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Abstract: 

Background: Tuberculosis is a chronic disease; with serious repercussions on not only physical health buton overall well-being 

of an individual. 

Methods: A total of 66 cases were interviewed (33 Multi drug resistant tuberculosis & 33 Pulmonary Tuberculosis) using WHO 

BREF QoL Scale. 

Results: Out of the 66 patients interviewed (n= 33 MDR and 33 PTB), 45% were males and 55% were females. Surprisingly, 

among MDR cases, 2/3rd of cases were females. About 44% of individuals were of economically productive group. Pulmonary 

Tuberculosis patients fared significantly better than MDR patients in Domain scores. The mean differences in scores for the cases 

(MDRTB and PTB) were highly significant for all the domains and the overall Quality of Life (QoL). 

Conclusion: Tuberculosis affects all the predicted domains of QOL i.e. physical, psychological, health perceptions and social role 

functioning of an individual. The stigma associated with tuberculosis - be it pulmonary or MDR tuberculosis, is one of the major 

factor affecting the domains of Quality of life. Much needs to be done to dispel the stigma associated with Tuberculosis. 
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Introduction: 

The Constitution of the World Health Organization (WHO) 

defines health as "A state of complete physical, mental, and 

social well-being not merely the absence of disease." It 

follows that the measurement of health and the effects of 

health care must include not only an indication of changes in 

the frequency and severity of diseases but also an estimation 

of well-being and this can be assessed by measuring the 

improvement in the quality of life related to health care.
[1]

 

WHO defines Quality of Life as individuals perception of 

their position in life in the context of the culture and value 

systems in which they live and in relation to their goals, 

expectations, standards and concerns.
[1]

 Tuberculosis (TB), a 

major public health problem worldwide  with an efficient 

control programme in place against it, is still able to prevail 

in our settings. According to World Health Organization 

(WHO), globally, 5% of TB cases were estimated to have 

had multidrug-resistant TB (MDR-TB) in 2014.
[2]

 

Tuberculosis is a chronic disease and it influences the 

individuals perception of quality of life. Since TB not only 

affects the physical well-being of individual, psychological 

ailments because of stigmatization, isolation, rejection and 

others severely impacts the individuals overall well-being. 

Therefore, a comprehensive assessment is essential to assess 

the overall impact of TB on individuals  perception of well-

being.
[3]

 This assessment can be done by measuring the 

Quality of Life (QoL) that has several dimensions Thus the 

present study was conducted to broaden the focus in the 

measurement of health, beyond  traditional health indicators 

such as mortality and morbidity  & to  further compare how 

development of resistance to  Anti tuberculosis drugs 

impairs the subjective well-being of a MDR TB person. 

Material and Methods: 

After taking the approval from Institutional Ethical 

Committee, the study was conducted in Tuberculosis clinics 

of Kashmir region. The Kashmir division is divided into 6 

districts for coverage under RNTCP i.e. Srinagar, Budgam, 

Anantnag, Pulwama, Baramulla and Kupwara.  

As per the RNTCP, a case of Multi-Drug-Resistant 

Tuberculosis (MDR-TB) is defined as tuberculosis that is 

resistant to at least Isoniazid (INH) and Rifampicin (RMP), 

the two most powerful first-line treatment anti-TB drugs.
[2,4]

 

All the MDR cases that were registered and were on 

treatment at that point of time were involved in the study. 

Simultaneously a patient on Anti-Tubercular treatment was 

enrolled in the study. Since 2012, 90 MDR patients have 

been registered with RNTCP and currently, there were 36 

MDR cases on treatment. Only 33 MDR cases were 
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interviewed. Thus, a total of 66 patients were interviewed - 

33 MDR and 33 Pulmonary Tuberculosis cases (PTB). A 

preliminary meeting was arranged with the concerned 

District Tuberculosis Officer (DTO) and a feasible date and 

time of interview was fixed as per the convenience of the 

subject. Then a visit was made at the concerned place with 

the help of local RNTCP officials on convenient date and 

time. After taking the informed consent from patient, 

interview using WHOQOL-BREF questionnaire was 

conducted in their home settings. 

