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Definitions WHO 2025

Drug-resistant TB (DR-TB): TB disease caused by a strain of Mycobacterium tuberculosis complex that is resistant
to any TB medicines.

Drug-susceptible TB (DS-TB): A bacteriologically confirmed or clinically diagnosed case of TB without evidence of
infection with strains resistant to rifampicin and isoniazid.

Rifampicin-resistant TB (RR-TB): TB disease caused by a strain of M. tuberculosis complex that is resistant to
rifampicin. These strains may be susceptible or resistant to isoniazid (i.e. multidrug-resistant TB [MDR-TB]), or
resistant to other first-line or second-line TB medicines.

Multidrug-resistant TB (MDR-TB): TB disease caused by a strain of M. tuberculosis complex that is resistant to
rifampicin and isoniazid.

Pre-extensively drug-resistant TB (pre-XDR-TB): TB disease caused by a strain of M. tuberculosis complex that is
resistant to rifampicin (and may also be resistant to isoniazid), and that is also resistant to at least one
fluoroquinolone (either levofloxacin or moxifloxacin).

Extensively drug-resistant TB (XDR-TB): TB disease caused by a strain of M. tuberculosis complex that is resistant
to rifampicin (and may also be resistant to isoniazid), and that is also resistant to at least one
fluoroquinolone (levofloxacin or moxifloxacin) and to at least one other “Group A” drug (bedaquiline or
linezolid).



Abbreviations

B - bedaquiline

C - clofazimine

Cs - cycloserine

D - delamanid

E - ethambutol
Eto - etionamide
H - isoniazid

Hh - isoniazid high
dose

L - linezolid

Lfx - levofloxacin
M - moxifloxacin
Pa - pretomanid
P - rifapentine

R - rifampicin

Z - pyrazinamide



New MDR regimens
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| WHO summary recommendations on drug-resistant TB treatment*

1. Treatment of drug-resistant TB using 6-month regimens

1.1 The 6-month bedaquiline, pretomanid, linezolid and moxifloxacin (BPaLM) regimen

for MDR/RR-TB and pre-XDR-TB WHO suggests BPaLM rather than 9-month or longer (18-month)
regimens in MDR /RR-TB patients (Conditional recommendation, very low certainty of evidence)

1.2 The 6-month bedaquiline, delamanid, linezolid, levofloxacin and clofazimine (BDLLfxC) regimen
(BEAT TB)

WHO suggests the use of a 6-month treatment regimen BDLLfxC in MDR/RR-TB patients with or without
fluoroquinolone resistance. (Conditional recommendation, very low certainty of evidence)

Health warning — just updated Sept 2026 (7@ World Health
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WHO summary recommendations on drug-resistant TB treatment ii

2. Treatment of drug-resistant TB using 2-month regimens

2.1 The 9-month all-oral regimen for MDR/RR-TB

WHO suggests the use of the 9-month all-oral regimen rather than longer (18-month) regimens in
patients with MDR/RR-TB and in whom resistance to fluoroquinolones has been excluded. (Conditional
recommendation, very low certainty of evidence)

2.2 The modified 9-month all-oral regimens for MDR/RR-TB (END TB regimes)

WHO suggests using the 9-month all-oral regimens (BLMZ, BLLfxCZ and BDLLfxZ) over recommended
longer (>18 months) regimens in patients with MDR/RR-TB and in whom resistance to fluoroquinolones
has been excluded

- BLMZ > BLLfxCZ > BDLLfxZ
(Conditional recommendation, very low certainty of evidence)

2.3 WHO suggests against using 9-month DCLLfxZ or DCMZ regimens compared with currently
recommended longer (>18 months) regimens in patients with fluoroquinolone-susceptible MDR /RR-TB.

(Conditional recommendation, very low certainty of evidence) &{/{ \g World Health
v o o
g@ﬁg Organization



MDR/RR longer regimens WHO 2025

3.1 All three Group A agents and at least
one Group B agent should be included to
ensure that treatment starts with at least
four TB agents likely to be effective, and
that at least three agents are included for
the rest of the treatment if bedagquiline is
stopped.

If only one or two Group A agents are used,
both Group B agents are to be included.

If the regimen cannot be composed with
agents from Groups A and B alone, Group C
agents are added to complete it.

