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Tuberculosis (TB), caused by Mycobacterium tu-
berculosis, remains a major global health threat. 

The World Health Organization (WHO) European 
Region reported 172,300 TB cases and 22,500 deaths 
in 2023 (1,2). Migrants from high-incidence countries 
are disproportionately affected by TB (3). Pregnancy 
further increases vulnerability because of immuno-
logic changes and healthcare barriers (4). Early iden-
tification of M. tuberculosis infection during preg-
nancy could represent an opportunity for prevention; 
however, evidence on the balance between potential 
benefits and risks remains limited (5). Current WHO 
recommendations restrict TB preventive treatment 
(TPT) during pregnancy to persons living with HIV 
and are largely derived from high-burden settings, 
which have limited applicability to migrant popula-
tions in Europe (6). Although drugs included in TPT 
regimens are used for treating TB during pregnancy, 
safety data remain limited (6). Given those gaps, we 
queried clinicians in Europe on M. tuberculosis infec-
tion screening and preventive practices for pregnant 
migrant women. 

We disseminated an online query during March 4–
May 31, 2025 (Appendix 1, https://wwwnc.cdc.gov/
EID/article/32/3/25-1775-App1.pdf; Appendix 2, 
https://wwwnc.cdc.gov/EID/article/32/3/25-1775- 
App2.pdf), to gather information on M. tuberculosis 
infection screening and management practices for 
pregnant migrants in Europe. The query was endorsed 
by the European Society of Clinical Microbiology and 
Infectious Diseases Study Group for Infections in Trav-
elers and Migrants and Study Group for Mycobacterial 
Infections. We descriptively summarized responses.

A total of 101 professionals responded, 74.3% 
(75/101) of whom were infectious diseases special-
ists, and most worked in hospitals. Participants rep-
resented 20 different countries, most within the WHO 
European Region (Appendix 1 Table). Only 27.7% 
(28/101) reported routinely offering M. tuberculosis 
infection screening to pregnant migrants, but 36.6% 1These first authors contributed equally to this article.

Pregnant migrant women face increased tuberculosis 
vulnerability. We queried clinicians in Europe on Myco-
bacterium tuberculosis infection screening and man-
agement among pregnant migrants. Fewer than half 
reported routinely performing screening, and diagnostic 
and preventive practices varied widely. Those responses 
highlight substantial heterogeneity and uncertainty in 
current M. tuberculosis infection screening practices.



(37/101) reported screening migrants who had specif-
ic risk factors, such as HIV infection, recent (<5 years) 
arrival from high-incidence countries, immunosup-
pression, or close contact with a TB case (Table). 

Among screening tools, of participants who re-
ported screening pregnant migrants for M. tuberculo-
sis infection, 82.6% (57/69) reported using interferon-γ 
release assays (IGRAs), and 27.5% (19/69) used chest 
radiographs. Tuberculin skin testing was less com-
monly adopted, serving as the main diagnostic tool 
for only 24.6% (17/69). To diagnose M. tuberculosis in-
fection, 60.9% (42/69) of respondents reported using 
a sequential diagnostic approach in which positive 
tuberculin skin test or IGRA result was followed by 
chest radiograph to rule out TB disease among IGRA-
positive women. An additional 37.7% (26/69) used a 
similar approach but relied on clinical assessment in-
stead of imaging to exclude TB disease. 

Approaches to TPT during pregnancy varied 
widely among respondents; 30.4% (21/69) reported 
routinely offering TPT to all pregnant migrants with 
diagnosed M. tuberculosis infection, 40.6% (28/69) did 
so only under specific conditions, and 23.2% (16/69) 
postponed treatment until after delivery. When TPT 
was initiated during pregnancy, most respondents 
started therapy as soon as M. tuberculosis infection 
diagnosis was made, regardless of fetal gestational 

age. The most common regimens were isoniazid plus 
rifampin or isoniazid monotherapy.

