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Interrupting treatment with anti-TB medicines in an 
individual infected with TB allows some bacteria to 
remain alive, giving them a chance to develop resistance. 
MDR-TB can either occur due to inadequate treatment 
or direct contact with a MDR-TB patient.[5] Furthermore, 
MDR-TB is considered to be a main barrier to the 
control of  TB in humans worldwide.[6] Numerous risk 
factors for the development of  TB resistance have been 
established by the World Health Organization.[7] Many 
studies have identified risk factors associated with MDR-
TB, including poor adherence to treatment, improper 
dosage, a short duration of  treatment, and inadequate 
drugs.[8]

The literature shows that factors such as young age, 
migration, unemployment at the time of  diagnosis, poor 
nutritional status (based on low body mass index), history 
of  alcoholism, homelessness, and comorbidities, such 
as, diabetes, HIV/AIDS, and so on, are associated with 
MDR-TB.[9-11]

INTRODUCTION

Multidrug-resistant tuberculosis (MDR-TB) is emerging as 
a growing threat to TB control programs in many countries 
and accounts for 5% of  all newly diagnosed patients 
worldwide.[1] The potentially serious impact of  MDR-TB 
(TB strain resistant to at least isoniazid and rifampicin) 
has long been recognized;[2] however, the problem is of  
special concern because second-line drugs required for 
its treatment are often unavailable, are far more expensive 
than the first-line drugs, with only 65–75% efficacy, and 
have side effects that may require hospitalization.[3,4]
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Abstract
Introduction: There are many patient-specific factors, such as age, sex, alcohol abuse, poverty, HIV infection, smoking, 
substance abuse, a history of imprisonment, hospitalization, or recent immigration, all increase the probability of drug-resistant 
tuberculosis (DR-TB). However, although there are several risk factors for multi-DR-TB (MDR-TB), it should be noted that almost 
two-thirds of MDR-TB cases have never been previously been treated for TB or have none of these associated risk factors.

Aim: This study aims to study the risk factors associated with DR-TB in new cases.

Materials and Methods: In this retrospective study, 50 DR-TB patients were included, data such as demographic profile includes 
age, gender, occupation, comorbidities such as diabetes, alcoholism, chronic kidney disease, HIV and treatment history, and 
travel history were collected and analyzed.

Results: In 50 patients, the most common presenting complaint was cough (100%), patients with symptoms for more than 
3 months were about 56%. In this study, the most common comorbidity was diabetes (21%). In our study also, majority was 
without any comorbidity (66.2%).

Conclusion: From the above study, it is concluded that there are some identifiable risk factors which will be associated with 
the development of primary DR-TB and they are non-specific since they are also associated with the development of drug-
sensitive TB.
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Aim
This study aims to study the risk factors associated with 
DR-TB in new cases.

MATERIALS AND METHODS

This is a retrospective study done at DR-TB Centre, 
Department of  Thoracic Medicine, Thiruvarur Medical 
College and Hospital, Tamil Nadu. The patients were 
selected for study from those who attending as outpatients 
for their follow-up or admitted as inpatients in the 
department of  respiratory medicine from September 2020 
to December 2020.

Inclusion Criteria
•	 All known newly diagnosed pulmonary TB patients 

with any form of  drug resistance on treatment were 
included in the study.

Exclusion Criteria
The following criteria were excluded from the study:
•	 Previously treated TB patients
•	 Extrapulmonary TB patients
•	 Pregnancy
•	 Age <12 years.

Based on the criteria above, 50 DR-TB patients were 
selected for the study. Informed and written consent was 
obtained from all the patients. Data such as demographic 
profile include age, gender, occupation, comorbidities such 
as diabetes, alcoholism, chronic kidney disease, HIV and 
treatment history, and travel history were collected.

RESULTS

In the study 50 patients, majority was male (68%) 
patients and 50% of  patients were between 40 and 60 
years [Figures 1 and 2]. In the present study, the most 
common presenting complaint was cough (100%) which 
was productive in 96% of  patients and fever was seen in 
84% [Figure 3]. In this study, patients with symptoms for 
more than 3 months were about 56% [Figure 4]. In this 
study, the most common comorbidity was diabetes (21%). 
In our study also, majority was without any comorbidity 
(66.2%) [Figure 5].

DISCUSSION

India has the highest global burden of  MTB and MDR-TB. 
Nearly half  of  the world’s MDR-TB patients are from three 
countries, namely, India (27%), China (14%), and Russia 
(9%).[12] Indian survey of  TB drug resistance in 2016 reports a 
lower incidence of  MDR in treated (11.6% vs. 18%) and new 

cases (2.84% vs. 3.4%) in comparison with the global WHO 
2019 report.[13] This study observed a gradual decline in MDR-
TB from 5.06% in 2015 to 1.34% in 2018, although these 
data pertain to presumptive MDR-TB cases. Monoresistance 
to rifampicin and isoniazid also shows a decline from 2015 
onward, pointing to the effectiveness of  the Revised National 
TB Control Program in the state. About 60%–70% of  
our rifampicin-resistant TB is multidrug resistant, in close 
concordance with the global value of  78%.[14]

Our study results in concordance with Micheletti et al.[15] the 
most common signs and symptoms were productive cough 
(80.4%), weight loss (69.8%), and fever (41.3%). In this 
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study, patients with symptoms for more than 3 months were 
about 54%. In Ricks et al.,[16] presentation with illness of  long 
duration (>60 days) was a risk factor for the development of  
MDR-TB. In the current study, most common comorbidity 
was diabetes (21%). In Kang et al.,[17] DM was a relatively 
common comorbidity in DR-TB patients. However, in 
Micheletti et al.,[15] the most common comorbidity was HIV 
infection (26.2%) followed by diabetes mellitus (5.2%). 
Caminero[18] mentioned that high rate of  primary MDR-
TB in a general population with no identifiable risk factors 
for MDR-TB and suggested that in a high endemic area, 
targeting patients for MDR-TB based on the presence of  
risk factors are an insufficient intervention.

CONCLUSION

From the above study, it is concluded that there are 
some identifiable risk factors which will be associated 

with the development of  primary DR-TB and they are 
non-specific since they are also associated with the 
development of  drug-sensitive TB. Hence, risk factors 
based approach in evaluating TB patients for drug 
resistance is not useful in high endemic countries like 
India. Hence, it is necessary to follow universal drug 
susceptibility test principle as implemented by National 
TB Elimination Program to improve the favorable 
treatment outcomes and reduce the treatment failure 
and relapses.
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