(Conditional recommendation, very low
certainty of evidence)

gf@‘g World Health
s Organization

Table 3.1. Grouping of medicines recommended for use in longer MDR-TB

regimens®

Groups and steps Medicine Abbreviation

Group A Levofloxacin or Lfx

Include all three medicines moxifloxacin M fx
Bedaquiline™ Bdqg
Linezolid® Lzd

Group B: Clofazimine Cfz

Add one or both medicines Cycloserine or Co
terizidone Trd

Group C: Ethambutol E

Add to cmr‘r‘.ple_tr_:_ th re_gir‘r‘.r:n Delamanid® Ol

and when medicines from

Groups Aand Bcannot be used  pyrazinamide’ 7
Imipenem—cilastatin or Ipm—Cln
meropenem-? Mpm
Armikacin Arm
(or streptomycin) (%)
Ethionamide or Eto
prothionamide Pta
P-aminosalicylic acid PAS




SO Implementing shorter all-oral treatment
Noasib s durations for multidrug-resistant
Research ..

tuberculosis in the UK: from concept

to application

Aneeka Chavda ,1 Mark Giln::hrist,‘E’3 Toby Capstick ,"' Christabelle Chen,5
Onn Min Kon @ %7

Chavda A, et al. BMJ Open Respiratory Research. 2026 Apr 2;13(1):e003861.
doi:10.1136/bmijresp-2025-003861



Table 2 UK approsch to support regimen salection
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PRE XDR TB — ?WHAT REGIMES

Bedaquiline, delamanid, linezolid, and clofazimine for @"}@ @
rifampicin-resistant and fluoroquinolone-resistant
tuberculosis (endTB-Q): an open-label, multicentre, stratified,

=end TB-Q trial non-inferiority, randomised, controlled, phase 3 trial

O 2= Study'{::h:q:::::asellinndimemntl
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— ::nt'o { larnirted) )
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alongside other recommended regimens,
for people with pre-XDR tuberculosis
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Figure 3: Kaplan-Meier plat of time to relapse (from treatment completion) by baseline extent of tuberculosis disease in the mITT population
Dbservations cersored at the tirme of post- trestment end of follow-up [marly study discontinuation, death, or end oof Frallenas- up). Baseline diseaus pxtent (limited
disenie was defined by a negative or scanty smear for M tuberculosis irmspective of cavitation or smear 1+ in the abience of cavitation and extersive disease was

defirsd bry smear 2+ ar 3+ ireipectie of cavitation ar imear 1= in the presence of cavitation). BOLC =besdacquilire, delarmanid, linezolid, amd chofazimine.
mITT=madifed intention-to-treat.

Updated WHO guidelines 2026 Lancet Respir Med 2025; 13: 80920
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WHO REVISION SEPT 2026: .

B1. TREATMENT OF DRUG-RESISTANT TB USING 6-MONTH REGIMENS

B1.1

WHO suggests the use of a 6-month treatment regimen composed of bedaquiline, pretomanid, linezolid and moxifloxacin
(BPaLM) rather than the 9-month or longer (18-month) regimens in MDR/RR-TB patients (UPDATED). (Conditionall
recommendation, very low certainty of evidence)

B1.1Ta WHO suggests the use of a 6-month regimen composed of bedaquiline, pretomanid and linezolid (BPal) in patients
with non-severe pulmonary pre-XDR-TB (see remarks) rather than the BPalLC regimen (NEW).

(Conditional recommendation, very low certainty of evidence)

B1.1b WHO suggests the use of a 6-month regimen composed of bedaquiline, pretomanid, linezolid and clofazimine
(BPalLC) in patients with severe pulmonary pre-XDR-TB (see remarks) rather than the BPal regimen (NEW). (Conditional
recommendation, very low certainty of evidence)




gf@‘g World Health
WHO REVISION SEPT 2026: ¥ Organization
B1.2 THE 6-MONTH BEDAQUILINE, DELAMANID,

LINEZOLID, LEVOFLOXACIN AND CLOFAZIMINE (BDLLFX/C) REGIMEN

B1.2 WHO suggests the use of a 6-month treatment regimen composed of bedaquiline, delamanid, linezolid, levofloxacin
and clofazimine (BDLLfx/C) in MDR/RR-TB patients with or without fluoroquinolone resistance (UPDATED). (Conditional
recommendation, very low certainty of evidence)

B1.2a WHO suggests the use of a 6-month BDLC regimen in patients with non-severe pulmonary pre-XDR-TB (see remarks)
over the currently recommended longer (18 months or longer) regimens (NEW).

(Conditional recommendation, very low certainty of evidence)

B1.2b WHO suggests against using the 6-month BDLC regimen in patients with severe pulmonary pre-XDR-TB (see remarks)
compared to the currently recommended longer regimens (18 months or longer) (NEW).

(Conditional recommendation, very low certainty of evidence)



WHO RAPID COMMUNICATION
13 FEB 2024

TB preventive treatment for contacts of MDR-TB
WHO has recommended TPT for contacts of MDR/RR-TB since 2017.

This recommendation was conditional, based on evidence of very low certainty and is not
specific to use of any particular drug regimen.

Its implementation has thus been poor.

A regimen of 6 months of levofloxacin should now be used as TPT for contacts of MDR/RR-
TB in light of new evidence from two well-conducted randomized controlled trials in South
Africa and Viet Nam supporting the use of levofloxacin of this regimen in people of all ages

UKHSA TB Contact Tracing is available online
Tuberculosis (TB) contact tracing guidance - GOV.UK

{ Y, World Health

https://www.gov.uk/government/publications/tuberculosis-tb- N Organization

contact-tracing-guidance
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