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Abstract

Background: Tuberculosis (TB) and indoor air pollution (IAP) are equally critical public health issues in the
developing world. Mongolia is experiencing the double burden of TB and IAP due to solid fuel combustion.
However, no study has assessed the relationship between household solid fuel use and TB in Mongolia. The
present study aimed to assess the association between household solid fuel use and TB based on data from the
Mongolian National Tuberculosis Prevalence Survey (MNTP Survey).

Method: The MNTP Survey was a nationally representative population-based cross-sectional survey targeting
households in Mongolia from 2014 to 2015, with the aim of evaluating the prevalence of TB. The survey adopted a
multistage cluster sampling design in accordance with the World Health Organization prevalence survey guidelines.
Clusters with at least 500 residents were selected by random sampling. A sample size of 98 clusters with 54,100
participants was estimated to be required for the survey, and 41,450 participants were included in the final analysis of
the present study. A structured questionnaire was used to collect information on environmental and individual factors
related to TB. Physical examination, chest X-ray, and sputum examinations were also performed to diagnose TB.

Results: The use of solid fuels for heating (adjusted odds ratio (aOR): 1.5; 95% confidence interval (CI): 1.1–2.1), male
gender (aOR: 2.2; 95% CI: 1.6–3.2), divorced or widowed (aOR: 2.6; 95% CI: 1.7–3.8), daily smoker (aOR: 1.8; 95% CI: 1.3–
2.5), contact with an active TB case (aOR: 1.7; 95% CI: 1.2–2.3), being underweight (aOR: 3.7; 95% CI: 2.4–5.7), and
previous history of TB (aOR: 4.3; 95% CI: 3.0–6.1) were significantly associated with bacteriologically confirmed TB after
adjusting for confounding variables.

Conclusion: The use of solid fuels for heating was significantly associated with active TB in Mongolian adults.
Increased public awareness is needed on the use of household solid fuels, a source of IAP.
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Background
Tuberculosis (TB) is a major public health issue and is
one of the leading 10 global causes of death, particularly
in low and middle-income countries [1]. According to
the World Health Organization (WHO), a majority of
the 10 million incident TB cases and 1.4 million TB
deaths occurred in low and middle-income countries in
2019 [2]. Mongolia is one of the high TB burden coun-
tries in the Western Pacific region, with a TB prevalence
of 428 per 100,000 population [3]. Five to 15% of indi-
viduals with mycobacterium TB infection develop active
TB, particularly when they have risk factors such as an
immunosuppressive condition (HIV, diabetes, age, mal-
nutrition), deteriorating socioeconomic conditions, en-
vironmental exposure, and behavioral factors (smoking
and alcohol consumption) [4]. Indoor air pollution (IAP)
from the use of solid fuels (e.g., coal) is a potential risk
factor for TB, given the negative impact it has on the air-
way defense mechanism [5]. A majority of health-related
exposure to air pollution from solid fuels occurs around
the household in low and middle-income countries [6].
Over 3 billion people continue to rely on household

solid fuels (e.g., wood, coal, crop residue, animal dung,
and charcoal) and use simple stoves for cooking and
heating [7]. According to the 2010 household census in
Mongolia, 45.2% of households lived in traditional ghers,
29.5% lived in houses equipped with simple stoves, and
72% used solid fuels in everyday cooking and/or heating
[8]. In developing countries, household combustion of
solid fuels emits health-damaging pollutants, causing a
high level of IAP [9]. Burning solid fuels with inefficient
stoves or open hearths produces various pollutants, in-
cluding particulate matter (PM), methane, carbon mon-
oxide, polyaromatic hydrocarbons, and volatile organic
compounds [10, 11]. Exposure to such compounds in-
doors is likely to have a greater impact on health than
exposure to the same compounds outdoors. In fact,
around 4.3 million people die globally due to household
IAP every year [10]. During the cold season in Mongolia,
households burn over 600,000 tons of coal for domestic
heating, and 80% of air pollution in the city is caused by
household solid fuel combustion [12]. Air pollution is at-
tributed to 9.7% of all deaths in Ulaanbaatar (UB) City,
Mongolia’s capital [13].
Many studies have reported a direct relationship be-

tween the exposure to household solid fuels and negative
health consequences, including chronic obstructive pul-
monary disease, acute lower respiratory infection, lung
cancer, cardiovascular disease, and cataracts [11, 14, 15].
However, the relationship between household IAP from
solid fuel use and active TB remains controversial. A
case-control study in India reported a significant positive
association between biomass fuel use and pulmonary TB
[16]. Yet, other studies did not find strong evidence for a

positive association between household solid fuel use
and TB [17, 18]. While a systematic review in 2013 re-
ported strong evidence for an association between IAP
and TB [19], a more recent systematic review of IAP and
TB concluded the level of association between the two
to be very low [18]. Another systematic review of solid
fuel use and active TB concluded that the risk of active
TB is dependent on the type of fuel used, with the high-
est risk being associated with biomass burning [20]. Re-
garding other types of fuel, the number of published
studies on this topic was small, and the results in some
studies did not account for confounding factors [20].
TB is one of the leading causes of mortality from re-

spiratory disease in Mongolia [21], and IAP from solid
fuel use is also a major issue [13, 22]. However, there is
no evidence supporting a relationship between solid fuel
use and active TB in the country. Against this backdrop,
the present study aimed to assess the association be-
tween household solid fuel use and active TB based on
data from the Mongolian National Tuberculosis Preva-
lence Survey (MNTP Survey), a large-scale study of a
representative Mongolian adult population.

Methods
Country
Mongolia is divided administratively into 21 provinces
and the capital, UB City. Almost half of the population
lives in UB City, with 250 people per square kilometer,
while provinces have about 2 people per square kilo-
meter [8]. Each province has a rural area and a provin-
cial center. The rural area consists of small rural
administrative units called “soum,” and the provincial
center is further divided into sub-soums. UB City has 9
districts and 134 sub-districts.

Sample size estimation
The MNTP Survey was a nationally representative
population-based cross-sectional survey of households in
selected clusters that aimed to investigate the prevalence
of TB in Mongolia, and was conducted from April 2014
to November 2015. The 2010 Report of the Population
and Housing Census conducted by the Mongolian gov-
ernment was used to define the sampling frame of the
MNTP survey [8]. The sample size of the MNTP Survey
was calculated using the WHO TB prevalence survey
guidelines [23]. The survey population was divided into
3 strata according to settlement type (rural soums, pro-
vincial centers, and cities) in order to estimate the preva-
lence of TB. Primary sampling units (PSUs) in each
stratum were defined as a soum in a rural area, a sub-
soum in a provincial center, and sub-districts in UB City
(Fig. 1). In the first stage, 98 PSUs were recruited from a
list of units across Mongolia (36 from rural soums, 15
from provincial centers, and 51 from cities) using the
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multi-stage, random cluster sampling method. Each PSU
consists of several small blocks called “clusters” consist-
ing of ≥ 500 people aged ≥ 15 years. Proportional prob-
ability to size sampling was used for primary sampling
units, and random sampling was used for cluster sam-
pling from a list of clusters. The required sample size for
the survey was 54,100 adults from 98 clusters.

Analyzed population
After random cluster sampling, a total of 85,860 individ-
uals of all ages in 98 clusters were enumerated (Fig. 2).
Among the enumerated individuals, children aged < 15
years (n = 19,400) and individuals who did not meet the
residential duration criteria (n = 6,429) were excluded
from the MNTP survey. Of the 60,031 eligible individ-
uals, 50,309 (83.8%) participated in the survey and 50,
194 (99.8%) were interviewed. Of the interviewed partici-
pants, 8744 with missing data on potential confounders
were excluded in present study. The final study popula-
tion for the present study consisted of 41,450 partici-
pants (69.0% of eligible individuals).

