAPCTBEHHbIX
npenapaTos;

3. N3b6eratb UHBEKLUMOHHbIX MeANKaMEHTOB:
— PUCK OTOTOKCUYHOCTU dMNHOTTNMKO3UNAO0B,;
— B HeunsbexHbIx cnyyasax — Cm 3 x B Heaento;



NEYEHUE MNY-Tb U BEPEMEHHOCTD ,

5. N3beraTtb Eth/Pto:

— B unccnepoBaHMAX Ha XKUBOTHbIX — TepaTOI'eHHbIl\/JI

— MoXeT ycnnmtb TOWHOTY U PBOTY.

6. Ecnu KU3Hb MaTepu Noj, yrpo3om — pacCMOTPETb
BO3MOXKHOCTb N1erasibHoro abopra.



NEYEHUE MNY-Tb U BEPEMEHHOCTD

* HeT paHHbIX 0 Bpeae anutenbHoro npmnéma FQ, Cs/Trd, PAS,
Amx/Clv Bo Bpemsa bepemeHHOCTH;

* [locne poaoB — ycuauTtb nedyeHme. MoxXHO BO30H6HOBUTL
MHBbEKLUMNOHHblIe npenapaTbl u Pto;



Table 1. Food and Drug Administration Category and World Health Organization Grouping of Drugs Used for Tuberculosis Treatment

Crosses Teratogenic in
FDA WHO Placenta (cord: Breastfeeding Reproductive Concems in Pregnancy and
Drug Name Categary™ Group® matarnal ratio) Fetal Toxicity Compatible Toxicity Studies Postpartum
|soniazid C 1 Yes CNS defects Yes No Possible hepatotoxicity
Rifarmpin C 1 Yes Hemorrhage Yes (minimal Yes® Possible postpartum hemorrhage;

passage) interacts with NMNRTIs, Pls,
decreasas efficacy of hormonal
contraceptives

Ethambutol C 1 Yes Jaundice UD {minimal Yes (low
passage) incidence)
Pyrazinamide C 1 uD Jaundice UD {excreted in uo
breast milk)
Aminoglycosides
Capreomycin C 2 Yes o (W] Yes”
Streptomycein D 2 Yes Ototoxicity, thrush, Yes (minimal Mo
diarrhea passage)
Kanamycin D 2 Yes Ototoxicity Yes (minimal Mo
passage)
Amikacin D 2 Yas L uD uD
Leviofloxacin C 3 Yes L Yes No®
Moxifloxacin C 3 Yes L uD No®
Gatifloxacin C 3 up L up Mo L
Ethionamide/ Prothionamide C -4 up Developmental ub Yes Developmental abnormalities in
anomalies human case series
P-aminosalicylic acid C 4 uD Diarrhea Mo Mo L
Cycloserine C -4 uD C Yes up Congenital sideroblastic anemia
Terizidone 4 uD C up uD
Thiacetazone 5 up A up up
Clofazimine C 5 uD Reversible skin up Mo
pigmentation
Clarithromycin C 5 Yes (0.15) o uD No'
Amaoxicillin- clavulanic acid B 5 Yes (0.56) Necrotizing up Na
enterocolitis,
transaminitis
Linezolid C b uD L uD No
Imipenem C 5 uD R up Mo
Rifabutin B uD C up No C.
High-dose isoniazid C Yes [0.??;) CHNS Defecl_s uD Mo Possible hepatotoxicit
— I Bedaquiline B up . uph No Drug accumulation in tissues I
Rifapentine C uD L uD Yes' Possible postpartum hemorrhage;
interacts with NNRTIs, Pls, may
decrease efficacy of hormonal aral
contraceptives
Delarmanid Not L uD L uD Yes! Embryofetal toxicity at maternally
Approved! toxic doses in rabbits; breast milk

concentration 4 times higher than
blood in rats




Kateropus A

Kareropusa B

Karteropua C

Kateropua D

KOHTpOJ’IMpyEMbIe nccnengoBaHMA He BbiIABUIU PUCKA ONA

nnoaa. BepoATHOCTb BpeaHOro BO3A€I\/‘1CTBMFI Ha nao4 mana.

OnbITbl Ha XMBOTHbIX HEe BbIABUAN PUCKa ona nnoga,
nccnegoBaHMA Ha 6epeMeHHbIX OTCYTCTBYHOT. B 3Ty XKe
KaTeroputo BXOo4AT NEKAPCTBEHHbIE NpenapaTbl, OKa3dbiBatoLllne
BpeaHoe BO3A€VICTBM€ Ha nao4 y XUBOTHbIX, HO HE BAUNAKOLLUE
Ha YeN0oBEYECKNIA nnaoa.

MccnenoBaHWa Ha KMBOTHbIX BbIABUIM HeBnaronpuatHoe
AeNCTBUE Ha N0A, AaHHbIe O BAUAHUM Ha YeN0BEYECKUN Nnog,
OTCYTCTBYIOT. TaK)Ke K 3TOW rpynne oTHOCATCA npenapaTbl,
nccnenoBaHMe KOTOPbIX HE MPOBOAMAOCH HM Ha YeNoBeKe, HU
Ha XKMBOTHbIX. MpenapaTbl KaTeropuun C A0NKHbI Ha3HaYyaTbCA
TO/IbKO TOrAa, KOr4a oXuaaemas nosb3a OT UX NPUMEHeHUA
npeBbilWaeT NOTEHUMAbHbIA PUCK ANA NaoAaa.

