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Abstract
Purpose of review Tuberculous meningitis (TBM) is the most severe form of tuberculosis. Inadequate diagnostic testing and 
treatment regimens adapted from pulmonary tuberculosis without consideration of the unique nature of TBM are among 
the potential drivers. This review focuses on the progress being made in relation to both diagnosis and treatment of TBM, 
emphasizing promising future directions.
Recent findings The molecular assay GeneXpert MTB/Rif Ultra has improved sensitivity but has inadequate negative pre-
dictive value to “rule-out” TBM. Evaluations of tests focused on the host response and bacterial components are ongoing. 
Clinical trials are in progress to explore the roles of rifampin, fluoroquinolones, linezolid, and adjunctive aspirin.
Summary Though diagnosis has improved, novel modalities are being explored to improve the rapid diagnosis of TBM. 
Multiple ongoing clinical trials may change current therapies for TBM in the near future.
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Introduction

Tuberculosis (TB) meningitis is the most severe form of TB 
with an estimated 164,000 cases among adults in 2019 [1••]. 
In an estimate including undiagnosed cases, mortality was 
up to 70% among people living with HIV (PLWH) and up to 
40% in people without HIV [1••]. If only cases that actually 

received treatment were included, mortality was still 60% 
in PLWH and 18% in people without HIV [1••]. Further, 
among survivors, neurological disability is common, esti-
mated as up to ~30% in one systematic review [2•].

Two major contributors to poor outcomes in TBM are 
1) diagnosis remains difficult and diagnostic tests imperfect 
and 2) even if the diagnosis is made rapidly and accurately, 
TBM treatment regimens have largely been adapted (with 
little change) from pulmonary TB regimens. It is unclear if 
regimens designed for pulmonary TB are actually the best 
regimens to treat TB meningitis. This review will consider 
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both issues in depth summarizing the current state of 
affairs, recent innovations, and future directions that may 
lead to improved outcomes.

TBM Prevention

Ideally, given the poor outcomes, TBM would be pre-
vented. In order to prevent TBM once an individual is 
infected with TB, recognition of TB prior to its spread to 
the central nervous system (CNS) would need to occur. 
Screening for TB involves a thorough evaluation of the 
patient and a diagnostic test such as tuberculin skin 
test or interferon-gamma release assay (IGRA) [3, 4]. 
Screening for TB in PLWH poses extra challenges due to 
increased rates of false-negative tests and increased rates 
of extrapulmonary TB among PLWH compared to people 
without HIV and in those with more advanced immune 
suppression among PLWH [5–7].

A thorough discussion of screening and/or early diag-
nosis of TB is out of the scope of this review but may 
include symptom screening, chest radiography, C-reactive 
protein, and/or rapid diagnostic tests such as Xpert MTB/
Rif (Xpert, Cepheid, Sunnyvale, CA, USA) in sputum or 
lipoarabinomannan (LAM) testing of the urine (Deter-
mine TB LAM antigen (AlereLAM), Abbott, Chicago, 
USA) [3, 8–10]. Ultimately, our limited understanding of 
the pathophysiology of TBM and inadequately sensitive 
diagnostic tests mean that true prevention of TBM is not a 
realistic systemic strategy. Thus, our efforts currently are 
best focused on improving delays in the presentation and 
diagnosis.

Diagnosis of TB Meningitis

A uniform case definition for TBM diagnosis was created 
in 2010 to allow comparison of disease states between 
research studies (Fig. 1) [11]. The uniform case definition 
classifies patients as “definite,” “probable,” “possible,” 
and “not TBM” based on a composite score of clinical 
findings, CSF findings, neuroimaging, evidence of TB 
outside the brain, and exclusion of alternative diagnosis 
[11]. However, the uniform case definition lacks specific-
ity and was designed for research, not patient care. Thus, 
the criteria are meant to be quite broad (depending on 
the inclusivity of the categories used) and may lead to 
inappropriate use of potentially toxic TBM therapy and 
missed alternative diagnoses. At the same time, delayed 
or missed diagnoses of TBM occur due to the inadequate 
sensitivity of available diagnostic tests [11, 12]. Table 1 
outlines the performance and limitations of commonly 
used or promising diagnostic tests as well as some that 
are often discussed but not routinely used.

CSF Analysis

Persons with TBM generally have CSF lymphocyte-
predominant pleocytosis (CSF white blood cell count: 
10–1000 cells/μL), increased CSF protein > 45 mg/dL, 
and CSF:blood glucose ratio < 0.5 or CSF glucose < 2.2 
mmol/L, and/or high CSF lactate [13, 14]. Of these, glu-
cose measurement best predicts microbiologically con-
firmed TBM in some studies [15]. Importantly, none of 
these tests are specific for TBM and cases frequently occur 
with test values outside of the ranges above [14].

Fig. 1  TBM uniform case 
definition
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Microbiological Tests

Visualization of CSF acid-fast bacilli (AFB) by smear micros-
copy is the cheapest and most widely used rapid diagnostic 
test for TB; however, microscopy has poor sensitivity in most 
settings (8%, 95% CI, 3–21% in one systematic review and 
meta-analysis) and as such is not reliable for the diagnosis of 
TBM [16]. In many settings, this is the only test available, but 
if more sensitive tests are available, they are preferred.

Mycobacterial culture has traditionally been considered the 
gold standard for the diagnosis of TBM, but turnaround time is 
too slow for clinical action in most cases (2–8 weeks depending 
on media type) [12, 17]. Yet, sensitivity is still much greater 
than AFB smear, 50–60%, allowing for confirmation of putative 
diagnoses in some cases [12]. Further, M. tuberculosis (M.tb) 
culture is important for phenotypic drug susceptibility testing 
(DST), as well as epidemiologic and sequencing-based studies.

Molecular Tests

Nucleic acid amplification tests have significantly changed 
the landscape of TBM diagnosis, where available. While 

many centers have developed “in-house” polymerase chain 
reaction (PCR) tests, commercially available PCR tests exist 
although cost and laboratory expertise often limits imple-
mentation [14, 18]. Similarly, while loop-mediated isother-
mal amplification (LAMP) is appealing as it is isothermal, 
does not require electricity, and is highly sensitive (88–96%) 
against culture; LAMP requires primer design which is often 
limiting in most centers without appropriate laboratory 
expertise in test design (e.g., it is not ready to use “off the 
shelf” as is Xpert) [14, 18–20].

The greatest improvement has been the development of 
Xpert and subsequently GeneXpert MTB/Rif Ultra (Xpert 
Ultra). Both Xpert and Xpert Ultra are cartridge-based molec-
ular tests with run-times < 2 h and sensitivities equivalent to 
(Xpert) or greater than (Xpert Ultra) Mtb culture [14]. Xpert 
was initially developed using only the rpoB gene to detect TB 
itself and gene mutations related to rifampin resistance. Xpert 
Ultra was developed using additional DNA probes (IS1081 
and IS6110) and a larger PCR reaction chamber to improve 
its lower limit of detection (16 CFU/mL for Xpert Ultra versus 
113 CFU/mL for Xpert) [21]. Xpert Ultra was initially studied 
in Uganda using samples of cryopreserved CSF and showed 

Table 1  Performance of commonly used, promising, or often discussed but not routinely used tests for TB meningitis in adults

*All sensitivity and specificity values are approximate, based on current literature with the understanding that variability occurs between studies 
and with local disease prevalence. aThough these studies report 100% specificity, clearly there is potential for other mycobacteria to falsely cause 
positive results. AFB acid-fast bacilli, IGRA  interferon-gamma release assay, LAM lipoarabinomannan, NAAT  nucleic acid amplification test

CSF test Sensitivity* Specificity* Time to results Limitations References

Frequently used diagnostic tests
  AFB smear 8–34% 100%a Hours Poor sensitivity in most settings [16, 120]
  Culture 32–61% 100% 2–6 weeks Slow, lab infrastructure, costly, inad-

equate NPV
[22, 120, 121]

  ALERE LAM 22–33% 94–96% Minutes Sensitivity, intra-operative variability, 
inadequate NPV

[31, 32]

  Traditional NAAT 24–87 98–100% Hours/days Cost, lab infrastructure, many “in-
house” tests, variable study design 
and targets, stringent operational 
conditions, technical expertise

[122]

  Xpert 40–85% 97–100% Hours Cost, inadequate NPV, variable study 
design and performance

[22, 23, 51, 121, 123, 124]

  Xpert Ultra 47–95% 100% Hours Cost, inadequate NPV variable study 
design and performance

[22, 23, 51, 121]

  TrueNat 78–86% 100% < 1 hour Cost, requires technical expertise, 
results require confirmation

[27]

Commonly discussed tests not commonly used
  Adenosine deaminase 79–91% 86–91% Days Cost, lab infrastructure, false positives, 

study heterogeneity, variable test 
performance

[36, 125, 126]

  IGRA 77–79% 91–95% Days Cost, lab infrastructure, false positives, 
indeterminate results, varied study 
designs and cut-points

[35, 127]

Promising tests not yet available
  Fujifilm SILVAMP TB LAM 52–74% 98% 1 hour Cost, intra-operative variability, inad-

equate NPV
[34••]
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95% sensitivity against definite TBM and 70% against prob-
able or definite TBM [22]. These findings have largely been 
confirmed. In a 2021 Cochrane systematic review, the pooled 
sensitivity and specificity of Xpert Ultra against culture were 
89.4% (95% Cl, 79.1–95.6%) and 91.2% (95% Cl, 83.2 to 
95.7). The Xpert pooled sensitivity and specificity against 
culture were 71.1% (95% Cl, 62.8 to 79.1) and 96.9% (95% 
Cl, 95.4 to 98.0) [23]. Notably, performance can be improved 
through centrifugation of CSF [24]. In our opinion, the speci-
ficity values in these studies are likely to be artificially low as 
they counted M.tb DNA from CSF in the absence of culture 
as “false positives,” whereas such results are much more likely 
to reflect true TBM infection. This effect is more pronounced 
for Xpert Ultra given its lower limit of detection. Importantly, 
neither Xpert nor Xpert Ultra has adequate negative predictive 
value to “rule-out” TBM [25, 26].

Truenat MTB Plus (Molbio, Verna, India) is a near-care 
molecular test that provides rapid and accurate results. Among 
76 persons with definite TBM, 32 with probable TBM and 
40 non-TBM controls, Truenat MTB Plus found sensitivity of 
78.7% compared to 67.6% with Xpert Ultra. If only definite 
TBM cases were compared, Xpert Ultra had 96% sensitiv-
ity versus 85.5% for Truenat MTB plus [27]. Both modalities 
detected cases; the other missed. While promising, there is 
only one published study of this technology for TBM to date 
[27]. Additionally, Truenat MTB Plus requires technical exper-
tise for sample preparation and DNA extraction although the 
assay is stable at high temperatures and is battery-operated, 
ideal for settings where the electrical supply may be unreliable.