Questionnaire
All households in the selected clusters were visited by a
survey census team. During the visit, the census team
observed the indoor environment of the houses and
interviewed residents about environmental factors, such
as the type of housing (gher, wooden house, apartment,
or other), type of heating (central heating system, fur-
nace with solid fuels, electricity, or stove with solid

fuels), type of fuel used for cooking, size of gher, and
average monthly household income.
All participants were also invited to a data collection

site (survey venue), where they were interviewed using a
structured questionnaire, which solicited information re-
garding demographic and socioeconomic characteristics,
TB-related symptoms, number of household members,
indoor smoking, previous TB history, history of contact
with an active TB case, and unhealthy habits (e.g., smok-
ing and alcohol intake). Trained health care workers
measured blood pressure, height, and body weight, with
participants in light clothes without shoes. Body mass
index (BMI) was calculated by dividing weight by height
squared (kg/m2). All participants underwent a chest X-
ray examination using direct digital radiography. All
chest X-ray images taken at the collection site were
interpreted by a single experienced radiologist.

TB diagnosis
Analysis of TB was based on survey case definitions ac-
cording to the national TB guidelines and WHO recom-
mendations. TB categories included smear positive TB
and bacteriologically confirmed TB. Bacteriologically
confirmed TB includes smear positive, smear negative
but culture positive TB, and TB confirmed by a rapid
diagnostic method such as the GeneXpert MTB/RIF
assay. Presumptive TB was defined as a participant who
had a cough for 2 weeks or longer at the time of the
interview and/or any abnormality in the lung field or
mediastinum detected by chest X-ray. These participants

Fig. 1 Selected rural soums and provincial centers
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were asked to submit two sputum samples (one on the
spot and one early the next morning) for laboratory con-
firmation by smear microscopy, the GeneXpert MTB/
RIF assay, and liquid and solid cultures.

Statistical analysis
All data were anonymized and entered into an electronic
database for cleaning and analysis. Bacteriologically con-
firmed TB, non-TB, and smear positive TB groups, and
solid fuel and clean fuel users, were compared using the
chi-square test for categorical variables or the unpaired
t-test for continuous variables. Logistic regression
models were used to identify risk factors associated with
TB. To incorporate nominal independent variables into
the regression model, they were transformed into

dichotomous variables as follows: type of fuel used for
heating was grouped into solid fuels (heating with stove
or furnace) and clean fuels (municipal or electric sys-
tem); marital status into single (divorced or widowed)
and other (married or never married); education level
into lower education (none, primary, or incomplete sec-
ondary) and other (completed secondary, technical, or
higher); employment into employer, self-business owner,
and other (salaried employee, member of cooperative, or
unpaid participant in household enterprise); smoking
status into daily smoker and other (none, quit, or occa-
sional); alcohol consumption into yes (2–4 times a
month, 2–3 times a week, or at least 4 times a week)
and no (none or once a month or less); and BMI into
underweight (≤ 18.5 kg/m2) and other (> 18.5 kg/m2).

Fig. 2 Flowchart of participant selection
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The following variables were considered potential con-
founders: age, gender, education level, marital status,
employment, smoking, alcohol consumption, contact
with an active TB case, previous history of TB, and BMI.
Given the lack of interaction effects between solid fuel
use and smoking, logistic regression analysis adjusting
for potential confounders was used to measure the ef-
fects of smoking, solid fuel use, and both smoking and
solid fuel use on TB. Odds ratios (ORs), 95% confidence
intervals (CIs), and p values were calculated. Statistical
significance was defined as p<0.05 for all tests. All statis-
tical analyses were conducted with SPSS Statistics
Desktop for Japan, Version 26 (IBM Japan, Ltd., Tokyo,
Japan).

Results
A total of 248 TB cases were identified in the MNTP
survey. Of these, 213 TB cases, including 75 smear posi-
tive TB cases, were analyzed in our final study sample.
Mean number of years living at the same residential ad-
dress was 14.8 years. General characteristics by group
(bacteriologically confirmed TB, smear positive TB, and
non-TB) are shown in Table 1. Significant differences
were observed in gender, marital status, and education
levels between bacteriologically confirmed TB and non-
TB groups. Gender and education level significantly dif-
fered between non-TB and smear positive TB groups.
Household environmental characteristics in bacterio-

logically confirmed TB, non-TB, and smear positive TB
groups are shown in Table 2. A majority of participants
lived in a gher (32.6%), or a simple house made using
wood or bricks (39.4%). The gher and simple house are
not connected to a centralized heating infrastructure.
Both use a simple stove or furnace to burn wood or coal
for heating in the winter. With the exception of expos-
ure to solid fuels for heating purposes, there were no
significant differences in environmental factors between
TB and non-TB groups, including housing type, passive
tobacco smoking, presence of a separate kitchen, and
average monthly household income. The distribution of
households with a separate kitchen significantly differed
between non-TB and smear positive TB groups. The
prevalence of smear positive and bacteriologically con-
firmed TB cases was significantly higher in households
with indoor exposure to solid fuels for heating compared
to households using clean energy. Participants who
smoke tobacco, drink alcohol more than twice per
month, had contact with an active TB case, are under-
weight, and were previously diagnosed with TB were sig-
nificantly more likely to have TB.
Table 3 compares the general characteristics of partici-

pants who use solid fuels and clean fuels. Participants
who were aged > 25 years, who were married, who had a
low level of education, who were unemployed, and who

were rural residents were more likely to use solid fuels
for heating than clean fuels. No significant gender differ-
ence was observed between solid fuel and clean fuel
users. Household environment and individual factors
significantly differed between solid fuel and clean fuel
users (Table 4). Families with a lower income were more
likely to use solid fuels, and families that used solid fuels
were more exposed to tobacco smoke inside the home
than families that used clean fuels.
Table 5 shows factors associated with bacteriologically

confirmed TB and smear positive TB. Male gender, hav-
ing a lower education level than secondary education,
being divorced or widowed, being an employer or a pri-
vate business owner, being a daily smoker, drinking alco-
hol more than twice a month, having contact with an
active TB case, being underweight, being exposed to
solid fuels for heating, and having a history of TB were
significantly related to TB by univariate logistic regres-
sion analysis. In the multivariate logistic regression ana-
lysis, which included these factors plus age in the same
model, exposure to solid fuels for heating was signifi-
cantly associated with bacteriologically confirmed TB
(OR: 1.5; 95% CI: 1.1–2.1; p = 0.02) and smear positive
TB (OR = 2.1; 95% CO: 1.1–4.0; p = 0.01). Figure 3
shows the adjusted ORs (aORs) of smoking, exposure
to solid fuels for heating, or exposure to both for
bacteriologically confirmed TB. Both exposure to
smoke from tobacco and solid fuels for heating were
significantly associated with bacteriologically con-
firmed TB after adjusting for age, gender, marital sta-
tus, education level, employment, being underweight,
alcohol consumption, contact with an active TB case,
and previous history of TB.