MmetoTcs gaHHble O pUCKe gas Naoaa, Ho NoJsib3a oT
NPUMeHeHUsA JAHHOIo NpenapaTta onpaBAblBaeT BO3MOXKHOEe
HeraTMBHOe BO34elcTBME Ha naoa. K aTol Kateropum
npenapaToB OTHOCATCA CPeacTBa, NPUMEHEHME KOTOPbIX
Heobxoanmo NM60o Npu yrpose KU3HM 6epemeHHON KEHLLMHBbI,
nmMbo Npu HanMuMK cepbesHOro conyTcTaytolLero 3abonesaHus,
Korga 6onee 6e3onacHble NpenapaTbl OTCYTCTBYHOT UK
HeapPEeKTUBHBI.

Amx/Clv
Rifabutin
Bedagquiline

Levofloxacin Moxifloxacin Gatifloxacin
Clofazimine

Cycloserine

Linezolid

Imipenem

PAS

Isoniazid

Ethambutol

Rifampicin

Pyrazinamide

Ethionamide Prothionamide
Capreomycin

Streptomycin
Amikacin
Kanamycin



CENTERS FOR DISEASE CONTROL
AND PREVENTION

CENTERS FOR DISEASE
CONTROL AND PREVENTION

« CAUTION: Bedaquiline may be considered for children, HIV-infected
persons, pregnant women, persons with extrapulmonary TB, and persons
with co-morbid conditions on concomitant medications when an effective
treatment regimen cannot otherwise be provided. Further study is required
before general use of bedaquiline can be recommended in these
populations.



ACCEPTED MANUSCRIPT

Maternal and infant outcomes among pregnant
women treated for multidrug/rifampicin-resistant
tuberculosis in South Africa @

Marian Loveday =, Jennifer Hughes, Babu Sunkari, Igbal Master, Sindisiwe Hlangu,

Tarylee Reddy, Sunitha Chotoo, Nathan Green, James A Seddon

Clinical Infectious Diseases, ciaal89, https://doi.org/10.1093/cid/ciaal8% |
Published: 06 March 2020  Article history v YBEpKY

Mogaynb 4. leyeHue

* N=108 women.

» 88 (81%) were HIV-infected.

* Favorable treatment outcomes 72 (67%) women.

* Fifty-eight (54%) women received bedaquiline and 49 (45%) babies were exposed to
bedaquiline in utero.

* Low birthweight was reported in more babies exposed to bedaquiline compared to
babies not exposed (45% vs 26%; p=0.034).

* Of the 86 children evaluated at 12 months, 72 (84%) had favourable outcomes; 88% of
babies exposed to bedaquiline were thriving and developing normally compared to
82% of the babies not exposed.



NEYEHUE MNY-Tb U BEPEMEHHOCTD

* He BaunAeT Ha NPOAONTKUTENBbHOCTb /1IeHEHUA,

* He pekomeHAayeTcAa KOPMAEHWUE TPYyabio — NeKapCcTBO 2-ro paAaa
MPOHWUKAET B rPyAHOE MOJIOKO;

* HoBOpPOXAEHHbIN AONKEH NONYYUTb BaKUUHY BLMK.



NEYEHUE MANY-TE U CAXAPHbIN OUABET
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NEYEHUE MANY-TB U CAXAPHbIU AWABET,

* BbICOKMI PUCK MeHee Ba1aronpuATHOro Ucxoaa NevYeHus;

® nOTEHLI,MDYET NoboYHble ABNEHUA:
» Mepudepuryeckan nosnHeBponaTusa

» [oyeyHas HEAOCTATOYHOCTb

* Tb, Pto yCnoXHAET MUKEMUYECKNI KOHTPOb;

MANAGEMENT OF DIABETES
MELLITUS-TUBERCULOSIS

A Guide to the Essential Practice

First Edition
2019




NEYEHUE MANY-TB U CAXAPHbIU AWABET,

* [lpn neyeHnmn MJTY-Tb MOKHO NPUHUMATL BCE NPOTUBOTYOEPKYNE3HbIEe NpenapaThl:

— bBonee yacTbiit KOHTPONb KpeaTUHUHa U K.

* XOpowWunn KOHTPOIb aAnaberta!

* JleyeHwue:
— MeTtdopmuH,
— npenapaTbl cyN1bdaHNAMOYEBUHDI,

— WHecynmH (HbAIc >10% or FBG >15 mmol/l (>270 mg/dI) ).

