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Abstract
Introduction: Control of multi-drug resistant tuberculosis doesn’t rely only on the 
presence of effective drugs to cure it but also psychosocial and economic factors of 
the cases. 

Methods: A hermeneutic phenomenological study design was used to explore 
the lived experience of patients with multidrug-resistant or extensively drug-
resistant tuberculosis at ALERT hospital on December 28, 2017. Purposive sampling 
technique was employed to recruit the study participants. A semi-structured 
interview guide was developed to undertake an in-depth interview. Open Code 
software version 4.02 was employed to make the analysis. Emergent codes were 
assigned to segments of the transcript that were relevant to the study objective. 
Finally, themes were developed from the categories. In reporting the findings, the 
consolidated criteria for reporting qualitative research (CORE-Q) were followed. 
Finally, the inter-relationship among codes, categories and themes were displayed 
using a diagram. 

Results: Six categories were identified from the codes as contributors to psychosocial 
problems in MDR-TB patients. Those were; Apprehension about the economy for 
the survival of dependent family or self, phobia development against risk factors of 
tuberculosis, regretting about poor handling of life to protect self from tuberculosis, 
feeling hated or stigmatized, hopelessness and harm to the mind. These categories 
were then used to develop two major themes, namely, anxiety/depression, and 
intending revenge to transmit the disease to others. 

Conclusion: Control of multidrug-resistant tuberculosis demands beyond the 
therapeutic treatment and thus, it needs to invariably include psycho-social and 
economic issues of the patients.
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Introduction
Tuberculosis (TB) is an infectious disease caused by the 
bacillus Mycobacterium tuberculosis. It typically affects the 
lungs (pulmonary TB) but can also affect other sites (extra-
pulmonary TB). The disease is spread when people who are sick 
with pulmonary TB expel bacteria into the air, for example by 
coughing [1]. 

Overall, a relatively small proportion (5–15%) of the estimated 
2-3 billion people infected with Mycobacterium tuberculosis will 
develop TB disease during their lifetime. However, the probability 
of developing TB disease is much higher among people infected 
with HIV. Tuberculosis is treatable and it can be cured. But 

the problem, currently, is the emergence of drug-resistant 
tuberculosis (TB), particularly multidrug-resistant (MDR) and 
extensively-resistant (XDR) TB, which become a major public 
health problem. In 2015 alone, there were an estimated 480,000 
new cases of MDR-TB and an additional 100, 000 people with 
rifampicin-resistant TB who were also newly eligible for MDR-TB 
treatment. Ethiopia is one of the 14 high burden countries with 
MDR TB in the world [2].

Tuberculosis is the ninth leading cause of death worldwide and 
the leading cause of a single infectious agent, ranking above HIV/
AIDS. In 2016, there were an estimated 1.3 million TB deaths 
among HIV-negative people (down from 1.7 million in 2000) and 
an additional 374 000 deaths among HIV-positive people. An 
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estimated 10.4 million people fell ill with TB in 2016: 90% were 
adults, 65% were male, 10% were people living with HIV (74% in 
Africa) and 56% were in five countries:  India, Indonesia, China, 
the Philippines, and Pakistan. Drug-resistant TB is a continuing 
threat. In 2016, there were 600 000 new cases with resistance 
to rifampicin (RR- TB), the most effective first-line drug, of which 
490 000 had multidrug-resistant TB (MDR-TB). 

Almost half (47%) of these cases were in India, China, and the 
Russian Federation.  Most deaths from TB could be prevented 
with early diagnosis and appropriate treatment. Millions of 
people are diagnosed and successfully treated for TB each year, 
averting millions of deaths (53 million 2000–2016), but there are 
still large gaps in detection and treatment [3]. 

Multidrug resistance tuberculosis is a form of TB caused by 
bacteria that is resistant to treatment with at least two of the 
most powerful first-line anti-TB drugs, namely Isoniazid and 
Rifampicin. Whereas, XDR TB is a rare type of MDR TB that is 
resistant to Isoniazid and Rifampicin, plus any of fluoroquinolone 
and at least one of the three injectable second-line drugs (i.e. 
Amikacin, Kanamycin, and Capreomycin) [4]. 

