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Abstract. Tuberculosis (TB) during pregnancy and the postpartum period presents
a significant global health challenge, contributing to high rates of maternal and
neonatal morbidity and mortality. Physiological changes during pregnancy can mask
TB symptoms, leading to delayed diagnosis. This article reviews the epidemiology,
classification, <clinical presentation, and diagnostic strategies for TB 1in
pregnant women. It further outlines the safety and efficacy of first-line
antitubercular treatments and examines the impact of the disease on maternal and
fetal outcomes, emphasizing the necessity of early intervention and the safety of
breastfeeding during treatment. Tuberculosis (TB) remains one of the leading
infectious causes of maternal mortality globally. Managing TB during pregnancy
requires a careful balance between ensuring the health of the mother and protecting
the developing fetus. This article provides a comprehensive overview of the
classification, epidemiology, clinical presentation, diagnosis, treatment, and
outcomes of TB in pregnancy.

Keywords: Tuberculosis, Pregnancy, Maternal Health, Congenital TB, Isoniazid,
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1. Epidemiology

Pregnancy and the postpartum period represent a high-risk
window for the development of tuberculosis.

eGlobal Burden: It 1s estimated that over 200,000
pregnant women develop active TB annually, with the highest
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prevalence in South-East Asia and Africa.

e Risk Factors: The physiological changes in the immune
system during pregnancy (a shift toward Th2 dominance) may
increase susceptibility to new infections or the reactivation
of latent TB.

e HIV Co-infection: Women living with HIV are
significantly more 1likely to develop active TB during
pregnancy, which drastically increases the risk of maternal
and infant mortality.

2. Classification

Tuberculosis in pregnancy 1is generally categorized into
two clinical states:

e Latent TB Infection (LTBI): The person is infected with
M. tuberculosis but does not have active disease, 1s not
symptomatic, and cannot spread the bacteria to others.

eActive TB Disease: The Dbacteria are active and
multiplying. This is further classified as:

o Pulmonary TB: Involving the lung parenchyma.

o Extrapulmonary TB (EPTB): Involving sites such as
lymph nodes, pleura, or the central nervous system.

o Drug-Resistant TB (MDR-TB): Caused by organisms
resistant to at least Isoniazid and Rifampin.

3. Clinical Presentation

The presentation of TB in pregnant women is often similar
to that in non-pregnant adults, but diagnosis can be delayed
because symptoms mimic normal pregnancy changes.

e Common Symptoms: Chronic cough, fever, night sweats,
and weight loss (or failure to gain weight appropriately
during pregnancy) .

eChallenges: Fatigue and shortness of breath, hallmark
signs of TB, are frequently dismissed as standard pregnancy
discomforts.

e Extrapulmonary Signs: If TB 1s outside the 1lungs,
patients may present with enlarged lymph nodes or neurological
symptoms.

4. Diagnosis

Farly detection is critical to prevent adverse maternal
and fetal outcomes.

e Screening: The Tuberculin Skin Test (TST) or
Interferon-Gamma Release Assays (IGRAS) are safe and
effective for screening during pregnancy.

e Imaging: Chest X-rays are safe during pregnancy when
performed with abdominal lead shielding. The radiation dose
to the fetus is negligible.
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eMicrobiology: Sputum smear microscopy, Nucleic Acid
Amplification Tests (NAAT/GeneXpert), and cultures remain the
gold standard for confirming active disease.

5. Treatment

The risk of untreated TB to the mother and fetus far
outweighs the risks of the medications used to treat it.

First-Line Regimen

The standard 6-to-9-month regimen is used:

eInitial Phase (2 months): Isoniazid (H), Rifampin (R),
and Ethambutol (E). Pyrazinamide (Z) is also recommended by
the WHO for use in pregnancy.

e Continuation Phase (4-7 months): Isoniazid and Rifampin.

Key Considerations

e Pyridoxine (Vitamin B6): All pregnant women taking
Isoniazid must receive Vitamin B6 supplementation (25-50 mg
daily) to prevent peripheral neuropathy in both the mother
and the fetus.

eDrug Safety: Most first-line TB drugs do not have
teratogenic effects. However, streptomycin and other
aminoglycosides should be avoided due to the risk of
congenital deafness in the infant.

6. Maternal and Fetal Outcomes

If left untreated, TB in pregnancy carries severe risks
for both mother and child.

Maternal Risks:

e Increased risk of pre-eclampsia and gestational
hypertension.

e Increased <risk of maternal death and postpartum
hemorrhage.

e Progression to more severe forms of the disease.

Fetal/Neonatal Risks:

e Spontaneous Abortion: Increased risk of miscarriage in
early pregnancy.

e Prematurity and Low Birth Weight: Higher rates of
preterm delivery.

e Congenital TB: Though rare, the fetus can be infected
through the wumbilical wvein or by aspiration of infected
amniotic fluid.

e Perinatal Mortality: Significantly higher risk of
stillbirth or neonatal death.

7. Breastfeeding and Postpartum Care

e Breastfeeding: Women on first-line TB treatment should
be encouraged to breastfeed. The concentration of drugs in
breast milk is too low to be toxic to the infant.
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e Infant Prophylaxis: Infants Dborn to mothers with
infectious pulmonary TB should be screened. If the infant
does not have active TB, they are typically started on
Isoniazid Preventive Therapy (IPT) and the BCG vaccine 1is
delayed until the course is completed.
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