Table 6.1: Targets for glycaemic control during 'T'B treatment

Measurement laroet

Fasting blood (capillary) glucose <10 mmol/l (<180 mg/dl)

HbAlc <3%




Table 6.2: Common glucose-lowering drugs used for managing DM in'T'B patients

Characteristic Metformin Sulphonylurea Insulin
derivates
Drug of choice First choice Add-on Use if targets for
Used in case there is Floale or FRG
s . cannot be reached or
a contraindication " : g
b if there is symptomatic
or intolerance to i g
formi hyperglycaemia
Risk of hypoglycaemia No Yes Yes
Starting dose 500 mg od or bid, Gliclazide 10 units basal
(od = once a day; titrated to a maximum  40-80 mg OD msulin per day
bid = twice a day) gz:c of 2,000 mg Glibenclarmide as the starting point
¥ 2.5-5 mg OD
Glimepiride
1-2 mg OD

Interaction with
rifampicin

Main side effects

Use in reduced
kidney function
(GFR = glomerular
filtration rate)

Cardiovascular events

Mot clinically relevant

Gastrointestinal
Lactic acidosis

Dose adjustment if
eGFR <45 ml/min
Contraindication if
eGFR <30 ml/min *

Recognised benefit

Glipizide 5 mg OD

Yes, 30-80% lower
efficacy with
rifampicin

Hypoglycaemia
Increased risk of

hypoglycaemia

Preference gliclazide

Meutral

None

Hypoglycaemia

Can be safely used

MNeutral

* eGFR = estimated glomerular filtration rate.

if measurement of eGFR cannot be done, metformin should not be given to patients with known
chronic kidney disease without approval from their treating physician.

The Union

MANAGEMENT OF DIABETES
MELLITUS-TUBERCULOSIS

A Guide to the Essential Practice

First Edition
2019




Table 6.3: Management of HbA1c or blood glucose at the start of T'B treatment

HbAlc or FBG ai
the start of TB treatment

1B patient diagnosed goith
neww DM

T'B patient already recerving
treatment for DM

If HbAlc <8% or FBG
<10.0 mmol/l (180 mg/dl)

If HbAlc =8% but less than
10% or FBG =10 mmol/1
(180 mg/dl} but less than
15 mmol/l (270 mg/dl)

If HbAlc =10% or FBG
=15 mmolfl (270 mg/dl)

Mo further immediate action
15 taken; re-assess blood
glucose levels at 2 months
and again at the end of TEB
reatment

Start metformin 500 mg once
a day, reassess in two weeks
and increase the dose to

500 mg twice a day or refer
if blood glucose levels have
not improved

Start metformin 500 mg twice
a day and seck specialist advice

Mo further action is taken;
the patient continues on
current medication for DM

Intensify current
glucose-lowering
treatment and reassess
one—two weeks later

Seek specialist advice

and consider the need for
hospital admission for better
glucose control

The Unien

MANAGEMENT OF DIABETES
MELLITUS-TUBERCULOSIS

A Guide to the Essential Practice

First Edition
2019
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RESEARCHARTICLE

Glycemic Control and the Risk of Tuberculosis: A Cohort Study

Pin-Hui Lee B, Han Fu BJ. Ting-Chun Lai, Chen-Yuan Chiang, Chang-Chuan Chan, Hsien-Ho Lin

Published: August 9, 2016 « hitp://dx.doi.org/10.1371/jounal. pmed. 1002072

e TamBaHb, |23 546 nauneHTa;

* Bpema HabnoaeHusa - 2005 — 2015 rop;

» 327 cnyyaes 3aboneBaHnA TybepKynesom,

* MNaumeHTbl ¢ BbicOKOMW rnkemuen (130 mr/an) — aHR 2,21;

* MNaumeHTbl ¢ HopmanbHou rnkemmen (< 130) — puck He oTamyaeTca oT
PUCKa ANA naumeHToB be3 anabera;

* [lpn yayyWeHUN YPOBHA MIMKEMUU CHUXKAETCA PUCK 3aboneTb Th



Tegegne et al. Systematic Reviews (2018) 7:161

https:/doi.org/10.1186/512643-018-0828-0 S)(Ste matlc R‘E‘VI ews

RESEARCH Open Access

Association between diabetes mellitus and ®
multi-drug-resistant tuberculosis: evidence
from a systematic review and meta-analysis

Balewgizie Sileshi Tegegne'~, Melkamu Merid Mengesha''®, Andreas A. Teferra®, Mamaru Ayenew Awoke®
and Tesfa Dejenie Habtewold®

Abstract

Background: Diabetes mellilus (OM) poses a significant risk for the development of active tuberculosis (TB) and
complicates its treatrment. Howewver, there is inconclusive evidence on whether the TB-DM co-marbidity is associated
with a higher risk of developing multi-drug-resistant tuberculosis (MDR-TB). The aim of this meta-analysis was 1o
summarize available evidence on the assedation of DM and MDR-TB and to estimate a pooled effect measure.

Methods: PubMed, Excerpta Medica Database (EMBASE), Web of Scence, World Health Organization (WHO), and
Global Health Library database were searched for all studies published in English until July 2018 and that reported the
association of DM and MDR-TB among TB patients. To assess study guality, we used the Newcastle-Ottawa Scale for
cohort and case-control studies and the Agency for Healthcare Research and Quality tool for cross-sectional studies.
We checked the between-study heterogeneity using the Cochrane Q chi-squared statistic and f and examnined a
potential publication bias by visual inspection of the funnel plot and Egger's regression test statistic. The random-effect
rmodel was fitted to estimate the summary effects, odds ratios (ORs), and 95% confidence interval (Cls) across studies.

Results: This meta-analysis of 24 observational studies from 15 different countries revealed that DM has a significant
association with MDR-TB (OR = 1.97, 95% Cl = 158-245, F = 38.2%, P value for heterogeneity = 0031). The significant
positive association remained irrespective of country income level, type of DM, how TE or DM was diagnosed, and
design of primary studies. A stronger association was noted in a pooled estimate of studies which adjusted for at least
one confounding factor, OR = 243, 95% Cl 1.90 to 3.12. There was no significant publication bias detected.

