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Background: Anti-tuberculosis drug-induced liver injury (ATB-DILI) is a common adverse reaction associated with tuberculosis 
(TB) treatment, significantly impacting treatment adherence and therapeutic outcomes. However, large-scale studies on hospitalized 
patients in China remain limited.
Purpose: To characterize the clinical features and liver injury patterns in hospitalized TB patients with ATB-DILI and to identify risk 
factors associated with severe ATB-DILI.
Methods: We retrospectively reviewed 28,753 hospitalized TB patients at Beijing Chest Hospital from 2014 to 2023. ATB-DILI was 
diagnosed in 567 patients (2.0%) based on serum biochemical criteria and causality assessment. Demographic, clinical, and laboratory 
data were analyzed to characterize liver injury types and identify risk factors for severe cases. Subgroup analyses based on liver injury 
patterns were performed to further evaluate the association between age and severe ATB-DILI.
Results: Overall, 567 cases with ATB-DILI (2.0%) were analyzed. Hepatocellular injury was the most common type (71.4%), 
followed by cholestatic (13.8%) and mixed (14.8%) injury patterns. Most patients (68.4%) were asymptomatic and diagnosed via 
routine biochemical monitoring; jaundice occurred in 18.2%. Patients with hepatocellular damage were significantly younger, while 
those with cholestatic injury were older (p < 0.001). Severe ATB-DILI occurred in 46 patients (8.1%), with advanced age (≥60 years) 
identified as an independent risk factor (OR = 2.45, 95% CI: 1.33–4.52, p = 0.004). Subgroup analysis showed that this association 
between age and severe ATB-DILI was significant in the hepatocellular injury type (unadjusted OR = 3.59, 95% CI: 1.61–8.02, p = 
0.002), while no statistically significant association was observed in cholestatic or mixed types, which may reflect limited statistical 
power in these subgroups.
Conclusion: Routine liver function monitoring and age-specific risk assessment are essential for early identification and management 
of ATB-DILI in hospitalized TB patients.
Keywords: anti-tuberculosis drugs, drug-induced liver injury, hepatotoxicity, severe liver injury, risk factors

Introduction
Tuberculosis (TB) is a major global public health issue and ranks as the first deadliest infectious disease. According to 
the World Health Organization (WHO) Global Tuberculosis Report 2024,1 approximately 10.8 million people are 
expected to develop TB worldwide, with 1.25 million deaths attributed to the disease. As one of the countries with 
the highest TB burden, China accounts for approximately 6.8% of the new global TB cases and faces significant 
challenges, including high drug resistance rates, poor treatment adherence, and the presence of co-infections.

Anti-tuberculosis drug-induced liver injury (ATB-DILI) is one of the most common adverse events associated with 
TB treatment. The reported prevalence of ATB-DILI varies considerably, ranging from 2% to 28%, depending on 
diagnostic criteria and geographic region.2–4 One study demonstrated that ATB-DILI occurring during active TB 
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treatment increases the risk of treatment failure and relapse by threefold.5 Among first-line anti-TB drugs, isoniazid, 
rifampicin, and pyrazinamide are the principal contributors to hepatotoxicity, while second-line drugs also play a role in 
hepatic adverse events.6,7 In Western countries, drug-induced liver injury (DILI) is commonly associated with antibiotics, 
cardiovascular agents, and non-steroidal anti-inflammatory drugs (NSAIDs). In contrast, anti-TB drugs are the predo
minant cause of DILI in many Eastern countries, likely reflecting differences in pharmacogenetic and immunological 
profiles.8 Furthermore, developing countries, which often lack robust pharmacovigilance systems and have patient 
populations with poorer baseline health status, report even higher rates of ATB-DILI. Despite its clinical significance, 
comprehensive and large-scale epidemiological data on ATB-DILI remain limited.

Recent studies have reported an increasing global trend in ATB-DILI incidence, rising from 5.1% in 1999 to 29.4% in 
2020.9 In China, the number of reported DILI cases increased by 62% between 2012 and 2016, with anti-TB drugs being 
the most frequently identified cause.10 A single-center study in China reported that the incidence of drug-related liver 
injury increased from 2.21% in 2002 to 6.70% in 2022.11 These findings highlight the urgent need for enhanced drug 
safety surveillance and standardized diagnostic criteria for ATB-DILI. However, existing studies in China often suffer 
from limitations such as small sample sizes, inconsistent diagnostic approaches, and a lack of detailed investigations into 
liver injury types and their severity. To address these gaps, we conducted a retrospective analysis of hospitalized TB 
patients at Beijing Chest Hospital, Capital Medical University, from 2014 to 2023. This study aimed to evaluate the 
clinical characteristics of different ATB-DILI types and identified risk factors associated with severe ATB-DILI. To 
increase the likelihood that severe liver injury events were anti-TB drugs related, we excluded patients with preexisting 
liver and biliary tract diseases, as well as other potential causes of acute liver injury. The findings from this study provide 
novel insights into the prevention, monitoring, and management of ATB-DILI, particularly in high-burden TB settings 
like China.

Methods
Study Design and Sample Size
This study retrospectively analyzed the clinical data of patients with active TB who were hospitalized at Beijing Chest 
Hospital of Capital Medical University between January 2014 and December 2023. Beijing Chest Hospital is a tertiary 
institution specializing in tuberculosis care in China. Among a total of 28,753 hospitalized TB patients, 567 cases (2.0%) 
were confirmed as ATB-DILI and were included in the final analysis. We extracted data from electronic health records, 
which included demographic characteristics, inpatient diagnoses, medical histories, laboratory results, and medical 
treatment information. The study adhered to the Strengthening the Reporting of Observational Studies in 
Epidemiology (STROBE) guidelines.12 Ethical approval was granted by the Institutional Review Board of Beijing 
Chest Hospital, and the requirement for informed consent was waived by the same committee.

Study Population
Inclusion criteria for patients with active TB: (1) no restrictions on age or gender; (2) no restrictions on lesion sites, 
including pulmonary and extrapulmonary sites; (3) diagnosis of TB by clinical or laboratory criteria. Exclusion criteria: 
(1) patients with malignant tumors who are receiving concurrent radiotherapy, chemotherapy, or immunotherapy; (2) co- 
infection with non-TB mycobacteria; (3) co-infection with HIV; (4) pregnancy; (5) ICU patients were also excluded due 
to their complex clinical conditions and polypharmacy, which may confound the attribution of liver injury to anti-TB 
drugs. Patients with repeat hospitalizations were only included in the hospitalization where peak liver function was 
observed.