Metagenomic next-generation sequencing (mNGS) has 
the potential to detect not only M.tb, but also other poten-
tial pathogens that may mimic TBM in an unbiased fashion. 
One study showed sensitivity of 50.8% versus definite or 
probable TBM [28•]. Interestingly, if probable cases with 
alternative pathogens detected by mNGS were reclassified 
as not TBM, sensitivity increased only to 54.2%, although 
in those three cases, finding that alternative pathogen would 
have been significant [28•].

The use of CRISPR-mediated detection of circulating 
M.tb cell-free DNA (CRISPR-MTB) provides additional 
potential for diagnosis. One 2019 study of this technology 
used on CSF found 73% sensitivity among 26 cases deemed 
TB meningitis by a non-standard clinical definition versus 
54% for Xpert and 23% for culture [29]. Whether these 
results can be replicated in other studies and populations 
using standard definitions needs to be determined.

Lipoarabinomannan (LAM) Antigen Tests

The AlereLAM test is commonly used on urine to diagnose 
TB in people with advanced HIV [30]. This test is attrac-
tive as a diagnostic test for TBM as it is a rapid lateral flow 

test that does not require significant expertise or a stable 
electrical supply. Yet, AlereLAM performance on CSF to 
diagnose TBM is poor. In 2019, an antemortem prospec-
tive cohort study in Uganda found a sensitivity of 24–33% 
(varied by reference standard); other centers have obtained 
similar results [31, 32].

The Fujifilm SILVAMP TB-LAM test (FujiLAM) is a 
novel urine test that has improved sensitivity in urine ver-
sus AlereLAM and uses novel LAM epitopes and silver 
amplification step [33]. Thus far, only one study has been 
performed in TBM using CSF samples [34••]. Among 34 
persons with definite TBM, 24 with probable TBM, and 43 
controls, sensitivity was 52% compared to 55% for Xpert 
Ultra [34••]. Both tests detected cases the other test did not; 
however, importantly, it is not clear if cases detected only 
by FujiLAM were true positives or false positives due to 
cross reactivity.

Host‑Derived Rests—Biomarkers, RNA Transcripts, 
and Antibody Tests

There has been interest in IGRA on CSF to diagnose TBM. 
A recent systematic review and meta-analysis found that 
among eight studies including 694 samples, sensitivity 
was 77% (95% CI, 56–90%) and specificity 91% (95% CI, 
85–95%) [35]. Sensitivity is clearly variable by study, and 
specificity remains too low such that results are unreliable. 
Further, use is limited by relatively high volumes of CSF 
required (4 mL), laboratory infrastructure, cost, and fre-
quency of indeterminate results.

Adenosine deaminase is another biomarker that has been 
studied on CSF for TBM with a recent meta-analysis of 43 
studies and over 5000 patients finding pooled sensitivity 
of 86% (95% CI, 86–91%) and specificity 89% (95% CI, 
86–91%) [36]. Limitations such as cost, laboratory infra-
structure, and inadequate specificity (particularly in PLWH) 
have limited its use, and significant heterogeneity in study 
design has made interpretation of study results difficult, 
despite significant numbers having been studied [14, 37].

There are clear differences in RNA transcripts seen 
between CSF samples from those with TBM and healthy 
controls. Importantly, RNA sequencing has also shown dif-
ferences between CSF collected from lumbar and ventricular 
CSF which would have implications were these transcript 
patterns to be used in the diagnosis of TBM. Whether this 
can lead to a diagnostic tool is so far unclear, but there has 
been promise in this area where a machine learning classi-
fier was used to harness RNA transcript data to explore this 
possibility [28•, 38].

CSF cytokines and chemokines have been of interest, 
particularly interferon gamma where one meta-analysis 
and systematic review found sensitivity of 86% (95% CI, 
76–92%) and specificity of 92% (95% CI, 82–96%) among 
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225 samples and four included studies [35]. Numerous 
CSF cytokines and chemokines have been found to be 
higher or lower in aggregate in TBM than comparators, 
but in general, this is an area where further research is 
needed to understand whether they might have a role as 
part of a diagnostic test schema [12, 39]. Additionally, 
while tryptophan metabolism processes and markers are 
of keen interest in TBM as prognostic markers and poten-
tial therapeutic targets, their potential as diagnostic tools 
is unclear [40]. Other immune biomarkers such as delta-
like 1 ligand, fetuin, and vitamin D binding protein have 
been evaluated for TBM but performance was poor [41]. 
Various antibodies such as anti-M37Ra, anti-antigen 5, 
or anti-M37Rv have also been evaluated, but despite high 
sensitivities in some studies, these are not used due to het-
erogeneity in performance and study design across studies 
and a lack of commercial assays [42].

Combination of Modalities

Ultimately, it may be that no single test gives adequate 
diagnostic accuracy for TBM. Combination approaches 
using either multiple different bacilli-focused targets (for 
example molecular plus LAM) or molecular/microbiologi-
cal approaches added to host-based approaches may have 
the potential to improve performance [12, 14, 32]. For 
instance, Siddiqi and colleagues combined Xpert, CSF 
AlereLAM, CSF glucose, and CSF protein for an area 
under the receiver operator curve of 0.90 [32]. Ramachan-
dran and colleagues combined their machine learning clas-
sifier from RNA sequencing data with mNGS data for 89% 
(8/9) sensitivity and 87% (65/75) specificity. These studies 
are hypothesis driving; each approach needs further study 
and new tests need to be considered, but the ultimate best 
diagnostic scenario may be a combination approach.

Imaging

Traditional imaging modalities like chest radiography and 
abdominal sonography are used to look for evidence of 
TB outside the brain as highlighted in the uniform case 
definition [11]. Neuroimaging may provide additional 
information although availability remains a major barrier 
and many settings where TB meningitis is common, par-
ticularly for magnetic resonance imaging (MRI).

Brain computer tomography (CT) may show infarctions, 
hydrocephalus, tuberculomas, and/or basal exudates. In 
combination, these are suggestive of TBM although chil-
dren commonly also have normal CT studies, and none of 
these findings were present in > 40% of initial CT imaging 
among 209 cases of CNS TB [43, 44]. Similarly, among 

452 initial brain MRI examinations in persons with CNS 
TB, basal meningeal enhancement, hydrocephalus, tuber-
culoma, and infarction were each commonly seen, but 
none of these in more than 41% [44].

TBM Testing by HIV Serostatus

Diagnosis of TBM can be more challenging in PLWH, 
especially for those with advanced HIV. Several standard 
tests for TB diagnosis, including tuberculin skin tests and 
interferon-gamma release assays, as well as basic CSF 
analysis and culture, may perform worse in PLWH [6, 45, 
46]. For instance, while lymphocytic pleocytosis is typi-
cal (and seen regardless of HIV status in some studies), 
Thwaites and colleagues found lower CSF WBC among 
PLWH compared to people without HIV (median 152 × 
 103 cells/L vs 356 ×  103 cells/mL [47]. Similarly, CSF 
protein may be lower in PLWH than in people without 
HIV [48]. The theme in considering basic CSF studies is 
that, in general, “classic” CSF findings are less frequent in 
those with HIV than those without. For instance, only 64% 
of PLWH with culture-confirmed TBM had typical CSF 
findings in one study [49] and basic CSF studies within 
normal ranges occur [45]. Yet, other adjunctive tests such 
as urine AlereLAM for TB diagnosis are most helpful in 
advanced HIV (50). Further, in one study, whether or not 
basic CSF testing, AFB smear, in-house PCR, or Xpert in 
CSF performed better in those with or without HIV was 
unclear although culture did perform better in those with-
out HIV [46]. Another study found better performance of 
Xpert and Xpert Ultra in PLWH than people without HIV 
on CSF for TBM diagnosis [51]. Ultimately, population, 
host, and microbe factors may make broad distinctions 
based on HIV status of unclear utility.

Diagnosis of Pediatric TBM

Pediatric-specific diagnostic test performance data exists for 
some tests, but publications are, in general, less common. A 
2022 study found 50% (2/4) sensitivity and 91% (130/143) 
specificity in 149 children tested with Xpert Ultra and 18% 
(3/17) sensitivity with 99% (174/175) specificity among 192 
children tested with Xpert using definite, probable or pos-
sible TBM as a composite reference standard [52]. Impor-
tantly, definite TBM in this study was only culture-positive, 
and cases positive only by Xpert or Xpert Ultra were con-
sidered falsely positive, and so its possible that specificity is 
artificially low, particularly for Xpert Ultra. This is the only 
study of Xpert Ultra in children published to date. There 
have also been studies investigating CSF immune biomark-
ers in children. One such study found an AUC of 0.89 with a 
combination of vascular endothelial growth factor-A, IFNg, 
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and myeloperoxidase [53]. Further validation in pediatric 
populations is needed, and it seems unlikely these findings 
could be applied to adults unless validated in that population 
as well given differences in the adult and pediatric immune 
responses.

Treatment of Tuberculosis Meningitis

Current First‑Line and Alternative Treatment 
Options

Early initiation of anti-tuberculosis treatment in patients 
for whom there is clinical suspicion of TBM is essential 
as a definitive microbiological diagnosis remains difficult 
and delayed treatment is strongly associated with poor 
outcomes [54]. No data support altering the choice or 
duration of anti-tuberculosis therapy for PLWH, although 
special considerations must be made in light of drug-
drug interactions between antiretrovirals and TB drugs 
[55–57].

The optimal drug regimen and duration of treatment for 
TBM are not well defined as chemotherapy is based largely 
on expert opinion, observational studies, and extrapolation 
of data for the treatment of pulmonary TB [55, 58, 59]. 
The earliest drug used for the treatment of TBM, strepto-
mycin, was associated with poor survival and high resist-
ance rates—improved to some degree with the addition 
of para-amino salicylic acid [58, 60]. Patient outcomes 
further improved with the introduction of isoniazid, a drug 
with potent bactericidal activity, a more favorable toxic-
ity profile and excellent CNS penetration [58, 61]. Subse-
quently, rifampin and pyrazinamide—both with sterilizing 
activity—were added [55, 58, 61–64].

The WHO recommends a combination of isoniazid, 
rifampin, pyrazinamide, and ethambutol as first-line treat-
ment of TBM during the 2-month intensive phase of ther-
apy, followed by isoniazid and rifampin for an additional 
7 to 10 months [65•]. In some settings, streptomycin is 
used in place of ethambutol, though both demonstrate lim-
ited CSF penetration, and streptomycin is poorly tolerated, 
contraindicated in pregnancy, and has a high potential for 
resistance [59, 61]. Some centers advocate for ethiona-
mide instead of ethambutol owing to its favorable safety 
profile and with good CSF penetration in both healthy and 
inflamed meninges [59].

Patients with multi-drug-resistant TBM, defined as 
resistance to at least isoniazid and rifampin, are at high 
risk for treatment failure and death [59, 62]. The choice of 
second-line drugs is informed by probable drug suscepti-
bility and CSF penetration, and so moxifloxacin, levofloxa-
cin, and linezolid are attractive options [59, 66]. Further 

description of potential alternative strategies, including 
agents active in drug-resistant TBM are discussed below.