Conclusions: 11 resuits suggest that DM can significantly increase the odds of developing MDOR-TE. Consaquently, a
more robust TB treatment and follow-up might be necessary for patients with DM. Efforts to control DM can have a
substantial beneficial effect on TB outcomes, particularly in the case of MDR-TE.

Systematic review registration: PROSFERD CRD42016045692.

Keywords: Diabetes mellitus, Tuberculosis, Multi-drug-resistant tuberculosis, Systematic review, Meta-analysis
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The effects of diabetes on tuberculosis treatment outcomes: an
updated systematic review and meta-analysis

P. Huangfu,* C. Ugarte-Gil,** J. Golub,% F. Pearson,* J. Critchley*

*Population Health Research Institute, St George's University of London, London, UK; *Facultad de Medicina
Alberto Hurtado and Instituto de Medicina Tropical Alexander von Humboldt, Universidad Peruana Cayetano
Heredia, Lima, Peru; *Department of International Health, Bloomberg School of Public Health, Johns Hopkins
University, Baltimore, MD, Centre for Tuberculosis Research, Johns Hopkins School of Medicine, Baltimore, MD,
usa

Previous articles in the series:  Editorial: Magee M, Bao |, Hafner R, Lin
¥, Lin H-H. Curbing the tuberculosis and diabetes co-epidemic: strategies
for the integration of clinical care and research. Int J Tuberc Lung Dis
2018; 22: 1111-1112. Articles: No 1: Harries A D, Lin Y, Kimar A MV,
Satyanarayana 5, Zachariah R, Dlodlo R A. How can integrated care and
research assist in achieving the SDG targets for diabetes, TB and HIW/
AIDS? Int ) Tuberc Lung Dis 2018; 22: 1117-1126. No 2: Magee M |,
Salindri A D, Gujral U B et al. Convergence of non-communicable
diseases and tuberculosis: a two-way street? Int | Tubere Lung Dis 2018;
22: 1258-1268. No 3: van Crevel R, Koesoemadinata R, Hill P C, Harries
A D. Clinical management of combined tuberculosis and diabetes. Int J
Tuberc Lung Dis 2018; 22: 1404-1410. No 4: Alexander M, Gupta &
Mathad 1 5. Is there a connection between gestational diabetes mellitus,
human immunodeficiency virus infection, and tuberculosis? Int | Tuberc
Lung Dis 2019; 23: 19-25. No 5: Huangfu P, Laurence ¥ V, Alisjahbana B,
et al. Point-of-care HbA1c for disbetes management and its accuracy
among TB patients: a study in four countries. Int J Tuberc Lung Dis 2019;
23: 283-297. No 6: Bao J, Sha W, Zhang W-H, Zhang T, Muldoon K,
Hafner R. Curbing diabetes and tuberculosis co-epidemic: role of China.
Int J Tuberc Lung Dis 2019, 23: 663-668. No 7: Martinez N, Kornfeld H.
Tuberculosis and diabetes: from bench to bedside and back. Int J Tuberc
Lung Dis 2019; 23: 669-677.

SUMMARY

TB-DM patients compared to those with TB alone were
included. Two reviewers independently assessed titles,
abstracts, and extracted data. Culture conversion at
two/three months, all-cause mortality, treatment failure,
relapse and multidrug-resistant TB (MDR-TB) were
evaluated using random effects meta-analysis with
generic inverse variance. Heterogeneity was explored
using subgroup analyses and meta-regression.

RESULTS: One hundred and four publications were
identified. Sixty-four studies including 56 122 individu-
als with TB-DM and 243 035 with TB, reported on
death. Some outcomes showed substantial heterogeneity
between studies, which we could not fully explain,
though confounding adjustment and country income
level accounted for some of the differences. TB-DM
patients hiad higher odds of deach (OR 188, 95%CJ
1.59-2.21)_and relapse (OR 1.64, 95%CI 1.29-2.08)

compared to TB patients. More limited “evidence

suggested JLB-DM_parients had _double the risk _of
evelogmg MDR-TB (OR 1.98, 95%CI 1.51-2.60).

CONCLUSION: DM is associated with increased risks of
poor TB treatment outcomes, particularly mortality, and

may increase risk of developing primary MDR-TB.
Cost-effectiveness of interventions to enhance TB-DM
treatment should be assessed.

KEY WORDS: TB; DM; treatment outcomes; epidemi-
ology; public health

TUBERCULOSIS (TB) REMAINS an important
public health issue globally; in 2017, there were an
estimated 10 million incident cases and 1.6 million



NEYEHUE MANY-Tb U NMOYEYHAA
HEAOCTATOYHOCTDb
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NMOYEYHAA HEAOCTATOYHOCTD

e MoeT b6bITb XPOHMYECKAsA — KaK NOCNeACTBME XPOHUYECKOro
3abonesaHua (B Tom umncne n Tb), unm octpaa — npu npméme
NHBELMPYEMbIX NEKAPCTB;

* Pexum neyenHunsa c yuetom CK® (ckopoctn knyboukoson dbunbrpaumm)



CK® - CKOPOCTb KTYBOYKOBOW ®UNBTPALUN

MD
CALC

try: "FENa" or "sodium"

Creatinine Clearance (Cockcroft-Gault Equation) @ @ s

Calculates CrCl according to the Cockcroft-Gault equation.