The appearance of drug-resistant TB is not a recent occurrence, 
rather, an unfortunate and expected consequence of the 
adaptation of M. tuberculosis to the use of antibiotics. The 
progressive development of drug resistance can be expected if 
we fail to improve treatment and control measures for TB [5].

Successful treatment outcome is low in MDR TB patients than 
drug-susceptible TB patients [6].

Adverse events of the second-line treatments make the 
management of MDR/XDR TB very difficult. Hearing loss and 
nephrotoxicity are the most frequent and serious adverse 
reactions. Administration of injectable second-line treatment 
which needs many months to complete the doses is unpleasant 
and unwelcoming especially to children and emaciated patients 
[7].

Additionally, being diagnosed with MDR-TB and undergoing 
treatment imposes significant psychological, social and economic 
stress on patients [8]. 

Financially, MDRTB patients were worst suffered as compared to 
drug-susceptible TB while both groups are affected socially due 
to the social stigma attached to the disease [9].

By the time the diagnosis is reached, patients’ or their families’ 
financial and emotional resources were often depleted. Side 
effects of the drugs were reported to be severe and debilitating, 
and patients expressed the burden of care and stigma on the 
social and financial viability of the household. Family caregivers 
were crucial to maintaining the mental and physical health of 
patients but reported high levels of fatigue and stress marking 
that the barriers to patient adherence were fundamentally social, 
rather than medical alone [10].

Studies recommend that psychosocial support is a crucial 
component of treatment for MDR-TB in order to ensure the 
completion of complicated treatment regimens and enable 
psychosocial rehabilitation after treatment [11].

It was identified that home-based care better alleviates the 
problems of psychological, social and economic than institution-
based care as home-based care is perceived as safe, conducive 
to recovery, facilitating psychosocial support and allowing more 
free time and earning potential for patients and caretakers 
[12,13,14].

Studies conducted so far in Ethiopia were quantitative studies 
that majorly focus on determinants of treatment outcome of TB 
and they invariably reported low treatment success rate [15-18]. 
Thus, the studies were limited to quantifying the problem and 
recommending very vaguely. Thus, this study will dig out the 
lived experience of MDR TB patients so as to identify psychosocial 
factors that might contribute to poor quality of life [9] which in 
turn, understandably, contribute to poor treatment outcome 
and further transmission of the disease to the community at 
large and to family members particularly.

Methods
Study setting 
The study was conducted in ALERT hospital. ALERT is a medical 
facility on the edge of the west of Addis Ababa. It is specializing in 
Hansen’s disease, also known as “leprosy”. Its name was obtained 
from the acronym of the All Africa Leprosy Rehabilitation and 
Training Center, but the official name is now expanded to 
include tuberculosis: All Africa Leprosy, Tuberculosis, and 
Rehabilitation Training Centre. Also at ALERT is the Armauer 
Hansen Research Institute (AHRI), founded in 1970, specializing 
in leprosy research [19]. The Alert MDR-TB Clinic in Addis 
Ababa, Ethiopia is the central referral hospital for multi-drug 
resistant tuberculosis until very recently before the expansion 
of MDR -TB centers to some selected health facilities and is 
currently the only center for extensively drug-resistant (XDR) 
tuberculosis. 

Design
A hermeneutic phenomenological study design was employed 
to explore the lived experience of patients with MDR/XDR-TB on 
December 28, 2017.

Study participants
The study participants were ambulatory MDR/XDR-TB patients 
who were on treatment or having followed up after cure at 
ALERT TB clinic. 

Sampling technique
Purposive sampling technique was employed to include both 
sexes (male and female) and to involve participants who were 
residents of Addis Ababa city and participants referred from out 
of Addis Ababa. Participants across the duration of the treatment 
course, ranging from early months to treatment completed 
period, were included to appreciate experiences across the 
whole treatment duration. 

Sample size
Five in-depth interviews were done. Four in-depth interviews 
were taken on MDR TB cases and one was on XDR TB case. 

https://en.wikipedia.org/wiki/Addis_Ababa
https://en.wikipedia.org/wiki/Tuberculosis
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Sampling to saturation or theoretical saturation approach [20] 
was not applied in this study.

