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Special Article

We aimed to review the current data composition of the Korean Tuberculosis and Post-Tuberculosis Cohort, which was constructed by 
linking the Korean Tuberculosis Surveillance System (KNTSS; established and operated by the Korean Disease Control and Prevention 
Agency since 2000) and the National Health Information Database (NHID; established by the National Health Insurance Service in 
2012). The following data were linked: KNTSS data pertaining to patients diagnosed with tuberculosis between 2011 and 2018, NHID 
data of patients with a history of tuberculosis and related diseases between 2006 and 2018, and data (obtained from the Statistics Ko-
rea database) on causes of death. Data from 300 117 tuberculosis patients (177 206 men and 122 911 women) were linked. The rate of 
treatment success for new cases was highest in 2015 (86.7%), with a gradual decrease thereafter. The treatment success rate for previ-
ously treated cases showed an increasing trend until 2014 (79.0%) and decreased thereafter. In total, 53 906 deaths were confirmed 
among tuberculosis patients included in the cohort. The Korean Tuberculosis and Post-Tuberculosis Cohort can be used to analyze dif-
ferent measurement variables in an integrated manner depending on the data source. Therefore, these cohort data can be used in fu-
ture epidemiological studies and research on policy-effect analysis, treatment outcome analysis, and health-related behaviors such as 
treatment discontinuation. 
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INTRODUCTION

A World Health Organization (WHO) report included tuber-
culosis (TB) among the top 10 leading causes of death world-
wide. Approximately 6-7 million people are diagnosed with TB 
annually, and the number of TB-related deaths in 2020 was 
approximately 1.5 million. The Korea has the highest incidence 
and the third highest mortality rate due to TB among the Or-
ganization for Economic Cooperation and Development mem-
ber countries [1]. The Korean government announced the sec-
ond National Strategic Plan for Tuberculosis Control (2018-2022) 
in 2018 and the Strengthening Measures of Tuberculosis Pre-
vention and Management in 2019; it has promoted policies to 
reduce the incidence of TB and the associated mortality rate [2]. 
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The Korean National Tuberculosis Surveillance System (KNTSS), 
a web-based notification system, was established in 2000 [3]; 
it collects information on demographics, diagnostic test re-
sults, and final treatment outcomes of TB patients by manda-
tory notification of physicians according to Article 11 (Report-
ing by Physicians) of the Infectious Diseases Control and Pre-
vention Act and Article 8 (Reporting Obligation of Medical In-
stitutions) of the Tuberculosis Prevention Act. 

In the past, TB-related research that integrated national data 
sources was rarely conducted; thus, it was difficult to compre-
hensively study TB due to quality problems in TB notification 
data [4,5]. Various studies have used data from the KNTSS, but 
those studies could not assess patients’ socioeconomic position 
and treatment results (such as death) due to data unavailabili-
ty. Moreover, assessment of data on TB diagnosis and treat-
ment alone would be insufficient, as it is important to consider 
the presence of comorbidities and the relationship of TB with 
these conditions in an integrated approach for TB manage-
ment. Therefore, the evidence referred to in clinical guidelines 
for TB was mostly generated from observational studies using 
individual patient data derived from single or multi-hospital 
medical records rather than population-level data. Recently, 
due to continuous efforts to improve the quality of KNTSS 
data, the data completeness of TB notifications in 2014—that 
is, the proportion of TB notified cases in KNTSS among the 
newly registered TB cases in the National Health Insurance 
(NHI)—improved to about 94% [6], which raised the need to 
use data linked with other representative data. 