The WHO-BREf scale consists of 26 questions, based on 

four domain structure viz Physical, Psychological, Social 

relationships and environment. The WHOQOL-BREF 

produces domain scores relating to overall quality of life and 

general health. In addition, the WHOQOL-BREF includes 

two stand-alone questions to assess rated QOL and 

Satisfaction with Health.
[5]

 

Data Analysis: 

The quantitative data was analysed and expressed as mean 

and percentage. Data was entered in MS excel and analyzed 

using SPSS. The overall QOL was assessed using specific 

questions and the mean scores for it were the average of the 

mean scores of the domains. T - Test was used for 

comparison between mean group scores.  

The WHOQOL-BREf derives four domain scores i.e. 

physical, psychological, social relationships and 

environment domain score. The four domain scores denote 

an individuals perception of quality of life in each particular 

domain. Domain scores are scaled in a positive direction 

(i.e. higher scores denote higher quality of life). The mean 

score of items within each domain was used to calculate the 

domain score. Mean scores were then multiplied by 4 in 

order to make domain scores comparable with the scores 

used in the WHOQOL-100. The raw scores were then 

converted into transformed score.
[5]

 

Results: 

Table 1: Socio- Demographic characteristics of the cases interviewed (n=66) 

Socio-Demographic 

Characteristics 

MDR (n=33) PTB (n= 33) Total 

N (%) 

 

Age 

< 19 

20 – 39 

40– 59 

>59 

9 

14 

8 

2 

7 

15 

10 

1 

16 (24.2) 

29(43.9) 

18(27.2) 

3(4.7) 

 

Sex 

Male 

Female 

11 

22 

19 

14 

30(45.4) 

36(54.5) 

 

Marital Status 

Married 

Single 

20 

13 

25 

8 

45(68.1) 

21 ( 31.9) 

 

Education 

Illiterate 

Under Graduate 

Graduate 

14 

15 

4 

18 

12 

3 

32 (48.4) 

27(40.9) 

7(10.7) 

 

Occupation 

Laborers 

House wife 

Private/Others 

4 

22 

7 

7 

12 

14 

11 (16.6) 

34(51.5) 

21( 31.9) 

 

H/o Self medication 

Yes 

No 

23 

10 

27 

6 

50(75.7) 

16(24.3) 

 

History of co morbidity 

HIV 

Diabetes Mellitus 

Thyroid dysfunction 

Hepatic/ renal 

0 

2 

7 

0 

0 

1 

10 

0 

0(0) 

3(4.5) 

17(25.7) 

0(0) 

(Mean age 29 years, Mean age (males) 30 years, Mean age (females) 27 years) 

Out of the 66 patients interviewed (n= 33 MDR and 33 

PTB), 30 (45%) were males and 36 (55%) were females. 

Surprisingly, among MDR cases, 2/3
rd

 of cases were 

females. About 44% of individuals were of economically 

productive group. The data revealed that more than 50% of 

female cases were illiterate whereas majority of the male 

cases were literate. Importantly, no case was HIV positive. 

There was high prevalence of Hypothyroidism (25.7%) as 

comorbidity among the study population. The highlighting 

feature was that nearly 4/5
th

 of cases had habit of self-

medication. 
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Table no. 2: Comparison of MDR and PTB according to World Health Organization Quality of Life Scale (WHO QOL-

BREF) raw score 

WHO QOL-BREF MDR 

(mean ±SD) 

PTB 

( mean ± SD) 

I. Physical Domain 19.48 ±3.44 20.67 ± 4.56 

II.  Psychosocial Domain 15.94 ±3.66 17.45 ±2.89 

III. Sexual Domain 8.03 ±3.16 9.56 ± 3.45 

IV. Environment 24.13 ±4.30 26.56 ± 5.1 

Table no. 3: Comparison of MDR and PTB according to World Health Organization Quality of Life Scale (WHO QOL-

BREF) transformed score (4-20) 