Sex
O Male O Female
Age
Weight
kg =
Creatinine

The Cockcroft-Gault Equation ma?‘/I be inaccurate dependlrllﬁnon a Jaatient's body weight
and BMI; by (Providln,g additional height, we can calculate BMI and provide a modified
estimate and range.

Height

Try US heights as 510" when in US units




TABLE 7.1 Adjustment of anti-TB drugs in renal insufficiency?

DRUG RECOMNMENDED DOSE AND FREQUENCY FOR PATIENTS WITH
CREATININE CLEARANCE <30 ML/MIN OR FOR PATIENTS
RECEIVING HAEMODIALYSIS (UNLESS OTHERWISE INDICATED
DOSE AFTER DIALYSIS)

Isoniazid No adjustment necessary

Rifampicin Mo adjustment necessary

Pyrazinamide 25-35 mg/kg per dose three times per week (not daily)

Ethambutol 1525 mg/kg per dose three times per week (not daily)

Rifabutin MNormal dose can be used, if possible monitor drug concentrations

to avoid toxicity.

Rifapentine

Mo adjustment necessary

Streptomycin

12-15 mg/kg per dose two or three times per week (not daily)®

Capreomycin

12-15 mg/keg per dose two or three times per week (not daily)®

Kanamycin

1215 mg/kg per dose two or three times per week (not daily)®

Amikacin

1215 mg/kg per dose two or three times per week (not daily)®

Ofloxacin

600-800 mg per dose three times per week (not daily)

Levofloxacin

T750-1000 mg per dose three times per week (not daily)

Moxifloxacin

Mo adjustment necessary

Gatifloxacin

400 mg three times a week

Cycloserine

250 mg once daily, or 500 mg/dose three times per week®

Terizidone

Recommendations not available

Prothionamide

Mo adjustment necessary

Ethionamide

Mo adjustment necessary

Para-aminosalicylic acid®

4 g/dose, twice daily maximum dose®

Bedaquiline

No dosage adjustment is required in patients with mild to
moderate renal impairment (dosing not established in severe renal
impairment, use with caution).

Delamanid Mo dosage adjustment is required in patients with mild to
moderate renal impairment (dosing not established in severe renal
impairment, use with caution).

Linezolid Mo adjustment necessary

Clofazimine

Mo adjustment necessary

Amoxicillin/clavulanate

For creatinine clearance 10-30 ml/min dose 1000 mg as
amoxicillin component twice daily; for creatinine clearance
<10 ml/min dose 1000 mg as amoxicillin component once daily

Imipenem //cilastin

For creatinine clearance 20-40 ml/min dose 500 mg every 8
hours; for creatinine clearance =20 ml/min dose 500 mg every
12 hours

High dose isoniazid

Recommendations not available

Clarithromycin

500 mg daily




NEYEHUE MANY-Tb U BONE3HU MNMEYEHW
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NEYEHUE MNY-Tb U BOJIE3HU NEYEHMU |

XpoHunyeckmu renatnt — B, C
J1eKapCTBEHHbIN renatut
OcTpbin renaTuT

XPOHMYECKUIN aIKOTO/TN3M

JOURNAL %f
OF HEPATOLOGY 20EAS)

LETTER TO THE EDITOR | VOLUME 72, ISSUE 5, P1028-1029, MAY 01, 2020

High prevalence of hepatitis C infection among
multidrug-resistant tuberculosis patients

Kwonjune J. Seung 2 = « Molly F. Franke « Catherine Hewison « .. Uzma Khan « Carole D. Mitnick

on behalf of the end TB Study Group « Show all authors

Published: March 06, 2020 = DOI- https://doi.org/0.1016/j jhep.2019.10.018

i{,&z‘g World Health
{%,F Organization

GUIDELINES FOR THE CARE
AND TREATMENT OF PERSONS
DIAGNOSED WITH CHRONIC
HEPATITIS C VIRUS INFECTION

JuLY 2018

GUIDELINES




NEYEHUE MNY-Tb U BOJIE3HU NEYEHMU ,

* JleKapCTBEHHbIN renaTur
— Yauwe npu npuéme meankameHtos |—ro paga: H,R, Z;

— npu Nnpuéme megmkameHToB 2-ro paga — Eth/Pto, PAS, pegko — FQ (Mfx);

e XpOHWYECKUi renatut

— Ecnn cocTtoaHme naumeHTa NO3BONAET, pexXnm ievyeHuA OCTaeTcA
6e3 nameHeHunmn, HO NPU 3TOM PUCK TOKCHUYECKOTO rernatmnta BblCOK;



NEYEHUE MNTY-Tb U BOJIE3HU NMEYEHMWU ,

* [1pn OCTPOM renatuTe cieayeT OTNOXUTb iedyeHne MY-Tb go
cTabmnmsaumnm nokasatenen

* Ecnn Henb3s OTNOXKUTb, cneayeT NPUHUMATb 4 3G PEeKTUBHbIX
npenapaTa (WaaALmx neyeHb)



NEYEHUE MNTY-Tb U NCUXUYHECKUE
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Integrating tuberculosis and mental health services: global receptivity of
national tuberculosis program directors

A.C. Sweetland,” J. Galea,T 5. S Shin,* C_ Driver,5 R. A. Dlodlo, " A. Karpati,¥ and M. L. Wainberg", The Union TB

