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[Abstract] With the prevalence of diabetes mellitus and pulmonary tuberculosis, more and more cases of dia-
betes with drug-resistant pulmonary tuberculosis had appeared. The outbreak of multidrug-resistant tuberculosis
(MDR-TB) and extensively drug-resistant tuberculosis (XDR-TB) poses a serious challenge to the tuberculosis con-
trol in the world. This article aims to elaborate the relationship between diabetes and drug-resistant pulmonary tu-
berculosis, including the effect and mechanism of diabetes on the incidence of drug-resistant tuberculosis, the effect
and mechanism of drug-resistant pulmonary tuberculosis on diabetes, the effect of diabetes on the clinical characte-
ristics, diagnosis and treatment of drug-resistant pumonary tuberculosis, and the effect of diabetes on prognosis of
drug-resistant pulmonary tuberculosis. This will provide a theoretical basis for the rational treatment of diabetes
mellitus and drug-resistant pulmonary tuberculosis co-morbidity and improve the prognosis of diabetes with drug-re-

sistant pulmonary tuberculosis.
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