The National Health Information Database (NHID) of the Na-
tional Health Insurance Service (NHIS) is a public database on 
healthcare utilization, medical examinations, socio-demograph-
ic variables, and information on deaths of Koreans; it includes 
data from >50 million people, which have been obtained since 
2002 [7]. Despite the availability of these high-quality data 
sources, there is insufficient research on TB integrating these 
sources and utilizing their strengths. Linking each source en-
ables researchers to measure the effectiveness of TB treatment 
for TB; demonstrates trends in the actual national disease inci-
dence, morbidity, and mortality; and facilitates further investi-
gation of the possible causes of TB [8-10]. The linkage of data-
bases permits identifying deficiencies in each data system and 
can help devise solutions to improve the data sources. There-
fore, it is necessary to combine the available information to 
accurately calculate statistical data [11]. 

We aimed to establish the Korean Tuberculosis and Post-Tu-

berculosis Cohort by linking national representative data sourc-
es to create new population-level evidence for TB monitoring 
and management. This study was conducted to review the 
current status of the Korean Tuberculosis and Post-Tuberculo-
sis Cohort, which was established by linking data in the KNTSS, 
NHID, and the Causes of Death Statistics databases. 

COHORT DESCRIPTION

Sources of Data
The study cohort was constructed by linking data from (1) 

the KNTSS (data reported during 2011-2018), which was es-
tablished by the Korea Disease Control and Prevention Agency 
(KDCA), (2) the NHID (data from 2006 to 2018), which was es-
tablished by the NHIS, and (3) Statistics Korea database (data 
related to the cause of deaths, 2011-2018). Each data source 
contains nationwide representative data on the current status 
of TB patients and their insurance eligibility, medical history, 
and death-related information in Korea. 

TB notification data from KNTSS are currently collected and 
analyzed by the KDCA, which produces national statistics for 
monitoring and evaluating national TB management projects 
and supervises the publication of annual reports. The KNTSS 
records patients’ personal information, diagnostic test results 
(clinical, radiological, bacteriological, and histological exami-
nations), diagnostic records, treatment information, and infor-
mation on death during the treatment period, along with treat-
ment outcomes [12]. TB patients from the KNTSS data are con-
firmed and reported as infected according to the tuberculosis 
diagnostic test standards at medical institutions. Unlike sec-
ondary data sources (e.g., NHID), it does not require an opera-
tional definition, so it was used as the main data source for 
study subjects for data linkage. We utilized data from 2011 to 
2018 considering the data linkage available years. 

The NHID is a public database of personally unidentifiable 
data for research established by the NHIS. The NHID has data 
on claims of healthcare providers reported by the NHI process 
for a single insurer and information on the insurance eligibility, 
insurance contributions, medical history, and medical institu-
tion of all citizens. Thus, the NHID has been used for various 
studies at the individual level because it contains information 
on socio-demographic variables (health insurance, Medical 
Aid beneficiaries, insurance premiums), healthcare utilization, 
health screening, and mortality of citizens [7]. Therefore, TB-
related utilization of TB patients not identified in KNTSS and 
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diagnostic information of comorbidities, other diseases, drug 
prescriptions, and medical use can be identified. Of particular 
note, the insurance premium can be used as a proxy indicator 
for socioeconomic position. These data were linked to data 
from 2006 to 2018 to confirm the history of patients reported 
to KNTSS in 2011-2018. 

Information on causes of death was acquired by linkage with 
the Causes of Death Statistics report of Statistics Korea. Statis-
tics Korea provides a variable for the cause of death through 
the NHIS only for studies linked with the NHID; it requires ap-
proval by the Microdata Integrated Service of Statistics Korea. 
We linked the TB patients confirmed as having died between 
2011 and 2018 in the NHID with the cause of death variable, 
which was the underlying cause of death on death certificates, 
after the approval by Statistics Korea. Causes of death were 
available as International Statistical Classification of Disease 
and Related Health Problems, 10th revision (ICD-10) codes [13] 
to facilitate international comparisons according to the WHO 
classification guidelines [14]; these were converted to the Ko-
rean Standard Classification of Diseases and Causes of Death 
(KCD-7) for use in the Korean context.