Method of data collection
First, the interview guide which was a semi-structured 
questionnaire and had main questions and probing questions 
were developed. Data were collected by face-to-face in-depth 
interviews. Interviews began with the collection of basic 
information including sex, age, occupation, marital status, the 
residence of the patient and duration since treatment started. 
The main questions encompass transition questions like, can 
you tell me about your illness? and probed by, what type of TB 
is that? And what does MDR/XDR TB mean? The core questions 
comprehend; how do you see being MDR TB patient? Followed 
by probing questions like, what are the major challenges MDR/
XDR TB patients face? And what do you think has caused you 
to contract TB disease? With probing question of, what is your 
contact history with TB patients either in family or neighbor? 
The interviewer was the corresponding author. Field notes which 
remind core descriptions and emotional expressions of the 
participants were taken while an audio record was also secured.  

Data analysis

The interview that was done by the Amharic language was first 
transcribed verbatim on hardcopy and then translated into the 
English language in softcopy. The translated word files were 
separately saved for each interview.  Then, the word files were 
saved as plain text and imported to Open Code 4.02 software for 
coding. Subsequently, selective coding was done, i.e. emergent 
codes were assigned to segments of the transcript that were 
relevant to the study objectives. After completing coding, 
categories were ascribed to the developed codes.  Finally, themes 
were developed from the categories. In writing the results, 
quotes and paraphrases were supplemented by observations 
that were jotted down as field notes. In reporting the findings 
of this study, the authors followed the consolidated criteria for 
reporting qualitative research (CORE-Q) which is a 32-items 
checklist [21].

Result
In this qualitative study, 3 females (2 with MDR and 1 with XDR 
TB) and 2 males (both with MDR TB) were involved. The age range 
of the participants was 14 to 38 years. By residence, 2 were from 
Addis Ababa and the remaining were referred cases from outside 
of Addis Ababa. Participants’ duration on treatment at the time 
of the interview ranged from as early as 1 month to treatment 
completed duration, i.e. 20 months. The Basic information of 
study participants is shown in Table 1.

From this study, two themes that majorly remark psychosocial 
problems were identified. These were; anxiety/depression and 
the potential of intending revenge. In the subsequent sections, 
categories identified for each theme will be elaborated employing 
quotes from the statement of participants and researchers’ 
observations. 

Anxiety
Anxiety was one of the themes that emerged from this study. 
The study participants’ anxiety was manifested, for instance, by 
apprehension about both current and future economy for the 
survival of dependent family members and self. One participant 
said, “My mom is very aged and weak. Previously, it was me who 
used to support her by working as a daily laborer. Staying here, I 
worry about my mother who is facing ups and downs to send my 
children school. While staying here, I am much stressed about my 
family on how to support them being discharged sooner”. (Male, 
MDR-TB patient, Age 38 years)

It was also found that apprehension about one’s economy 
to survive may contribute to the delayed response of MDR TB 
patient to referral to MDR TB treatment center to ensure timely 
initiation of the treatment. The following is a quote from one of 
the study participants; “I came to the MDR TB center late after 
one month of receiving my referral paper. Because I was told at 
the health center that I was going to be admitted for two months, 
and I was worried that who would support me if I am admitted 
for that long”. (Male, MDR-TB patient, Age 26 years)

Worrying about how to economically survive after discharge 
from the center where they are served with shelter and meal for 
free was also identified as a problem among MDR-TB patients. 
A participant said, “I don’t have relatives that can support me if 
am discharged now.  The doctors let me stay here in the center 
despite the fact I should leave and look for a rental house by this 
time”. (Male, MDR-TB patient, Age 38 years)

Another participant with the same worry stated his apprehension 
about the future economy as, “Paying house rent! You think 
about what to pay for house rent after being discharged, you also 
think about how you can get food to eat. Here food is served for 
free; we don’t pay for the bed also. But when you think about 
what will happen after discharge, you get much worried”. (Male, 
MDR-TB patient, Age 26 years)

Additionally, the development of phobia to risk factors of 
tuberculosis and regretting failing taking self-care were found 
potential markers of anxiety among MDR-TB patients. 