Diagnostic Criteria for ATB-DILI
The diagnostic criteria were based on the Chinese guidelines for ATB-DILI and implemented through a two-step 
process:13 First, liver injury was identified according to biochemical criteria, meeting either of the following: (1) alanine 
aminotransferase (ALT) ≥ 3 × upper limit of normal (ULN) and/or total bilirubin (TBIL) ≥ 2 × ULN; or (2) concurrent 
elevation of aspartate aminotransferase (AST), alkaline phosphatase (ALP), and TBIL, with at least one value ≥ 2 × 
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ULN. Abnormal liver function is defined as an elevation of liver enzymes that does not meet the above criteria. The ULN 
values used in our laboratory are 40 IU/L for ALT, 40 IU/L for AST, 150 IU/L for ALP, and 20.5 μmol/L for TBIL. 
Second, to confirm anti-tuberculosis drugs as the causative agent, we applied the updated Roussel Uclaf Causality 
Assessment Method (RUCAM), a validated tool for DILI attribution.14,15 Patients with a RUCAM score of ≥6 were 
included in the study. To enhance diagnostic specificity, we rigorously excluded cases with: (1) cirrhosis, such as 
alcoholic cirrhosis, hepatitis B cirrhosis, and hepatitis C cirrhosis; (2) liver transplantation status or liver abscess; (3) 
intra- and extra-hepatic bile duct obstruction, such as biliary stones, bile duct stenosis, and bile duct obstruction or 
compression; (4) recent history of hypotension, right heart failure, septicemia, and total parenteral nutrition; (5) liver 
injury from non-anti-TB drugs, such as herbal medicines, cold remedies, NSAIDs; and (6) poorly documented medica
tion history.

Types of Drug-Induced Liver Injury
According to the R value [R value = (serum ALT/ALT ULN)/ (serum ALP/ALP ULN)].16,17 Cases were classified as 
“hepatocellular” if the R value was ≥5, “cholestatic” if the R value was ≤2, and “mixed” if the R value was 2–5.

Definition and Criteria for Severe ATB-DILI
Severe liver injury is defined based on the peak liver function index meeting any of the following criteria:18 (1) elevated 
serum ALT or AST >3 × ULN, serum TBIL >2 × ULN, and serum ALP <2 × ULN; and (2) international normalized ratio 
(INR) ≥1.5, with TBIL levels >2 × ULN. Both definitions represent severe acute liver injury and are used by the US Food 
and Drug Administration’s Sentinel System to assess drug-induced acute liver injury in post-marketing clinical settings.19 

Criterion (1) follows Hay’s Law biochemical standards,20,21 indicating hepatocellular injury severe enough to affect 
bilirubin excretion and increase the risk of mortality.22,23 Criterion (2) highlights liver function abnormalities that may 
occur in the late stages of acute liver failure, where hepatic transaminases may not yet be elevated enough to meet the 
first criterion. The potential preemptive use of anticoagulants should be excluded when assessing criterion (2).

Definition for Anaphylactic Reactions Due to Anti-Tuberculosis Drugs
Eosinophilia is defined as a serum eosinophil count exceeding 4% to 6% of the total white blood cell count, depending on 
the normal reference range for each hospital. In our laboratory, the upper normal limit is 5%. Lymphopenia is defined as 
serum lymphocyte levels <10%, both based on blood tests conducted when diagnosing ATB-DILI. The rash is an acute 
skin condition involving skin texture or color changes, which may present as inflammation or hypersensitivity. Allergy at 
the time of ATB-DILI diagnosis is identified if any of the following symptoms are present: drug fever, rash, eosinophilia, 
lymphopenia, or arthralgia.24

Risk Factors for Severe ATB-DILI
Risk factors investigated for severe ATB-DILI included age, gender, history of alcohol consumption, smoking history, 
comorbidities (such as diabetes and hypertension), allergic reactions, time from drug exposure to DILI recognition, type 
of liver injury, use of prophylactic hepatoprotective agents, and prior history of ATB-DILI. The interval between drug 
exposure and DILI onset was defined as the number of days from the initiation of anti-TB therapy (day 0) to the 
appearance of the first clinical symptom, physical sign, or abnormal laboratory finding indicative of liver injury.15

Statistical Analyses
Data analysis was performed using SPSS version 29.0 software. Quantitative data are presented as either the mean ± 
standard deviation (Mean ± SD) or median with interquartile range (Median [IQR]), based on the data distribution. The 
independent samples t-test or Mann–Whitney U-test was applied appropriately for comparisons between the two groups. 
For comparisons involving multiple groups, one-way analysis of variance (ANOVA) or the Kruskal–Wallis test was used. 
Categorical variables are presented as frequencies and percentages, with group differences assessed using the chi-square 
test (χ²) or Fisher’s exact test. Variables with p < 0.1 in univariate analysis were included in a multivariate logistic 
regression model, with stepwise selection for variable inclusion. A two-tailed p-value of less than 0.05 was considered 
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statistically significant. Post hoc power analysis was conducted using PASS 2021 based on the observed odds ratios and 
actual sample sizes. Furthermore, subgroup analyses were performed to evaluate the association between age and severe 
ATB-DILI within each liver injury subtype (hepatocellular, cholestatic, and mixed) using univariate logistic regression 
models. To address multiple comparisons in subgroup analyses, Bonferroni correction was applied (adjusted α=0.0167).

Results
Study Population and Case Selection
A total of 28,753 hospitalized patients with active TB who received anti-TB treatment were initially assessed for 
eligibility. Among them, 3233 patients (11.2%) exhibited abnormal liver function based on blood biochemical tests, and 
930 (3.2%) were clinically diagnosed with liver injury. After excluding 363 cases with alternative causes of liver injury, 
as determined by the RUCAM criteria, 567 patients (2.0% of the total population) were confirmed or highly suspected to 
have ATB-DILI. These 567 cases constituted the final sample included in the present study. The detailed inclusion and 
exclusion process is illustrated in Figure 1.

Demographic and Clinical Characteristics of Patients with ATB-DILI
The distribution of anti-TB regimens among the 567 ATB-DILI patients, categorized by liver injury pattern, severity, and 
allergic manifestations, is presented in Table 1. The median age was 44 years (IQR: 28.0–62.0), with a predominance of 
male patients (356, 62.8%). Most patients (67.0%) received prophylactic hepatoprotective agents. Comorbid conditions 
included diabetes mellitus (15.0%) and hypertension (14.1%). A prior history of ATB-DILI was documented in 7.2% of 

Figure 1 Patient inclusion and exclusion flowchart for ATB-DILI.
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patients, and 6.9% reported previous allergic reactions to anti-TB drugs. Most patients (85.5%) were undergoing initial 
treatment, while 14.5% were receiving retreatment. Regarding TB classification, pulmonary TB was diagnosed in 49.4%, 
extrapulmonary TB in 21.0%, and both forms in 29.6% of patients. The median latency from drug exposure to liver 
injury onset was 20 days (IQR: 11.0–36.0). Clinical manifestations included gastrointestinal symptoms (35.1%), jaundice 
(18.2%), drug rash (9.5%), drug fever (9.5%), and other discomforts (3.9%). Notably, 68.4% (388 patients) were 
asymptomatic and were identified solely through abnormal liver biochemical markers during routine monitoring 
(Tables 2 and 3).