Improving TBM Antibacterial Treatment

There are two broad therapeutic strategies to improve out-
comes in TBM: enhanced bacterial killing through inten-
sified antibiotic therapy and more targeted host-directed 
approaches to reduce inflammation. Enhanced bacterial 
killing may be achieved by optimizing the use of exist-
ing drugs (e.g., at higher doses), repurposing agents with 
activity against M.tb, and using new drugs and treatment 
combinations. Regardless of the therapeutic strategy, the 
central consideration for the selection of TBM regimens is 
drug potency, which requires both in vitro bactericidal and 
sterilizing activity and attainment of efficacious exposures 
at the site of infection. Complex factors influence drug 
concentrations at the site of disease in TBM, including 
properties of the drug (e.g., lipophilicity), extent of plasma 
and CSF protein binding, influence of blood-brain barrier 
transporters, blood-brain barrier integrity, and dynamic 
inflammation of CNS structures. Besides potency, the 
introduction of new regimens in TBM will depend on clin-
ical efficacy and safety profiles, plus propensity for phar-
macokinetic drug-drug interactions. These characteristics 
are known for several existing and new anti-tuberculosis 
drugs and can be used to prioritize agents for evaluation 
in novel TBM regimens (Table 2).

Although effective regimens for pulmonary TB may 
not translate into clinical effectiveness in TBM, one way 
to approach regimen design is to apply principles for drug 
selection described above to promising combinations being 
evaluated for treatment shortening in pulmonary TB. Three 
broad strategies are currently being pursued for pulmonary 
TB: optimized dose rifamycin-based regimens, bedaquiline-
based regimens, and fluoroquinolone-containing regimens.

All current rifamycin-based treatment shortening regimens 
for pulmonary TB contain both isoniazid and pyrazinamide, 
with the addition of either linezolid, a nitroimidazole, or clofa-
zimine. Several trials of high-dose rifampin-isoniazid regimens 
are either completed or underway for TBM [67–70]. Isoniazid 
may have a critical role in TBM given the observation that 
isoniazid exposures were associated with survival and that the 
addition of a fluoroquinolone was protective among patients 
with isoniazid monoresistance in a large clinical trial [71–73]. 
Optimized pyrazinamide dosing may also enhance bacterial 
killing because of synergy with rifampin and isoniazid, action 
on extracellular bacteria (including in caseum), and excellent 
CNS exposure in animal models [74]. The nitroimidazoles—
delamanid and pretomanid—have potent early bactericidal 
activity and may also achieve therapeutic concentrations in 
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the CNS, making them attractive agents for evaluation in TBM 
regimens [75–78]. Clofazimine is a cationic amphiphilic (pos-
sesses both hydrophilic and hydrophobic elements) drug with 
extensive distribution and tissue accumulation and is likely to 
equilibrate rapidly into lipid-rich brain tissue [79]. Clofazi-
mine has been measured at low concentrations in the CNS in 
a murine experiment but was undetectable in CSF from five 
patients with TBM [80–83•].

Can rifamycin-free regimens be contemplated for 
TBM? Bedaquiline-based regimens being evaluated for 
pulmonary TB contain companion drugs (including iso-
niazid, pyrazinamide, nitroimidazoles, and linezolid) with 
excellent anti-TB activity and may have favorable pharma-
cokinetics characteristics for use in TBM. Other obser-
vations suggest that rifampin may not be an ideal drug 
for TBM. First, rifampin may not achieve adequate site 

of disease concentrations at current doses, and although 
higher doses lead to higher CSF concentrations, this has 
not yet conclusively led to survival benefit, though clinical 
trials are ongoing. Second, drug-drug interactions with 
rifamycins are problematic and often treatment-limiting, 
including with bedaquiline and novel diarylquinolines. 
Third, rifampin-resistant TBM is under-recognized and 
severe, and a rifamycin-free regimen would address this. 
Finally, rifamycin-free regimens perform better—in terms 
of cure and bactericidal activity—in mouse models for 
pulmonary TB, a tantalizing prospect for TBM where 
early bacterial killing is thought to be critical. The core 
drug in these regimens, bedaquiline, has pharmacological 
characteristics suggesting a high likelihood of distribution 
into the CNS, and despite high protein binding, it has been 
detected in CSF from patients with TB [84, 85].

Table 2  Characteristics of registered anti-tuberculosis drugs for use in TBM

Anti-
TB 
activity

Clinical 
efficacy in 
TBM

Site of 
disease 
exposure

Safety/tolerability Drug-drug 
interactions

RIF (high dose) +++ +++ +++ +++ ++

INH ++ +++ +++ ++ -

Linezolid ++ ++ +++ ++ -

FQs +++ ++ +++ +++ -

PZA ++ ? +++ ++ -

Delamanid/Pa ++ + +++ +++ +-

Bedaquiline +++ + ++ +++ ++

Clofazimine + + + ++ -

Ethionamide + ++ ++ - -

Cycloserine/TRD + NA ++ - (neurotoxic) -

Ethambutol + - - ++ -

Aminoglycosides ++ - - - -

Darker shade, more favorable characteristics overall. Ranking of drugs for each category. Anti-tuberculosis activity: +++, potent bactericidal 
sterilizing activity in vitro and in vivo; ++, moderate mainly related to EBA; +, weak activity at tolerable doses. Clinical efficacy in TBM: 
+++, benefit in randomized controlled trials; ++, benefit in non-randomized studies; +, benefit in case reports; -, no clinical benefit demon-
strated; NA, not assessed. Site of disease exposure: +++, potentially therapeutic concentrations in brain parenchyma from animal models and/
or non-invasive human studies; ++, detectable concentrations in brain parenchyma or CSF but possibly below therapeutic thresholds or only at 
toxic doses; +, detectable at very low concentrations; -, undetectable. Safety/tolerability: +++, well tolerated at optimized doses with low toxic-
ity potential; ++, generally well tolerated but may have treatment-limiting AEs; -, poorly tolerated and frequent treatment-limiting AEs. DDIs: 
+++, high potential, treatment limiting, perpetrator; +, victim of DDIs; -, no clinically relevant DDIs, DDI: drug-drug interactions
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 Corticosteroids in TBM

The mortality and morbidity observed in TBM are due to 
an inflammatory process set off by the M.tb in the CNS and 
resultant dysregulated host immune response [86]. Corticos-
teroids have a significant role in immune modulation [87].

The breakdown of mycobacteria in the subarachnoid 
space triggers the production of inflammatory cytokines, 
blood-brain barrier disruption, leaking of proteins, and 
buildup of inflammatory exudate. The injury that results 
from this pathological cascade leads to common compli-
cations of TBM such as vasculitis-induced infarcts and 
obstructive hydrocephalus. Corticosteroids reduce inflam-
mation by inhibiting the synthesis of inflammatory cytokines 
and stabilizing the blood-brain barrier [88]. Adjunctive cor-
ticosteroids have been shown to reduce death by ~40% but 
not disability in TBM overall [88, 89]. The survival benefit 
of glucocorticoids in HIV-TBM co-infection, however, is 
less certain, and results from a randomized controlled trial 
investigating this question were recently published and did 
not show a benefit from corticosteroids [90••].

Other Host‑Directed Therapies

Cerebral infarctions are common in TBM and associated 
with higher mortality [91, 92]. Aspirin, a widely avail-
able and inexpensive drug, prevents stroke at low doses 
(75–150 mg/day) through inhibition of thromboxane-A2 
and prevention of platelet aggregation [93]. At high doses 
(> 600 mg/day), aspirin exhibits anti-inflammatory prop-
erties through inhibition of pro-inflammatory cytokines 
including TNF-alpha [94]. Although there have been stud-
ies evaluating aspirin at doses ranging from 75 to 1000 mg 
with variable designs and sizes, it remains unclear whether 
there is a benefit from aspirin in TBM and further studies 
are ongoing [95–99].

Other host-directed immunomodulatory therapies, includ-
ing thalidomide, TNF-alpha inhibitors, and interleukin-1 
receptor antagonists, are used with increasing frequency 
in select patients with TBM who demonstrate an immune-
mediated paradoxical response that is refractory to corticos-
teroids or to tapering of corticosteroids [95, 100–103]. Most 
of these cases are described in individuals without HIV co-
infection, although a similar host-directed approach has been 
used in PLWH with TBM immune reconstitution inflamma-
tory syndrome (IRIS) [104, 105].

Antiretroviral Therapy in TBM

There is overwhelming evidence that ART initiation has 
reduced mortality in PLWH and TB, in studies that include 
persons with TBM [106]. Yet, among 253 Vietnamese 

adults with HIV and TBM, there were more grade 4 adverse 
events among HIV/TBM patients who were initiated on 
ART within 1 week of antitubercular treatment compared 
to patients whose initiation ART was deferred to 8 weeks 
[107]. Second, delaying ART initiation among a South Afri-
can HIV cohort with microbiologically confirmed TBM was 
associated with reduced TBM-IRIS [108]. The results of 
these studies informed the WHO recommendation to defer 
ART initiation to 8 weeks after TBM treatment initiation 
among patients with HIV/TBM co-infection [109].

Unfortunately, other CNS infections are great mimickers 
of TBM, so in the absence of microbiological confirmation, 
it is difficult to distinguish TBM from other non-cryptococ-
cal (ART is also delayed in cryptococcal meningitis) causes 
of meningitis. Ramachandran and colleagues found 17 dif-
ferent pathogens in CSF of HIV patients who had previ-
ously been classified as suspected [28•]. This finding poses 
a challenge to the current clinical practice where lifesaving 
ART is withheld from PLWH with suspected TBM, with 
no confirmation of mycobacterial infection in the CNS, and 
severe immunosuppression until ART is initiated at week 8. 
The risk of progression of an alternative opportunistic infec-
tion needs to be considered in the context of delaying ART 
against the risk of TBM-IRIS—both results can portend 
poor outcomes. Ultimately, this conundrum highlights the 
need for rapid, accurate diagnostic tests for TBM in PLWH.

Drug‑Drug Interactions

When ART is used in those with TBM, a number of drug-
drug interactions must be considered. Rifampin is a strong 
cytochrome P450 (CYP3A4) inducer; hence, caution must 
be taken regarding the choice of ART regimen administered 
[57]. Doubling the dose of dolutegravir is currently recom-
mended when co-administered with rifampin, although 
recent data found virological outcomes at 6 months to be 
equal in those given single dose or double dose dolutegra-
vir during TB treatment, and so dose doubling may not be 
necessary [110, 111]. Co-administration of rifampin with 
protease inhibitors is not advised given the significant drop 
in serum concentrations of the protease inhibitor even with 
a ritonavir boosting regimen hence the potential for low 
therapeutic effect and development of resistance [57]. Dou-
ble dosing of the protease inhibitor has been used where 
no other options exist but is poorly tolerated. Concomitant 
treatment of rifampin induces metabolism of nevirapine but 
less so for efavirenz [112].