WHO QOL-BREF MDR 

(mean ±SD) 

PTB 

( mean ± SD) 

I. Physical Domain 11.09 ±2.02 13.11 ± 1.99 

II.  Psychosocial Domain 10.58 ±2.48 12.97 ±4.58 

III. Sexual Domain 10.69 ±4.23 13.78 ±3.78 

IV. Environment 12.34 ±2.10 15.67 ±5.66 

Table no. 4: Comparison of MDR and PTB according to World Health Organization Quality of Life Scale (WHO QOL-

BREF) transformed score (0- 100) 

WHO QOL-BREF MDR 

(mean ±SD) 

PTB 

( mean ± SD) 

Statistical Inference 

I.Physical Domain 44.55 ±12.6 47.65 ±10.5 t= 1.08 

p =0.28 

II.  Psychosocial Domain 41.18 ±15.6 44.23 ±12.7 t=0.87 

p=0.38 

III. Sexual Domain 42.5 ± 24 45.3 ±  16 t=0.55 

p=0.57 

IV. Environment 52.31 ± 13.1 55 ± 14.1 t=0.8 

p=0.42 
 

Pulmonary Tuberculosis patients fared significantly better 

than MDR patients in Domain scores. The mean differences 

in scores for the cases (MDRTB and PTB) were highly 

significant for all the domains and the overall QoL. The 

mean raw scores, transformed (4-20), transformed (1-100) 

including the physical health, psychological, social 

relationships, and environmental domains is more in PTB 

than MDR cases. Results have shown that there is 

significant impact on Physical and Psychological domain 

(p= 0.28 & 0.38). 

Discussion:  

The study was conducted to assess the perception of 

tuberculosis patients about their quality of life and to make a 

comparison how MDR and Pulmonary Tuberculosis affect 

their quality of life as such. 

Profile of patients: 

The present study revealed that majority of the cases were 

females (55%). Similar observations were reported by other 

studies
[6,14]

 Most of the patients were belonging to 

economically productive age group which is in line with the 

findings of other researchers.
[6,14]

 Surprisingly the literacy 

rate of cases interviewed was only 52% (81% in males vs 

45% in females) unlike the figures reported by census 2011 

(overall 72.9%, 80.89% vs 64.64%)
[15]

 and other 

authors.
[8,10]

 Only 20 patients had co-morbidity. Similar 

figures have been reported by another study done in 

Ahmedabad, Kolkatta, Mumbai and Phillipines.
[8,10,12,14,15]

 

Striking feature was that none was HIV positive. Similar 

observation was reported by Marie Flament-Saillour in 

France.
[16]

 However  HIV positivity was seen in other 

studies.
[7,8,10,12,14,15]

  

Quality of life of Tuberculosis cases: 

Results have shown that MDRTB patients had significantly 

lower mean scores in comparison to that of PTB patients. 

The worst affected were physical domain followed by the 

psychological domain.
[10,24,25,26]

 

Perception of Tuberculosis as stigma:  

More than 2/3
rd

 of patients considered tuberculosis as stigma 

as they were of the opinion that by revealing their disease 

status to friends, colleagues or neighbours; people would 

sever all ties with them or would avoid them.  Indeed they 

felt guilty and ashamed because of their disease and 

considered it as curse. Other researchers also revealed that 
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patients with TB often experience rejection and social 

isolation.
[17-22]

 In the present study respondents were 

complaining about negative feelings, depression, suicidal 

tendencies and results of the study were found to be 

consistent with other studies conducted by Mirza.
[23,24]

    

The present study revealed that social functioning was 

affected in both cases of Tuberculosis exhibiting as 

isolation; variable social support by family and friends, and 

inability to continue with social activities. This is in 

coherence with the other studies
[24,25,26]

 which point out that 

TB affects all the predicted domains of QOL i.e. 

psychological, health perceptions and social role 

functioning. 

The stigma associated with tuberculosis - be it pulmonary or 

MDR tuberculosis, is one of the major factor affecting the 

domains of Quality of life. 
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