& Mental Health Working Group

MENTAL AWND SUBSTANCE use d1sorders &equen’rh co-exist with tuberculosis (TB), 12 and are
assomared with delays in seeking care.? missed doses,= poor quality of life, disability and loss to follow-
up 8 Mental and substance use disorders may thus increase the risk of treatment failure’ and drug

therefore represen‘r a smmf"icam barrier to TB elumnanon Im:ln 1duals with TB have a significantly hmher
risk for depression than the general p-::apuulatu:ml 2121 qye to biologic, social and behavioral factors =
Individuals co-mnfected with the human immunodeficiency virus (HIV) have an even greater risk of
dn&-prﬁs5,1'.4::nn=H which 1s significantly associated with worse health status involving mobility, pain and

discomfort, self-care, cognition, interpersonal activities, sleep and energy ==

CONCLUSIONS Go to: (v

We reported findings from the first survev on the integration of TB and mental health care services by NTP
directors. Our most noteworthy finding was the lack of attention to mental health and substance use in
current practice, but high receptivity to imtegrating such services into TB care and prevention. Qur findings
suggest that the integration of TB and mental health care should be supported as part of TB elimination
goals. We 1dentified significant obstacles that need to be addressed: low levels of awareness and mnadequate
prioritization of mental health, limited resources, and lack of training. Future work should leverage the
promising receptivity among NTP directors and the momentum of the Global Mental Health Movement to

address the obstacles presented in our study.
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NEYEHWE MNY-TB U MNCUXUYECKMUE
3ABOJIEBAHMA |

* NMepen Ha4YaIOM IeYEHUA PEKOMEHAYETCS OCMOTP NCUXMNATPA;

¢ |_|pl/l KOHCTAaTUpPOBaHUUN NMCUXUYHECKUX N3MEHEHUN —
dadeKBaTHOe s1e4vyeHue,

* [Tpn neyeHmmn MNY-Tb cywecTByeT BbICOKMM PUCK TPEBOTU U
aenpeccuu:

v'MeankameHTO3Han Tepanus;
v IHOMBMAYaNbHaA NCcUxXoTepanus;
v'Tpynnosasa ncuxoTepanus



NEYEHUE MNY-Tb N NCUXUNYECKUE
3ABOJIEBAHUA ,

Cs/Trd - MOXHO Ha3HauaTb;

[MoTeHUMaNbHAA NONb3a Bbllle, YeM YPOBEHb PUCKA;

Ctporoe HabntogeHue 1 xopoluass KOMMYHUKaLMA C
MCUXMATPOM;

Llal.l.l,e NCnXmatTpunyecrume NoboYyHble ABNEeHUA:
v’ Mcuxos,
v  Cynuma.
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The prevalence of depression among patients with tuberculosis: a
systematic review and meta-analysis

Bereket Dul-z{::m'2 Asres Bedaso,! and Getinet .i'a}'amc-z-3

-:,j = Author information » Article notes » Copyright and License information Disclaimer
T Associated Data
Data Availability Statement
Abstract Go to: (¥
Background
Evidence has shown that the prevalence of depression 1z much higher among patients with tuberculosis
(TB) and this, in turn, may adversely impact compliance with anti-TB medications. Therefore, this
systematic review and meta-analysis aimed to quantitatively summarize epidemiologic evidence on the
5 prevalence of depression among patients with TB and formulate a recommendation for future clinical
o practice as well as research.
Results

We 1dentified a total of 25 studies that included 4903 participants across seven countries. In our analysis,
the pooled estimated prevalence of depression among TB patients was found to be 45.19% {95% CI 38.04—
52.55). The prevalence was higher in MDR-TB 32 34% (95% CI 38.09—-66_22) than non-MDE-TB 43 47%
{(95% CI 35.88—31.37) patients. We also found that the pooled prevalence of depression was higher among
females 31.54% (93% CI 40.34-62.60) when compared to males 45.25% (93% CI[ 35.19-55.71). The
pooled prevalence of depression was 45.45% as measured by HEDS, and 1t was 55.62%, 45.52%, and

38.36% as measured by BDI, HADS and PHQ-9, respectively.
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NEYEHUE MNY-Tb N BABUCUMOCTDb OT
AJTKOIrona n HAPKOTUKOB

* 33aBUCMMOCTb OT a/ZIKOTroN1A He ABNAETCA npenaTcrBuem aNnAa Ha4dana
nevyeHumA,

* Cnepyet NpeanoXuUTb NauMeHTY TePaAnMIo OT 3aBUCUMOCTMU:

v’ Mporpamma MeTagoHa, Subutex (buprenorphine)
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Alcohol consumption and risk of tuberculosis: a systematic

review and meta-analysis

E. Simou, J. Britton, J. Leonardi-Bee

UK Centre for Tobacco and Alcohol Studies, Division of Epidemiology and Public Health, University of

Nottingham, Nottingham, UK

SUMMARY

OBIJECTIVE: To perform a systematic review and meta-
analysis of the association between alcohol consumption
and risk of tuberculosis (TB).

METHODS: Medline, EMBASE and Web of Science
were searched for observational studies from 2005 to
April 2018. Reference lists of included studies were
screened.

