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Introduction 

Tuberculosis (TB) is a medical, social and economic disaster of 

immense magnitude that is occurring over the world (WHO, 

2005 ).   

Strains of Mycobacterium tuberculosis that are resistant to both 

isoniazid and rifampicin with or without resistance to other 

drugs have been termed multi-drug resistant strains. Isoniazid 

and rifampicin are keystone drugs in the management of TB. 

While resistance to either isoniazid or rifampicin may be 

managed with other first-line drugs (Ormerod, 2005 ). 

Multi-drug resistant TB (MDR-TB) demands treatment with 

second-line drugs that have limited sterilizing capacity and are 

less effective and more toxic. (Sharma and Mohan, 2004 ). 

Emergence of (MDR-TB) is complicating tuberculosis control 

efforts. (Loddenkemper et al, 2002 ).   

The incidence of drug resistance has increased since the first 

drug treatment for TB was introduced in 1943. The emergence 

of MDR-TB followed the widespread use of Rifampicin since 

the 1970s. The WHO Stop TB Department estimates the 

number of incident cases (including new & re-treatment cases) 

occurring worldwide in 2003 alone to be 458 000. (Zingol et 

al, 2006 )  

According to WHO, TB profile for Egypt in 2004, the 

prevalence rate of new cases of multi-drug resistant tuberculosis 

was 2.2%, while that of previously treated tuberculous cases, 

which was discovered to be multidrug-resistant tb, was 38%. 

(WHO, 2004 ). 

The spectrum of this form of TB now ranges from "basic" 

MDR-TB, with resistance only to rifampicin and isoniazid, to 
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XDR-TB where there is additional extensive drug resistance to 

at least three of the six main classes of second-line 

antituberculous drugs. (Centers for Disease Control and 

Prevention, 2006 ) 

Early detection of drug-resistance TB allows starting of an 

appropriate treatment, which has an impact in the better control 

of the disease. (Palmino, 2006 ). 

The treatment of MDR-TB is a challenge which should be 

undertaken by experienced clinicians at centers equipped with 

reliable laboratory service for mycobacterial culture and in vitro 

sensitivity testing (Frieden and Munsiff, 2005 ).  

The recommended duration of treatment is guided by smear & 

culture conversion. The minimal recommendation is that; 

treatment should last for at least 18 months after culture 

conversion. Extension to 24 months may be indicated in 

patients defined as “chronic cases” with extensive pulmonary 

damage. (WHO, 2006 ). 

One of the major concerns about second-line antituberculous 

drugs is their potential to cause adverse effects. The experience 

of MDR-TB treatment pilot projects has contributed to greater 

knowledge about these adverse reactions in various 

populations.                                    (Nathanson et al, 2004 ) 

 

 

 

 

 

 

 


