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[ Abstract |  Objective: To investigate the prognosis of fluoroquinolone-resistant multidrug-resistant tuberculosis
(MDR-TB) patients so as to guide the development and monitoring of clinical treatment plans. Methods: Of the 99 MDR-TB
patients, 71 were caused by fluoroquinolone-resistant strains, and 28 were caused by fluoroquinolone-sensitive strains. The
clinical treatment effects of MDR-TB patients were retrospectively studied. All MDR-TB patients were treated with
individualized plans and followed up for 24 months. The clinical efficacy, sputum smear, sputum culture test results and
clinical outcomes were statistically analyzed, and the influencing factors were analyzed by logistic regression analysis. Results:
The overall cure rate of MDR-TB patients was 51. 5%, and the disease relapsed in 8. 5% of the patients after individualized
treatment was completed. After 12 months of individualized treatment for MDR-TB patients, the failure rate of sputum smear
positive patients was 93. 5%, the cure rate was only 6. 5%, while the cure rate of sputum negative patients was 90. 6%, and
the failure rate was only 9. 4%. Single factor logistic regression analysis showed that the risk factors for MDR-TB treatment
included the age of patients older than 40 years (P=0. 034), fluoroquinolone resistance (P<C0. 001) and fluoroquinolone-free
program (P = 0. 031). Multivariate logistic regression analysis showed that the risk factor for MDR-TB treatment was
fluoroquinolone resistance (P=0. 001, OR=7. 06), and fluoroquinolone treatment was a protective factor (P=0. 025, OR=
0. 33). Conclusions: The overall cure rate of MDR-TB infection is not ideal. The cured patients who accepted and completed
individualized treatment still have a high risk of recurrence. The results of sputum examination after 12 months of individualized

treatment in patients with MDR-TB have a high predictive value for prognosis, and this time point may be an important
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opportunity to adjust the treatment plan. Fluoroquinolone resistance is an independent risk factor for the failure of MDR-TB

infection, while fluoroquinolone-included plan is the key factor for the success of MDR-TB treatment.
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