Data Linkage
The data linkage process was led by the National Evidence-

based Healthcare Collaborating Agency (NECA), the research 
organizer, after the protocol was approved by the NECA Re-
search Data Deliberation Committee. After obtaining approval 
from NHIS’s National Health Information Data Request Review 
Committee, TB report data were obtained through coopera-
tion with the KDCA and linked to the NHIS for the final dataset. 
Data linkage was implemented through each data source’s 
resident registration number, which was converted into an al-
ternative personal identification number after linkage to iden-
tify subjects from each data source in an anonymized analysis. 
Data linkage was established for the matched TB patients re-
ported to the KNTSS from 2011 to 2018 and those with a med-
ical claim for TB and TB-related diseases in the NHID from 2006 
to 2018. The data of participants with confirmed deaths were 
linked with the cause-of-death variable from the Causes of 
Death Statistics of Statistics Korea (conducted by the NHIS).

Participants 
The Korean Tuberculosis and Post-Tuberculosis Cohort com-

prised patients registered in the KNTSS from 2011 to 2018. 
Considering subjects identified in the KNTSS, those with at 

least one claim of TB- related diseases (ICD-10 codes A15-A19, 
B90, U84.3, U88) in the NHID (2006-2018) were included in the 
cohort. Subjects within NHID not linked through personal 
identification numbers were Koreans without information on 
the insurance type or foreigners (not included in the health in-
surance system) (Figure 1). These subjects were excluded be-
cause it was impossible to track their demographics and health-
related results in the NHID or to check for duplicates among 
data sources. 

The cohort of TB patients identified through the two sources 
comprised individual integrated treatment episodes, from the 
first date of diagnosis (index date) to the date of treatment re-
sult (TB cured, treatment completion, failure, loss to follow-up, 
death during treatment, not evaluated, missing), considering 
2011-2018 as each individual’s TB treatment episode (e.g., the 
treatment result was “treatment completion” in the first epi-
sode, but a second episode was counted if TB recurred later) 
(Supplemental Materials 1 and 2). 

The subjects were linked with NHID data from 2006 to 2018. 
Using NHID data, we collected data on the subjects’ changes 
in eligibility and insurance premiums, specific TB treatment 
details, treatment history, and treatment outcomes (e.g., death) 
during the study period.

Variables
The constructed database comprises integrated eligibility 

data of TB patients, KNTSS data, NHID data (healthcare utiliza-
tion, health screening, and healthcare institution). The inte-
grated TB data table includes both health insurance qualifica-
tions of NHID and notification data of KNTSS at the time of re-
porting based on the KNTSS notification date for each TB treat-
ment episode. The database includes variables on demograph-
ic characteristics (personal de-identification number, gender, 
age, nationality, type of insurance [health insurance, Medical 
Aid], income decile based on monthly insurance premium on 
the first day of the year, residential area, disability information, 
death information [date and cause of death]) and KNTSS noti-
fication information (patient classification [new patient or pre-
viously treated patient], date of notification, index date, the 
number of re-treatments, end date of treatment, treatment re-
sult, public-private mix program medical institution, type of 
TB, primary diagnostic test results [radiology, sputum smear 
test, sputum culture test, polymerase chain reaction, Xpert]). 
The NHID variables correspond to eligibility data, healthcare 
utilization data, institutional data, health screening data, and 
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death information (Table 1). 
The integrated table included eligibility and death from the 

NHID variables, and the health utilization data comprised claims 
data for medical history. Researchers can analyze medical sta-
tus, treatment details, disease, and drug prescription history 

information by integrating these parameters with the “com-
mon key” variable. The incident and prevalent cases of diseas-
es of interest, underlying diseases, or TB can be confirmed us-
ing the following criteria: the frequency of admissions or visits, 
diagnostic codes, and drug prescription details according to 