Treatment of Pediatric TBM

The current WHO recommendation is for isoniazid, pyrazi-
namide, rifampin, and ethambutol for 12 months. However, 
informed by a systematic review, WHO recently listed 6 
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(HIV negative) or 9 (PLWH) months total with higher doses 
of isoniazid, rifampin, and pyrazinamide and substituting 
ethionamide for ethambutol as alternative durations [113, 
114]. As in adults, there are recent and ongoing trials hoping 

to find more effective and less toxic treatment regimens. 
TBM-KIDS, an open-label, phase 2, randomized clinical 
trial which enrolled 37 children in India and Malawi was 
recently published [115]. All participants received isoniazid 

Table 3  Major ongoing and recently completed TBM clinical trials

R rifampin, H isoniazid, Z pyrazinamide, E ethambutol, LZD linezolid, Lfx levofloxacin, wks weeks
*Unless otherwise indicated corticosteroids are given to all as recommended by WHO and control regimens are WHO-recommended R 10 mg/
kg, H 5 mg/kg, Z 30 mg/kg, E 20 mg/kg 2 months, followed by RH for 7–10 months

Name Phase/design N Countries Antimicrobial interventions Host-directed interventions* Start–end

Ongoing
  INTENSE
  NCT04145258

III
Factorial

768
(192 / arm)

Cote d’Ivoire
Madagascar
Uganda
South Africa

1. R 35 mg/kg for 8 weeks 
+ LZD 1200 mg for 4 wks 
then 600 mg for 4 wks + 
standard H, Z, E dosing for 
8 wks, standard continua-
tion phase.

2. WHO standard regimen

1. Aspirin 100 mg every 
other day for 8 wks

2. Placebo for 8 wks

2020–2023

  HARVEST
  ISRCTN15668391

III
Parallel

500 Uganda
South Africa
Indonesia

1. R 35 mg/kg for 8 weeks, 
standard H, Z, E for 8 wks, 
standard continuation phase

2. WHO standard regimen

Nil 2021–2024

  ALTER
  NCT04021121

II
Factorial

60
(15 / arm)

Uganda 1. R 10 mg/kg
2. R 10 mg/kg + LZD 1200 

mg 4 wks
3. R 35 mg/kg
4. R 35 mg/kg + LZD 1200 

mg 4 wks
All with standard continua-

tion phase

Nil 2021–2023

  SIMPLE
  NCT03537495

II
Parallel

36 Indonesia 1. R 35 mg/kg
2. R 35 mg/kg + LZD 600 

mg 2 wks
3. R 35 mg/kg + LZD 1200 

mg 2 wks
All with standard continua-

tion phase

Nil 2021–2023

  LAST ACT 
  NCT03100786

III
Parallel

640 Vietnam
HIV-negative only

Nil 1. LTA4H TT-genotype: 
dexamethasone

2. CC or CT genotype: pla-
cebo or dexamethasone

2018–2022

  SURE
  ISRCTN4089906

III
Factorial

400 Vietnam
Uganda
India
Zambia
Zimbabwe
Children, 29 days–15 years

1.WHO standard regimen
2. R 30 mg/kg + H 20 mg/kg 

+Z 40 mg/kg + Lfx 20 mg/
kg for 6 months

1. Aspirin 20 mg/kg for 8 
wks

2. Placebo for 8 wks

Completed
  ACT HIV
  NCT03092817

III
Parallel

520 Vietnam
Indonesia
HIV-positive only

Nil 1.Dexamethasone
2. Placebo

2017–2022

  LASER-TBM
  NCT03927313

IIb
parallel

100 South Africa 1. R 10 mg/kg
2. R 35 mg/kg + LZD 1200 

mg 4 wks then 600 mg 
4 wks

1. Aspirin 1000 mg 6 wks 
added to half of the intensi-
fied arm

2019–2021

  RifT
  ISRCTN42218549

II 60 Uganda 1.R 10 mg/kg
2. R 35 mg/kg
3. R 20 mg/kg intravenous

Nil 2019–2020

  ReDEFINe
  NCT02169882

II 60 Indonesia 1.R 450 mg
2. R 900 mg
3. R 1350 mg

Nil 2014–2017

  TBM-KIDS
  NCT02958709

II 37 India
Malawi
Children 6 months–12 years

1: R 30 mg/kg + E
2: R 30 mg/kg + Lfx
3: Standard WHO regimen

Nil 2017–2019
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and pyrazinamide and one of three regimens: 1)  high-
dose rifampicin (30 mg/kg) and ethambutol, 2) high-dose 
rifampicin plus levofloxacin, or 3) standard-dose rifampicin 
plus ethambutol. There were trends towards more adverse 
events but better neurological outcomes in the high-dose 
rifampicin arms, but a larger trial is needed.

Therapeutics—Areas of Uncertainty and Ongoing 
Trials

A series of phase II trials in Indonesia evaluated the pharma
cokinetics:pharmacodynamics (PK:PD) and safety of higher 
doses of rifampicin administered intravenously and orally 
[116, 117]. In Uganda, a phase II open-label randomized 
controlled trial (ISRCTN42218549) assessed the safety and 
pharmacokinetics of high-dose rifampin (given orally at 35 
mg/kg/day or intravenously at 20 mg/kg/day) in comparison 
to the standard of care anti-TB medications in PLWH. In the 
standard of care arm, around a third had undetectable rifampin 
concentrations. The per oral arm taking rifampin at 35 mg/kg/
day achieved the high CSF total exposure, with all participants 
having rifampin above the minimum inhibitory concentration 
[68•]. This 35 mg/kg dose is now being investigated in a phase 
3 multi-site study (HARVEST, ISRCTN15668391) [67].

In a retrospective cohort study, Feng et al. demonstrated 
that TBM patients who had baseline Medical Research Coun-
cil (MRC) grade 2/3 and received adjunctive linezolid (a drug 
initially only used in treatment of multi-drug-resistant TB) 
achieved improvement in their consciousness faster within 
the first 4 weeks, quicker fever resolution, faster improve-
ment in the CSF:serum glucose ratio, and faster reduction 
in CSF inflammation [118]. More studies have now been 
designed to evaluate the pharmacokinetics and pharmaco-
dynamics of adjunctive linezolid. Adjunctive linezolid for 
treatment of TBM (ALTER study) is a phase II randomized 
open-label trial having three intervention arms through the 
first 4 weeks: arm 1 receiving adjunctive linezolid (1200 mg/
day) plus high-dose rifampin (35 mg/kg/day); arm 2 receiv-
ing adjunctive linezolid (1200 mg/day) plus standard of care 
TB medications; arm 3 receiving only high-dose rifampin 
(35 mg/kg/day), with all these groups receiving standard dos-
ing of isoniazid, pyrazinamide, and ethambutol. The com-
parative arm for this study is being the standard of care [69]. 
The primary goals of the study are to assess tolerability and 
pharmacokinetics of linezolid, the association with grade >3 
adverse events at 4 weeks, and to look at functional status at 
4, 12, and 24 weeks (NCT04021121).

The ongoing intensified trial (INTENSE) trial is a 
phase 3 randomized controlled trial assessing both the 
role of adjunctive linezolid, high-dose rifampin and aspi-
rin 200 mg in the first 8 weeks for treatment of TBM 
(NCT04145258). The ongoing short intensive treatment 

for children with TBM (SURE) trial is a randomized 
controlled trial investigating the use of higher doses of 
rifampin (30 mg/kg vs 15 mg/kg), isoniazid (20 mg/kg), 
and pyrazinamide (40 mg/kg) in combination with levo-
floxacin (20 mg/kg) [119]. This trial also included a second 
randomization versus placebo for aspirin. Table 3 summa-
rizes major ongoing and recently completed studies.

Summary

TBM remains a deadly disease, but one where real pro-
gress has been made in recent years. Diagnosis has 
improved dramatically in locations where rapid molecular 
assays like Xpert Ultra are available. Yet, affordability and 
infrastructure requirements limit implementation. Thus, in 
many lower-income settings, AFB smear is the only test 
available and so many cases go undiagnosed. A number of 
promising tests are being considered, including FujiLAM 
as an additive test. For these tests to meet their promise, 
affordability and accessibility will be key.

There are also a number of promising areas related to 
treatment that have the potential to improve outcomes in 
the near future. Host-directed therapies clearly have a 
major role in TBM in general, but to truly harness their 
power, we need to better understand which populations 
benefit (or not), and to consider alternatives (or additions) 
to corticosteroids. In the coming years, we will gain a bet-
ter understanding of what, if any, roles high-dose rifampin, 
delamanid, pretomanid, bedaquiline, linezolid, fluoroqui-
nolones, clofazimine, and other agents might have as part 
of combination regimens for TBM. The good news is that 
many of these agents are now actively being studied.

There is sufficient momentum and research effort cur-
rently that one can reasonably hope that TBM might be 
rapidly and accurately diagnosed in the next decade in most 
settings, and that the regimens started after a prompt diag-
nosis will be more tailored to CNS tuberculosis, with better 
outcomes. For that to occur, current efforts will need to be 
maintained or improved, but the progress thus far is clear.

Funding NCB receives funding from the National Institutes of Health, 
National Institute of Neurological Disorders and Stroke (K23 NS110470) 
and National Institute of Allergy and Infectious Diseases (R01 AI170158). 
SW is supported by the National Institutes of Health (K43TW011421 
and U01AI170426) and the Wellcome Trust through core funding 
from the Wellcome Centre for Infectious Diseases Research in Africa 
(203135/Z/16/Z). FVC is an NIHR Academic Clinical Lecturer. For the 
purpose of Open Access, SW has applied a CC BY public copyright 
license to any Author Accepted Manuscript version arising from this sub-
mission. DRB receives funding from the National Institutes of Health, 
National Institute of Allergy and Infectious Diseases (R01 AI162786).



389Current HIV/AIDS Reports (2023) 20:379–393 

1 3

Declarations 

Conflict of Interest Dr. Bahr declares grant funding from the NIH. Dr. 
Bahr also declares that his institution received funds for his role as a PI in 
an unrelated trial from Karyopharm Therapeutics. Dr. Boulware declares 
grant funding from NIH. Dr. Chow, Dr. Gakuru, Dr. Cresswell, Dr. Was-
serman, Dr. Kagimu, Dr. Kasozi, Dr. Kumuda, Mr. Leon, Dr. Mugabi, Dr. 
Maombwe, and Dr. Rutakingirwa declare no conflict of interest.

Human and Animal Rights and Informed Consent This article does not 
contain any studies with human or animal subjects performed by any 
of the authors.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

Papers of particular interest, published recently, have 
been highlighted as:  
• Of importance  
•• Of major importance

 1.•• Dodd PJ, Osman M, Cresswell FV, Stadelman AM, Lan 
NH, Thuong NTT, et  al. The global burden of tuberculous 
meningitis in adults: a modelling study. PLOS Glob Public 
Health. 2021;1(12):e0000069. PMCID: PMC10021871. Epub 
20211208. The most complete estimation of the global burden 
of TBM to date.