Table 1 Distribution of the Anti-TB Regimens in 567 Cases of ATB-DILI According to the Type of Liver Damage, Severity of 
Hepatic Injury, and Presence of Allergy

Drug Regimens Total Cases 
(N)

Type of Liver Injury (N) Allergy 
(N)

Severe Liver Injury 
(N)

Hepatocellular Cholestatic Mixed

HRZE 245 203 14 28 96 14

HRZE+ Lfx 55 43 5 7 19 4

HRZE + Mfx 31 18 7 6 10 3

HR ± FQs 57 26 17 14 23 9

HRftZE ± FQs 39 25 7 7 9 3

HRftE ± FQs 25 8 14 3 13 4

HZ ± FQs 14 11 2 1 4 0

RZ ± FQs 10 10 0 0 7 1

H ± FQs 4 3 1 0 3 0

Includes Z, not HR 5 3 1 1 2 1

Other regimens include second-line drugs 82 56 9 17 35 7

Notes: The HRZE group includes 11 patients who received the HRZE fixed-dose combination (FDC), a single-tablet formulation containing isoniazid (H), rifampicin (R), 
pyrazinamide (Z), and ethambutol (E). 
Abbreviations: H, isoniazid; R, rifampicin Z, pyrazinamide; E, ethambutol; Lfx, levofloxacin; Mfx, moxifloxacin; FQs, fluoroquinolones, including levofloxacin and 
moxifloxacin; Rft, rifapentine.

Table 2 Characteristics of Subjects With Different Patterns of ATB-DILI

Entire Cohort 
(N=567)

Hepatocellular 
(N= 406, 71.6%)

Cholestatic 
(N= 77, 13.6%)

Mixed 
(N=84, 14.8%)

p-value

Age, y, IQR 44.0 (28.0–62.0) 37.0 (26.0–57.0) 66.0 (46.0–75.5) 47.5 (29.0–66.8) <0.001

Age group, y (%) <0.001

<30 162 (28.6) 134 (33.0) 6 (7.8) 22 (26.2)

30–59 251 (44.3) 191 (47.0) 28 (36.4) 32 (38.1)

≥60 154 (27.2) 81 (20.0) 43 (55.8) 30 (35.7)

Male sex (%) 356 (62.8) 250 (61.6) 49 (63.6) 57 (67.9) 0.548

Location (%) 0.715

Urban 347 (61.2) 252 (62.1) 44 (57.1) 51 (60.7)

Rural 220 (38.8) 154 (37.9) 33 (42.9) 33 (39.3)

(Continued)
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Table 2 (Continued). 

Entire Cohort 
(N=567)

Hepatocellular 
(N= 406, 71.6%)

Cholestatic 
(N= 77, 13.6%)

Mixed 
(N=84, 14.8%)

p-value

Body mass index, kg/m², IQR 20.7 (18.6–23.3) 20.8 (18.6–23.2) 20.1 (18.4–23.2) 20 (18.7–23.7) 0.455

Prophylactic use of hepatoprotectants (%) 380 (67.0) 265 (65.3) 57 (74.0) 58 (69.0) 0.305

Previous history of ATB-DILI (%) 41 (7.2) 30 (7.4) 6 (7.8) 5 (6.0) 0.880

A history of allergy to anti-TB drugs (%) 39 (6.9) 34 (8.4) 2 (2.6) 3 (3.6) 0.101

Current smoking (%) 148 (26.1) 100 (24.6) 25 (32.5) 23 (27.4) 0.342

Alcohol use (%) 73 (12.9) 50 (12.3) 12 (15.6) 11 (13.1) 0.733

Type of treatment (%) 0.069

Initial treatment 485 (85.5) 356 (87.7) 62 (80.5) 67 (79.8)

Re-treatment 82 (14.5) 50 (12.3) 15 (19.5) 17 (20.2)

Comorbidities (%)

Diabetes mellitus 85 (15.0) 53 (13.1) 17 (22.1) 15 (17.9) 0.092

Renal Insufficiency 14 (2.5) 5 (1.2) 4 (5.2) 5 (6.0) 0.006

Hypertension 80 (14.1) 39 (9.6) 23 (29.9) 18 (21.4) <0.001

Cardiovascular disease 45 (7.9) 21 (5.2) 10 (13.0) 14 (16.7) <0.001

Fatty Liver Diseasea 63 (11.1) 47 (11.6) 8 (10.4) 8 (9.5) 0.842

Biliary tract diseaseb 25 (4.4) 15 (3.7) 6 (7.8) 4 (4.8) 0.229

Current TB (%) 0.331

Pulmonary TB 280 (49.4) 209 (51.5) 35 (45.5) 36 (42.9)

Extrapulmonary TB 119 (21.0) 79 (19.5) 16 (20.8) 24 (28.6)

Both pulmonary and extrapulmonary TB 168 (29.6) 118 (29.1) 26 (33.8) 24 (28.6)

Notes: a and b are both patients with abnormal findings by imaging (ultrasound or abdominal CT) during hospitalization for patients with fatty liver and biliary 
tract disease with normal baseline liver function.

Table 3 Clinical Pictures and Laboratory Tests With Different Patterns of ATB-DILI

Entire Cohort 
(N=567)

Hepatocellular 
(N=406, 71.6%)

Cholestatic 
(N=77, 13.6%)

Mixed 
(N=84, 14.8%)

p-value

Days between exposure and DILI recognition, d, IQR 20.0 (11.0–36.0) 20.0 (11.0–36.0) 20.0 (9.5–41.5) 17.0 (9.3–36.8) 0.679

Clinical manifestations (%)

Digestive Tract Symptoms 199 (35.1) 135 (33.3) 37 (48.1) 27 (32.1) 0.037

Drug Rash 54 (9.5) 39 (9.6) 7 (9.0) 8 (9.5) 0.990

Drug Fever 54 (9.5) 41 (10.1) 3 (3.9) 10 (11.9) 0.154

Jaundice 103 (18.2) 29 (7.1) 54 (70.1) 20 (23.8) <0.001

Other discomforts 22 (3.9) 13 (3.2) 7 (9.1) 2 (2.4) 0.056

No complaints 388 (68.4) 316 (77.8) 19 (24.7) 53 (63.1) <0.001

(Continued)
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Demographic and Clinical Characteristics Stratified by Liver Injury Patterns
As presented in Tables 2 and 3, the hepatocellular type of liver injury was the most prevalent, accounting for 71.4% of 
cases, while cholestatic and mixed types comprised 13.8% and 14.8%, respectively. Patients with hepatocellular injury 
were significantly younger (p < 0.001) and less likely to exhibit clinical jaundice, with the majority (77.8%) being 
asymptomatic. In contrast, patients with cholestatic liver injury were older and more likely to present with pronounced 
jaundice (69.2%) and prominent gastrointestinal symptoms. The mixed liver injury type demonstrated intermediate 
characteristics between hepatocellular and cholestatic injuries in terms of patient age. No statistically significant 
differences were observed among the liver injury types in terms of gender, body mass index, prophylactic hepatopro
tective use, incubation period, smoking, alcohol consumption, types of TB or severity of liver injury (all p > 0.05). 
Laboratory analysis revealed that patients with hepatocellular injury had significantly higher levels of ALT, albumin, and 
serum iron (all p < 0.05), whereas patients with cholestatic or mixed injury exhibited higher levels of ALP, GGT, TBIL, 
and TBA (all p < 0.001).