Phobias identified as those developed to risk factors of TB 
by the MDR-TB patient include being scared of coughers and 

S.No Sex Age (in completed 
years) Occupation Marital status Residence Treatment duration (in 

completed months)
1 Female 14 Student (grade 7 drop out) Single Harer/Babile 3
2 Female 33 Housewife Married Addis Ababa/Jan Meda 20
3 Male 26 Daily laborer Single Addis Ababa/Mesalemia 2
4 Male 38 Daily laborer Widower Burayu/Ashewa Meda 2
5 Female 18 Student Single Metu 1

Table 1. Basic information of patients with MDR tuberculosis involved in an in-depth interview, ALERT hospital, Addis Ababa
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crowdedness. A participant described fearfulness to coughers 
as, “let alone when I see my children coughing, I even get very 
scared when I see other people around me coughing”. (Female, 
MDR-TB patient, Age 33 years)

Participants expressed also that they fear crowded transportation 
like city bus and “Higher” taxi because one share breathes of 
others which is the means of TB transmission. A woman bitterly 
expressed about crowded transportation as “I was caught by this 
disease surely from in transportation. Because this disease was 
not present in my area; this kind of thing was not present in my 
family. For me, it is the transport! [Heavily shaking her head]. I 
definitely believe that this disease caught me in transportation. 
There is a high chance for the community to breath-in the highly 
contaminated air in transportation”. (Female, MDR-TB patient, 
Age 33 years)

Regret was also identified as a category that may fit the anxiety 
theme. The foundations of regret that were identified from the 
study participants include; regretting for not properly taking the 
first-line TB treatment during previous TB illness, and regretting 
for not taking care of self from contact with TB patient, and from 
lack of balanced food and exposure to heavy-duty such as being 
daily laborer of construction activities which causes body to 
suffer.  

Recurrence of TB disease, suffering from side effects of MDR/XDR-
TB drugs, and delayed diagnosis of the disease either because 
of miss diagnosis by providers and/or community instigated the 
participants to regret not properly taking the first-line drugs. 
A child participant regretted her failure to take TB prophylaxis 
prescribed for her by saying, “The medication is very ugly! I 
don’t know, but it was very tough. Previously I had completed 
6-month’s treatment for TB and it returned again after 8 years. 
Then swellings appeared here and here [touching under her 
neck] and under my armpit. Then the sample was taken from the 
swelling. In the meantime, my leg has become swollen. We left 
aside swelling on my neck and seek treatment for my swollen 
leg. X-ray of my leg was taken. Then it was said blood coagulation 
and I was admitted to hospital for 20 days. Then we [I and my 
mom] said OK, the swelling on my neck could also be a sign of 
blood coagulation. Then after I finished my injections for my leg 
I was sent home with tablets to sallow for three months. After 
I went home again I didn’t get improved and was unable to be 
as before. When I saw a meal with my eyes, I used to vomit. I 
nauseate; I didn’t eat food; I didn’t take soup; in the morning 
I was vomiting bile. Then I became very weak. Then, my mom 
took me to the hospital again and I was re-admitted. Then one 
physician ordered sputum examination and it was identified 
as drug accustomed TB. Otherwise, it was not identified easily. 
Actually, I was careless. I thought it is an easy disease. When I 
think now, it was my mistake. I stopped taking the drugs, white 
color tablets, after taking it only for a few days which were given 
to me for TB prophylaxis”. (Female, MDR-TB patient, Age 14 
years)

A participant with MDR-TB responded to a question, had you 
properly taken and completed your first-line TB drugs, as “No! I 
don’t want to lie to anyone at this point. Because of my weakness, 
sometimes I used to interrupt as I went away from home to other 

places for business purposes”. He was regretting that the disease 
wouldn’t have come again being worsened (becoming MDR-TB) 
had he had taken his first-line TB drugs properly during previous 
illness by saying, “The reason why I didn’t properly take the 
drug during first disease staying at my home was because of my 
hardship life. Because I am young, I run there and here working 
as a daily laborer, and prioritizing my work to my health lastly 
brought me this disease. Had I had taken my drugs properly and 
completed my drug it (MDR-TB) wouldn’t have come”. (Male, 
MDR-TB patient, Age 26 years)