 2.• Stadelman AM, Ellis J, Samuels THA, Mutengesa E, Dobbin 
J, Ssebambulidde K, et al. Treatment outcomes in adult tuber-
culous meningitis: a systematic review and meta-analysis. 
Open Forum Infect Dis. 2020 Aug;7(8):ofaa257. PMCID: 
PMC7423296. Epub 20200630. The most complete estima-
tion of TBM outcomes in impacted populations to date.

 3. Dhana A, Hamada Y, Kengne AP, Kerkhoff AD, Rangaka MX, 
Kredo T, et al. Tuberculosis screening among HIV-positive 
inpatients: a systematic review and individual participant data 
meta-analysis. Lancet HIV. 2022 Apr;9(4):e233-e41. PMCID: 
PMC8964502. Epub 20220323.

 4. de Lima Corvino DF, Shrestha S, Kosmin AR. Tuberculosis 
Screening. StatPearls. Treasure Island (FL) 2023.

 5. Berenguer J, Moreno S, Laguna F, Vicente T, Adrados M, 
Ortega A, et al. Tuberculous meningitis in patients infected with 
the human immunodeficiency virus. N Engl J Med 1992 Mar 
5;326(10):668-72. Epub 1992/03/05.

 6. Cattamanchi A, Smith R, Steingart KR, Metcalfe JZ, Date A, 
Coleman C, et al. Interferon-gamma release assays for the diag-
nosis of latent tuberculosis infection in HIV-infected individu-
als: a systematic review and meta-analysis. Journal of acquired 

immune deficiency syndromes. 2011 Mar 1;56(3):230-8. 
PMCID: PMC3383328.

 7. Geremew D, Melku M, Endalamaw A, Woldu B, Fasil A, Negash 
M, et al. Tuberculosis and its association with CD4(+) T cell 
count among adult HIV positive patients in Ethiopian settings: 
a systematic review and meta-analysis. BMC infectious diseases. 
2020 May 7;20(1):325. PMCID: PMC7204319. Epub 20200507.

 8. Date A, Modi S. TB screening among people living with HIV/
AIDS in resource-limited settings. J Acquir Immune Defic 
Syndr. 2015 Apr 15;68(Suppl 3):S270–3.

 9. Gupta-Wright A, Corbett EL, van Oosterhout JJ, Wilson D, 
Grint D, Alufandika-Moyo M, et al. Rapid urine-based screen-
ing for tuberculosis in HIV-positive patients admitted to hos-
pital in Africa (STAMP): a pragmatic, multicentre, parallel-
group, double-blind, randomised controlled trial. Lancet. 2018 
Jul 28;392(10144):292-301. PMCID: PMC6078909. Epub 
20180720.

 10. Organization WH. WHO consolidated guidelines on tuberculo-
sis: module 2: screening: systematic screening for tuberculosis 
disease: World Health Organization,; 2021 [Available from: 
https:// www. who. int/ publi catio ns/i/ item/ 97892 40022 676.

 11. Marais S, Thwaites G, Schoeman JF, Torok ME, Misra UK, 
Prasad K, et al. Tuberculous meningitis: a uniform case defini-
tion for use in clinical research. The Lancet infectious diseases. 
2010 Nov;10(11):803-12. Epub 20100906.

 12. Bahr NC, Meintjes G, Boulware DR. Inadequate diagnostics: 
the case to move beyond the bacilli for detection of meningi-
tis due to Mycobacterium tuberculosis. J Med Microbiol. 2019 
May;68(5):755-60. PMCID: PMC7176281. Epub 20190417.

 13. Nuwagira E, Huppler Hullsiek K, Jjunju S, Rutakingirwa 
M, Kasibante J, Tadeo KK, et al. Diagnostic and prognostic 
value of cerebrospinal fluid lactate and glucose in HIV-asso-
ciated tuberculosis meningitis. Microbiol Spectr. 2022 Aug 
31;10(4):e0161822. PMCID: PMC9430741. Epub 20220621.

 14. Ssebambulidde K, Gakuru J, Ellis J, Cresswell FV, Bahr NC. 
Improving technology to diagnose tuberculous meningitis: 
are we there yet? Front Neurol. 2022;13:892224. PMCID: 
PMC9195574. Epub 20220530.

 15. Thwaites GE, Chau TT, Stepniewska K, Phu NH, Chuong 
LV, Sinh DX, et al. Diagnosis of adult tuberculous meningi-
tis by use of clinical and laboratory features. Lancet. 2002 Oct 
26;360(9342):1287-92. Epub 2002/11/05.

 16. Stadelman AM, Ssebambulidde K, Buller A, Tugume L, 
Yuquimpo K, Bakker CJ, et al. Cerebrospinal fluid AFB smear 
in adults with tuberculous meningitis: a systematic review and 
diagnostic test accuracy meta-analysis. Tuberculosis (Edinb). 
2022 Jul;135:102230. PMCID: PMC9378497. Epub 20220624.

 17. Wilkinson RJ, Rohlwink U, Misra UK, van Crevel R, Mai NTH, 
Dooley KE, et al. Tuberculous meningitis. Nat Rev Neurol. 2017 
Oct;13(10):581-98. Epub 20170908.

 18. Patel VB, Connolly C, Singh R, Lenders L, Matinyenya B, 
Theron G, et al. Comparison of amplicor and GeneXpert MTB/
RIF tests for diagnosis of tuberculous meningitis. Journal of 
clinical microbiology. 2014 Oct;52(10):3777-80. PMCID: 
PMC4187777. Epub 20140723.

 19. Nagdev KJ, Kashyap RS, Parida MM, Kapgate RC, Purohit HJ, 
Taori GM, Daginawala HF. Loop-mediated isothermal amplifi-
cation for rapid and reliable diagnosis of tuberculous meningi-
tis. Journal of clinical microbiology. 2011 May;49(5):1861-5. 
PMCID: PMC3122663. Epub 20110316.

 20. Modi M, Sharma K, Sharma M, Sharma A, Sharma N, Sharma 
S, et al. Multitargeted loop-mediated isothermal amplification 
for rapid diagnosis of tuberculous meningitis. Intl J Tuberculosis 
Lung Disease Official J Intl Union Tuberculosis Lung Disease. 
2016 May;20(5):625–30.

http://creativecommons.org/licenses/by/4.0/
https://www.who.int/publications/i/item/9789240022676


390 Current HIV/AIDS Reports (2023) 20:379–393

1 3

 21. Chakravorty S, Simmons AM, Rowneki M, Parmar H, Cao Y, 
Ryan J, et al. The New Xpert MTB/RIF Ultra: Improving detec-
tion of Mycobacterium tuberculosis and resistance to rifampin 
in an assay suitable for point-of-care testing. mBio. 2017 Aug 
29;8(4). PMCID: PMC5574709. Epub 20170829.

 22. Bahr NC, Nuwagira E, Evans EE, Cresswell FV, Bystrom PV, 
Byamukama A, et al. Diagnostic accuracy of Xpert MTB/RIF 
Ultra for tuberculous meningitis in HIV-infected adults: a pro-
spective cohort study. The Lancet infectious diseases. 2018 
Jan;18(1):68-75. PMCID: PMC5739874. Epub 20170914.

 23. Kohli M, Schiller I, Dendukuri N, Yao M, Dheda K, Denkinger 
CM, et al. Xpert MTB/RIF Ultra and Xpert MTB/RIF assays for 
extrapulmonary tuberculosis and rifampicin resistance in adults. 
Cochrane Database Syst Rev. 2021 Jan 15;1(1):CD012768. 
PMCID: PMC8078545. Epub 20210115.

 24. Bahr NC, Tugume L, Rajasingham R, Kiggundu R, Williams 
DA, Morawski B, et al. Improved diagnostic sensitivity for 
tuberculous meningitis with Xpert((R)) MTB/RIF of centrifuged 
CSF. The international journal of tuberculosis and lung disease: 
the official journal of the International Union against Tuber-
culosis and Lung Disease. 2015 Oct;19(10):1209-15. PMCID: 
PMC4768484. Epub 2015/10/16.

 25. Donovan J, Cresswell FV, Thuong NTT, Boulware DR, Thwaites 
GE, Bahr NC, Tuberculous Meningitis International Research C. 
Xpert MTB/RIF Ultra for the diagnosis of tuberculous meningi-
tis: a small step forward. Clinical infectious diseases: an official 
publication of the Infectious Diseases Society of America. 2020 
Nov 5;71(8):2002-5. PMCID: PMC7643749. Epub 2020/06/17.

 26. Bahr NC, Marais S, Caws M, van Crevel R, Wilkinson RJ, Tyagi 
JS, et al. GeneXpert MTB/Rif to diagnose tuberculous meningi-
tis: perhaps the first test but not the last. Clinical infectious dis-
eases: an official publication of the Infectious Diseases Society 
of America. 2016 May 1;62(9):1133-5. PMCID: PMC4826457. 
Epub 20160310.

 27. Sharma K, Sharma M, Modi M, Singla N, Sharma A, Sharma A, 
et al. Comparative analysis of Truenat MTB Plus and Xpert((R)) 
Ultra in diagnosing tuberculous meningitis. Intl J Tuberculosis 
Lung Disease Official J Intl Union Tuberculosis Lung Disease. 
2021 Aug 1;25(8):626–31.

 28.• Ramachandran PS, Ramesh A, Creswell FV, Wapniarski A, 
Narendra R, Quinn CM, et al. Integrating central nervous sys-
tem metagenomics and host response for diagnosis of tuber-
culosis meningitis and its mimics. Nat Commun. 2022 Mar 
30;13(1):1675. PMCID: PMC8967864. Epub 20220330. Study 
integrating metagenomic next-generation sequencing and 
RNA sequencing data for the diagnosis of TBM.

 29. Ai JW, Zhou X, Xu T, Yang M, Chen Y, He GQ, et al. CRISPR-
based rapid and ultra-sensitive diagnostic test for Mycobacte-
rium tuberculosis. Emerg Microbes Infect. 2019;8(1):1361-9. 
PMCID: PMC6758691.

 30. Huerga H, Cossa L, Manhica I, Bastard M, Telnov A, Molfino 
L, Sanchez-Padilla E. Systematic, Point-of-Care Urine Lipoara-
binomannan (Alere TB-LAM) Assay for diagnosing tubercu-
losis in severely immunocompromised HIV-positive ambula-
tory patients. The American journal of tropical medicine and 
hygiene. 2020 Mar;102(3):562-6. PMCID: PMC7056443.

 31. Kwizera R, Cresswell FV, Mugumya G, Okirwoth M, Kagimu 
E, Bangdiwala AS, et al. Performance of Lipoarabinomannan 
Assay using cerebrospinal fluid for the diagnosis of tubercu-
lous meningitis among HIV patients. Wellcome Open Res. 
2019;4:123. PMCID: PMC6749932. Epub 20190930.