Discussion
The present large-scale study of a representative Mongo-
lian adult population found a significant positive associ-
ation between exposure to solid fuels for heating and
TB. This association was independent of potential con-
founding factors, such as gender, smoking, marital sta-
tus, BMI, contact with an active TB case, and previous
history of TB. IAP from household solid fuel combustion
may be a risk factor for TB in the Mongolian population,
which spends most of the time at home indoors due to
the cold climate.
In 2017, household IAP contributed to 1.8 million glo-

bal deaths and 60.9 million disability adjusted life years
(DALYs), and infectious respiratory diseases including
TB accounted for most of the respiratory burden, with
27.4 million DALYs [7]. Although TB and IAP are both
pressing public health issues in Mongolia, the present
study is the first to report an association between IAP
due to solid fuel combustion and TB in Mongolia. Due
to extreme cold and long heating season, it is common
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Table 1 General characteristics among study population
Total Non-TB Bact TB P valuea Smear + TB P valuea

Gender; n (%)

Male 16,902 (40.8) 16,760 (40.6) 142 (66.7) < 0.01 61 (81.3) < 0.01

Female 24,548 (59.2) 24,477 (59.4) 71 (33.3) 14 (18.7)

Age group; n (%)

15–24 7236 (17.5) 7202 (17.5) 34 (16.0) 0.50 8 (10.7) 0.53

25–34 9413 (22.7) 9362 (22.7) 51 (23.9) 23 (30.7)

35–44 8538 (20.6) 8501 (20.6) 37 (17.4) 15 (20.0)

45–54 8018 (19.3) 7978 (19.3) 40 (18.8) 14 (18.7)

55–64 4998 (12.1) 4970 (12.1) 28 (13.1) 9 (12.0)

65+ 3247 (7.8) 3224 (7.8) 23 (10.8) 6 (8.0)

Marital status; n (%)

Married 29,456 (71.1) 29,324 (71.1) 132 (62.0) < 0.01 49 (65.3) 0.32

Never married 8593 (20.7) 8545 (20.7) 48 (22.5) 16 (21.3)

Divorced 738 (1.8) 726 (1.8) 12 (5.6) 3 (4.0)

Widowed 2663 (6.4) 2642 (6.4) 21 (9.9) 7 (9.3)

Education; n (%)

None 882 (2.1) 875 (2.1) 7 (3.3) < 0.01 2 (2.7) 0.01

Primary 2242 (5.4) 2226 (5.4) 16 (7.5) 7 (9.3)

Incompleted secondary 7289 (17.6) 7241 (17.6) 48 (22.5) 15 (20.0)

Completed secondary 16,401 (39.6) 16,305 (39.5) 96 (45.1) 40 (53.3)

Technical training 3636 (8.8) 3618 (8.8) 18 (8.5) 4 (5.3)

Higher 11,000 (26.5) 10,972 (26.6) 28 (13.1) 7 (9.3)

Employed; n (%)

Unemployed 21,168 (51.1) 21,049 (51.0) 119 (55.9) 0.20 42 (56.0) 0.39

Employed 20,282 (48.9) 20,188 (49.0) 94 (44.1) 33 (44.0)

Reason unemployed; n (%)

Secondary school student 1790 (8.5) 1785 (8.5) 5 (4.2) 0.05 1 (2.4) 0.09

University/college student 3133 (14.9) 3120 (14.9) 13 (10.9) 3 (7.1)

Retired 6864 (32.6) 6826 (32.6) 38 (31.9) 13 (31.0)

Disabled 1634 (7.8) 1620 (7.7) 14 (11.8) 7 (16.7)

Housewife 2996 (14.2) 2982 (14.2) 14 (11.8) 5 (11.9)

Cannot find job 2764 (13.1) 2741 (13.1) 23 (19.3) 9 (21.4)

Other 1873 (8.9) 1861 (8.9) 12 (10.1) 4 (9.5)

Employment; n (%)

Salaried employee 11,972 (59.1) 11,932 (59.2) 40 (42.6) 0.01 12 (36.4) 0.13

Employer 923 (4.6) 914 (4.5) 9 (9.6) 2 (6.1)

Private business owner 6196 (30.6) 6156 (30.5) 40 (42.6) 18 (54.5)

Member of cooperative 117 (0.6) 117 (0.6) 0 (0.0) 0 (0.0)

Unpaid participant in household enterprise 382 (1.9) 381 (1.9) 1 (1.1) 0 (0.0)

Other 668 (3.3) 664 (3.3) 4 (4.3) 1 (3.0)

Residence area; n (%)

Urban 23,283 (56.2) 23,159 (56.2) 124 (58.2) 0.50 41 (54.7) 0.79

Rural 18,167 (43.8) 18,078 (43.8) 89 (41.8) 34 (45.3)

Number of years living at same address; mean (SD)

14.8 (14.1) 14.8 (14.1) 14.9 (13.0) 0.30 15.2 (13.9) 0.80

TB tuberculosis, Bact bacteriologically confirmed, + positive, SD standard deviation
Bact TB includes smear-positive TB and culture-positive or TB approved by rapid diagnostic such as Gen Xpert/RIF
Values represent mean (SD) or N (%)
aP values were calculated using the chi-square test for categorical variables or the unpaired t test for continuous variables in order to compare differences between non-TB
and Bact TB groups and between non-TB and smear + TB groups
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Table 2 Household environmental and individual factors among study population

Total Non-TB Bact TB P value Smear + TB P value

House type; n (%)

Gher 13,531 (32.6) 13,454 (32.6) 77 (36.2) 0.35 29 (38.7) 0.14

Wooden house 16,331 (39.4) 16,243 (39.4) 88 (41.3) 34 (45.3)

Apartment 10,298 (24.9) 10,255 (24.9) 43 (20.2) 11 (14.7)

Other 1290 (3.1) 1285 (3.1) 5 (2.3) 1 (1.3)

Separate kitchen; n (%)

Yes 21,411 (51.7) 21,313 (51.7) 98 (46.0) 0.90 30 (40.0) 0.04

No 20,039 (48.3) 19,924 (48.3) 115 (54.0) 45 (60.0)

Exposure to solid fuel for heating; n (%)

Clean 12,069 (29.1) 12,023 (29.2) 46 (21.6) 0.02 12 (16.0) 0.01

Solid fuel 29,381 (70.9) 29,214 (70.8) 167 (78.4) 63 (84.0)

Number of family members; n (%)

≤ 4 25,924 (62.5) 25,784 (62.5) 140 (65.7) 0.30 47 (62.7) 0.98

> 5 15,526 (37.5) 15,453 (37.5) 73 (34.3) 28 (37.3)

Exposure to tobacco smoke inside home, n

Never 17,264 (41.7) 17,181 (41.7) 83 (39.0) 0.70 28 (37.3) 0.42

Occasional 10,554 (25.5) 10,499 (25.5) 55 (25.8) 17 (22.7)

Daily 13,632 (32.9) 13,557 (32.9) 75 (35.2) 30 (40.0)

Household monthly income (₮)a; n (%)

≤ 500,000 22,155 (53.4) 22,038 (53.4) 117 (54.9) 0.30 46 (61.3) 0.38

500,001–1,000,000 14,948 (36.1) 14,871 (36.1) 77 (36.2) 25 (33.3)

1,000,001–1,500,000 2719 (6.6) 2711 (6.6) 8 (3.8) 2 (2.7)

≥ 1,500,001 1628 (3.9) 1617 (3.9) 11 (5.2) 2 (2.7)

Smoking; n (%)

Never 29,781 (71.9) 29,683 (72.0) 98 (46.0) < 0.01 20 (26.7) < 0.01

Quit 1259 (3.0) 1248 (3.0) 11 (5.2) 7 (9.3)

Occasional 1396 (3.4) 1387 (3.4) 9 (4.2) 5 (6.7)

Daily 9014 (21.7) 8919 (21.6) 95 (44.6) 43 (57.3)

Alcohol consumption; n (%)

Never 22,351 (53.9) 22,266 (54.0) 85 (39.9) < 0.01 27 (36.0) < 0.01

Once a month or less 15,892 (38.3) 15,801 (38.3) 91 (42.7) 30 (40.0)

2-4 times a month 2837 (6.8) 2812 (6.8) 25 (11.7) 12 (16.0)

2–3 times a week 265 (0.6) 257 (0.6) 8 (3.8) 4 (5.3)

At least 4 times a week 105 (0.3) 101 (0.2) 4 (1.9) 2 (2.7)

Diabetes; n (%)

No 17,801 (43.0) 17,717 (43.0) 84 (39.4) 0.09 32 (42.7) 0.67

Yes 1011 (2.4) 1002 (2.4) 9 (4.2) 3 (4.0)

Unknown 22,638 (54.6) 22,518 (54.6) 120 (56.3) 40 (53.3)

