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Recent Advances in Drug Susceptible Pulmonary Tuberculosis
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The most important thing for the management of drug susceptible pulmonary tuberculosis is to diagnose active pulmonary tuber-
culosis as soon as possible and prevent the occurrence of new patients through appropriate treatment. Therefore, it should be a prior-
ity to quickly detect tuberculosis mycobacterium and quickly exclude drug-resistant tuberculosis before treatment begins. To this
end, recent guidelines recommend the general use of Mycobacterium tuberculosis (MTB) polymerase chain reaction (PCR) tests,
Xpert MTB/RIF tests, and rapid sensitivity tests through line probe assay (LPA). In addition, if the results of the test are positive, it
is important to establish an in-hospital reporting system so that rapid reporting can be made. The treatment principle for drug sus-
ceptible pulmonary tuberculosis is 2 months of initial intensive phase (isoniazid, rifampin, ethambutol, pyrazinamide) followed by
4 months of maintenance phase (isoniazid, rifampin). Despite global efforts to shorten the duration of the treatment, the treatment of
drug susceptible pulmonary tuberculosis has not changed for more than 35 years, and problems such as increased side effects and
reduced drug adherence are serious obstacles to tuberculosis management. Therefore, efforts have been steadily made to shorten the
treatment period through the combination of new drugs worldwide, and after many failures, they are finally paying off. A recently
published Study 31/A5349 study found that 4 months short-term regimen using rifapentine (RPT) and moxifloxacin (MFX) demon-
strated non-inferiority in existing standard regimen, as the result, a revision of World Health Organization guidelines is scheduled
that 4 months short-term regimen using RPT and MFX may be an alternative. However, it is unlikely that RPT/MFX 4 months
short-term regimen will be applied immediately in Korea because the use of RPT is currently limited in Korea due to the high fre-
quency of side effects. (Korean J Med 2021;96:390-399)
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Figure 1. Landmarks in pulmonary tuberculosis therapy. INH, isoniazid; PAS, para-aminosalicylic acid; SM, streptomycin; EMB,

ethambutol; RIF, rifampicin; PZA, pyrazinamide; H, isoniazid; R, rifampicin; Z, pyrazinamide; E, ethambutol; P, rifapentine; M,

moxifloxacin.
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Table 1. Preferred drug regimens for microbiologically confirmed pulmonary tuberculosis caused by drug-susceptible organisms

Intensive Phase Continuation Phase

Regimen  Drugs Interval Drugs Interval Comments Recommendation

2 months 4 months
1 INH Daily INH Daily 2HRZE/4HR remains the recommended regimen Strong
2 RIF Dail RIF 3 times FDC tablets is recommended over separate drug Conditional

y P
PZA weekly formulations.
3 EMB 3 times 3 times The use of thrice-weekly dosing is not recommended
weekly weekly in both the intensive and continuation phases of
therapy.

2 months 2 months

4 4-months fluoroquinolone-containing regimens Should not be used Strong

Adopted from World Health Organization [26].

INH, isoniazid; RIF, rifampicin; EMB, ethambutol; PZA, pyrazinamide; H, isoniazid; R, rifampicin; Z, pyrazinamide; E, ethambutol;

FDC, fixed dose combination.
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A H(minimal disease)S 7H1 fEAfo) A= 471E A =27F
671 E= A=l FHAA = AS BoAFUTH36]. Al
vl 7P VARS8l FQE R 4711 ©718R2 20173
WHO A=A oA ARgsiA= oF Hle Aapos daEg]
o} SHARE Z 2 2021 59 NEIMo|| A2 F-2H9] b=
A7 = o] WHO H=A]3 o) ks oflarskit. Study
31/A5349 A= Tzt F2XHH2HREZ/A4HR)0] 4] RIFS RPT
(1,200 mg, once-daily)= thA|5le] 2719 A= & T 271¢
A A &E v}zl RPT(2HPZE2HP)} RIFE RPTE tj 4|5}
3L EMBE MFX 400 mgo & thAlste] 2701 5 2| =t 27)1
92 A &E7HA] MFXE 848t RPT/MFXH2HPZM/2HPM) ©.
2 el Al 25 Blasiein AR F= 671 - 13} 7P
T A= A, A AR, SEEERE 23ske o RPT
ANMe HESEE USIHA HE3FA 2 RPT/MFXEol A=
H] 570l UFSEATH3T). wh2hA o] I+te] AE vigte.
2 202149 69 WHOo| A RPT/MFX 474 ©7]| Qo st
rapid communications FrEFIH O AU Yo RPT/MFX
N T718ro] 71 B2 2|79 titte] E 4 lthk= WHO
A=A ] 7ol @A o|arel “defolci(Table 2).