Comparisons Between Severe and Non-Severe ATB-DILI
Severe liver injury in this study was evaluated based on Hy’s law and diagnostic criteria for acute liver failure. The 
findings revealed that Hy’s law was effective in identifying patients with acute liver failure. Among the 567 patients 

Table 3 (Continued). 

Entire Cohort 
(N=567)

Hepatocellular 
(N=406, 71.6%)

Cholestatic 
(N=77, 13.6%)

Mixed 
(N=84, 14.8%)

p-value

Blood routine examination

WBC, ×109/L, IQR 5.8 (4.7–7.7) 5.6 (4.6–7.0) 7.3 (5.3–1.2) 6.5 (4.9–8.7) <0.001

HB, g/L, IQR 125.0 (112.0–139.0) 129.0 (117.0–141.3) 109.0 (96.0–125.0) 123.0 (105.0–133.8) <0.001

PLT, ×109/L, IQR 226.0 (180.0–296.0) 223.5 (181.8–286.5) 216.0 (158.5–306.5) 242.5 (181.5–368.8) 0.089

Absolute eosinophils, ×109/L, IQR 0.13 (0.06–0.26) 0.14 (0.07–0.28) 0.06 (0.01–0.12) 0.14 (0.06–0.25) <0.001

Biochemical indicators, peak values, IQR

ALT, U/L, IQR 186.0 (135.0–306.0) 229.5 (157.0–391.0) 37.0 (17.0–78.5) 144 (122.3–176.5) <0.001

AST, U/L, IQR 174.0 (103.0–314.0) 200 (119.5–348.5) 88.5 (35.5–162.8) 145.5 (77.8–250.3) <0.001

ALP, U/L, IQR 96.0 (75.0–137.0) 88.0 (71.0–107.0) 162.0 (94.5–288.0) 136.0 (112.0–184.0) <0.001

GGT, U/L, IQR 74.4 (45.8–129.4) 66.0 (43.1–102.8) 126.6 (53.4–310.0) 117.9 (68.3–208.0) <0.001

TBIL, μmol/L, IQR 14.6 (9.5–29.0) 12.8 (8.9–18.5) 48.1 (36.0–58.6) 16.1 (9.1–40.2) <0.001

TBA, μmol/L, IQR 9.3 (4.7–21.7) 8.3 (4.4–17.3) 20 (7.2–77.9) 11.2 (5.6–30.2) <0.001

Albumin, g/L, IQR 36 (31.5–39.5) 37.4 (33.2–40.6) 29.0 (26.0–33.2) 34.1 (29.2–38.0) <0.001

Serum Iron, μmol/L, IQR 11.2 (6.8–16.5) 11.9(7.8–16.6) 8.7 (5.3–14.2) 9.8 (5.4–16.9) 0.015

INR, IQR 1.1 (1.0–1.2) 1.1(1.0–1.2) 1.1 (1.0–1.3) 1.0 (1.0–1.1) 0.037

PTA, %, IQR 78.3 (64.6–88.6) 78.8 (65.0–89.6) 75.3 (59.0–85.5) 80.2 (65.9–89.6) 0.375

Fits Hy’s law (%) 46 (8.1) 27 (6.7) 11 (14.3) 8 (9.5) 0.070

Acute liver failure (%) 8 (1.4) 7 (1.7) 0 (0) 1 (1.2) 0.849

Severe liver injury (%) 46 (8.1) 27 (6.7) 11 (14.3) 8 (9.5) 0.070

Notes: Gastrointestinal symptoms include abdominal discomfort, nausea, vomiting, poor appetite, and diarrhea; Other discomforts include malaise, fatigue, joint pain, and 
bleeding spots on the skin. 
Abbreviations: WBC, white blood cell; HB, hemoglobin; PLT, platelet; GGT, γ-glutamyl transferase; TBA, total bile acids; PTA, prothrombin time activity.
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diagnosed with ATB-DILI, 46 (8.1%) were identified as having severe liver injury. The median age of patients with 
severe liver injury was 58 years (IQR: 39.0–70.3), which was significantly older than the median age of 43 years (IQR: 
28.0–60.0) for patients with non-severe liver injury (p < 0.001). The severe liver injury group exhibited higher 
proportions of cholestatic and mixed liver injury types compared to the hepatocellular type (p = 0.043). No significant 
differences (p > 0.05) were observed between severe and non-severe ATB-DILI groups in terms of gender, urban versus 
rural residency, use of prophylactic hepatoprotective drugs, prior history of ATB-DILI, smoking history, alcohol 
consumption, or types of TB (Table 4).

Multivariable logistic regression analysis was performed on variables with P < 0.1 in the univariate analysis 
(including age ≥60 years and liver injury type). The analysis identified age ≥60 years as an independent risk factor for 
severe ATB-DILI (OR = 2.45, 95% CI: 1.33–4.52, p = 0.004). Post hoc power analysis for the logistic regression model 

Table 4 Demographic Characteristics, Clinical and Laboratory Findings With Non-Severe ATB-DILI Versus Patients With 
Severe ATB-DILI

Entire Cohort 
(N=567)

Non-Severe ATB-DILI 
(N= 521, 91.9%)

Severe ATB-DILI 
(N=46, 8.1%)

p-value

Age, y, IQR 44.0 (28.0–62.0) 43.0 (28.0–60.0) 58.0(39.0–70.3) <0.001

Male sex (%) 356 (62.8) 329 (63.1) 27 (58.7) 0.549

Location (%) 0.320

Urban 347 (61.2) 322 (61.8) 25 (54.3)

Rural 220 (38.8) 199 (38.2) 21 (45.7)

Body mass index, kg/m², IQR 20.7 (18.6–23.3) 20.6 (18.6–23.2) 21.6 (18.4–24.1) 0.196

Prophylactic use of hepatoprotectants (%) 380 (67.0) 350 (67.2) 30 (65.2) 0.786

Previous history of ATB-DILI (%) 41 (7.2) 37 (7.1) 4 (8.7) 0.565

Current smoking (%) 148 (26.1) 132 (25.3) 16 (34.8) 0.162

Alcohol use (%) 73 (12.9) 66 (12.7) 7 (15.2) 0.621

Comorbidities (%)

Diabetes mellitus 85 (15) 77 (14.8) 8 (17.4) 0.634

Hypertension 80 (14.1) 70 (13.4) 10 (21.7) 0.121

Fatty Liver Disease 63 (11.1) 55 (10.6) 8 (17.4) 0.157

Days between exposure and DILI recognition, IQR 20.0 (11.0–36.0) 20.0 (10.0–36.0) 28.0 (13.8–39.3) 0.187

Treatment type, (%) 0.143

Initial treatment 485 (85.5) 449 (86.2) 36 (78.3)

Re-treatment 82 (14.5) 72 (13.8) 10 (21.7)

Jaundice (%) 103 (18.2) 57 (10.9) 46 (100.0) <0.001

Allergy (%) 221 (39.0) 200 (38.4) 21 (45.7) 0.333

Pattern of liver injury (%) 0.043

Hepatocellular damage 406 (71.6) 379 (72.7) 27 (58.7)

Cholestatic & Mixed damage 161 (28.4) 142 (27.3) 19 (41.3)

(Continued)
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indicated sufficient statistical power (81.8%) to detect the observed effect size (Table 5). We further assessed the 
relationship between age and severe ATB-DILI in different subgroups of liver injury types. Among patients with 
hepatocellular injury, those age ≥60 years had a significantly higher risk of severe ATB-DILI compared to those age 
<60 years (unadjusted OR = 3.59, 95% CI: 1.61–8.02, p = 0.002). In contrast, no statistically significant association was 
observed in patients with cholestatic or mixed liver injury patterns (Figure 2).