Contact with active TB; n (%)

No 35,020 (84.5) 34,862 (84.5) 158 (74.2) < 0.01 54 (72.0) 0.01

Yes 6430 (15.5) 6375 (15.5) 55 (25.8) 21 (28.0)

BMI; n (%)

Normal 18,779 (45.3) 18,627 (45.2) 152 (71.4) < 0.01 54 (72.0) < 0.01

Overweight 13,206 (31.9) 13,176 (32.0) 30 (14.1) 7 (9.3)
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for households to keep their doors and windows closed,
which reduces the air circulation indoors, concentration
of the pollutants released from burning solid fuels in-
creases the exposure to respirable pollutants on individ-
ual level. Prolonged exposure to such pollutants impairs
the normal clearance of secretions on the tracheobron-
chial mucosal surface and thus may allow a causative or-
ganism mycobacterium TB, to escape the first level of
host defenses which prevent bacilli from reaching the al-
veoli [5].
Given that people spend 90% of their lifetime in in-

door settings, indoor air quality is a major risk factor for
human health [24, 25]. Some epidemiological studies
have reported an association between solid fuel smoke
and TB. In a case-control study conducted in Mexico,
household IAP exposure was found to facilitate the de-
velopment of active TB, and exposure to smoke from
biomass fuels for more than 20 years led to a 3-fold
higher incidence of active TB than controls (OR: 3.3;
95% CI: 1.06–10.30) [26]. A hospital-based case-control
study by Pokhrel et al. found that exposure to IAP was
3.4 times more common in TB cases than in controls
[27]. A meta-analysis, which included a systematic re-
view of 12 papers, reported a 30% higher risk of develop-
ing TB in individuals exposed to IAP (OR: 1.30; 95% CI:
1.04–1.62; p < 0.02) [19]. Another meta-analysis con-
cluded that the risk of active TB depends on the type of
fuel used, with the highest risk (43% increased risk) be-
ing associated with burning solid fuels [25]. A recent
meta-analysis reported that IAP is associated with the
risk of contracting TB (relative risk: 1.68; 95%, CI:
1.108–2.542; p < 0.014) [28].
The combustion of solid fuels emits many chemicals

which impact human health, including PM, carbon diox-
ide, carbon monoxide, sulfur dioxide (SO2), sulfur triox-
ide, nitrogen dioxide, and nitric oxide [29]. There is
increasing evidence that PM exposure weakens anti-
mycobacterial host immunity [30, 31]. Chronic PM ex-
posure accompanied by high constitutive expression of
pro-inflammatory cytokines results in relative cellular

unresponsiveness [31, 32]. Eighty percent of the total
global exposure to airborne PM occurs indoors in devel-
oping countries [33]. PM2.5 has been reported to affect
lung pathology, with smear positive TB patients being
more exposed to PM2.5 than smear negative TB patients
[34]. Moreover, chronic exposure to PM10 ≥ 50 μg/m3

was associated with an increase in the time required for
TB positive sputum culture conversion [35]. In the
present study, people exposed to IAP from household
solid fuel use were more likely to have smear positive
TB than bacteriologically confirmed TB, and exposure to
smoke from tobacco were also associated with bacterio-
logically confirmed TB. The indoor PM2.5 concentration
is very high in ghers and houses with stoves using semi-
coke coal, with estimates of 107.0 μg/m3 in winter
months average, which is higher than the permissible
concentration in the WHO air quality guidelines (i.e.,
not exceed 10 μg/m3 annual mean or 25 μg/m3 24-h
mean) [36]. SO2 is also a major pollutant from solid fuel
combustion, and SO2 from coal burning is associated
with persistent cough symptoms among schoolchildren
in urban and suburban Mongolia [37].
In Mongolia, 45.2% of households live in traditional

ghers and 29.5% live in ordinary wooden houses [8].
Over 95% of households living in ghers use solid fuels
including coal for everyday cooking and heating [38].
The traditional gher is a portable circular wood framed
dwelling covered in multiple layers of wool felt. Heating
is provided by a stove located at the center of the gher,
and a chimney directs the fuel smoke through the cen-
tral roof vent. In Mongolia, TB cases show seasonality,
sharply rising in the spring from March to May. UB is
the coldest capital city in the world, with temperatures
reaching minus 40 °C during the night in winter. People
spend most of their time indoors, and thus transmissibil-
ity of TB increases, as people are exposed to solid fuel
smoke at home [39, 40].
We also found that TB is more common among males

than females, and that tobacco smoking is associated
with TB. Compared to non-smokers, smokers have an

Table 2 Household environmental and individual factors among study population (Continued)

Total Non-TB Bact TB P value Smear + TB P value

Obese class I 6096 (14.7) 6089 (14.8) 7 (3.3) 1 (1.3)

Obese class II 1543 (3.7) 1543 (3.7) 0 (0.0) 0 (0.0)

Obese class III 470 (1.1) 469 (1.1) 1 (0.5) 0 (0.0)

Underweight 1356 (3.3) 1333 (3.2) 23 (10.8) 13 (17.3)

Previous history of TB; n (%)

No 39,785 (96.0) 39,612 (96.1) 173 (81.2) < 0.01 52 (69.3) < 0.01

Yes 1665 (4.0) 1625 (3.9) 40 (18.8) 23 (30.7)

TB tuberculosis, Bact bacteriologically confirmed, ₮ tugrik
Bact TB includes smear-positive TB and culture-positive or TB approved by rapid diagnostic method such as Gen Xpert/RIF
P values were calculated using the chi-square test to compare differences between non-TB and Bact TB groups and between non-TB and smear+ TB groups
aAverage monthly household income based on tugrik (₮) Mongolian currency $1 = 1800 ₮ in 2015
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Table 3 General characteristics of clean fuel users and solid fuel user

Total Clean fuel user Solid fuel user P value

Gender; n (%)

Female 24,818 (59.9) 7277 (60.3) 17,541 (59.7) 0.30

Male 16632 (40.1) 4792 (39.7) 11,840 (40.3)

Age group; n (%)

15–24 7236 (17.5) 2678 (22.2) 4558 (15.5) < 0.01

25–34 9413 (22.7) 2660 (22.0) 6753 (23.0)

35–44 8538 (20.6) 2320 (19.2) 6218 (21.2)

45–54 8018 (19.3) 2106 (17.4) 5912 (20.1)

55–64 4998 (12.1) 1360 (11.3) 3638 (12.4)

65+ 3247 (7.8) 945 (7.8) 2302 (7.8)

Marital status; n (%)

Married 29,456 (71.1) 7918 (65.6) 21,538 (73.3) < 0.01

Never married 8593 (20.7) 3093 (25.6) 5500 (18.7)

Divorced 738 (1.8) 264 (2.2) 474 (1.6)

Widowed 2663 (6.4) 794 (6.6) 1869 (6.4)

Education; n (%)

None 882 (2.1) 108 (0.9) 774 (2.6) < 0.01

Primary 2242 (5.4) 207 (1.7) 2035 (6.9)

Incomplete secondary 7289 (17.6) 1146 (9.5) 6143 (20.9)

Completed secondary 16,401 (39.6) 4244 (35.2) 12,157 (41.4)

Technical training 3636 (8.8) 1027 (8.5) 2609 (8.9)

Higher 11,000 (26.5) 5337 (44.2) 5663 (19.3)

Employed; n (%)

Unemployed 21,168 (51.1) 6013 (49.8) 15,155 (51.6) < 0.01

Employed 20,282 (48.9) 6056 (50.2) 14,226 (48.4)

Reason unemployed; n (%)

Secondary school student 1790 (8.5) 456 (7.6) 1334 (8.9) < 0.01

University / college student 3133 (14.9) 1657 (27.6) 1476 (9.8)

Retired 6864 (32.6) 1899 (31.7) 4965 (33.0)

Disabled 1634 (7.8) 329 (5.5) 1305 (8.7)