Study participants also expressed their regrets for failing to refrain 
from contacting TB patients. One participant, who took various 
medications for a long time for her MDR TB and later diagnosed 
as XDR-TB, expressed her regret as, “In my neighborhood, there 
was one girl who was sick of TB. I frequently go to her home, 
chat with her, eat food and drink with her. When she coughs and 
sneezes she didn’t take care. But I didn’t know that she was sick 
of TB. Later, it was found that she had taken two rounds of six 
months of' TB treatment. She used to take the drugs irregularly. 
For the third time when she was examined after I told the doctors 
about her, she was found she had MDR TB and now she is taking 
the drugs”. (Female, XDR-TB patient, Age 18 years)

Another participant regrets contact with TB patient and failure 
to protect herself as, “Before me, my brother was sick and I was 
taking care after him. Two years later, the disease has come to 
me too. Now he has passed away. Had I known his illness was 
TB, I would have taken care of myself by wearing a mask. I didn’t 
know he had TB because his TB was identified at the end when he 
was imminent die”. (Male, MDR-TB patient, Age 26 years)

Regretting about suffering from a lack of a balanced diet was 
stated as “For me, it is physical suffering that caused me TB. If 
there will be suffering no doubt that it will come again too. You 
have to care for yourself with balanced food. You have to eat 
your food timely. You need to get an egg etc”. (Female, MDR-TB 
patient, Age 14 years)

Emphasizing the importance of a balanced diet, another 
participant said, “Care is food. In the morning you need to get 
a good meal. It [MDR-TB treatment center] provides only tea 
and bread. It rarely brings “Firfir” [local food prepared by mixing 
“Injera” with sauce] once per week. Consuming tea and bread 
alone during breakfast time is not enough to be strong enough to 
take all these many drugs. We females cook additional and care 
ourselves. But males don’t do this”. (Female, XDR-TB patient, Age 
18 years)

Another participant who had taken first-line TB treatments two 
times previously, he orally reported, regretted that suffering 
from heavy-duty brought him MDR TB and described it as, “I had 
completed my drugs during previous TB illnesses but as soon as 
I finished I went for work. So, I greedily went for work before 
getting rehabilitated. Unless I take drugs late in hours I didn’t 
interrupt at those times. It is suffering surely. When you work, 
these dusts inter into you. I guess it was the suffering that caused 
me for this disease”. (Male, MDR-TB patient, Age 38 years)

In addition to the aforementioned categories such as 
apprehension about the economy, phobia to risk factors and 
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regret, feeling hated or stigmatized and harm to mind were also 
located to the theme of anxiety or depression. 

Among the study participants, feeling hated or stigmatized 
were described by reporting being feared by family members, 
community and/or provider, and by reporting burn out of their 
attendants. The child participants described her life’s experience 
of being hated or stigmatized as, “community stigmatizes very 
much! [Shaking her head] because they fear the disease. Even 
my mother who was attending me for the first two months after 
I started the treatment, fears me so much. She says, go back! 
Don’t come close to me! [Speaking louder]. By passers cover 
their nose with their arm and sometimes we see them running 
away when they see us outside of our room. By now, because I 
adapted, I don’t care if they look at me with fear and run away. 
Rather we scoff at them saying, run! run! To escape from being 
eaten”. (Female, MDR-TB patient, Age 14 years)

Another participant also described her life’s experience similarly, 
but including her perception about providers and said it as, 
“Mainly being stigmatized by your family and community brings 
mind stress onto you. Secondly, when I bring my babies to the 
hospital for a checkup, every health provider around there was 
scared of me and my babies, and they discharged my babies 
by rush though I wear a mask that prevents transmission. That 
time I cried a lot”. (Female, MDR-TB patient, Age 33 years) 
The severity of stigma among MDR-TB patients in the words 
of another participant was quoted as, “Multidrug-resistant 
tuberculosis is scared more than HIV is. I don’t know the 
reason; the doctors even fear it very much”. (Female, XDR-TB 
patient, Age 18 years)