 32. Siddiqi OK, Birbeck GL, Ghebremichael M, Mubanga E, Love S, 
Buback C, et al. Prospective cohort study on Performance of Cer-
ebrospinal Fluid (CSF) Xpert MTB/RIF, CSF Lipoarabinoman-
nan (LAM) Lateral Flow Assay (LFA), and Urine LAM LFA 
for diagnosis of tuberculous meningitis in Zambia. Journal of 

clinical microbiology. 2019 Aug;57(8). PMCID: PMC6663887. 
Epub 20190726.

 33. Broger T, Sossen B, du Toit E, Kerkhoff AD, Schutz C, Ivanova 
Reipold E, et al. Novel lipoarabinomannan point-of-care tuber-
culosis test for people with HIV: a diagnostic accuracy study. 
The Lancet infectious diseases. 2019 Aug;19(8):852-61. 
PMCID: PMC6656794. Epub 20190530.

 34.•• Quinn CM, Kagimu E, Okirworth M, Bangdiwala AS, Mugumya 
G, Ramachandran PS, et al. Fujifilm SILVAMP TB LAM Assay 
on cerebrospinal fluid for the detection of tuberculous meningitis 
in adults with human immunodeficiency virus. Clinical infec-
tious diseases: an official publication of the Infectious Diseases 
Society of America. 2021 Nov 2;73(9):e3428-e34. PMCID: 
PMC8563225. Epub 2021/01/04. First and to do, only, study 
of FujiLAM assay for TBM, a promising, rapid diagnostic 
test that requires minimal laboratory infrastructure.

 35. Shi F, Qiu X, Yu M, Huang Y. Tuberculosis-specific antigen stimu-
lated and unstimulated interferon-gamma for tuberculous menin-
gitis diagnosis: a systematic review and meta-analysis. PloS one. 
2022;17(8):e0273834. PMCID: PMC9426936. Epub 20220830.

 36. Ye Q, Yan W. Adenosine deaminase from the cerebrospinal 
fluid for the diagnosis of tuberculous meningitis: a meta-analy-
sis. Tropical medicine & international health: TM & IH. 2023 
Mar;28(3):175-85. Epub 20230120.

 37. Corral I, Quereda C, Navas E, Martin-Davila P, Perez-Elias MJ, 
Casado JL, et al. Adenosine deaminase activity in cerebrospinal 
fluid of HIV-infected patients: limited value for diagnosis of 
tuberculous meningitis. Eur J Clin Microbiol Infect Dis. 2004 
Jun;23(6):471-6. Epub 20040513.

 38. Rohlwink UK, Figaji A, Wilkinson KA, Horswell S, Sesay AK, 
Deffur A, et al. Tuberculous meningitis in children is character-
ized by compartmentalized immune responses and neural exci-
totoxicity. Nat Commun. 2019 Aug 21;10(1):3767. PMCID: 
PMC6704154. Epub 20190821.

 39. Saghazadeh A, Rezaei N. Central Inflammatory Cytokines in 
Tuberculous Meningitis: A Systematic Review and Meta-anal-
ysis. J Interf Cytokine Res. 2022 Mar;42(3):95–107.

 40. Ardiansyah E, Avila-Pacheco J, Nhat LTH, Dian S, Vinh DN, 
Hai HT, et al. Tryptophan metabolism determines outcome in 
tuberculous meningitis: a targeted metabolomic analysis. Elife. 
2023 May 9;12. PMCID: PMC10181821. Epub 20230509.

 41. Bahr NC, Halupnick R, Linder G, Kiggundu R, Nabeta HW, 
Williams DA, et al. Delta-like 1 protein, vitamin D binding 
protein and fetuin for detection of Mycobacterium tuberculo-
sis meningitis. Biomark Med. 2018 Jul;12(7):707-16. PMCID: 
PMC6161141. Epub 20180601.

 42. Huang TY, Zhang XX, Wu QL, Peng WG, Zheng GL, Cai YM, 
et al. Antibody detection tests for early diagnosis in tuberculous 
meningitis. Int J Infect Dis. 2016 Jul;48:64-9. Epub 20160509.

 43. Botha H, Ackerman C, Candy S, Carr JA, Griffith-Richards 
S, Bateman KJ. Reliability and diagnostic performance of CT 
imaging criteria in the diagnosis of tuberculous meningitis. PloS 
one. 2012;7(6):e38982. PMCID: PMC3387202. Epub 20120629.

 44. Azeemuddin M, Alvi A, Sayani R, Khan MK, Farooq S, Beg MA, et al. 
Neuroimaging findings in tuberculosis: a single-center experience in 
559 cases. J Neuroimaging. 2019 Sep;29(5):657-68. Epub 20190521.

 45. Marais S, Pepper DJ, Marais BJ, Torok ME. HIV-associated 
tuberculous meningitis--diagnostic and therapeutic chal-
lenges. Tuberculosis (Edinb). 2010 Nov;90(6):367-74. Epub 
20100928.

 46. Chaidir L, Annisa J, Dian S, Parwati I, Alisjahbana A, Purnama 
F, et al. Microbiological diagnosis of adult tuberculous menin-
gitis in a ten-year cohort in Indonesia. Diagnostic microbiology 
and infectious disease. 2018 May;91(1):42-6. Epub 20180109.

 47. Thwaites GE, Chau TT, Caws M, Phu NH, Chuong LV, Sinh DX, 
et al. Isoniazid resistance, mycobacterial genotype and outcome 



391Current HIV/AIDS Reports (2023) 20:379–393 

1 3

in Vietnamese adults with tuberculous meningitis. Intl J Tuber-
culosis Lung Disease Official J Intl Union Tuberculosis Lung 
Disease. 2002 Oct;6(10):865–71.

 48. Cecchini D, Ambrosioni J, Brezzo C, Corti M, Rybko A, Perez 
M, et  al. Tuberculous meningitis in HIV-infected and non-
infected patients: comparison of cerebrospinal fluid findings. Intl 
J Tuberculosis Lung Disease Official J Intl Union Tuberculosis 
Lung Disease 2009 Feb;13(2):269-71. Epub 2009/01/17.

 49. Croda MG, Vidal JE, Hernandez AV, Dal Molin T, Gualberto 
FA, de Oliveira AC. Tuberculous meningitis in HIV-infected 
patients in Brazil: clinical and laboratory characteristics 
and factors associated with mortality. Int J Infect Dis. 2010 
Jul;14(7):e586-91. Epub 20091214.

 50. Broger T, Koeppel L, Huerga H, Miller P, Gupta-Wright A, 
Blanc FX, et al. Diagnostic yield of urine lipoarabinomannan 
and sputum tuberculosis tests in people living with HIV: a sys-
tematic review and meta-analysis of individual participant data. 
Lancet Glob Health. 2023 Jun;11(6):e903–e16.

 51. Donovan J, Thu DDA, Phu NH, Dung VTM, Quang TP, Nghia 
HDT, et al. Xpert MTB/RIF Ultra versus Xpert MTB/RIF for the 
diagnosis of tuberculous meningitis: a prospective, randomised, 
diagnostic accuracy study. The Lancet infectious diseases. 2020 
Mar;20(3):299-307. PMCID: PMC7045088. Epub 20200107.

 52. Pradhan NN, Paradkar MS, Kagal A, Valvi C, Kinikar A, Khwaja 
S, et al. Performance of Xpert((R)) MTB/RIF and Xpert((R)) 
Ultra for the diagnosis of tuberculous meningitis in children. The 
international journal of tuberculosis and lung disease: the official 
journal of the International Union against Tuberculosis and Lung 
Disease. 2022 Apr 1;26(4):317-25. PMCID: PMC9592112.

 53. Manyelo CM, Solomons RS, Snyders CI, Kidd M, Kooblal Y, 
Leukes VN, et al. Validation of host cerebrospinal fluid pro-
tein biomarkers for early diagnosis of tuberculous meningitis 
in children: a replication and new biosignature discovery study. 
Biomarkers. 2022 Sep;27(6):549-61. Epub 20220512.

 54. Soria J, Chiappe A, Gallardo J, Zunt JR, Lescano AG. Tubercu-
lous meningitis: impact of timing of treatment initiation on mor-
tality. Open Forum Infect Dis. 2021 Jul;8(7):ofab345. PMCID: 
PMC8297700. Epub 20210630.

 55. Thwaites G, Fisher M, Hemingway C, Scott G, Solomon T, Innes 
J, British Infection S. British Infection Society guidelines for the 
diagnosis and treatment of tuberculosis of the central nervous 
system in adults and children. The Journal of infection. 2009 
Sep;59(3):167-87. Epub 20090704.

 56. Kwan CK, Ernst JD. HIV and tuberculosis: a deadly human syn-
demic. Clin Microbiol Rev. 2011 Apr;24(2):351-76. PMCID: 
PMC3122491.

 57. Vinnard C, Macgregor RR. Tuberculous meningitis in HIV-
infected individuals. Current HIV/AIDS reports. 2009 
Aug;6(3):139-45. PMCID: PMC3131531.

 58. Seddon JA, Tugume L, Solomons R, Prasad K, Bahr NC, Tuber-
culous Meningitis International Research C. The current global 
situation for tuberculous meningitis: epidemiology, diagnos-
tics, treatment and outcomes. Wellcome Open Res. 2019;4:167. 
PMCID: PMC7029758. Epub 20191105.

 59. Thwaites GE, van Toorn R, Schoeman J. Tuberculous menin-
gitis: more questions, still too few answers. Lancet neurology. 
2013 Oct;12(10):999-1010. Epub 20130823.

 60. Cocchi C, Pasquinucci G. Treatment of tuberculous meningitis; a 
summary of 3 years’ experience at Florence. Bull World Health 
Organ. 1950;3(2):215-64. PMCID: PMC2553940.

 61. Blumberg HM, Burman WJ, Chaisson RE, Daley CL, Etkind 
SC, Friedman LN, et al. American Thoracic Society/Centers for 
Disease Control and Prevention/Infectious Diseases Society of 
America: treatment of tuberculosis. Am J Respir Crit Care Med. 
2003 Feb 15;167(4):603–62.

 62. Thwaites GE, Lan NT, Dung NH, Quy HT, Oanh DT, Thoa NT, 
et al. Effect of antituberculosis drug resistance on response to treat-
ment and outcome in adults with tuberculous meningitis. The Jour-
nal of infectious diseases. 2005 Jul 1;192(1):79-88. Epub 20050520.

 63. Harries AD, Hargreaves NJ, Kemp J, Jindani A, Enarson DA, 
Maher D, Salaniponi FM. Deaths from tuberculosis in sub-Saha-
ran African countries with a high prevalence of HIV-1. Lancet. 
2001 May 12;357(9267):1519–23.

 64. Ellard GA, Humphries MJ, Gabriel M, Teoh R. Penetration of 
pyrazinamide into the cerebrospinal fluid in tuberculous men-
ingitis. Br Med J (Clin Res Ed). 1987 Jan 31;294(6567):284-5. 
PMCID: PMC1245297.