Housewife 2996 (14.2) 740 (12.3) 2256 (15.0)

Cannot find job 2764 (13.1) 344 (5.7) 2420 (16.1)

Other 1873 (8.9) 572 (9.5) 1301 (8.6)

Employment; n (%)

Salaried employee 11,972 (59.1) 4090 (67.7) 7882 (55.4) < 0.01

Employer 923 (4.6) 326 (5.4) 597 (4.2)

Private business owner 6196 (30.6) 1565 (25.9) 4631 (32.6)

Member of cooperative 117 (0.6) 11 (0.2) 106 (0.7)

Unpaid participant in household enterprise 382 (1.9) 15 (0.2) 367 (2.6)

Other 668 (3.3) 36 (0.6) 632 (4.4)

Residence area; n (%)

Urban 23,283 (56.2) 10,550 (87.4) 12,733 (43.3) < 0.01

Rural 18,167 (43.8) 1519 (12.6) 16,648 (56.7)

Values represent N (%)
P values were calculated using the chi-square test for categorical variables in order to compare differences between clean fuel user and solid fuel user
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Table 4 Household environmental and individual factors among solid fuel user and clean fuel user

Total Clean fuel user Solid fuel user P-value

Houses type; n (%)

Gher 13531 (32.6) 300 (2.5) 13231 (45.0) <0.01

Wooden house 16331 (39.4) 786 (6.5) 15545 (52.9)

Apartment 10298 (24.8) 9989 (82.8) 309 (1.1)

Other 1290 (3.1) 994 (8.2) 296 (1.0)

Separate kitchen; n (%)

Yes 21411 (51.7) 8982 (74.4) 12429 (42.3) <0.01

No 20039 (48.3) 3087 (25.6) 16952 (57.7)

Number of family members; n (%)

≤ 4 25924 (62.5) 7797 (64.6) 18127 (61.7) <0.01

> 5 15526 (37.5) 4272 (35.4) 11254 (38.3)

Exposure to tobacco smoke inside home; n (%)

Never 17264 (41.7) 5231 (43.3) 12033 (41.0) <0.01

Occasional 10554 (25.5) 3499 (29.0) 7055 (24.0)

Daily 13632 (32.9) 3339 (27.7) 10293 (35.0)

Household monthly income ( ); n (%)

≤ 500,000 22155 (53.4) 3828 (31.7) 18327 (62.4) <0.01

500,001-1,000,000 14948 (36.1) 5550 (46.0) 9398 (32.0)

1,000,001-1,500,000 2719 (6.6) 1576 (13.1) 1143 (3.9)

≥ 1,500,001 1628 (3.9) 1115 (9.2) 513 (1.7)

Smoking; n (%)

Never 29781 (71.8) 8756 (72.5) 21025 (71.6) <0.01

Quit 1259 (3.0) 380 (3.1) 879 (3.0)

Occasional 1396 (3.4) 504 (4.2) 892 (3.0)

Daily 9014 (21.7) 2429 (20.1) 6585 (22.4)

Alcohol consumption; n (%)

Never 22351 (53.9) 5860 (48.6) 16491 (56.1) <0.01

Once a month or less 15892 (38.3) 5182 (42.9) 10710 (36.5)

2-4 times a month 2837 (6.8) 933 (7.7) 1904 (6.5)

2-3 times a week 265 (0.6) 69 (0.6) 196 (0.7)

At least 4 times a week 105 (0.3) 25 (0.2) 80 (0.3)

Diabetes; n (%)

No 17801 (42.9) 1484 (12.3) 16317 (55.5) <0.01

Yes 1011 (2.4) 387 (3.2) 624 (2.1)

Unknown 22638 (54.6) 10198 (84.5) 12440 (42.3)

Contact with active TB; n (%)

No 35020 (84.5) 9934 (82.3) 25086 (85.4) <0.01

Yes 6430 (15.5) 2135 (17.7) 4295 (14.6)

BMI; n (%)

Normal 18779 (45.3) 5286 (43.8) 13493 (45.9) <0.01

Overweight 13206 (31.9) 3879 (32.1) 9327 (31.7)

Obese class I 6096 (14.7) 1857 (15.4) 4239 (14.4)

Obese class II 1543 (3.7) 484 (4.0) 1059 (3.6)

Obese class III 470 (1.1) 127 (1.1) 343 (1.2)
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Table 4 Household environmental and individual factors among solid fuel user and clean fuel user (Continued)

Total Clean fuel user Solid fuel user P-value

Underweight 1356 (3.3) 436 (3.6) 920 (3.1)

Previous history of TB; n (%)

No 39785 (96.0) 11558 (95.8) 28227 (96.1) 0.10

Yes 1665 (4.0) 511 (4.2) 1154 (3.9)

TB tuberculosis, BMI body mass index
P values were calculated using chi-square test to compare differences between clean fuel user and solid fuel user
aAverage monthly household income based on tugrik (₮) Mongolian currency $1 = 1800 ₮ in 2015

Table 5 The factors associated with bacteriologically confirmed TB and smear positive TB among study population
Independent variables Prevalence

of Bact TB (%)
Univariate analysis Multivariate analysis

Bact TB Bact TB Smear + TB

cOR (95%, CI) P value aOR (95%, CI) P valuea aOR (95%, CI) P valuea

Gender

Male 0.8 2.9 (2.2–3.9) 0.01 2.2 (1.6–3.1) < 0.01 4.2 (2.3–8.2) < 0.01

Female 0.3 1.0 – 1.0 – 1.0 –

Exposure to solid fuel for heating

Yes 0.6 1.5 (1.1–2.1) 0.01 1.5 (1.1–2.1) 0.02 2.1 (1.1–4.0) 0.01

No 0.4 1.0 – 1.0 – 1.0 –

Education

Lower than incomplete secondary 0.7 1.5 (1.1–2.0) 0.01 1.1 (0.9–1.6) 0.35 1.0 (0.6–1.7) 0.98

Higher than complete secondary 0.5 1.0 – 1.0 – 1.0 –

Marital status

Divorced or widow 1.0 2.1 (1.4–3.0) 0.01 2.5 (1.6–3.8) 0.01 2.7 (1.3–5.6) 0.01

Married or never married 0.5 1.0 – 1.0 – 1.0 –

Employment

Employer and self-business owner 0.7 1.4 (1.1–2.0) 0.03 1.4 (0.9–1.9) 0.06 1.4 (0.8–2.4) 0.23

Others 0.5 1.0 – 1.0 – 1.0 –

Smoking

Daily 1.1 2.9 (2.2–3.8) 0.01 1.8 (1.3–2.5) < 0.01 2.1 (1.2–3.5) 0.01

Never, quit, occasional 0.4 1.0 – 1.0 – 1.0 –

Alcohol intake

Yes 1.2 2.5 (1.8–3.6) < 0.01 1.4 (0.9–2.1) 0.07 1.5 (0.9–2.8) 0.13

No 0.5 1.0 – 1.0 – 1.0 –

Contacts with active TB

Yes 0.9 1.9 (1.4–2.6) < 0.01 1.7 (1.2–2.3) 0.01 1.6 (0.9–2.7) 0.13

No 0.5 1.0 – 1.0 – 1.0 –

Underweight

BMI ≤ 18.5 kg/m2 1.7 3.6 (2.3–5.6) < 0.01 3.6 (2.3–5.7) < 0.01 7.1 (3.7–13.5) < 0.01

