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Abstract- Globally, tuberculosis (TB) is a major health problem that causes sickness and death. It's estimated 

that one-quarter of the world's population has Mycobacterium tuberculosis infections, which can develop into 

tuberculosis disease with a 5-10% lifetime risk. To stop the spread of TB, early detection of treatment 

resistance and timely recognition of the disease is crucial. Current diagnostic techniques include whole genome 

sequencing, biomolecular testing, direct microscopy, and culture. However, these methods are not always 

widely available due to financial, logistical, and operational issues. Efforts are being made to improve these 

diagnostics and develop new ones. It's important to consider the susceptibility pattern of the isolate found when 

choosing a suitable medication regimen. There are currently 16 new medications being evaluated, but local side 

effects are common and may be caused by an improper breathing technique or apparatus when delivered via 

inhalation. Therefore, every new option must be carefully examined from a scientific standpoint and handled 

with care. In conclusion, this article aims to review current practices in diagnosing and treating TB, discuss 

new diagnostic techniques under development, and explore new drug therapies and treatment regimens under 

review. It's important for the clinical community and patients to take advantage of every opportunity to 

manage tuberculosis. 
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Introduction: 

Globally, one of the main causes of morbidity and mortality is tuberculosis (TB). The organism that causes 

tuberculosis, Mycobacterium tuberculosis, is spread through aerosol droplets. In response to a Mtb infection, about 

one in four people worldwide show an immune response that can either become active or remain latent [1]. Patients 

with TB infection but no visible symptoms or signs were previously believed to have latent TB infection, but this 

classification was recently changed to reflect active TB infection [2]. Individuals who are sick right now are said to 

have tuberculosis (TB) disease. A lifetime risk of 5–10% for tuberculosis (TB) sickness is borne by those who have 

the infection. This risk can increase to 16% yearly in HIV patients based on their immune system state, which can 

cause 1.8 million deaths, of which 0.5 million were caused by HIV-positive TB patients) [3, 4]. 

 

DIAGNOSIS:  

Enhancing the effectiveness and precision of tuberculosis diagnosis adds to the effectiveness of treatment. It is 

important to suspect pulmonary tuberculosis in individuals who exhibit classical symptoms such fevers, sweats at 

night, hemoptysis, persistent cough, and weight loss. There are several ways that extra pulmonary tuberculosis (TB) 

manifests itself, including TB meningitis, TB lymphadenitis, laryngeal TB, Pott's illness, and abdominal TB.  

 

Special Direct Microscopy:  

The majority of acid-fast bacilli (AFB) are mycobacteria, and direct microscopy is a quick and affordable way to 

identify them [10]. Ziehl- Neelsen (ZN) stain was traditionally used, and the sample was classified as either "smear 

positive" or "smear negative" based on whether AFB was present or not. A wide range of sensitivities and 

specificities, ranging from 25.3–81.6% and 83.4–99%, respectively, have been observed in international 

investigations due to operator dependence in efficacy [11, 12]. Children and high-risk populations like HIV patients 

are especially less responsive to it [1]. 

  

LED microscopy and mercury vapour fluorescence, which have mostly supplanted conventional ZN staining, are two 

techniques to increase efficacy [13]. One of the most effective ways to guarantee accuracy for laboratory 

professionals is through education and quality assurance. 

 

Molecular Examinations:  

The WHO advises a biomolecular test be performed as the first diagnostic procedure in a patient who is suspected due 

to the limitations of direct microscopy and culture [14]. Present the following molecular tests have been approved by 

the WHO: lateral flow urine lipoarabinomannan assay (LF-LAM; Alere Determine TB LAM Ag, Abbott, San Diego, 
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USA); Xpert MTB/RIF and Xpert MTB/RIF Ultra assays (Cepheid, Sunnyvale, USA); loop-mediated isothermal 

amplification test (TB-LAMP; Eiken Chemical, Tokyo, Japan); Truenat MTB, MTB Plus, and MTBRIF Dx tests 

(Molbio Diagnostics, Goa, India); and more. 

 

Line Probe Assay:   

The line probe assay (LPA) is a further technique for the molecular detection of Mtb resistance. A set of techniques is 

used by the WHO-approved Genotype MTBDRplus to identify Mtb and mutations in rpoB and katG, which confer 

RIF and INH resistance, respectively [15]. It can also identify the presence of inhA promoter genes, which are 

generally linked to prothionamide resistance and ETH and confer resistance to low-dosage INH [16].  

In less than six hours, the in vitro test produces results [17]. Compared to traditional culture-based drug sensitivity, it 

is 100% specific and 78.5% sensitive in diagnosing RIF and INH resistance [18]. The diagnosis of Mtb is achieved by 

the use of serum biomarkers, culture-based drug sensitivity testing (DST), and whole genome sequencing (WGS). 

 

Treatment: 

 In addition to investigations into establishing prompt and accurate diagnoses, a great deal of research is being done to 

provide safe, effective, and tolerable treatments.  

 Treatment seeks to prevent long-term morbidity caused by the sickness or by adverse drug reactions in addition to 

healing the illness. Drug-sensitive tuberculosis (DS-TB) has been effectively treated in 85% of cases. It has been 

demonstrated that treating latently-infected individuals who are at high risk of developing from latent infection to 

active disease and tracing contacts of infectious pulmonary TB cases (sputum smear-positive) for exposure to tubercle 

bacilli resulting in latent M. tuberculosis infection (LTBI) are highly effective ways to control tuberculosis [19, 20, 

21].  