 65.• World Health Organization. WHO consolidated guidelines on 
tuberculosis: module 4: treatment: drug-susceptible tuberculosis 
treatment: World Health Organization,; 2022 [Available from: 
https:// www. who. int/ publi catio ns/i/ item/ 97892 40048 126. Cur-
rent WHO TB treatment guidelines.

 66. Di Paolo A, Gori G, Tascini C, Danesi R, Del Tacca M. Clinical 
pharmacokinetics of antibacterials in cerebrospinal fluid. Clin 
Pharmacokinet. 2013 Jul;52(7):511–42.

 67. Marais S, Cresswell FV, Hamers RL, Te Brake LHM, Ganiem AR, 
Imran D, et al. High dose oral rifampicin to improve survival from 
adult tuberculous meningitis: a randomised placebo-controlled 
double-blinded phase III trial (the HARVEST study). Wellcome 
Open Res. 2019;4:190. PMCID: PMC7542255. Epub 20200825.

 68.• Cresswell FV, Meya DB, Kagimu E, Grint D, Te Brake L, 
Kasibante J, et al. High-dose oral and intravenous rifampicin 
for the treatment of tuberculous meningitis in predominantly 
human immunodeficiency virus (HIV)-positive Ugandan adults: 
a phase II open-label randomized controlled trial. Clinical infec-
tious diseases : an official publication of the Infectious Dis-
eases Society of America. 2021 Sep 7;73(5):876-84. PMCID: 
PMC8423465. Phase two study using high dose rifampin for 
TBM.

 69. Chow FC. Adjunctive linezolid for the treatment of tuberculous 
meningitis (ALTER) Clini calTr ials. gov: U.S. National Library 
of Medicine; 2022 [Available from: https:// clini caltr ials. gov/ ct2/ 
show/ NCT04 021121? term= ALTER & cond= TB+ menin gitis & 
draw= 2& rank=1.

 70. Intense TBM. Intense TBM Clinical Trial 2023 [Available from: 
https:// inten se- tbm. org/ clini cal- trial/.

 71. Heemskerk AD, Nguyen MTH, Dang HTM, Vinh Nguyen CV, 
Nguyen LH, Do TDA, et al. Clinical outcomes of patients with 
drug-resistant tuberculous meningitis treated with an intensified 
antituberculosis regimen. Clinical infectious diseases: an official 
publication of the Infectious Diseases Society of America. 2017 
Jul 1;65(1):20-8. PMCID: PMC5850451.

 72. Heemskerk AD, Bang ND, Mai NT, Chau TT, Phu NH, Loc PP, 
et al. Intensified antituberculosis therapy in adults with tubercu-
lous meningitis. N Engl J Med. 2016 Jan 14;374(2):124–34.

 73. Ding J, Thuy Thuong Thuong N, Pham TV, Heemskerk D, Poup-
lin T, Tran CTH, et al. Pharmacokinetics and pharmacodynamics 
of intensive antituberculosis treatment of tuberculous meningi-
tis. Clin Pharmacol Ther. 2020 Apr;107(4):1023-33. PMCID: 
PMC7158205. Epub 20200229.

 74. Liu L, Xu Y, Shea C, Fowler JS, Hooker JM, Tonge PJ. Radio-
synthesis and bioimaging of the tuberculosis chemotherapeu-
tics isoniazid, rifampicin and pyrazinamide in baboons. J Med 
Chem. 2010 Apr 8;53(7):2882-91. PMCID: PMC2866172.

 75. Tucker EW, Pieterse L, Zimmerman MD, Udwadia ZF, Peloquin 
CA, Gler MT, et al. Delamanid central nervous system phar-
macokinetics in tuberculous meningitis in rabbits and humans. 
Antimicrob Agents Chemother. 2019 Oct;63(10). PMCID: 
PMC6761520. Epub 20190923.

 76. Shibata M, Shimokawa Y, Sasahara K, Yoda N, Sasabe H, Suzuki 
M, Umehara K. Absorption, distribution and excretion of the 

https://www.who.int/publications/i/item/9789240048126
http://clinicaltrials.gov
https://clinicaltrials.gov/ct2/show/NCT04021121?term=ALTER&cond=TB+meningitis&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT04021121?term=ALTER&cond=TB+meningitis&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT04021121?term=ALTER&cond=TB+meningitis&draw=2&rank=1
https://intense-tbm.org/clinical-trial/


392 Current HIV/AIDS Reports (2023) 20:379–393

1 3

anti-tuberculosis drug delamanid in rats: extensive tissue distribu-
tion suggests potential therapeutic value for extrapulmonary tuber-
culosis. Biopharm Drug Dispos. 2017 May;38(4):301-12. Epub 
20170308.

 77. Bratkowska D, Shobo A, Singh S, L AB, Kruger HG, Magu-
ire GE, Govender T. Determination of the antitubercular drug 
PA-824 in rat plasma, lung and brain tissues by liquid chroma-
tography tandem mass spectrometry: application to a pharma-
cokinetic study. J Chromatogr B Analyt Technol Biomed Life 
Sci. 2015 Apr 15;988:187-94. Epub 20150309.

 78. Shobo A, Bratkowska D, Baijnath S, Naiker S, Somboro AM, 
Bester LA, et al. Tissue distribution of pretomanid in rat brain 
via mass spectrometry imaging. Xenobiotica. 2016;46(3):247-
52. Epub 20150724.

 79. Stadler JAM, Maartens G, Meintjes G, Wasserman S. Clofa-
zimine for the treatment of tuberculosis. Front Pharmacol. 
2023;14:1100488. PMCID: PMC9932205. Epub 20230202.

 80. Baijnath S, Moodley C, Ngcobo B, Singh SD, Kruger HG, 
Arvidsson PI, et al. Clofazimine protects against Mycobacte-
rium tuberculosis dissemination in the central nervous system 
following aerosol challenge in a murine model. Int J Antimicrob 
Agents. 2018 Jan;51(1):77-81. Epub 20170824.

 81. Baijnath S, Naiker S, Shobo A, Moodley C, Adamson J, Ngcobo 
B, et al. Evidence for the presence of clofazimine and its distri-
bution in the healthy mouse brain. J Mol Histol. 2015 Oct;46(4-
5):439-42. Epub 20150725.

 82. Baik J, Stringer KA, Mane G, Rosania GR. Multiscale distri-
bution and bioaccumulation analysis of clofazimine reveals 
a massive immune system-mediated xenobiotic seques-
tration response. Antimicrob Agents Chemother. 2013 
Mar;57(3):1218-30. PMCID: PMC3591914. Epub 20121221.

 83.• Kempker RR, Smith AGC, Avaliani T, Gujabidze M, 
Bakuradze T, Sabanadze S, et al. Cycloserine and linezolid for 
tuberculosis meningitis: pharmacokinetic evidence of potential 
usefulness. Clinical infectious diseases: an official publica-
tion of the Infectious Diseases Society of America. 2022 Sep 
10;75(4):682-9. PMCID: PMC9464073. Pharmacokinetic 
study regarding the potential use of linezolid for TBM.

 84. Upton CM, Steele CI, Maartens G, Diacon AH, Wiesner L, 
Dooley KE. Pharmacokinetics of bedaquiline in cerebrospinal 
fluid (CSF) in patients with pulmonary tuberculosis (TB). J 
Antimicrob Chemother. 2022 May 29;77(6):1720-4. PMCID: 
PMC9633714.

 85. van Heeswijk RP, Dannemann B, Hoetelmans RM. Bedaqui-
line: a review of human pharmacokinetics and drug-drug 
interactions. J Antimicrob Chemother. 2014 Sep;69(9):2310-
8. Epub 20140523.

 86. Davis AG, Rohlwink UK, Proust A, Figaji AA, Wilkinson RJ. 
The pathogenesis of tuberculous meningitis. J Leukoc Biol. 2019 
Feb;105(2):267-80. PMCID: PMC6355360. Epub 20190115.

 87. Ericson-Neilsen W, Kaye AD. Steroids: pharmacology, com-
plications, and practice delivery issues. Ochsner J. 2014 Sum-
mer;14(2):203-7. PMCID: PMC4052587.

 88. Thwaites GE, Nguyen DB, Nguyen HD, Hoang TQ, Do TT, 
Nguyen TC, et al. Dexamethasone for the treatment of tubercu-
lous meningitis in adolescents and adults. N Engl J Med 2004 
Oct 21;351(17):1741-51. Epub 2004/10/22.

 89. Prasad K, Singh MB, Ryan H. Corticosteroids for managing 
tuberculous meningitis. Cochrane Database Syst Rev. 2016 Apr 
28;4(4):CD002244. PMCID: PMC4916936. Epub 20160428.

 90.•• Donovan J, Bang ND, Imran D, Nghia HDT, Burhan E, 
Huong DTT, et al. Adjunctive dexamethasone for tuberculous 
meningitis in HIV-positive adults. N Engl J Med. 2023 Oct 
12;389(15):1357–67. A randomized trial investigating the 
potential benefit of corticosteroids specifically for people 
living with HIV.

 91. Selvaraj JU, Sujalini BB, Rohitson MS, George AA, Arvind 
VH, Mishra AK. Identification of predictors of cerebrovascular 
infarcts in patients with tuberculous meningitis. Int J Mycobac-
teriol. 2020 Jul-Sep;9(3):303–8.

 92. Wen L, Li M, Xu T, Yu X, Wang L, Li K. Clinical features, 
outcomes and prognostic factors of tuberculous meningitis in 
adults worldwide: systematic review and meta-analysis. Journal 
of neurology. 2019 Dec;266(12):3009-21. Epub 20190904.

 93. Richman IB, Owens DK. Aspirin for primary prevention. Med 
Clin North Am. 2017 Jul;101(4):713–24.

 94. Botting RM. Vane's discovery of the mechanism of action of 
aspirin changed our understanding of its clinical pharmacology. 
Pharmacol Rep. 2010 May-Jun;62(3):518–25.

 95. Davis AG, Donovan J, Bremer M, Van Toorn R, Schoeman 
J, Dadabhoy A, et al. Host Directed Therapies for Tubercu-
lous Meningitis. Wellcome Open Res. 2020;5:292. PMCID: 
PMC8792876. Epub 20210701.

 96. Misra UK, Kalita J, Nair PP. Role of aspirin in tuberculous 
meningitis: a randomized open label placebo controlled trial. J 
Neurol Sci. 2010 Jun 15;293(1-2):12-7. Epub 20100424.

 97. Mai NTH, Dobbs N, Phu NH, Colas RA, Thao LTP, Thuong 
NTT, et al. A randomised double blind placebo controlled phase 
2 trial of adjunctive aspirin for tuberculous meningitis in HIV-
uninfected adults. Elife. 2018 Feb 27;7. PMCID: PMC5862527. 
Epub 20180227.

 98. Misra UK, Kalita J, Sagar B, Bhoi SK. Does adjunctive corticos-
teroid and aspirin therapy improve the outcome of tuberculous 
meningitis? Neurol India. 2018 Nov-Dec;66(6):1672–7.

 99. Schoeman JF, Janse van Rensburg A, Laubscher JA, Springer P. 
The role of aspirin in childhood tuberculous meningitis. J Child 
Neurol. 2011 Aug;26(8):956-62. Epub 20110531.