Contrarily, another participant denied any stigma from anybody 
saying, “There is no stigma to MDR TB patients. For example, 
someone who is sick can get cured. If he/she properly takes his/

her drugs and has eaten food well, he/she will be cured”.  (Male, 
MDR-TB patient, Age 26 years)

An MDR-TB patient who was miss diagnosed as coagulopathy 
described the burn out of her attending family as “I used to have 
a checkup for my swollen leg weekly and my mom is burnt out of 
taking me weekly for follow up”. (Female, MDR-TB patient, Age 
14 years)

Harm to mind, which may contribute to anxiety or depression 
was also identified. One study participant described how being 
MRD-TB patient harmed her mind saying it out as “People give 
you different opinions. They say, it comes from HIV or it may 
change to HIV blab and this highly harms your mind”. (Female, 
MDR-TB patient, Age 33 years)

Revenge
The second theme that was identified from this study was that 
the potential to intend to revenge others in mass by transmitting 
MDR-TB disease. The ground for revenge maybe because of 
hopelessness by the MDR-TB patient secondary to perceiving 
being under-cared by health care providers. A participant 
described intending revenge as, “Now, the problem is, if you 
leave from here before the severity of our illness unalleviated 
very well, it will be a disaster. If you get annoyed with something 
over here and leave from here (i.e. MDR-TB treatment center) of 
a sudden, you may harm many individuals who are very useful to 
the nation. For instance, officials who are rushing for office in the 
morning sometimes use the train to save time instead of waiting 
for a taxi. This means, if you get into the train, on the train you 
can easily contaminate all on the train”. (Male, MDR-TB patient, 
Age 26 years)

The inter-relationship among codes, categories, and themes 
analyzed is diagrammatically displayed in Figure 1.

Figure 1 Attributes for psychosocial problems among patients with MDR tuberculosis disease; analysis from the lived experience of 
the victims.
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Discussion
This study has tried to understand the lived experience of MDR/
XDR-TB patients during their treatment course with regard to 
psychosocial factors through in-depth face-to-face interviews. 
However, it is deficient in that it didn’t include the view of health 
care providers about the patients as the behavior of health 
care providers, imposed by the fears of infection, contributed 
to discrimination of patients in the facility [22] and which, of 
course, was also disclosed by the study participants of this study. 
In spite of its many limitations, however, the experience of MDR-
TB patients that the study has revealed cannot be undermined. 
To our knowledge, a study of the life experience of the MDR-TB 
patient which is imperative to the prevention and control of the 
disease was lacking. Even though it is not reasonable, in spite of 
all the limitations of the study, to limit the number of themes 
that might emerge from such study, the two major themes 
developed, anxiety/depression and intending revenge will be 
discussed hereafter. Because an extremely confusing area is the 
intricate relationship between the anxieties and the depressions 
[23], in this study, both were reported as one emerging theme of 
the psychological problem among the MDR-TB patients without 
segregating their contributors.

Here, apprehension about the economy was identified as a 
contributor to anxiety/depression. Previous studies indicated 
that financial hardship has been identified as a major contributor 
to loss to follow up of MDR-TB patients [24]. Understandably, 
having a source of income is desperately required for survival. 
On the other hand, the inability to work and generate income, 
like the one that is seen among MDR-TB patients who are 
admitted to MDR-TB treatment center/clinic, imposes stress 
on one’s life. Financially, MDR-TB patients are worst suffered 
because of the treatment takes longer time and side effects of 
the drug is unbearable to most of the cases to generate income, 
and delayed diagnosis because of miss diagnosis either by health 
care providers or family had already caused depletion of their 
resources at the time of correct diagnosis [7-9]. If this worry 
of the economy is excessive and out of control, it can end up 
with Generalized Anxiety Disorder (GAD) [25] and obviously, 
the problem will be compounded if there are dependent 
family members in addition to one’s own difficult situation. In 
this study, males were identified clearly expressing their worry 
about the economy of the dependent family. In Ethiopia, TB 
treatment success rates at various areas were reported very 
low [15-17] and it would be much very low if treatment success 
rate was computed for MDR-TB cases which need a longer 
duration of treatment and in which patients are forced to face 
multiple side effects of second-line treatment [6]. Comparing 
gender, studies of TB treatment outcome in Ethiopia identified 
that males have a lower treatment success rate as compared to 
female counterparts [15,17]. This may imply that the reason for 
the lower treatment success rate among male patients may be 
because males shoulder the economy of the family. Being anxious 
when failing to meet for self and dependent family members can 
expense males to become treatment unsuccessful. Additionally, 
they may leave the MDR-TB treatment center prematurely to 
combat the economic challenge before culture conversion from 