Figure 1. Structure of the Korean Tuberculosis and Post-Tuberculosis Cohort (A) flow diagram of the participant selection pro-
cess in the study cohort, (B) structure of the Korean Tuberculosis and Post-Tuberculosis Cohort. KNTSS, Korean National Tubercu-
losis Surveillance System; NHID: National Health Insurance Database: KDCA, Korea Disease Control and Prevention Agency; NHiS, 
National Health Insurance Service; TB, tuber culosis; DB, database.
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operational definitions from previous studies. Variables includ-
ing comorbidities such as the Charlson comorbidity index can 
be defined. Moreover, therapeutic regimens and drug resis-
tance patterns can be identified with drug resistance prescrip-
tion details and Anatomical Therapeutic Chemical (ATC) classi-
fication codes. 

The integrated TB database constitutes a kind of individual 
treatment episode dataset by the year of the index date, 
which has personal yearly variables. It followed the main data-
base, KNTSS, which is applicable only once a year for each pa-
tient. The eligibility data and health screening data also have 
the same structure. The daily healthcare service utilization 
data, generated at every visit, comprise the type of care (inpa-
tient or outpatient), diagnostic codes, medical services, and 
prescriptions for drugs. Finally, mortality data (death and 
cause of death) are generated only once for the entire cohort 
period.

Ethics Statement
This study was approved by the Institutional Review Board 

of the National Evidence-based Healthcare Collaborating 
Agency (NECAIRB19-008-1). In order to study other research 

questions using the linked data, the data linkage procedures 
of KCDA, NHIS, and Microdata Integrated Service are required 
again after separate institutional review board approval.

FINDINGS

Initially, 305 260 patients were linked through a combination 
of the KNTSS and NHID. In total, 300 117 patients were included 
after excluding 3610 patients who were reported in or started 
treatment outside the inclusion period (2011-2018) and 1533 
patients without eligibility data in the cohort period (2011-
2018) (Figure 1).

The cohort contained more men (n=177 206) than women 
(n=122 911). Considering age, men aged 50-59 years (20.1%) 
and women aged 70-79 years (19.1%) showed the highest 
proportion of TB. There were more new TB cases than previ-
ously treated TB cases regardless of gender, although the per-
centage of re-treatments was higher in men (16.4%) than in 
women (10.0%). The number of patients gradually decreased 
over time, although this trend was not statistically significant; 
the difference in gender distribution was insignificant by year 
(0.1-0.2%p; Table 2). Details of the characteristics are shown in 

Table 1. The Korean Tuberculosis and Post-Tuberculosis Cohort variables

Dataset Components Variable Type of variable

Integrated Tuberculosis 
Dataset (2011-2018)

Integrated eligibility Year of birth, gender, residential area, insurance type, insurance contributions,  
insurance contributions decile, residential area, registered disability status 

Personal, yearly

TB information TB history, date of registration, date of treatment commencement, date of treatment 
outcome, treatment outcome, clinical laboratory test results (radiography, sputum 
smear test, sputum culture test, PCR, Xpert), PPM medical institution, disease code 
for TB (ICD-10 code), type of TB, type of medical institution where the patient was 
registered, use of each TB drug, TB drug resistance

Personal, yearly

Death information Date of death, cause of death Once

KNTSS (2011-2018) Patient characteristics Age, gender, and nationality Personal, yearly

TB information TB history, date of registration, date of treatment commencement, date of treatment 
outcome, treatment outcome, clinical laboratory test results (radiography, sputum 
smear test, sputum culture test, PCR, Xpert), PPM medical institution, disease code 
for TB (ICD-10 code), type of TB, type of medical institution where the patient was 
registered, use of each TB drug, TB drug resistance

Personal, yearly

NHID (2006-2018) Eligibility Year of birth, gender, residential area, insurance type, insurance contributions,  
insurance contributions decile, registered disability status

Personal, yearly

Healthcare utilization Diagnosis code, information on medical service, treatment from inpatient, outpatient, 
and pharmacy visits 