 100. Marais BJ, Cheong E, Fernando S, Daniel S, Watts MR, Ber-
glund LJ, et al. Use of infliximab to treat paradoxical tuber-
culous meningitis reactions. Open Forum Infect Dis. 2021 
Jan;8(1):ofaa604. PMCID: PMC7846119. Epub 20201228.

 101. van Toorn R, Solomons RS, Seddon JA, Schoeman JF. Thalido-
mide use for complicated central nervous system tuberculosis in 
children: insights from an observational cohort. Clinical Infec-
tious Diseases Official Publication Infectious Diseas Soc Am. 
2021 Mar 1;72(5):e136–e45.

 102. Abo YN, Curtis N, Osowicki J, Haeusler G, Purcell R, Kadam-
bari S, et al. Infliximab for paradoxical reactions in pediatric 
central nervous system tuberculosis. J Pediatric Infect Dis Soc. 
2021 Dec 31;10(12):1087–91.

 103. van Arkel C, Boeree M, Magis-Escurra C, Hoefsloot W, Carpaij 
N, van Ingen J, et al. Interleukin-1 receptor antagonist anakinra 
as treatment for paradoxical responses in HIV-negative tuber-
culosis patients: a case series. Med. 2022 Sep 9;3(9):603-11 e2. 
Epub 20220829.

 104. Keeley AJ, Parkash V, Tunbridge A, Greig J, Collini P, McKane 
W, Tattersall RS. Anakinra in the treatment of protracted para-
doxical inflammatory reactions in HIV-associated tuberculosis 
in the United Kingdom: a report of two cases. Int J STD AIDS. 
2020 Jul;31(8):808-12. PMCID: PMC7590809.

 105. Lwin N, Boyle M, Davis JS. Adalimumab for corticosteroid 
and infliximab-resistant immune reconstitution inflammatory 
syndrome in the setting of TB/HIV coinfection. Open Forum 
Infect Dis. 2018 Feb;5(2):ofy027. PMCID: PMC5825900. Epub 
20180130.

 106. Naidoo K, Rampersad S, Karim SA. Improving survival 
with tuberculosis & HIV treatment integration: a mini-
review. Indian J Med Res. 2019 Aug;150(2):131-8. PMCID: 
PMC6829777.

 107. Torok ME, Yen NT, Chau TT, Mai NT, Phu NH, Mai PP, et al. 
Timing of initiation of antiretroviral therapy in human immu-
nodeficiency virus (HIV)--associated tuberculous meningitis. 



393Current HIV/AIDS Reports (2023) 20:379–393 

1 3

Clinical infectious diseases : an official publication of the Infec-
tious Diseases Society of America. 2011 Jun;52(11):1374-83. 
PMCID: PMC4340579.

 108. Marais S, Meintjes G, Pepper DJ, Dodd LE, Schutz C, Ismail Z, 
et al. Frequency, severity, and prediction of tuberculous men-
ingitis immune reconstitution inflammatory syndrome. Clini-
cal infectious diseases: an official publication of the Infectious 
Diseases Society of America. 2013 Feb;56(3):450-60. PMCID: 
PMC3540040. Epub 20121024.

 109. World Health Organization. Updated recommendations on HIV 
prevention, infant diagnosis, antiretroviral initiation and moni-
toring 2021 [Available from: https:// www. who. int/ publi catio ns/i/ 
item/ 97892 40022 232.

 110. Cevik M, McGann H. Dolutegravir use in combination with 
rifampicin-based tuberculosis therapy: 3 years of real-world 
experience in a large UK teaching hospital. Sex Transm Infect. 
2018 Sep;94(6):420. Epub 20180720.

 111. Griesel RZY, Simmons B, Omar Z, Wiesner L, Keene CM, Hill 
AM, Meintjes G, Maartens G. Standard-dose versus double-dose 
dolutegravir in HIV-associated tuberculosis in South Africa 
(RADIANT-TB): a phase 2, non-comparative, randomised con-
trolled trial. The Lancet HIV. 2023:1–9. Epub May 22, 2023

 112. Bhatt NB, Baudin E, Meggi B, da Silva C, Barrail-Tran A, Fur-
lan V, et al. Nevirapine or efavirenz for tuberculosis and HIV 
coinfected patients: exposure and virological failure relation-
ship. J Antimicrob Chemother. 2015 Jan;70(1):225-32. PMCID: 
PMC4267502. Epub 20140918.

 113. World Health Organization. WHO consolidated guidelines on 
tuberculosis: module 5 management of tuberculosis in children 
and adolescents: World Health Organization,; 2022

 114. Sulis G, Tavaziva G, Gore G, Benedetti A, Solomons R, van 
Toorn R, et al. Comparative effectiveness of regimens for drug-
susceptible tuberculous meningitis in children and adolescents: 
a systematic review and aggregate-level data meta-analysis. 
Open Forum Infect Dis. 2022 Jun;9(6):ofac108. PMCID: 
PMC9167638. Epub 20220409.

 115. Paradkar MS, Devaleenal DB, Mvalo T, Arenivas A, Thakur KT, 
Wolf L, et al. Randomized clinical trial of high-dose rifampicin 
with or without levofloxacin versus standard of care for pediatric 
tuberculous meningitis: the TBM-KIDS Trial. Clinical infec-
tious diseases : an official publication of the Infectious Diseases 
Society of America. 2022 Oct 29;75(9):1594-601. PMCID: 
PMC9617573.

 116. Ruslami R, Ganiem AR, Dian S, Apriani L, Achmad TH, van 
der Ven AJ, et al. Intensified regimen containing rifampicin and 
moxifloxacin for tuberculous meningitis: an open-label, ran-
domised controlled phase 2 trial. The Lancet infectious diseases. 
2013 Jan;13(1):27-35. Epub 20121025.

 117. Svensson EM, Dian S, Te Brake L, Ganiem AR, Yunivita V, van 
Laarhoven A, et al. Model-based meta-analysis of rifampicin 
exposure and mortality in Indonesian tuberculous meningitis 
trials. Clinical infectious diseases: an official publication of the 
Infectious Diseases Society of America. 2020 Nov 5;71(8):1817-
23. PMCID: PMC7643733.

 118. Fang MT, Su YF, An HR, Zhang PZ, Deng GF, Liu HM, et al. 
Decreased mortality seen in rifampicin/multidrug-resistant 

tuberculous meningitis treated with linezolid in Shenzhen, 
China. BMC infectious diseases. 2021 Sep 28;21(1):1015. 
PMCID: PMC8480033. Epub 20210928.

 119. ISRCTN. ISRCTN40829906. SURE: Short intensive treatment 
for children with tuberculous meningitis: BMC - Part of Springer 
Nature; 2022 [updated 08/07/2033. Available from: https:// www. 
isrctn. com/ ISRCT N4082 9906.

 120. Heemskerk AD, Donovan J, Thu DDA, Marais S, Chaidir L, Dung 
VTM, et al. Improving the microbiological diagnosis of tubercu-
lous meningitis: a prospective, international, multicentre compari-
son of conventional and modified Ziehl-Neelsen stain, GeneXpert, 
and culture of cerebrospinal fluid. The Journal of infection. 2018 
Dec;77(6):509-15. PMCID: PMC6293313. Epub 20180912.

 121. Cresswell FV, Tugume L, Bahr NC, Kwizera R, Bangdiwala AS, 
Musubire AK, et al. Xpert MTB/RIF Ultra for the diagnosis of 
HIV-associated tuberculous meningitis: a prospective validation 
study. The Lancet infectious diseases. 2020 Mar;20(3):308-17. 
PMCID: PMC7045085. Epub 20200107.

 122. Pormohammad A, Nasiri MJ, McHugh TD, Riahi SM, Bahr NC. 
A systematic review and meta-analysis of the diagnostic accu-
racy of nucleic acid amplification tests for tuberculous menin-
gitis. Journal of clinical microbiology. 2019 Jun;57(6). PMCID: 
PMC6535607. Epub 20190524.

 123. Hernandez AV, de Laurentis L, Souza I, Pessanha M, Thota 
P, Roman YM, et al. Diagnostic accuracy of Xpert MTB/
RIF for tuberculous meningitis: systematic review and meta-
analysis. Tropical medicine & international health: TM & 
IH. 2021 Feb;26(2):122-32. PMCID: PMC7902353. Epub 
20201130.

 124. Chen YZ, Sun LC, Wen YH, Li ZW, Fan SJ, Tan HK, et al. 
Pooled analysis of the Xpert MTB/RIF assay for diagnosing 
tuberculous meningitis. Biosci Rep. 2020 Jan 31;40(1). PMCID: 
PMC6946622.

 125. Xu HB, Jiang RH, Li L, Sha W, Xiao HP. Diagnostic value of 
adenosine deaminase in cerebrospinal fluid for tuberculous men-
ingitis: a meta-analysis. Intl J Tuberculosis Lung Disease Official 
J Intl Union Tuberculosis Lung Disease 2010 Nov;14(11):1382-
7. Epub 2010/10/13.

 126. Pormohammad A, Riahi SM, Nasiri MJ, Fallah F, Aghazadeh M, 
Doustdar F, Pouriran R. Diagnostic test accuracy of adenosine 
deaminase for tuberculous meningitis: a systematic review and 
meta-analysis. The Journal of infection. 2017 Jun;74(6):545-54. 
Epub 20170331.

 127. Wen A, Leng EL, Liu SM, Zhou YL, Cao WF, Yao DY, Hu 
F. Diagnostic accuracy of interferon-gamma release assays for 
tuberculous meningitis: a systematic review and meta-anal-
ysis. Front Cell Infect Microbiol. 2022;12:788692. PMCID: 
PMC9072785. Epub 20220422.

Publisher’s Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://www.who.int/publications/i/item/9789240022232
https://www.who.int/publications/i/item/9789240022232
https://www.isrctn.com/ISRCTN40829906
https://www.isrctn.com/ISRCTN40829906

	Advancing Diagnosis and Treatment in People Living with HIV and Tuberculosis Meningitis
	Abstract
	Purpose of review 
	Recent findings 
	Summary 

	Introduction
	TBM Prevention
	Diagnosis of TB Meningitis
	CSF Analysis
	Microbiological Tests
	Molecular Tests
	Lipoarabinomannan (LAM) Antigen Tests
	Host-Derived Rests—Biomarkers, RNA Transcripts, and Antibody Tests
	Combination of Modalities
	Imaging
	TBM Testing by HIV Serostatus
	Diagnosis of Pediatric TBM

	Treatment of Tuberculosis Meningitis
	Current First-Line and Alternative Treatment Options
	Improving TBM Antibacterial Treatment
	 Corticosteroids in TBM
	Other Host-Directed Therapies
	Antiretroviral Therapy in TBM
	Drug-Drug Interactions
	Treatment of Pediatric TBM
	Therapeutics—Areas of Uncertainty and Ongoing Trials

	Summary
	References