Table 4 (Continued). 

Entire Cohort 
(N=567)

Non-Severe ATB-DILI 
(N= 521, 91.9%)

Severe ATB-DILI 
(N=46, 8.1%)

p-value

Current TB (%) 0.422

Pulmonary TB 280 (49.4) 258 (49.5) 22 (47.8)

Extrapulmonary TB 119 (21.0) 112 (21.5) 7 (15.2)

Both pulmonary and extrapulmonary TB 168 (29.6) 151 (29.0) 17 (37.0)

Blood routine examination, IQR

WBC, ×109/L, IQR 5.8 (4.7–7.7) 5.8 (4.7–7.5) 6.2 (4.5–8.9) 0.603

HB, g/L, IQR 125.0 (112.0–139.0) 125.0 (112.0–139.0) 123.0 (115.8–258.0) 0.922

PLT, ×109/L, IQR 226.0 (180.0–296.0) 229.0 (183.5–299.5) 186.5 (131.8–258.0) 0.003

Biochemical indicators, peak values, IQR

ALT, U/L, IQR 187.0 (136.0–306.0) 184.0 (137.5–297.0) 272.0 (87.8–511.0) 0.175

AST, U/L, IQR 174.0 (103.0–314.0) 168.0 (100.0–292.5) 324.5 (168.0–675.5) <0.001

AST/ALT, IQR 0.9 (0.6–1.4) 0.9 (0.6–1.4) 1.4 (0.8–2.7) <0.001

ALP, U/L, IQR 96.0 (75.0–137.0) 94.0 (74.0–129.5) 131.5 (103.8–164.5) <0.001

TBIL, μmol/L, IQR 14.6 (9.5–29.0) 13.7 (9.2–23.0) 55.4 (49.1–89.8) <0.001

TBA, μmol/L, IQR 9.3 (4.7–21.7) 8.5 (4.4–17.9) 124.9 (32.2–234.8) <0.001

INR, IQR 1.1 (1.0–1.2) 1.0 (1.0–1.1) 1.3 (1.2–1.5) <0.001

Albumin, g/L, IQR 36 (31.5–39.5) 36.5 (31.9–39.9) 30.8 (28.2–35.9) <0.001

Serum Iron, μmol/L, IQR 11.2 (6.8–16.5) 10.7 (6.7–15.8) 13.7 (9.2–24.4) 0.008

Table 5 Non-Biochemical Variables Independently Associated With Severe ATB-DILI

Independent Variables Coefficient SE Wald χ2 OR (95% CI) p-value

Age ≥ 60 0.90 0.31 8.22 2.45 (1.33–4.52) 0.004

Note: Post hoc power was 81.8%. 
Abbreviations: CI, confidence interval; OR, odds ratio.
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Discussion
In this Chinese hospitalized cohort of 28,753 patients with active TB, 2.0% had ATB-DILI. However, this finding may 
not be directly generalizable to other populations due to differences in region, genetics, lifestyle, and medical practices. 
The observed result is lower than the cumulative incidence of ATB-DILI reported in a previous Chinese cohort study, 
which was 2.55% (95% CI: 2.04%-3.06%),25 and the 5.4% incidence found in another cohort study of 3155 patients.26 

These differences may be attributed to variations in study design and methodology. In this study, a retrospective analysis 
combined with a rigorous review of electronic medical records and causality assessments ensured the inclusion of only 
liver injury cases occurring during hospitalization. Consequently, the overall incidence of ATB-DILI may have been 
underestimated. Furthermore, the study encompassed patients receiving both first-line and second-line anti-TB regimens, 
reflecting real-world medication practices and potentially mitigating drug-related biases. In comparison, international 
studies report varying ATB-DILI incidences: a single-center study in the UK found a prevalence of 6.9%,27 a study in 
Thailand reported 6.4%,28 and a tertiary hospital in South Korea documented an incidence of 11.9%.29 These discre
pancies are likely due to differences in study populations, diagnostic criteria, and treatment protocols, highlighting the 
challenges of cross-study comparisons.

The diagnosis of DILI remains challenging, primarily relying on exclusionary criteria, which can result in 
misdiagnosis.30 This study addressed the limitations of traditional DILI reporting systems by systematically excluding 
non-drug-related causes of liver injury. A UK study previously demonstrated that nearly 50% of adverse liver reactions 
initially attributed to drugs were ultimately found to have non-drug-related causes upon thorough evaluation.31 

Additionally, prescribing habits in China, including the widespread use of traditional Chinese medicine and herbal 
therapies, as well as high rates of self-medication, add complexity to DILI diagnosis. In this study, 70 patients were found 
to have liver injury caused by non-anti-TB drugs, while liver injury in another 102 patients occurred before anti-TB 
treatment, emphasizing the importance of careful evaluation.

Early recognition and management of DILI are critical for improving patient outcomes.32 Most ATB-DILI events (87%) 
occur within the first two months of anti-TB treatment when four first-line drugs are typically used in combination.27 Routine 
liver function monitoring every two weeks has been shown to detect ATB-DILI early and may also help predict late-onset 
DILI in patients undergoing anti-tuberculosis treatment.33 Observational studies have also demonstrated that regular liver 
function monitoring every 2–4 weeks during the initial weeks of treatment can facilitate early detection of DILI, prevent 
progression to severe liver injury, and ultimately improve patient outcomes.34 In our study, the median time between the 
initiation of treatment and the onset of liver injury was 20 days (IQR: 11–36). Notably, 68.4% of patients exhibited no 
apparent clinical symptoms, and liver injury in these cases was identified solely through routine biochemical surveillance. 
This supports previous evidence and underscores the importance of early liver function tests in diagnosing ATB-DILI.

Figure 2 Effect of age on severe ATB-Dili according to different types of liver injury. Shown are subgroup-specific odds ratios for all the patients and for those who were 
hepatocellular, cholestatic, or mixed liver injury. Odds ratios are plotted as squares, the horizontal lines represent 95% confidence intervals. Bold p-values indicate statistical 
significance (p < 0.05). Post hoc power analysis indicated that the statistical power for detecting associations in the hepatocellular group was 89.7% (or 76.2% after 
Bonferroni correction), whereas the cholestatic and mixed groups had limited power (23.1% and 34.5%, respectively).
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In our cohort, hepatocellular injury was the predominant form of ATB-DILI, accounting for 71.4% of cases. This is 
consistent with previous DILI studies in China, which reported hepatocellular injury in 51.4% of cases, though our 
proportion is notably higher.35 We further found that the hepatocellular pattern was more common in younger patients, 
while cholestatic injury tended to occur in older individuals. This age-related pattern of liver injury aligns with findings 
from other DILI studies,24,36 but contrasts with a study conducted in Pakistan.37 However, the exact underlying 
mechanisms require further investigation. Previous studies have shown that cholestatic DILI is strongly associated 
with chronic DILI progression and adverse outcomes, including acute liver failure and increased mortality.11 Malnutrition 
and low hemoglobin levels have also been linked to a higher risk of severe ATB-DILI.38 In our study, severe ATB-DILI 
occurred in 46 patients (8.1%), with advanced age (≥60 years) identified as an independent risk factor.