RESULTS: Forty-nine studies were included. Compared
with people with low or no alcohol intake, the risk of TB
in people with high or any alcohol consumption was
increased by relative odds of 1.90 (95%CI 1.63-2.23).
Substantial levels of heterogeneity were seen (I =82%);
however, there was no evidence of publication bias (P=
0.54). Sensitivity analysis restricted to studies using no

alcohol drinking as a reference group found a slightly
lower but still increased risk (OR 1.60, 95%CI 1.39-
1.84). Subgroup analyses revealed no significant differ-
ences in relation to study design and quality, geographic
location, publication vear or_adjustment for confound-

ers. A pooled analysis of a further four studies reporting
hazard ratios (HRs) found a nearly three-fold increase in
risk of TB in relation to alcohol consumption during
follow-up (HR 2.81, 95%CI 2.12-3.74). An exposure-
response analysis showed that for every 10-20 g daily
alcohol intake, there was a 12% increase in TB risk.

CONCLUSION: Alcohol consumption 1s an important
risk factor for the development of TB.
KEY WORDS: alcohol; TB; meta-analysis
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Dispersion of the corrected QT and JT interval in the
electrocardiogram of alcoholic patients

Naima Corovi¢ !, Zijad Durakovié¢, Marjeta Misigoj-Durakovi¢

Affiliations 4+ expand
PMID: 16433743 DOI: 10.1111/).1530-0277.2006.00018.x

Conclusions: Persons who consume various alcoholic beverages excessively and for a long time have

significantly higher dispersions of the QTc and JTc, intervals and they have a significantly higher
estimation of relative risk for the prolonged QTc interval and higher QTc dispersion than the control

group, i.e., higher risk of arrhythmias.
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Randomized Controlled Trial > ) Stud Alcohol. 2005 Jul;66(4):555-8.
doi: 10.15288/jsa.2005.66.555.

Acute alcohol intake and QT dispersion in healthy
subjects

Huseyin Uyarel T Cagdas Ozdol, Ahmet Murat Gencer, Ertan Okmen, Nese Cam

Affiliations 4 expand
PMID: 16240563 DOIl: 10.15288/j5a.2005.66.555

Conclusions: Heavy episodic drinking is associated with an increase in QTd and cQTd.
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Alcohol-related peripheral neuropathy: a systematic review and meta-
analysis

Thomas Julian, ! Nicholas Glascow,! Rubiya Syeed,! and Panagiotis zish2.3

Conclusions

s Alcohol-related peripheral neuropathy 1s common, with signs and symptoms $§g 44% of chronic

alcohol abusers and representing 10% of polyneuropathies. When utilising NCS TO™rehene

subclinical neuropathy amongst alcohol abusers, the rate 15 higher.
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NEYEHUE MNY-Tb N BABUCUMOCTDb OT
ANTKOrona n HAPKOTUKOB ,

* [1ONIHOCTb OTKa3aTbCA OT yI'IOTp66!'IEHMFI dJ1IKOIroNA;,

* Mpwn npnéme Cs/Trd yBennymBaeTca pUCK NCUXUYECKUX MOOOYHbIX
peakumn:
v Mpunagku



PA3BOP CJ/IYHAEB
|
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MALMEHTKA D -D, 24 roaA

* B nepsbii pa3 Tb numbartmyeckume y3nol — B Bo3pacte |3 net (bpat HR S E Z)

* ®eBpanb

— Jlnxopagaka,

— 6oanBropne,

~ Kalwe/sb C MOKPOTOM.

* PeHTreHorpammebl rpygHou knetku - MopospeHue Ha Th

* Graviditas Il 5-6 Hepena

* MUWKPOCKOMUNA — 2+; |+, 3+

JATA

Tect

PesynbTaT

Km

Cm

Am

Ofx

Lfx

Mfx

Pto

Cs

PAS

Lzd

21.02.
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HY)‘KHO TN HaM NevYnTb I'IaLI,MEHTKy?

|. [da, obs3atenbHo

2. HeTt, Mmbl MOXXem noaoXaatb
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Pexxnmbl xummoTtepanum!?

oW N

Am Lfx Eth Cs Lzd
Bdq Lfx Eth EH,, Z Cfz
Lfx Bdq Cfz Lzd Cs
Lfx Cfz Cs Lzd DIm
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NAUMEHT AKOB, 74 JIET

* HoBbIM cny4yan
e ¥anobbi:

* Jlnxopaaka,

* Kawesnb ¢ MOKPOTOMH,
* OpablwKa,

* [oTeps Beca 8 Kr.
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FE3Y.I'.I]1TEITH MHKpPOCKONHH H NOCEBA.

MecaL Nara cGopa Pe3ynAbTaT Nara cBopa Pe3aynbTaTt
nNeYeHHa obpasua  muepockonuu obpasua nocesa
0 05.04. oTp
06.04. 4,100
PesyneraTe TJI4:
] Li] M Et Dl
ecay | flara cbopa =i H R E | Z S  Am o/ | ¢s  pas Bdq m
meyeuna ofpasua WMoCNegoBaHMA Pto
0 05.04. Kpert Y

Hain test 5.04.

rpoB —sayTaguMia MUTZA

katG —myTaumin MUTL
inhf — HeT MmyTauui
gyri — HET MyTaLMEA
gyrB — HeT myTaumMi
TS — HET MYTaLLIA

€i5 — HET MyTaLKWA
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E. MNocnegHWe Pe3yAbTaThl KAHHKMYECKMX/GHOXMMHYeCKHX NaBopaToOPHbLIX HCCAEA0BaHMHIA:

