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Table 1. Treatment of tuberculosis

INH: isoniazid (100 mg/Tab) 2 ~ 3 Tab once per day (5 mg/kg/day daily)
RFP: rifampicin (150 mg/Cap) 3 ~ 4 Cap once per day (10 mg/kg/day daily)
PZA: pyrazinamide 1 ~ 1.5 g once per day (25 mg/kg/day daily)

SM: streptomycin 15 mg/kg/day intramuscular injection 2-3 times per week
EB: ethambutol (250 mg) 2 ~ 3 Tab once per day (15 mg/kg/day daily)

(A): RFP + INH + PZA plus SM or EB for 2 months and then RFP + INH for 4 months

(B): RFP + INH plus SM or EB for 2 months and then RFP + INH for 7 months

Regimen (A) should be used for the treatment of tuberculosis. To avoid hepatic injury induced by PZA,

regimen (B) could also be used.

Fig. 1. A case in which the initiation of treatment was delayed.
The diagnosis of tuberculosis was delayed in this case because
the patient had been misdiagnosed as having pneumonia.
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Fig. 2. A case demonstrating XDR-TB.
The patient died shortly after the initiation of tuberculosis treat-
ment. The strain was later identified as XDR-TB.

A. Before treatment
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B. After treatment

Fig. 3. A case of MDR-TB in which surgical treatment was undertaken.

A cavitary change in left upper lobe was recognized (A). The strain was identified as MDR-TB. A left upper

lobectomy and medical treatment using appropriate medication resulted in an improvement of the pa-

tient’s symptoms (B).
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The current status of tuberculosis in Japan, including refractory cases
and drug resistant cases

Masaki Fujita
Department of Respiratory Medicine, Fukuoka University Hospital, 7-45—1 Nanakuma, Jonan-ku, Fukuoka, Japan

Although tuberculosis is often misunderstood as an old disease in Japan, tuberculosis remains one of the
three most widespread infections in the world. Japan still demonstrates a medium incidence of tuberculosis
cases compared to European and North American countries. There are several problems that remain, not
just concerning the incidence, but also concerning the diagnosis and treatment. Since the number of physi-
cians trained to medically treat tuberculosis is decreasing, a delay in an accurate diagnosis of tuberculosis
still frequently occurs. Although the standard treatment regimens for tuberculosis have been established,
the results remain poor, especially regarding elderly patients. One of the reasons is the high incidence of
concomitant diseases (e.g., cerebral infarction, cardiac diseases) other than tuberculosis in elderly patients.
There are many factors associated with tuberculosis that still have to be improved in modern Japan, includ-
ing the nutritional status, and the introduction of surgery in cases of treatment failure. We therefore need to
improve several aspects associated with TB in addition to treating other diseases that frequently occur in
the elderly. Cases of tuberculosis resistant to multiple drugs (multi-drug resistant tuberculosis; MDR-TB)
also represent big problem. The incidence of MDR-TB in Japan is not high, namely 0.7% in untreated pa-
tients, and 9.8% in previously treated patients. However, the incidence of extensively drug-resistant tubercu-
losis (XDR-TB) is extremely high, with a rate of 29% among MDR-TB patients. It is therefore necessary to
prevent the occurrence of such drug resistance and to pay close attention to these trends. In this issue, the
current status of tuberculosis in Japan is summarized, while focusing especially on refractory tuberculosis
and MDR-TB.