To further explore the interaction between age and severe ATB-DILI, we performed subgroup analyses. A significant 
association between advanced age and severe ATB-DILI was observed in the hepatocellular subgroup (OR = 3.59, p = 0.002), 
while the association did not reach statistical significance in the cholestatic or mixed types. However, post hoc power analysis 
revealed that these subgroups were underpowered (cholestatic: 23.1%, mixed: 34.5%), and the absence of significance should 
be interpreted with caution. The borderline interaction p-value (p = 0.075) indicates a potential modification effect by injury 
type. This emphasizes the importance of age-based risk stratification, particularly in patients with hepatocellular-type ATB- 
DILI. These findings contribute nuanced evidence to an area with limited prior data. While hepatocellular injury appears more 
common and strongly associated with age-related severity, we cannot exclude similar risks in other subtypes due to statistical 
limitations. Future studies with larger subgroup sizes are warranted to validate these trends.

Several studies have highlighted hyperbilirubinemia as an independent predictor of mortality in patients with 
DILI.39 In the present study, jaundice was observed in 18.2% of patients, which is like the 15.9% reported in another 
study,26 but lower than in other centers that reported higher mortality rates.39 This difference may be attributable to an 
earlier diagnosis of liver injury in the current study. Our study found no statistically significant difference in the use of 
prophylactic hepatoprotective drugs between patients with severe and non-severe ATB-DILI. This phenomenon may be 
attributed to inter-individual variability and differential responses to hepatoprotective agents among patients with 
different patterns of liver injury. The efficacy of prophylactic hepatoprotective drugs has been a topic of considerable 
debate. Some retrospective studies have failed to demonstrate a significant reduction in the risk of ATB-DILI 
associated with their use,40 while others have reported potential benefits in preventing liver injury during anti- 
tuberculosis treatment.41,42 These conflicting findings highlight the need for further research to clarify the role of 
hepatoprotective drugs in managing ATB-DILI. Moreover, while ATB-DILI generally has a favorable prognosis, 
approximately 5% of cases may progress to acute liver failure.26 In our study, 46 patients (8.1%) fulfilled Hy’s law 
criteria, and 8 patients (1.4%) were diagnosed with acute liver failure. A multicenter prospective study in the United 
States over a decade ago identified standard anti-TB treatment as the leading cause of drug-induced acute liver failure, 
with 40% of cases requiring liver transplantation and 32% resulting in death.43 However, with improved medical care 
and increased awareness of ATB-DILI, a lower incidence of severe liver injury was observed in our study, consistent 
with previous reports.25,26

This study has several limitations. First, as a single-center retrospective analysis lacking long-term follow-up 
data, it is subject to selection bias and limited generalizability. We were unable to assess clinical outcomes such as 
mortality or liver function recovery, which restricts the comprehensive evaluation of disease severity. Second, the 
cohort consisted of patients from a tertiary care hospital, whose characteristics may not reflect those in primary or 
community settings. Third, reliance on inpatient data may have excluded milder or outpatient ATB-DILI cases, 
potentially underestimating the true prevalence. Additionally, the small number of severe cases in the cholestatic 
and mixed subgroups limited statistical power, raising the possibility of type II error. Future multicenter studies 
with larger and more diverse populations are needed to validate the age-related risk across all liver injury types.

Conclusion
In conclusion, this retrospective study of hospitalized TB patients in China revealed that ATB-DILI occurs in 
approximately 2.0% of cases, with hepatocellular injury being the predominant pattern. Most patients were 
asymptomatic and diagnosed through routine biochemical monitoring. Advanced age (≥ 60 years) was identified 
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as an independent risk factor for severe ATB-DILI. Subgroup analysis showed that this association was significant 
in the hepatocellular injury type, while the associations in the cholestatic and mixed types did not reach statistical 
significance, this may reflect limited statistical power in these subgroups. These findings suggest that in clinical 
practice, enhanced liver function monitoring and early identification of liver injury should be prioritized in elderly 
patients receiving anti-tuberculosis therapy. Future research should prioritize prospective, multicenter designs to 
validate these associations and improve risk stratification tools.

Data Sharing Statement
The data supporting the findings of this study are included in the article. Further inquiries can be directed to the 
corresponding authors.

Ethics Statement
This study was conducted in accordance with the principles of the Declaration of Helsinki. The Ethics Committee of 
Beijing Chest Hospital approved the study. Given the retrospective study design and the use of anonymized patient data, 
the requirement for informed consent was waived.

Acknowledgments
We acknowledge the work and contribution of all participants in the present study for their hard work. All authors read 
and approved the final manuscript.

Funding
This work was supported by the Capital’s Funds for Health Improvement and Research (CFH), Grant No. 2022-1-2171.

Disclosure
The authors declare that there are no commercial or financial relationships that could be perceived as a potential conflict 
of interest in relation to this research.

References
1. World Health Organization. Global tuberculosis report, Geneva, Switzerland, 2024.
2. Naidoo K, Hassan-Moosa R, Mlotshwa P, et al. High rates of drug-induced liver injury in people living with HIV coinfected with tuberculosis (TB) 

irrespective of antiretroviral therapy timing during antituberculosis treatment: results from the starting antiretroviral therapy at three points in TB 
trial. Clin Infect Dis. 2020;70(12):2675–2682. doi:10.1093/cid/ciz732

3. Sharifzadeh M, Rasoulinejad M, Valipour F, Nouraie M, Vaziri S. Evaluation of patient-related factors associated with causality, preventability, 
predictability and severity of hepatotoxicity during antituberculosis [correction of antituberclosis] treatment. Pharmacol Res. 2005;51(4):353–358. 
doi:10.1016/j.phrs.2004.10.009

4. Gülbay BE, Gürkan OU, Yildiz OA, et al. Side effects due to primary antituberculosis drugs during the initial phase of therapy in 1149 hospitalized 
patients for tuberculosis. Respir Med. 2006;100(10):1834–1842. doi:10.1016/j.rmed.2006.01.014

5. Tweed CD, Wills GH, Crook AM, et al. Liver toxicity associated with tuberculosis chemotherapy in the REMoxTB study. BMC Med. 2018;16 
(1):46. doi:10.1186/s12916-018-1033-7

6. Kim JH, Lee H, Oh IS, et al. Comparative safety of bedaquiline and delamanid in patients with multidrug resistant tuberculosis: a nationwide 
retrospective cohort study. J Microbiol Immunol Infect. 2023;56(4):842–852. doi:10.1016/j.jmii.2023.04.009