Oata cbopa MapameTp Pesynetatr | EguHMua MpK OTHAOHEHMM OT HOPMbI, MOMANYACTE, YHAKWTE
obpa3ya: M3MEDEHMA | MCHOAHEIW PESYALTAT M PESYALTATH B OMHAMMUHKE
05.04. FemorncbuH 109
NeAKOLMTEI B53
TpomBouMTH 409
SpPUTPOWKTEI 3.71
KpeaTHHMH 55
pCHd 135.20
K 473
g
Ma
BUnKUpyDKH
ANT 10
ACT

/i [neoKosa 14.13\

(

HbAlc

6.7%

(4.8-5.9)

(0.78 — 5.19)

C-nenmug 113 4
ﬁ—[ﬁp_

Hy»paeTca v 3TOT NauueHT B 1eYeHun amabeta?

1.
2.

Aa

HeTt

Kakoe nekapctBo?

1.
2.

3.

MeTdopmuH

npenapaTbl CyJbPaHNIMOYEBUHDI

NHcynuH

52



PA3BOP CJ/IYHAEB
3

222222222



MNALUMEHT V-6, 54 NET

* CaxapHbin gmnabet 24 ropa

* 8,4% (HbAIc)

* [Nepudepunyeckaa noanHesponaTmsa

* [MoyeuHasa HegocTaTouHOCTbV (CKP=20)
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DATA MUKPOCKOMNUA

26.10. | +
26.10. 2+

KoHTakT - 2002.-HR ES Z Km Ofx ;

Km | Cm | Am | Ofx | Lfx | Mfx | Pto | Cs | PAS
Tect PesynbTtat

26.10. GeneXpert



Hata cbopa obpasua:

26.10.

FemornobuH

Bunupybun 27
ANT 10
ACT 7

Pexxmbl xummoTtepanun?

|. Lfx Bdq Lzd Trd Cfz

Am Lfx Pto Trd Lzd

Bdq Lfx Eth EH,, Z Cfz
Lfx Cfz Trd Lzd DIm
Bdq Pa Lzd

A S

An 38
< lnwokKoza | 981 5




TABLE 7.1 Adjustment of anti-TB drugs in renal insufficiency?

DRUG RECOMMENDED DOSE AND FREQUENCY FOR PATIENTS WITH
CREATININE CLEARANCE <30 ML,/MIN OR FOR PATIENTS
RECEIVING HAEMODIALYSIS (UNLESS OTHERWISE INDICATED
DOSE AFTER DIALYSIS)

Isoniazid No adjustment necessary

Rifampicin

No adjustment necessary

Pyrazinamide

2535 mg/kg per dose three times per week (not daily)

Ethambutol

15-25 mg/kg per dose three times per week (not daily)

Rifabutin

Normal dose can be used, if possible monitor drug concentrations
to avoid toxicity.

Rifapentine

Mo adjustment necessary

Streptomycin

1215 mg/kg per dose two or three times per week (not daily)®

Capreomycin

12-15 mg/kg per dose two or three times per week (not daily)®

Kanamycin

12-15 mg/kg per dose two or three times per week (not daily)®

Amikacin

1215 mg/kg per dose two or three times per week (not daily)®

Ofloxacin

600-8200 mg per dose three times per week (not daily)

Levofloxacin

750-1000 mg per dose three times per week (not daily)

Moxifloxacin

No adjustment necessary

Gatifloxacin

400 mg three times a week

Cycloserine

250 mg once daily, or 500 mg/dose three times per week®

Terizidone

Recommendations not available

Prothionamide

No adjustment necessary

Ethionamide

No adjustment necessary

Para-aminosalicylic acid®

4 g/dose, twice daily maximum dose*

Bedaquiline

No dosage adjustment is required in patients with mild to
moderate renal impairment (dosing not established in severe renal
impairment, use with caution).

Delamanid

Mo dosage adjustment is required in patients with mild to
moderate renal impairment (dosing not established in severe renal
impairment, use with caution).

Linezolid

No adjustment necessary

Clofazimine

Mo adjustment necessary

Amoxicillin/clavulanate

For creatinine clearance 10-30 ml/min dose 1000 mg as
amoxicillin component twice daily; for creatinine clearance
<10 ml/min dose 1000 mg as amoxicillin component once daily

Imipenem/cilastin

For creatinine clearance 20-40 ml/min dose 500 mg every 8
hours; for creatinine clearance <20 ml/min dose 500 mg every
12 hours

High dose isoniazid

Recommendations not available

Clarithremyein

500 mg daily




DIm Lzd Mfx Pto Trd

| 8 | a2 | 16% | 21® | Apidra_| _Lantus _

4.11. 2,46 727 8,61 14-14-14 I5-24
7.11. 4,52 5,0 7,50

10.11. 10,67 2,41

14.11. 4,16 2,31 5,46 4,02

16.11. 2,5 5,0 2,9 3,8

17.11. 2,43 2,8 6,64

18.11. 8,9 7,5 8,0

19.11. 6,8 3,9 59

20.11. 8,0 52 9,8 6-6-6 12
21.11. 17,24 16,03

22.11. 20,1 17,0 16,6

23.11. 13,7 8,8 58 4,5

24.11. 57 12,95 12,31 13
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