Daily

Institution Type of institution, location of the provider Unit of institution

Health screening Questionnaire and examination information (test results) Personal, yearly

Death information Date of death Once

Causes of Death Statistics 
(2011-2018)

Death information Cause of death Once

KNTSS, Korean Tuberculosis Surveillance System; NHID, National Health Information Database; TB, tuberculosis; PCR, polymerase chain reaction; PPM, public-
private mix; ICD-10, International Statistical Classification of Disease and Related Health Problems, 10th revision.
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Supplemental Material 3.
The treatment outcomes for TB patients were calculated ac-

cording to the WHO definition. In the treatment results of the 
new TB patients in 2011-2018, the proportion of TB treatment 
success increased (from 77.9 to 86.7% by 2015) and then 
gradually decreased. The treatment success rates gradually in-
creased from 75.8% to 83.6% in men and 80.8% to 85.6% in 
women. The highest rates were observed for both men and 
women in 2015 (85.4 and 88.4%, respectively). There was no 
significant change in the treatment failure rate. The loss to fol-
low-up (LTFU) rate decreased from 5.3% to 1.8%, with a change 
from 6.0% to 2.0% among men and from 4.3% to 1.4% among 
women. TB-related deaths during treatment increased slightly 
until 2016 and then decreased. They had similar increasing 
trends followed by a decrease. The rate of other deaths gradu-
ally increased (from 3.7 to 10.2% overall, from 4.1 to 10.5% in 
men, and from 3.2 to 9.8% in women). The rate of undeter-
mined evaluations gradually decreased (Table 3 and Supple-
mental Material 4).

Re-treated patients had similar trends to those of new pa-
tients. The rates of treatment success increased from 2011 to 
2014, and then decreased. Men (76.8%) had the highest treat-
ment success rate in 2016 and women (84.7%) in 2014. The 
treatment failure rate decreased slightly, from 0.5% to 0.2% for 
men and from 0.4% to 0.2% for women. The LTFU rate declined 
and increased again in 2015, and then decreased from 7.5% to 
6.7%. The LTFU rate by gender declined and increased again in 
2015, then decreased from 8.1% to 6.2% in men. The LTFU rate 
in women slightly fluctuated, but increased from 3.7% to 7.8% 
from 2014 to 2018. There was no significant change in TB-re-
lated deaths during treatment. The proportion of other deaths 
during treatment gradually increased (from 4.2 to 10.6% over-
all, from 4.6 to 11.2% among men, and from 3.3 to 9.0% among 
women). The percentage of undetermined evaluations gradu-
ally decreased until 2016 (1.7%) and increased thereafter (Ta-
ble 3 and Supplemental Material 4).

Among the 300 117 subjects with matched data, the causes 
of death were confirmed in 53 906 cases in the NHID or KNTSS 
from 2011-2018; the number of deaths was 53 374 in the NHID 
and 26 461 in the KNTSS. However, regarding the KNTSS, when 
a registered person died during treatment, the relevant medi-
cal institution was required to record the death information, 
according to which deaths were classified as TB-related or non-
TB-related. Therefore, it is difficult to follow up when the death 
occurred after treatment termination of LTFU. Regarding the 
proportion of TB deaths among the deaths of TB patients, 25.1% 
(n=13 423) of all deaths (n=53 374) were in the NHID, and 
21.7% (n=5754) of the 26 461 deaths in the KNTSS were from 
TB (Supplemental Material 5). The proportion of TB deaths in 
the total number of deaths in NHID continued to decrease from 
47.6% in 2011 to 16.7% in 2018. Accordingly, the proportion 
of people who died from causes other than TB increased. 