 

The IUAT or International Union against Tuberculosis  

suggests 12 months of daily INH therapy since it is more successful than a 6-month course (75% vs. 65%) [24]. The 

recommended course of therapy for the majority of Patients with long-term brain injury (LTBI) in the US and Europe 

are often treated for nine months since, according to clinical trial data, a six-month regimen's efficacy is only 60%, 

and a twelve-month regimen is recommended for those who are more likely to develop active disease [22, 23]. 

The CDC guidelines state that if the dosage of INH is raised, the frequency can be decreased from daily therapy to 

twice weekly therapy. The twice weekly regimen must be administered as directly observed treatment (DOT) [25]. 

Drug-resistant tuberculosis is currently treated with a summarised, more sophisticated approach.  

The longest course of treatment, which entails taking multiple medications that are frequently poorly tolerated, is the 

most noteworthy. There is a small disagreement between the two as well.  

Significant international advisory groups on the best medicine choices and durations, including the WHO and the joint 

ATS/CDC/ERS/IDSA clinical practice guideline. 

Isoniazid (INH); RMP (rifampicin); Pyrazinamide (PZA); RPE (rifapentine); Directly Observed Treatment (DOT) 

1/Wk is one week; 2/Wk. is twice weekly; HIV is for human immunodeficiency virus; CDC stands for Centre for 

Disease Control and Prevention; Latent tuberculosis infection (LTBI) is also known as latent tuberculosis infection 

(IUAT). 

The development of innovative vaccinations that effectively contain the virus in a latent state to avoid TB disease 

reactivation is another strategy that is being actively researched to control the development of active illness in 

individuals with LTBI. Condition in those who are infected [26, 28]. In the last few years, around ten potential 

vaccines have started clinical studies [26]. Recombinant M. bovis BCG constructions, which aim to enhance the 

antigenicity and/or immunogenicity of the existing BCG vaccination, are two of these potential vaccines [27, 29]. 

Following priming with recombinant BCG vaccines, seven additional subunit vaccines are being explored in clinical 

studies as booster shots intended to realign the immune response. 

 

New Treatment: 

Although inhalation methods are not new, interest in them has rekindled. Animal studies have demonstrated the 

effectiveness of various drug delivery techniques; further benefits include decreased dosage and systemic toxicity.  

But it wouldn't likely help with extra thoracic illness, and it wouldn't likely reach therapeutically relevant serum 

concentrations. It is remarkable that, since the middle of the 20th century, no progress has been achieved in improving 

the regimen for DS-TB in a condition that may impact 25% of the world's population. 

Based on negative smear or culture results at 12 months, a shorter 4-month course of rifapentine (RFP) plus MFX has 

been demonstrated to be non-inferior to the current conventional 6-month regimen, with no increase in significant side 

events [30].  

The risk-benefit ratio of larger dosages of RIF in DS-TB is being assessed by the RIFASHORT and ReDEFINe trials 

[31, 32]. 
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a. RR-TB • 

 For a considerable amount of time, the present RR-TB recommendations have been viewed as controversial. In 

addition to excluding the advantages of INH therapy, these lengthier regimens may expose patients with 

monoresistance to needlessly lengthy and hazardous medication regimens [33]. In comparison to existing procedures 

in South Africa, BEAT TB is evaluating the efficacy of six months of BDQ, LZD, delamanid (DLM), LFX, and CFZ 

during the enrollment stage [34].  

 

b) MDR-TB  

 We are awaiting the results of the NEXT trial, which was concluded in December 2020. Six to nine months of LZD, 

BDQ, LFX, PZA, and ETH or INH (high dose) were compared by this group to the state of care now [35].• TB-

PRACTECAL was discontinued early as a result of better results in the intervention arm, which included a BDQ, Pa, 

LZD, and MFX regimen for six months. Complete findings are awaited [36, 37]. 

 

New Treatments: The future 

It is likely that each patient will receive a customized course of TB treatment in the future due to the introduction of 

new medications, shorter treatment durations, and more accurate testing of treatment response [38]. PredictTB is one 

of the studies that aim to identify biomarkers and radiographic features that indicate response and relapse risk; we can 

more precisely prescribe a medication regimen and duration for each patient [39]. In early-stage clinical studies, 

similar technology might even help build even more effective medications [40]. Bacillus Calmette-Guérin (BCG) is 

still the only TB vaccine licensed globally. It significantly lowers the risk of severe paediatric TB disease, with an 

85% reduction in TB meningitis and miliary TB in children under the age of ten [41]. 

 

Conclusion 

The first step in M. tuberculosis infection is the phagocytosis of tubercle bacilli in human lung alveoli by antigen-

presenting cells. This initiates the pathogen's intricate infection process and possibly preventive immune response by 

the presenter. A significant portion of the genome of Mycobacterium TB is dedicated to activities that enable it to 

successfully infect most infected individuals with progressive or latent infection. The failure of immune-mediated 

clearance is caused by a variety of tactics used by M. tuberculosis to weaken the immune cells' own microbicidal 

mechanisms and to form different granulomatous lesions that vary in their capacity to either support or suppress the 

survival of viable M. tuberculosis. The worldwide pandemic of tuberculosis is effectively under control thanks to 

innovative medicinal treatments. To tackle drug-resistant tuberculosis, there is a great need for both the discovery of 

new medications and the repurposing of old ones with new mechanisms of action. 
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