7. He Q, Li Y, Liu S, et al. Drug-induced liver injury associated with pretomanid, bedaquiline, and linezolid: insights from FAERS database analysis. 
Br J Clin Pharmacol. 2024;91(3):799–807. doi:10.1111/bcp.16318

8. Low EXS, Zheng Q, Chan E, Lim SG. Drug induced liver injury: east versus west - a systematic review and meta-analysis. Clin Mol Hepatol. 
2020;26(2):142–154. doi:10.3350/cmh.2019.1003

9. Wang N, Chen X, Hao Z, et al. Incidence and temporal trend of antituberculosis drug-induced liver injury: a systematic review and meta-analysis. 
J Trop Med. 2022;2022:8266878. doi:10.1155/2022/8266878

10. Wang J, Song H, Ge F, et al. Landscape of Dili-related adverse drug reaction in China Mainland. Acta Pharm Sin B. 2022;12(12):4424–4431. 
doi:10.1016/j.apsb.2022.04.019

11. Yu S, Li J, He T, et al. Age-related differences in drug-induced liver injury: a retrospective single-center study from a large liver disease specialty 
hospital in China, 2002-2022. Hepatol Int. 2024;18(4):1202–1213. doi:10.1007/s12072-024-10679-1

12. von Elm E, Altman DG, Egger M, Pocock SJ, Gøtzsche PC, Vandenbroucke JP. The strengthening the reporting of observational studies in 
epidemiology (STROBE) statement: guidelines for reporting observational studies. Ann Intern Med. 2007;147(8):573–577. doi:10.7326/0003-4819- 
147-8-200710160-00010

https://doi.org/10.2147/IDR.S519211                                                                                                                                                                                                                                                                                                                                                                                                                                                                Infection and Drug Resistance 2025:18 2076

Zhang et al                                                                                                                                                                           

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1093/cid/ciz732
https://doi.org/10.1016/j.phrs.2004.10.009
https://doi.org/10.1016/j.rmed.2006.01.014
https://doi.org/10.1186/s12916-018-1033-7
https://doi.org/10.1016/j.jmii.2023.04.009
https://doi.org/10.1111/bcp.16318
https://doi.org/10.3350/cmh.2019.1003
https://doi.org/10.1155/2022/8266878
https://doi.org/10.1016/j.apsb.2022.04.019
https://doi.org/10.1007/s12072-024-10679-1
https://doi.org/10.7326/0003-4819-147-8-200710160-00010
https://doi.org/10.7326/0003-4819-147-8-200710160-00010


13. Branch CM. Guidelines for diagnosis and management of drug-induced liver injury caused by anti-tuberculosis drugs (2024 version). Zhonghua Jie 
He He Hu Xi Za Zhi. 2024;47(11):1069–1090. doi:10.3760/cma.j.cn112147-20240614-00338

14. Danan G, Teschke R. RUCAM in drug and herb induced liver injury: the update. Int J Mol Sci. 2015;17(1):14. doi:10.3390/ijms17010014
15. National Institute of Diabetes and Digestive and Kidney Diseases. Roussel Uclaf Causality Assessment Method (RUCAM) in Drug Induced Liver 

Injury. LiverTox: Clinical and Research Information on Drug-Induced Liver Injury. National Institute of Diabetes and Digestive and Kidney 
Diseases; 2012. Available from: https://www.ncbi.nlm.nih.gov/books/NBK548272/.

16. Devarbhavi H, Aithal G, Treeprasertsuk S, et al. Drug-induced liver injury: Asia pacific association of study of liver consensus guidelines. Hepatol 
Int. 2021;15(2):258–282. doi:10.1007/s12072-021-10144-3

17. Chalasani NP, Maddur H, Russo MW, Wong RJ, Reddy KR. ACG clinical guideline: diagnosis and management of idiosyncratic drug-induced liver 
injury. Am J Gastroenterol. 2021;116(5):878–898. doi:10.14309/ajg.0000000000001259

18. Torgersen J, Mezochow AK, Newcomb CW, et al. Severe acute liver injury after hepatotoxic medication initiation in real-world data. JAMA Intern 
Med. 2024;184(8):943–952. doi:10.1001/jamainternmed.2024.1836

19. Lo Re V, Haynes K, Goldberg D, et al. Validity of diagnostic codes to identify cases of severe acute liver injury in the US food and drug 
administration’s mini-sentinel distributed database. Pharmacoepidemiol Drug Saf. 2013;22(8):861–872. doi:10.1002/pds.3470

20. Temple R. Hy’s law: predicting serious hepatotoxicity. Pharmacoepidemiol Drug Saf. 2006;15(4):241–243. doi:10.1002/pds.1211
21. Watkins PB, Seligman PJ, Pears JS, Avigan MI, Senior JR. Using controlled clinical trials to learn more about acute drug-induced liver injury. 

Hepatology. 2008;48(5):1680–1689. doi:10.1002/hep.22633
22. Andrade RJ, Lucena MI, Fernández MC, et al. Drug-induced liver injury: an analysis of 461 incidences submitted to the Spanish registry over a 

10-year period. Gastroenterology. 2005;129(2):512–521. doi:10.1016/j.gastro.2005.05.006
23. Björnsson E, Olsson R. Outcome and prognostic markers in severe drug-induced liver disease. Hepatology. 2005;42(2):481–489. doi:10.1002/ 

hep.20800
24. Bessone F, Hernandez N, Medina-Caliz I, et al. Drug-induced liver injury in Latin America: 10-year experience of the Latin American Dili 

(LATINDILI) network. Clin Gastroenterol Hepatol. 2024;23(1):89–102. doi:10.1016/j.cgh.2024.06.030
25. Shang P, Xia Y, Liu F, et al. Incidence, clinical features and impact on anti-tuberculosis treatment of anti-tuberculosis drug induced liver injury 

(ATLI) in China. PLoS One. 2011;6(7):e21836. doi:10.1371/journal.pone.0021836
26. Jiang F, Yan H, Liang L, et al. Incidence and risk factors of anti-tuberculosis drug induced liver injury (Dili): large cohort study involving 4652 

Chinese adult tuberculosis patients. Liver Int. 2021;41(7):1565–1575. doi:10.1111/liv.14896
27. Abbara A, Chitty S, Roe JK, et al. Drug-induced liver injury from antituberculous treatment: a retrospective study from a large TB centre in the 

UK. BMC Infect Dis. 2017;17(1):231. doi:10.1186/s12879-017-2330-z
28. Khiewkhern S, Pratumchai N, Sattayarak P, Phuwilert P, Noo-In S, Areeruk N. The information from medical data based: prevalence and expected 

median survival time of drug-induced hepatotoxicity among Thai patients with TB. Stud Health Technol Inform. 2021;281:784–788. doi:10.3233/ 
shti210282

29. Song JH, Yoon SY, Park TY, et al. The clinical impact of drug-induced hepatotoxicity on anti-tuberculosis therapy: a case control study. Respir Res. 
2019;20(1):283. doi:10.1186/s12931-019-1256-y

30. Rockey DC, Seeff LB, Rochon J, et al. Causality assessment in drug-induced liver injury using a structured expert opinion process: comparison to 
the Roussel-Uclaf causality assessment method. Hepatology. 2010;51(6):2117–2126. doi:10.1002/hep.23577

31. Aithal GP, Rawlins MD, Day CP. Accuracy of hepatic adverse drug reaction reporting in one English health region. BMJ. 1999;319(7224):1541. 
doi:10.1136/bmj.319.7224.1541

32. Lim WS, Avery A, Kon OM, Dedicoat M. Anti-tuberculosis drug-induced liver injury. BMJ. 2023;383:e074866. doi:10.1136/bmj-2023-074866
33. Patterson B, Abbara A, Collin S, et al. Predicting drug-induced liver injury from anti-tuberculous medications by early monitoring of liver tests. 