BMI > 18.5 kg/m2 0.5 1.0 – 1.0 – 1.0 –

History of TB

Yes 2.4 5.6 (4.0–8.0) < 0.01 4.3 (3.0–6.2) < 0.01 7.5 (4.4–12.6) < 0.01

No 0.4 1.0 – 1.0 – 1.0 –

TB tuberculosis, Bact bacteriologically confirmed, + positive, cOR crude odds ratio, aOR adjusted odds ratio, CI confidence interval, BMI body mass index
Smoking: yes: tobacco smoking daily; alcohol consumption: yes: more than 2–4 times per month
BMI: underweight: ≤ 18.5 kg/m2. Adjusted effects of the independent variables on TB in the study population
Both crude and adjusted odds ratio were estimated by logistic regression. Unadjusted odds ratios were based on separate logistic regression for independent variables
TB case, underweight status, previous history of tuberculosis and exposure to solid fuel for heating
aAll independent variables were included in the same model: age, gender, education level, marital status, employment, smoking, alcohol intake, contact with
active TB case, underweight status, previous history of tuberculosis and exposure to solid fuel for heating
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increased risk of developing TB (OR: 1.8; 95% CI: 1.3–
2.5; p < 0.01). This finding is consistent with previous
studies. In addition, there was positive association be-
tween tobacco smoking and solid fuel use in the present
study. Therefore, tobacco smoking may be one of poten-
tial confounding factors. According to a WHO report,
the global TB incidence is higher in males than in fe-
males, with male-to-female ratios of TB ranging from
1.3 in the Eastern Mediterranean to 2.1 in the Western
Pacific region [3]. This gender difference in incidence
might be explained by the higher rate of smoking among
Mongolian men than women (males, 46.3%; females,
6.8%) [41]. In the present study, smoking was more
prevalent in males compared to females (males, 44%; fe-
males, 6%). Plenty of epidemiological and biological
studies provide insight into the biological mechanism
underlying the association between tobacco smoking
and TB. Tobacco smoke exposure attenuates cytokine
production and TB killing by macrophages, and expos-
ure to nicotine impairs the anti-TB defense of macro-
phages by two mechanisms, including the inhibition of
autophagy and activation of immunosuppressive Treg
cells [42].
Numerous epidemiological studies demonstrate that

both the exposure from active and passive smoking have
been shown to be associated with TB infection and the
transmission from being infected to developing TB dis-
ease [43–45]. However, our present study could not find
the relationship between passive tobacco exposure and
TB association. Passive smoking exposure is lower than
that experienced by active smokers, while the smoke is
generally similar and contains the same gases and

particles including a wide range of irritating compounds
and carcinogens [46]. Indoor PM2.5 concentrations can
become extremely high when burning solid fuels than
tobacco smoking, therefore a relatively small effect size
might also partly explain why it has previously proved so
difficult to establish such a relationship in this study.
The present study has several strengths. First, we used

data from a nationally representative population-based
survey which targeted households throughout the coun-
try. Thus, our sample size was very large, reducing po-
tential type 2 error. Second, detailed information about
potential risk factors for TB were recorded, allowing us
to comprehensively adjust for confounders. Third, TB
was diagnosed by laboratory test results rather than sub-
jectively by self-report or based on a clinically-diagnosed
previous history of the disease.
The present study also has some limitations worth

noting. First, as with other observational studies, associa-
tions observed may be due to unmeasured confounders.
However, the associations between household solid fuel
use and TB reported in the present study were inde-
pendent of other potential confounders such as smoking,
gender, marital status, education, alcohol intake, BMI,
contact with an active TB case, and previous history of
TB. Second, we adopted a cross-sectional design. Data
on assessed variables were obtained only at the time of
recruitment, and thus the duration of risk factors and its
impact to the individual’s level could not be assessed.
Moreover, the exposure to solid fuel smoke from cook-
ing and heating was self-reported, and the duration of
exposure to solid fuels and concentration of pollutants
in indoor settings were not measured. That said, the

Fig. 3 Combined effect of smoking and exposure to solid fuels on TB. Adjusted odds ratios were estimated by logistic regression after adjusting
for age, gender, education level, marital status, employment, alcohol consumption, contact with an active TB case, underweight status, and
previous history of tuberculosis. P < 0.05 was considered statistically significant. ***P < 0.01, compared with non-smoking clean fuel user. aOR
adjusted odds ratio, CI confidence interval, % percentage
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study team visited every household and confirmed the
type of dwelling and stoves used in order to minimize
recall bias.

Conclusion
This large, population-based cross-sectional analysis
showed that exposure to solid fuels for heating is associ-
ated with active TB, including smear positive TB, inde-
pendently of several confounding factors, in Mongolian
adults. Moreover, the combination of smoking and solid
fuel use for heating is associated with developing active
TB. A greater awareness of and more education on the
use of solid fuels is needed, given its relevance as a
source of IAP and relationship with TB.

Abbreviations
aOR: Adjusted odds ratio; BMI: Body mass index; DALY: Disability adjusted life
years; HIV: Human immunodeficiency virus; IAP: Indoor air pollution; MNTP
Survey: Mongolian National Tuberculosis Prevalence Survey; OR: Odds ratio;
PM: Particulate matter; PSUs: Primary sampling units; SO2: Sulfur dioxide;
TB: Tuberculosis; UB: Ulaanbaatar; WHO: World Health Organization

Acknowledgements
The authors thank the MNTP Survey team and staff members of the
Mongolian National Center for Communicable Disease.

Authors’ contributions
Study conception and design: MD, KK, ND, TB, and TS. Acquisition of data:
MD and TB. Analysis and interpretation: MD and KK. Drafting manuscript or
revising it critically for important intellectual content: MD, KK, ND, TB, TS, CN,
and TN. Writing the manuscript: MD and KK. Approving the final version of
manuscript: MD, KK, ND, TB, TS, CN, and TN.

Funding
The authors declare that no grant was used to support this study.

Availability of data and materials
The dataset generated during the current study is not publicly available, but
is available from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The protocol of the present survey was approved by the Ethics Committee
of the Ministry of Health of Mongolia (reference No. 04). Analysis of the
secondary data set with no identifiable information on survey participants at
Kansai Medical University was approved by the Ethics Committee of Kansai
Medical University (reference No. 2019278). Trained healthcare workers
explained the purpose of the survey to participants or their guardians (if
participants were aged < 16 years), and written consent was obtained. All
participants were allowed to decline participation on their own accord, even
during the interview or examination.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interest.

Author details
1Department of Hygiene and Public Health, Kansai Medical University, 2-5-1
Shin-machi, Hirakata, Osaka 573-1010, Japan. 2Tuberculosis Surveillance and
Research Department, National Center for Communicable Disease, Nam Yan
Ju Street, Bayanzurkh district, Ulaanbaatar 13701, Mongolia. 3Swiss Tropical
and Public Health Institute, Socinstrasse 57, CH-4051 Basel, Switzerland.

Received: 26 April 2021 Accepted: 7 July 2021

References
1. Tuberculosis GBD. Collaborators. The global burden of tuberculosis: results

from the Global Burden of Disease Study 2015. Lancet Infect Dis. 2018;18:
261–84.

2. World Health Organization. Tuberculosis. Fact sheets. 2020. Available from:
https://www.who.int/en/news-room/fact-sheets/detail/tuberculosis.

3. World Health Organization. Tuberculosis profile: Mongolia. Estimates of TB
and MDR-TB burden are produced by WHO in consultation with countries.
Available from: https://treattb.org/wp-content/uploads/2018/10/WHO_HQ_
Reports-G2-PROD-EXT-TBCountryProfile-_Mongolia.pdf

4. Narasimhan P, Wood J, Macintyre CR, Mathai D. Risk factors for tuberculosis.
Pulm med. 2013;2013:828939.

5. Lin HH, Ezzati M, Murray M. Tobacco smoke, indoor air pollution and
tuberculosis: a systematic review and meta-analysis. PLoS Med. 2007;4(1):
e20. https://doi.org/10.1371/journal.pmed.0040020.

6. Lim SS, Vos T, Flaxman AD, Danaei G, Shibuya K, Adair-Rohani H, et al. A
comparative risk assessment of burden of disease and injury attributable to
67 risk factors and risk factor clusters in 21 regions, 1990-2010: a systematic
analysis for the Global Burden of Disease Study 2010. Lancet. 2012;
380(9859):2224–60. https://doi.org/10.1016/S0140-6736(12)61766-8.