Participants reported barriers to M. tuberculo-
sis infection screening and treatment in pregnant 
migrants; 53.6% (37/69) identified challenges in 
performing screening and 62.7% (42/67) reported 
difficulties in prescribing or ensuring adherence to 
TPT (Table). The most common reported barriers to 
screening included concerns about radiation expo-
sure from chest radiographs, unclear protocols, and 
uncertainty about timing for safely administering 
chest radiographs during pregnancy. Additional is-
sues for both screening and treatment included pa-
tient adherence, limited resources, and lack of clear 
guidelines (Table).

Regarding TPT, respondents reported the main 
difficulties were patient-related, such as language 
and cultural barriers and fears about gestational risks 
and side effects. Among healthcare provider–related 
concerns, reported difficulties included uncertainty 
about which stage of pregnancy is considered safe 
for starting TPT and lack of training. Participants 
also noted healthcare system challenges, such as frag-
mented follow-up pathways and limited availability 
of dedicated services. Estimated TPT adherence rates 
varied, and only one third of respondents estimated 
high (>80%) adherence.
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Table. Risk factors and barriers reported by respondents to a network query into TB screening and management among pregnant 
migrants, Europe, 2025* 
Risk factor or barrier No. (%) respondents 
Risk factors considered when screening offered during pregnancy, n = 37†  
 Recent TB contact 34 (91.9) 
 HIV infection 34 (91.9) 
 Immunosuppression 31 (83.8) 
 Recent migration, <5 y 22 (59.4) 
 Homelessness 12 (32.4) 
 Diabetes 7 (18.9) 
 Malnutrition 6 (16.2) 
Risk factors considered when TB preventive treatment offered during pregnancy, n = 31†  
 HIV infection 30 (96.8) 
 Recent TB contact 27 (87.1) 
 Immunosuppression 22 (71) 
 Recent migration, <5 y 11 (35.5) 
 Diabetes 7 (22.6) 
 Malnutrition 7 (22.6) 
 Homelessness 5 (16.1) 
Perceived barriers to TB infection screening, n = 37†  
 Chest radiograph issues‡ 28 (75.7) 
 Patient adherence 11 (29.7) 
 Financial or healthcare system barriers 10 (27) 
 Guideline gaps 8 (21.6) 
Perceived barriers to TB preventive treatment, n = 42†  
 Patient-related factors 33 (78.6) 
 Healthcare provider–related factors 20 (47.6) 
 Guideline or policy gaps 16 (38.1) 
 Healthcare system barriers 12 (28.6) 
*TB, tuberculosis. 
†Multiple responses were permitted. 
‡Includes concerns regarding radiation exposure, which trimester radiographs can safely be administered, and patient acceptance of chest radiography 
during pregnancy. 

 



Slightly more than one third (35.7%, 35/98) of re-
spondents reported following specific guidelines for 
M. tuberculosis infection screening in pregnant wom-
en, predominantly international guidelines (6–8) and, 
to a lesser extent, national guidelines (9,10). How-
ever, only 23.2% (23/99) considered the available 
guidelines adequate. Guideline limitations included 
a lack of evidence specific to pregnancy, insufficient 
guidance on when and how to screen and treat preg-
nant women, and inconsistent national recommen-
dations. Respondents noted training gaps, and one 
third of participants had received no specific training 
on M. tuberculosis infection screening and treatment. 
Respondents emphasized the need for additional re-
sources, particularly standardized protocols, train-
ing, better access to guidelines, and the involvement 
of cultural mediators.

In this query among clinicians in Europe, respon-
dents reported substantial heterogeneity in M. tuber-
culosis infection screening and TPT practices for preg-
nant migrants. Screening was most often restricted to 
women with specific risk factors, and diagnostic and 
preventive approaches varied widely across settings. 
Given the convenience sampling approach and the 
open-link dissemination strategy (response rates not 
assessable), the patterns described here should not be 
interpreted as representative of all settings in Europe. 
However, the responses to our query underscore ar-
eas of clinician uncertainty regarding M. tuberculosis 
infection screening and treatment in pregnant wom-
en that warrant further investigation, training, and 
guidelines.
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