J Infect. 2021;82(2):240–244. doi:10.1016/j.jinf.2020.09.038
34. Singanayagam A, Sridhar S, Dhariwal J, et al. A comparison between two strategies for monitoring hepatic function during antituberculous therapy. 

Am J Respir Crit Care Med. 2012;185(6):653–659. doi:10.1164/rccm.201105-0850OC
35. Shen T, Liu Y, Shang J, et al. Incidence and etiology of drug-induced liver injury in Mainland China. Gastroenterology. 2019;156(8):2230–2241. 

e2211. doi:10.1053/j.gastro.2019.02.002
36. Chalasani N, Bonkovsky HL, Fontana R, et al. Features and outcomes of 899 patients with drug-induced liver injury: the DILIN prospective study. 

Gastroenterology. 2015;148(7):1340–1352.e1347. doi:10.1053/j.gastro.2015.03.006
37. Abid A, Subhani F, Kayani F, Awan S, Abid S. Drug induced liver injury is associated with high mortality-A study from a tertiary care hospital in 

Pakistan. PLoS One. 2020;15(4):e0231398. doi:10.1371/journal.pone.0231398
38. Liu Q, Huang L, Yan H, et al. Clinical risk factors for moderate and severe antituberculosis drug-induced liver injury. Front Pharmacol. 

2024;15:1406454. doi:10.3389/fphar.2024.1406454
39. Devarbhavi H, Singh R, Patil M, Sheth K, Adarsh CK, Balaraju G. Outcome and determinants of mortality in 269 patients with combination 

anti-tuberculosis drug-induced liver injury. J Gastroenterol Hepatol. 2013;28(1):161–167. doi:10.1111/j.1440-1746.2012.07279.x
40. Chen Q, Hu A, Ma A, et al. Effectiveness of prophylactic use of hepatoprotectants for tuberculosis drug-induced liver injury: a population-based 

cohort analysis involving 6743 Chinese patients. Front Pharmacol. 2022;13:813682. doi:10.3389/fphar.2022.813682
41. Chu NH, Li L, Zhang X, et al. Role of bicyclol in preventing drug-induced liver injury in tuberculosis patients with liver disease. Int J Tuberc Lung 

Dis. 2015;19(4):475–480. doi:10.5588/ijtld.14.0579
42. Xu L, Zhang F, Xu C, Liu KG, Wu W, Tian YX. Is the prophylactic use of hepatoprotectants necessary in anti-tuberculosis treatment? 

Chemotherapy. 2017;62(5):269–278. doi:10.1159/000465515
43. Reuben A, Koch DG, Lee WM. Drug-induced acute liver failure: results of a U.S. multicenter, prospective study. Hepatology. 2010;52 

(6):2065–2076. doi:10.1002/hep.23937

Infection and Drug Resistance 2025:18                                                                                             https://doi.org/10.2147/IDR.S519211                                                                                                                                                                                                                                                                                                                                                                                                   2077

Zhang et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.3760/cma.j.cn112147-20240614-00338
https://doi.org/10.3390/ijms17010014
https://www.ncbi.nlm.nih.gov/books/NBK548272/
https://doi.org/10.1007/s12072-021-10144-3
https://doi.org/10.14309/ajg.0000000000001259
https://doi.org/10.1001/jamainternmed.2024.1836
https://doi.org/10.1002/pds.3470
https://doi.org/10.1002/pds.1211
https://doi.org/10.1002/hep.22633
https://doi.org/10.1016/j.gastro.2005.05.006
https://doi.org/10.1002/hep.20800
https://doi.org/10.1002/hep.20800
https://doi.org/10.1016/j.cgh.2024.06.030
https://doi.org/10.1371/journal.pone.0021836
https://doi.org/10.1111/liv.14896
https://doi.org/10.1186/s12879-017-2330-z
https://doi.org/10.3233/shti210282
https://doi.org/10.3233/shti210282
https://doi.org/10.1186/s12931-019-1256-y
https://doi.org/10.1002/hep.23577
https://doi.org/10.1136/bmj.319.7224.1541
https://doi.org/10.1136/bmj-2023-074866
https://doi.org/10.1016/j.jinf.2020.09.038
https://doi.org/10.1164/rccm.201105-0850OC
https://doi.org/10.1053/j.gastro.2019.02.002
https://doi.org/10.1053/j.gastro.2015.03.006
https://doi.org/10.1371/journal.pone.0231398
https://doi.org/10.3389/fphar.2024.1406454
https://doi.org/10.1111/j.1440-1746.2012.07279.x
https://doi.org/10.3389/fphar.2022.813682
https://doi.org/10.5588/ijtld.14.0579
https://doi.org/10.1159/000465515
https://doi.org/10.1002/hep.23937


Infection and Drug Resistance                                                                                                    

Publish your work in this journal 
Infection and Drug Resistance is an international, peer-reviewed open-access journal that focuses on the optimal treatment of infection (bacterial, 
fungal and viral) and the development and institution of preventive strategies to minimize the development and spread of resistance. The journal is 
specifically concerned with the epidemiology of antibiotic resistance and the mechanisms of resistance development and diffusion in both hospitals and 
the community. The manuscript management system is completely online and includes a very quick and fair peer-review system, which is all easy to use. 
Visit http://www.dovepress.com/testimonials.php to read real quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/infection-and-drug-resistance-journal

Infection and Drug Resistance 2025:18 2078

Zhang et al                                                                                                                                                                           

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress

	Introduction
	Methods
	Study Design and Sample Size
	Study Population
	Diagnostic Criteria for ATB-DILI
	Types of Drug-Induced Liver Injury
	Definition and Criteria for Severe ATB-DILI
	Definition for Anaphylactic Reactions Due to Anti-Tuberculosis Drugs
	Risk Factors for Severe ATB-DILI
	Statistical Analyses

	Results
	Study Population and Case Selection
	Demographic and Clinical Characteristics of Patients with ATB-DILI
	Demographic and Clinical Characteristics Stratified by Liver Injury Patterns
	Comparisons Between Severe and Non-Severe ATB-DILI

	Discussion
	Conclusion
	Data Sharing Statement
	Ethics Statement
	Acknowledgments
	Funding
	Disclosure