7. Lee KK, Bing R, Kiang J, Bashir S, Spath N, Stelzle D, et al. Adverse health
effects associated with household air pollution: a systematic review, meta-
analysis, and burden estimation study. Lancet Glob Health. 2020;8(11):
e1427–e34. https://doi.org/10.1016/S2214-109X(20)30343-0.

8. National Statistics Office Mongolia. Mongolia has launched the main
findings of its 2010 Population and Housing Census. Report of the National
Statistics Office Mongolia. 2010

9. Awe Y, Nygard J, Larssen S, Lee H, Dulal H, Kanakia R. Clean air and healthy
lungs: enhancing the World Bank's approach to air quality management.
Open Knowledge Repository. 2015; Available from: https://openknowledge.
worldbank.org/handle/10986/18025.

10. Apte K, SJF S. Household air pollution and its effects on health. F1000Res.
2016;5:2593.

11. World Health Organization. WHO guidelines for indoor air quality:
household fuel combustion. Free Books & Documents. 2014.

12. Warburton D, Warburton N, Wigfall C, Chimedsuren O, Lodoisamba D,
Lodoysamba S, et al. Impact of seasonal winter air pollution on health
across the lifespan in Mongolia and some putative solutions. Ann Am
Thorac Soc. 2018;15(Suppl 2):S86–s90. https://doi.org/10.1513/AnnalsATS.201
710-758MG.

13. Allen RW, Gombojav E, Barkhasragchaa B, Byambaa T, Lkhasuren O, Amram
O, et al. An assessment of air pollution and its attributable mortality in
Ulaanbaatar. Mongolia. Air Qual Atmos Health. 2013;6(1):137–50. https://doi.
org/10.1007/s11869-011-0154-3.

14. Kurmi OP, Semple S, Simkhada P, Smith WC, Ayres JG. COPD and chronic
bronchitis risk of indoor air pollution from solid fuel: a systematic review
and meta-analysis. Thorax. 2010;65(3):221–8. https://doi.org/10.1136/thx.2
009.124644.

15. Jackson S, Mathews KH, Pulanic D, Falconer R, Rudan I, Campbell H, et al.
Risk factors for severe acute lower respiratory infections in children: a
systematic review and meta-analysis. Croat Med J. 2013;54(2):110–21.
https://doi.org/10.3325/cmj.2013.54.110.

16. Kolappan C, Subramani R. Association between biomass fuel and pulmonary
tuberculosis: a nested case-control study. Thorax. 2009;64(8):705–8. https://
doi.org/10.1136/thx.2008.109405.

17. Slama K, Chiang CY, Hinderaker SG, Bruce N, Vedal S, Enarson DA. Indoor
solid fuel combustion and tuberculosis: is there an association? Int J Tuberc
Lung Dis. 2010;14(1):6–14.

18. Lin HH, Suk CW, Lo HL, Huang RY, Enarson DA, Chiang CY. Indoor air
pollution from solid fuel and tuberculosis: a systematic review and meta-
analysis. Int J Tuberc Lung Dis. 2014;18(5):613–21. https://doi.org/10.5588/
ijtld.13.0765.

19. Sumpter C, Chandramohan D. Systematic review and meta-analysis of the
associations between indoor air pollution and tuberculosis. Trop Med Int
Health. 2013;18(1):101–8. https://doi.org/10.1111/tmi.12013.

20. Kurmi OP, Sadhra CS, Ayres JG, Sadhra SS. Tuberculosis risk from exposure
to solid fuel smoke: a systematic review and meta-analysis. J Epidemiol

Dorjravdan et al. Environmental Health and Preventive Medicine           (2021) 26:76 Page 13 of 14

https://www.who.int/en/news-room/fact-sheets/detail/tuberculosis
https://treattb.org/wp-content/uploads/2018/10/WHO_HQ_Reports-G2-PROD-EXT-TBCountryProfile-_Mongolia.pdf
https://treattb.org/wp-content/uploads/2018/10/WHO_HQ_Reports-G2-PROD-EXT-TBCountryProfile-_Mongolia.pdf
https://doi.org/10.1371/journal.pmed.0040020
https://doi.org/10.1016/S0140-6736(12)61766-8
https://doi.org/10.1016/S2214-109X(20)30343-0
https://openknowledge.worldbank.org/handle/10986/18025
https://openknowledge.worldbank.org/handle/10986/18025
https://doi.org/10.1513/AnnalsATS.201710-758MG
https://doi.org/10.1513/AnnalsATS.201710-758MG
https://doi.org/10.1007/s11869-011-0154-3
https://doi.org/10.1007/s11869-011-0154-3
https://doi.org/10.1136/thx.2009.124644
https://doi.org/10.1136/thx.2009.124644
https://doi.org/10.3325/cmj.2013.54.110
https://doi.org/10.1136/thx.2008.109405
https://doi.org/10.1136/thx.2008.109405
https://doi.org/10.5588/ijtld.13.0765
https://doi.org/10.5588/ijtld.13.0765
https://doi.org/10.1111/tmi.12013


Community Health. 2014;68(12):1112–8. https://doi.org/10.1136/jech-2014-2
04120.

21. Global burden of disease. GBD profile: Mongolia. Global burden of diseases,
injuries, and risk factors study 2010. Available from: http://www.healthdata.
org/sites/default/files/files/country_profiles/GBD/ihme_gbd_country_report_
mongolia.pdf

22. Cavanaugh R. Extreme air pollution in Mongolia's overflowing capital.
Lancet Respir Med. 2017;5(8):614–5. https://doi.org/10.1016/S2213-2600(17)3
0258-8.

23. World Health Organization. Tuberculosis prevalence surveys: a handbook
2011. The Lime Book. Available from: https://www.who.int/tb/advisory_
bodies/impact_measurement_taskforce/resources_documents/
thelimebook/en/.

24. Tran VV, Park D, Lee YC. Indoor air pollution, related human diseases, and
recent trends in the control and improvement of indoor air quality. Int J
Environ Res Public Health. 2020;17(8):2927. https://doi.org/10.3390/ijerph1
7082927.

25. Kurmi OP, Lam KB, Ayres JG. Indoor air pollution and the lung in low- and
medium-income countries. Eur Respir J. 2012;40(1):239–54. https://doi.org/1
0.1183/09031936.00190211.

26. García-Sancho MC, García-García L, Báez-Saldaña R, Ponce-De-León A,
Sifuentes-Osornio J, Bobadilla-Del-valle M, et al. Indoor pollution as an
occupational risk factor for tuberculosis among women: a population-based,
gender oriented, case-control study in Southern Mexico. Rev Invest Clin.
2009;61(5):392–8.

27. Pokhrel AK, Bates MN, Verma SC, Joshi HS, Sreeramareddy CT, Smith KR.
Tuberculosis and indoor biomass and kerosene use in Nepal: a case-control
study. Environ Health Perspect. 2010;118(4):558–64. https://doi.org/10.1289/
ehp.0901032.

28. Obore N, Kawuki J, Guan J, Papabathini SS, Wang L. Association between
indoor air pollution, tobacco smoke and tuberculosis: an updated
systematic review and meta-analysis. Public health. 2020;187:24–35. https://
doi.org/10.1016/j.puhe.2020.07.031.

29. Barabad MLM, Jung W, Versoza ME, Kim M, Ko S, Park D, et al. Emission
characteristics of particulate matter, volatile organic compounds, and trace
elements from the combustion of coals in Mongolia. Int J Environ Res
Public Health. 2018;15(1706).

30. Patel V, Foster A, Salem A, Kumar A, Kumar V, Biswas B, et al. Long-term
exposure to indoor air pollution and risk of tuberculosis. Indoor Air. 2020;32:
628–83.