The most common non-TB-related causes of death were 
lung and bronchial cancer (8.2%), pneumonia (6.7%), cerebro-
vascular disease (4.7%), other cardiovascular diseases (4.0%), 
chronic lower respiratory disease (3.5%), ischemic heart dis-
ease (3.3%), and diabetes (3.0%) (Figure 2 and Supplemental 
Material 6). The leading causes of death from 2011 to 2018 in 
the general population were cerebrovascular disease, lung 
and bronchial cancer, pneumonia, ischemic heart disease, and 
intentional self-harm (suicide) [15,16]. Therefore, the distribu-
tion of deaths in the TB cohort showed a slightly different pat-
tern from that in the general population. 

Table 2. Gender-stratified characteristics of participants in 
the Korean Tuberculosis and Post-Tuberculosis Cohort

Characteristics Total
(n=300 117)

Men
(n=177 206)

Women
(n=122 911) p-value

Age at registration (y) <0.001

0-19 9512 (3.2) 5747 (3.2) 3765 (3.1)

20-29 31 257 (10.4) 16 279 (9.2) 14 978 (12.2)

30-39 33 452 (11.1) 18 439 (10.4) 15 013 (12.2)

40-49 41 174 (13.7) 26 792 (15.1) 14 382 (11.7)

50-59 51 029 (17.0) 35 635 (20.1) 15 394 (12.5)

60-69 41 866 (13.9) 28 186 (15.9) 13 680 (11.1)

70-79 52 635 (17.5) 29 210 (16.5) 23 425 (19.1)

≥80 39 192 (13.1) 16 918 (9.5) 22 274 (18.1)

Tuberculosis history <0.001

New case 258 767 (86.2) 148 208 (83.6) 110 559 (90.0)

Previously treated 
case

41 350 (13.8) 28 998 (16.4) 12 352 (10.0)

Year of registration 0.060

2011 46 694 (15.6) 27 769 (15.7) 19 017 (15.4)

2012 44 981 (15.0) 26 550 (15.0) 18 510 (15.0)

2013 40 738 (13.6) 23 883 (13.5) 16 924 (13.7)

2014 38 386 (12.8) 22 486 (12.7) 15 944 (12.9)

2015 35 220 (11.7) 20 894 (11.8) 14 369 (11.6)

2016 33 930 (11.3) 20 084 (11.3) 13 904 (11.3)

2017 30 997 (10.3) 18 217 (10.3) 12 833 (10.4)

2018 29 171 (9.7) 17 323 (9.8) 11 882 (9.6)

Values are presented as number (%).
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STRENGTHS AND WEAKNESSES

The main advantage of our database is that the information 
possessed by the relevant data sources is linked. Since prelimi-
nary information on each data source is linked, various studies 
can use the strengths of each data source (e.g., an analysis of 
treatment outcomes according to socioeconomic variables 
can examine vulnerability factors). Potential findings from 
studies using this database would provide an opportunity to 
strengthen the KNTSS. The KNTSS has mainly focused on cap-
turing epidemiological and clinical characteristics. However, 
future studies using our database could generate crucial evi-
dence on issues including health inequity among TB patients 
and vulnerability factors associated with poor prognosis. Con-
sequently, the KNTSS could fortify the surveillance system by 
measuring more variables. Next, the reliability of the key indi-
cators for TB management can be improved. The information 
on patients with TB managed in separate data sources is linked; 
thus, the actual trends of TB in Korea can be determined. The 
severity of TB can be estimated at the time of diagnosis using 
information related to the diagnostic test results. The degree of 
disease progression at the time of diagnosis can be estimated 
using chest radiography findings, acid-fast bacilli smear re-
sults, and culture results. Finally, research can track long-term 

life after TB diagnosis and treatment. It would also be possible 
to analyze risk factors for patients who relapse or die after un-
eventful completion of TB treatment and to design a study 
tracking the re-treatment of TB patients who stop treatment 
or the emergence of drug resistance. 

