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TB Treatment and Prevention – 2025 
brief update



The updates

• Epidemiology 
• Diagnostic tests
• US-approved regimens for rifampin and isoniazid-susceptible
     TB
• US-approved regimens for rifampin-resistant TB
• Regimens for TB latent TB infection



WHO TB Report, 2024 CDC TB Provisional Data, 2024

• 10,000 cases
• 0.8 per 100K US born
• 15.5 per 100K  non-US born
• ~100 MDR cases (2023)



Diagnostic tests currently used in the US



CXR and pulmonary TB
• Active pulmonary TB Grady 2008-2015:
Normal CXR: 7% HIV-negative vs 22% HIV-positive 

• CXR and HIV 
CD4 < 200 associated with atypical findings 

• Cavitary lesions and HIV:
CD4 < 200 → ~20% with cavities
CD4 ≥ 200 → ~55% with cavities

Schechter MC et al CID 2017
Kwan CK et al Clin Micro Review 2011



CXR and pulmonary TB

Bottom line: a normal CXR does NOT rule out pulmonary TB, 
particularly among people living with HIV



Sputum-based tests

Test Threshold Turn around time Comments

AFB smear 10K bacilli/ml Lab dependent ↑ Sensitivity with 2-3 
sputa
↑ Sensitivity with AM 
sputa

AFB culture 10 bacilli/ml Up to 8 weeks Required for 
phenotypic DST

Gene Xpert MTB/Rif ? 131 cfu’s/ml Lab dependent Genotypic rifampin 
DST



The Gene Xpert MTB/Rif

• Sensitivity 1 Xpert
98.2% smear-positive culture-positive
72.5% smear-negative culture-positive
• 99.2% specific for culture-confirmed TB



Xpert vs smear
Xpert result for MTB Smear result Interpretation 

Positive Positive TB!

Positive Negative Very likely TB

Negative Negative Cannot rule out TB

Negative Positive Probably an NTM



How does this work?

Haas AL et al OFID 2025



Discordance between molecular and phenotypic 
tests

Van Deun et al ERS 2021



The CDC MDDR (tNGS)



Consult your local TB program
and/or your CDC COE for any
case of known or 
suspected rifampin resistance 
or if you cannot use a rifamycin
(“virtual resistance”)



Serial testing Q6 months for 2 years (n≅2,500)
TST QFT-GIT T.SPOT

Conversion 1 0.9% 6.1%2 8.3%
Reversion at 6 mo 91.7% 76.4% 77.1%

1 No simultaneous conversion in all 3 tests



TB treatment in the US - 2025





RIF/INH/FQ susceptible TB among those age 
≥ 12

4 mo rifapentine + INH + Moxi +  2 mo PZA



Caution

81% had an AE
50% stopped due to AEs

FQ-DST not routinely available
Cost



Children 3 mo to <16 years



Children 3 mo to <16 years

Saukkonen JJ et al Am Journal of Crit Care Medicine 2025



Rifampin-R TB ≥14 yo

BPaL/M for RIF-R/FQ-S
BPaL for RIF-R/FQ-R



Consult your local TB program
and/or your CDC COE for any
case of known or 
suspected rifampin resistance 
or if you cannot use a rifamycin
(“virtual resistance”)



Latent TB treatment



MMWR 2020



MMWR 2020

LTBI regimens

Shorter, rifamycin-based regimens preferred:
↑ completion, ↓ liver toxicity, ~ efficacy 

6 months of INH is an alternative regimen



• 1 month of daily rifapentine+INH vs 9H for PLHIV
• 68% of the trial population had a negative TST 

and/or IGRA
• Median CD4 473, 76% had an UD VL

DHHS recommends… but I am not sure



MDR contacts

Relative difference in cumulative incidence:
0.41 (95%CI 0.18 to 0.92)



All of TB in 15 min! We did it 
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