RPT+= rifamycin #]5-2] oF== RIFe} A A= FAF
shohal e A Qo vig7|7F Aol 3 13] F-80] 753t
oFAoltt. o]# 3t AH o F RPTE FEAS 7oA &7

we mx

N

AT A3 oF HEGRES
INH/RIF 3 H(mid)o) B])5ko] =9k 1H92.9% vs. 86.7%,
p = 0.036), F21-g-2] WIE(53] S S5 19.0%, o2

(¢}
z
)
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o
W
=
i
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2FA| 2 1.8%)7F INH/RPT 7HE @ jof| A @ A5 A 2Hels]
O|(75.2% vs. 56.7%, p < 0.001) AT7} ZehE|oT). webA
A ol A= RPTY AR E7Hs3E AEfolth38].

flet ol FQE AHERE Ao+ But ofyel A g
gy 1859 rifamycing ARESHA AloFS AME-5HA
A= 7] GHA7IE= A GA ZEI IE39].
12 U7} RIFASHORT A& RIF 600 mg 670% X2
(2HREZ/4HR)®} RIF 1,200 mg (2HREZ/2HR| 200 mg), RIF 1,800 mg
(2HREZ/2HR 300 mg) >-2 THAI5}o] & 47H%7J A &msto] Al
& WmIlE Aolt E e ATRE ARe A7
Wl multi-arm, multi-stage (MAMS) A4S =15
TRUNCATE-TB @177} 9l o] 7= oFAle] 47} AlehA
olxt, A3 Fhe] 47} weke B7lo] ve) Ao e
A2lg AAslelo] QU AT 4T 7RsAE ol 98 Al
& A WS ARE31YcE TRUNCATE-TB ¢t Arml 2
RIF 10 mgkg?l ¥ 6702 x| 2(HREZ4HR)S} Am2 2
Z|H}o]| RIF 35 mgkg O 2 &55F + linezolidE T7}(2HR35ZEL1),
Am3 2 =AY o] RIF 35 mgkg® 2 53F + clofazimine2
27K 2HR35ZEC), Armd = EZ 2ol EMB thA] linezolid©}
levofloxacing 37H2HPZLiLe), Arm52 FZF*%of RIF
Al linezolid®} bedaquiline2 3=7H2HZELiB)3}= 502 ¢
T2 Aol 24 T1Ee R F7E AL
ATl A FEF wIE Wolx| B 2L EAHo 2y
& FUstn tx2a s 4ol Hol 2o B BAE
%zla}% wlom @A) A7t A ol

= 370l oAl AWML 13} oA, okl
73?143— A epe Amate 7|2 QA Holuf g
28w opl 3 AE TR o B AR 4 Qe
PAN-TB regimen©]| tjgt 7= &3t 1 o2 Simplici
TB AE AmlE ¥ 67§19 X 2(HREZ4HR)E o2
o2 Am2e A e e R HF A =77)d=
bedaquiline 200 mg, protomanid, MFX, PZA (2B200PaMZ)&
2703 ARGk A A m7]= B2 AR R St
bedaquilineS- 100 mg 2.2 ZFEH2B100PaMZ)5}o] 2707t A
aoto] T N A matoln, Amd= AW 23S i
o8 HYF A"7]= Arm2o} FU(2B200PaMZ)SkaL 4] A
2715 Am29] 27 LoA 47E2 AZKH4B100PaMZ)A] A
Z 6711 A=, ofFA Al Fo= o] T At} 2]614
Foltk I Hfol ofg] Aol A= 7 TS Sl 13
ol AUTH39].

A, 27] 3

Z =

wh2 A Weks A Asle] X zo] vl 1 A
O] A== 35Ut 2 W3} glo] HAIE 1AL 67 dolehe=
2 Aw A7 ol g RS Foh 9 HegE 7t
2 5o) BAS} ol AA5H] I B teelo] Qo] Hck
AR A A3 A= A HS 22O S A0la, T
3l BE $kxjol| AEZA Q] ‘one-size-fits-all’ 671€ EZF X

lo

2E2H 7o oAz Badt AR I Ardes AL
stk 11 Al Bt A= 7S R gEAAR

© ofg A7 iR AR Sopztoy o Wiy
Study 31/A5349 151 A3} RPT9} MFXZ A3 47014 7]
Qo] 71E 44 67 aroll A5t gt Zlo] gelE o]
<A Woll RFT/MEX 4711 @718 /0] 7]& #& 279
tjeto] = 4= glth= WHO &A% 0] o] @A o i
“Jefolch. SHAIRE RPT7} 422 u154 Ao Qlsf AA
el A ARgo] AgHAQl ko g SufollA] RPT/MFX
Nd 7|8 Ro] vie AEE7|s ofHE Aor Ktk

S ol oA 4 was; Ak A=
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