positive to negative and hence, disseminate the disease to the 
community. This may need to design income generation means 
for ambulatory MRD-TB patients while they are staying in the 
treatment center.

As it was indicated, MDR-TB patients may also suffer from phobia 
to coughers and crowded means of transportation because they 
believe that all the aftermaths of the disease they experienced or 
are experiencing were caused by exposure to these factors. This 
phobia may lead to post-traumatic stress disorder (PTSD), which 
is a condition that causes flashbacks or anxiety as the result of 
a traumatic experience [23]. Of course, the patients’ fear of 
chronic coughers is reasonable as close contact with such an 
individual is a risk factor for the transmission [26]. Similarly, being 
scared of crowded public transportation is justifiable as studies 
indicate that such conditions facilitate TB transmission [27,28]. 
This indicates that MDR-TB patients highly require psychological 
support to endure phobias developed against the risk factors 
which they associate with the hardship they experienced with 
the drug side effects, pain from the disease and social stigma [8] 
by educating on prevention methods.

The regret that originates from a failure to protect self from 
TB disease because of not knowing the characteristics of the 
disease and its mode of transmission was also reflected by the 
study participants. Psychosocial support is a crucial component 
of treatment for MDR-TB in order to ensure the completion 
of complicated treatment regimens and enable psychosocial 
rehabilitation after treatment to protect MDR-TB patients from 
depression [11].

The opportunity of becoming hopeless among MDR-TB patients 
needs to be foreseen and given due attention. As it is clearly 
noted, drugs for the treatment of MDR-TB are extremely 
unpleasant and side effects are unbearable [7]. That is why the 
14-year girl expressed drugs for treatment MDR-TB as, “the drugs 
are very ugly!” Unless responses to these pains and suffering 
can be managed they may provoke MDR-TB patients to revenge 
others by transmitting the disease [29].

It was described that, from one of the study participants in this 
study, intending revenge to transmit the disease by typically 
choosing crowd in case of perceiving under care by provides is 
likely. Undeniably, there are times that health care providers 
could under care for their patients. An MDR-TB patient who is 
annoyed by the under care from the provider may committee 
revenge intentionally. Because the constraints imposed by 
providers or societies may instigate hopeless in MDR-TB patients 
to commit revenge by intentionally exposing others [30]. 

Health care providers’ act towards MDR-TB patients was blamed 
by the participants as the providers don’t want an MDR TB patient 
to stay longer time around them even the patients wearing their 
nasal mask. This suggests that providers’ fear of infection could 
contribute to stigma and hindrance to the accessibility of care 
and support services [22]. This also implies that unless a strong 
protective method, other than a nasal mask that providers 
themselves trust its effectiveness devised, the fear of providers 
that elicits a feeling of being stigmatized by MDR-TB patients will 
incessantly be the challenge to TB control.
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Conclusion
Control of MDR-TB spread demands beyond the therapeutic 
treatment of the patients. Therefore, psychological therapy and 
designing income generation mechanisms for MDR-TB patients 
while they are at the treatment center are commendable.
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Quick look
Current knowledge
Studies have invariably reported that the treatment success 
rate of multi-drug resistant tuberculosis is very low as compared 
with the treatment success rate in patients of drug-susceptible 
tuberculosis and the global target. Demographic and clinical 
determinants of unsuccessful multi-drug resistant tuberculosis 
treatment outcomes are also identified. 

What this paper contributes to our knowledge

Multi-drug resistant tuberculosis patients who were on treatment 

course experienced multiple psychosocial and economic 
challenges. Psychosocial and economic challenges of multi-drug 
resistant tuberculosis patients had implications for tuberculosis 
control. 
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