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Mycobacterium tuberculosis
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Tuberculosis in pregnancy



TB as a three-act play



IMPACT OF TB ON MATERNAL HEALTH
TB among mothers is associated with a six-fold increase in 
perinatal deaths and a two-fold risk of premature birth and low 
birth-weight. 

TB in pregnant women living with HIV increases the risk of 
maternal and infant mortality by almost 300%. 

In Africa, TB rates are up to 10 times higher in pregnant women 
living with HIV than in pregnant women without HIV infection. 

Facility-based studies in a number of high HIVburden settings 
found TB accounted for 15-34% of indirect causes of obstetric 
mortality.

Evidence from India has found that TB among mothers living with 
HIV, is associated with more than double the risk of vertical 
transmission of HIV to the unborn child. 



Pathogenesis of tuberculosis 
in the newborn

 Haematogenous spread through the umbilical cord.
 In-utero aspiration or ingestion of infected amniotic

fluid.
 Intrapartum aspiration or ingestion of infected 

amniotic or cervicovaginal secretions.
 Postpartum inhalation or ingestion from an infected 

source case, usually the mother.

 Breastfeeding does not transmit TB.



CLINICAL FEATURES OF TUBERCULOSIS IN
PREGNANT WOMEN

 similar to those in non-pregnant women
 mild cough, fever, and fatigue or

haemoptosis and gross weight loss

 bronchopneumonia, cavitation, 
bronchiectasis, interstitial pneumonitis,
and pleural effusion

 Extrapulmonary manifestation



INVESTIGATIONS OF PREGNANT WOMEN
AND MOTHERS WITH TUBERCULOSIS

 microscopical examination of sputum smears for
acid-fast bacilli, xpert, culture and DST of 
sputum, 

 other specimens including endometrial samples 
for M. tuberculosis, histological examination of 
biopsies from relevant body sites, microscopic, 
cultur, DST and chest radiography



Risk of TB and poor health 
outcomes in clinical risk 

groups



Risk of TB and poor health outcomes 
in clinical risk



Weighted mean and range number needed to screen (NNS) to 
find one case of tuberculosis (TB) in selected risk categories



 Screening



Algorithms for screening and diagnosis

Algorithms 1 This option includes an interview about TB
symptoms and HIV status. All people with cough lasting 
longer than 2 weeks should be investigated for TB

Algorithms 2 This option includes an interview about TB 
symptoms and HIV status. Further investigation for TB 
should be done for persons with any of the following 
symptoms: cough of any duration,haemoptysis, weight 
loss, fever or night sweats.

Algorithms 3 This option includes chest radiography and
an interview about HIV status. Persons with an abnormal 
chest radiograph suggestive of TB should be evaluated for 
TB



Chest X-ray and Xpert MTB/RIF not available



Chest X-ray not available, Xpert MTB/RIF available



Algorithm for TB screening in adults and 
adolescents living with HIV in HIV-prevalent and 

resource-constrained settings 



Diagnosis





Algorithm 2. Using the Xpert MTB/RIF assay as an 
initial diagnostic test for TB followed by 
drugsusceptibility testing for second-line anti-TB 
agents when necessary



 Treatment



Duration of rifampicin in new 
TB patients

New patients with pulmonary TB should receive a 
regimen containing 6 months of rifampicin: 2HRZE/4HR
(Strong recommendation, high grade of evidence)

The use of FDC tablets is recommended over separate 
drug formulations in the treatment of patients with 
drug-susceptible TB
(Conditional recommendation, low certainty in the
evidence)



Dosing frequency of TB 
treatment in new TB patients

Wherever feasible, the optimal dosing 
frequency fornew patients with pulmonary TB is 
daily throughout the course of therapy

(Strong recommendation, high grade of 
evidence)



Dosing frequency of TB 
treatment in persons living with 

HIV

TB patients with known positive HIV status and TB 
patients living in HIV-prevalent settings should receive 
at least 6 months of rifampicin-containing treatment 
regimen
(Strong recommendation, high quality of evidence).

The optimal dosing frequency is daily during the
intensive and continuation phases
(Strong recommendation, high quality of evidence).



Duration of TB treatment for 
TB patients living with HIV

It is recommended that TB patients who are 
livingwith HIV should receive at least the 
same duration of TB treatment as HIV-
negative TB patients

(Strong recommendation, high grade of 
evidence)



Initial regimen in countries with high 
levels of isoniazid resistance

In populations with known or suspected high levels 
of isoniazid resistance, new TB patients may receive 
HRE as therapy in the continuation phase as an 
acceptable alternative to HR
(Conditional recommendation, insufficient evidence, 
expert opinion)



Treatment of previously treated TB patients

Specimens for culture and drug-susceptibility testing should be 
obtained from all previously treated TB patients at or before the 
start of treatment. Drug-susceptibility testing should beperformed
for at least isoniazid and rifampicin

In settings where rapid molecular-based drug susceptibility testing is 
available, the results should guide the choice of regimen

In patients who require TB retreatment, the category II regimen 
should no longer be prescribed and drug-susceptibility testing should
be conducted to inform the choice of treatment regimen



Special Consideration
Pregnancy and Breastfeeding
 A pregnant woman should be advised that successful treatment of TB 

with the standard regimen is important for successful outcome of 
pregnancy. With the exception of streptomycin, the first line anti-TB 
drugs are safe for use in pregnancy: streptomycin is ototoxic to the 
fetus and should not be used during pregnancy. 

 A breastfeeding woman who has TB should receive a full course of TB 
treatment. Mother and baby should stay together and the baby should 
continue to breastfeed. 

 After active TB in the baby is ruled out, the baby should be given 6 
months of isoniazid preventive therapy, followed by BCG vaccination 

 Pyridoxine supplementation is recommended for all pregnant or 
breastfeeding women taking isoniazid 
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