However, the Korean Tuberculosis and Post-Tuberculosis Co-
hort has some limitations. First, the KNTSS was linked only to 
the first reported information of the notification year for each 
patient. If a patient was reported multiple times during the 
year, there would be no way to track changes in the values of 
the diagnostic tests performed at the time of each report. Nev-
ertheless, this cohort contains information on the same pa-
tients, regardless of relapse or re-treatment, reported in differ-
ent years. Second, data loss may occur because there are no 
data for non-claimed cases. The KNTSS covers all cases of TB 
infection in Korea, but the NHID contains data for claims from 
medical institutions. However, these account for less than 1.5% 
of all patients. Therefore, there is no apparent problem in test-
ing the hypotheses of different studies using data from this 
cohort. Third, the information on health screening is included 
in 66.2% of the total cohort; thus, information on all patients’ 
examinations cannot be analyzed when using the data (Sup-
plemental Materials 7 and 8). According to the National Health 
Examination Statistical Yearbook, the national health examina-

Cumulative % of people ranked by wealth index

Figure 2. Gender-stratified top 10 causes of deaths during 2011-2018 in the Korean Tuberculosis and Post-tuberculosis Cohort.

Men WomenRank

2ndLung and bronchus cancer (C33-C34), 10.3% Pneumonia (J12-J18), 7.6%

Pneumonia (J12-J18), 6.3% Cerebrovascular disease (I60-I69), 5.6%3rd

Cerebrovascular disease (I60-I69), 4.3% Other cardiovascular diseases, 5.5%4th

Chronic lower respiratory disease (J40-J47), 3.9% Lung and bronchus cancer (C33-C34), 4.3%5th

Other cardiovascular diseases, 3.3% Ischemic heart disease (I20-I25), 3.9%6th

Liver cancer (C22), 3.0% Senility (R54), 3.8%7th

Ischemic heart disease (I20-I25), 2.9% Diabetes (E10-E14), 3.3%8th

Other respiratory disease, 2.9% Dementia (F00-F09, G30), 2.6%9th

Diabetes (E10-E14), 2.9% Chronic lower respiratory disease (J40-J47), 2.5%10th

1stTuberculosis 
(A15-A19) 24.0%

Tuberculosis 
(A15-A19) 27.4%
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tion rate increased from 72.6% in 2011 to 76.9% in 2018. Since 
the health examination rate of our cohort was 66.2%, there 
should be no problem in conducting research using the exam-
ination data. Finally, by linking several sources in this cohort, 
socioeconomic levels, causes of death, and disease history can 
be studied together. However, both the NHID and Cause of 
Death Statistics data are secondary data, which are limited be-
cause they can only be used as proxy indicators or considered 
as operational definitions. Thus, additional verification and 
supplementation in the public health monitoring system es-
tablished for TB elimination and management are needed, 
along with suggestions for a public health monitoring system 
based on cohort research results.

CONCLUSION 

Cohort data can be used in various studies. Researchers can 
use this cohort data to identify the determinants of TB from an 
epidemiological perspective (e.g., studies can be conducted 
on seasonality and socioeconomic position of TB outbreaks in 
Korea, medical use patterns, and health outcomes according 
to the presence or absence of TB resistance, multidrug-resis-
tant TB incidence rates, and differences in TB characteristics 
and treatment outcomes according to regions and income 
levels). Second, research on treatment methods can be con-
ducted, including evaluating the compliance rate of standard 
treatment regimens during initial treatment for new patients; 
analyzing the risk factors of TB outbreak, recurrence, and 
death in patients with diabetes; treating TB patients with 
chronic diseases in multimorbidity; and evaluating the thera-
peutic efficacy of new TB drugs. Third, the cohort data can be 
used to facilitate research on multidrug-resistant TB, including 
an estimation of the medical cost burden for multidrug-resis-
tant TB patients and risk factors for transfer, undetermined 
evaluation, and treatment discontinuation for patients with 
multidrug-resistant TB. Finally, studies on policy-related issues 
can be conducted to compare the characteristics of cases of 
death or to study the mechanisms of health inequalities. 
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