31. Sarkar S, Rivas-Santiago CE, Ibironke OA, Carranza C, Meng Q, Osornio-
Vargas Á, et al. Season and size of urban particulate matter differentially
affect cytotoxicity and human immune responses to Mycobacterium
tuberculosis. PloS One. 2019;14(7):e0219122. https://doi.org/10.1371/journal.
pone.0219122.

32. Rivas-Santiago CE, Sarkar S, Cantarella P, Osornio-Vargas Á, Quintana-
Belmares R, Meng Q, et al. Air pollution particulate matter alters
antimycobacterial respiratory epithelium innate immunity. Infect Immun.
2015;83(6):2507–17. https://doi.org/10.1128/IAI.03018-14.

33. Ezzati M, Kammen DM. The health impacts of exposure to indoor air
pollution from solid fuels in developing countries: knowledge, gaps, and
data needs. Environ Health Perspect. 2002;110(11):1057–68. https://doi.org/1
0.1289/ehp.021101057.

34. Jassal MS, Bakman I, Jones B. Correlation of ambient pollution level and
heavily-trafficked roadway proximity on the prevalence of smear positive
tuberculosis. Public Health. 2013;127(3):268–74. https://doi.org/10.1016/j.
puhe.2012.12.030.

35. Chen KY, Chuang KJ, Liu HC, Lee KY, Feng PH, Su CL, et al. Particulate
matter is associated with sputum culture conversion in patients with
culture-positive tuberculosis. Ther Clin Risk Manag. 2016;12:41–6. https://doi.
org/10.2147/TCRM.S92927.

36. Hill LD, Edwards R, Turner JR, Argo YD, Olkhanud PB, Odsuren M, et al.
Health assessment of future PM 2.5 exposures from indoor, outdoor, and
secondhand tobacco smoke concentrations under alternative policy
pathways in Ulaanbaatar, Mongolia. PloS One. 2017;12(10):e0186834. https://
doi.org/10.1371/journal.pone.0186834.

37. Enkh-Undraa D, Kanda S, Shima M, Shimono T, Miyake M, Yoda Y, et al. Coal
burning-derived SO 2 and traffic-derived NO 2 are associated with persistent
cough and current wheezing symptoms among schoolchildren in
Ulaanbaatar. Mongolia. Environ Health Prev Med. 2019;24(1):66. https://doi.
org/10.1186/s12199-019-0817-5.

38. Lim M, Myagmarchuluun S, Ban H, Hwang Y, Ochir C, Lodoisamba D, et al.
Characteristics of indoor PM 2.5 concentration in Gers using coal stoves in
Ulaanbaatar, Mongolia. Int J Environ Res Public Health. 2018;15(11):2524.
https://doi.org/10.3390/ijerph15112524.

39. Naranbat N, Nymadawa P, Schopfer K, Rieder HL. Seasonality of tuberculosis
in an Eastern-Asian country with an extreme continental climate. Eur Respir
J. 2009;34(4):921–5. https://doi.org/10.1183/09031936.00035309.

40. Fares A. Seasonality of tuberculosis. J Glob Infect Dis. 2011;3(1):46–55.
https://doi.org/10.4103/0974-777X.77296.

41. Demaio AR, Nehme J, Otgontuya D, Meyrowitsch DW, Enkhtuya P. Tobacco
smoking in Mongolia: findings of a national knowledge, attitudes and
practices study. BMC Public Health. 2014;14(1):213. https://doi.org/10.11
86/1471-2458-14-213.

42. Chan ED, Kinney WH, Honda JR, Bishwakarma R, Gangavelli A, Mya J, et al.
Tobacco exposure and susceptibility to tuberculosis: is there a smoking
gun? Tuberculosis (Edinb). 2014;94(6):544–50. https://doi.org/10.1016/j.tube.2
014.08.010.

43. Leung CC, Lam TH, Ho KS, Yew WW, Tam CM, Chan WM, et al. Passive
smoking and tuberculosis. Arch Intern Med. 2010;170(3):287–92. https://doi.
org/10.1001/archinternmed.2009.506.

44. Lindsay RP, Shin SS, Garfein RS, Rusch ML, Novotny TE. The association
between active and passive smoking and latent tuberculosis infection in
adults and children in the united states: results from NHANES. PloS one.
2014;9(3):e93137. https://doi.org/10.1371/journal.pone.0093137.

45. Deng J, Su C, Li J, Wang M, Abuaku BK, et al. Impact of passive smoking,
cooking with solid fuel exposure, and MBL/MASP-2 gene polymorphism
upon susceptibility to tuberculosis. Int J Infect Dis. 2014;29:1–6.

46. Zhang J, Smith KR. Indoor air pollution: a global health concern. Br Med
Bull. 2003;68(1):209–25. https://doi.org/10.1093/bmb/ldg029.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Dorjravdan et al. Environmental Health and Preventive Medicine           (2021) 26:76 Page 14 of 14

https://doi.org/10.1136/jech-2014-204120
https://doi.org/10.1136/jech-2014-204120
http://www.healthdata.org/sites/default/files/files/country_profiles/GBD/ihme_gbd_country_report_mongolia.pdf
http://www.healthdata.org/sites/default/files/files/country_profiles/GBD/ihme_gbd_country_report_mongolia.pdf
http://www.healthdata.org/sites/default/files/files/country_profiles/GBD/ihme_gbd_country_report_mongolia.pdf
https://doi.org/10.1016/S2213-2600(17)30258-8
https://doi.org/10.1016/S2213-2600(17)30258-8
https://www.who.int/tb/advisory_bodies/impact_measurement_taskforce/resources_documents/thelimebook/en/
https://www.who.int/tb/advisory_bodies/impact_measurement_taskforce/resources_documents/thelimebook/en/
https://www.who.int/tb/advisory_bodies/impact_measurement_taskforce/resources_documents/thelimebook/en/
https://doi.org/10.3390/ijerph17082927
https://doi.org/10.3390/ijerph17082927
https://doi.org/10.1183/09031936.00190211
https://doi.org/10.1183/09031936.00190211
https://doi.org/10.1289/ehp.0901032
https://doi.org/10.1289/ehp.0901032
https://doi.org/10.1016/j.puhe.2020.07.031
https://doi.org/10.1016/j.puhe.2020.07.031
https://doi.org/10.1371/journal.pone.0219122
https://doi.org/10.1371/journal.pone.0219122
https://doi.org/10.1128/IAI.03018-14
https://doi.org/10.1289/ehp.021101057
https://doi.org/10.1289/ehp.021101057
https://doi.org/10.1016/j.puhe.2012.12.030
https://doi.org/10.1016/j.puhe.2012.12.030
https://doi.org/10.2147/TCRM.S92927
https://doi.org/10.2147/TCRM.S92927
https://doi.org/10.1371/journal.pone.0186834
https://doi.org/10.1371/journal.pone.0186834
https://doi.org/10.1186/s12199-019-0817-5
https://doi.org/10.1186/s12199-019-0817-5
https://doi.org/10.3390/ijerph15112524
https://doi.org/10.1183/09031936.00035309
https://doi.org/10.4103/0974-777X.77296
https://doi.org/10.1186/1471-2458-14-213
https://doi.org/10.1186/1471-2458-14-213
https://doi.org/10.1016/j.tube.2014.08.010
https://doi.org/10.1016/j.tube.2014.08.010
https://doi.org/10.1001/archinternmed.2009.506
https://doi.org/10.1001/archinternmed.2009.506
https://doi.org/10.1371/journal.pone.0093137
https://doi.org/10.1093/bmb/ldg029

	Abstract
	Background
	Method
	Results
	Conclusion

	Background
	Methods
	Country
	Sample size estimation
	Analyzed population
	Questionnaire
	TB diagnosis
	Statistical analysis

	Results
	Discussion
	Conclusion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

