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Diagnostics: Drug resistant TB
Background

• Diagnostics are a key component of any TB strategy
• "If we cannot find TB, we cannot treat TB. And if we cannot 

treat TB, we cannot end TB." 
• Rapid detection of TB and drug resistance is essential to identify 

and select effective regimens
• Many diagnostic options are now available but scale up is 

severely lacking
• The Covid-19 has negatively impacted TB epidemic but has 

taught us important lessons of what can be achieved



Diagnostic Gaps, 2021

Percentage of people estimated with TB disease who were 

notified 60%

Percentage of people newly diagnosed with TB who were 

initially tested with a WHO-recommended rapid test 38%

Percentage of people newly diagnosed with pulmonary TB 

who were bacteriologically confirmed 63%

Percentage of people diagnosed with bacteriologically 

confirmed TB who were tested for rifampicin-resistant TB 70%

2022 WHO Global TB Report

Fluoroquinolone DST among MDR/RR-TB =49%
Bedaquiline & Linezolid DST much lower

Target for 2025 
– all notified 
cases tested 
with a WRD



Access to WHO-recommended rapid TB Diagnostics 

•>10 years since first recommendation​
•Access is a major issue with only 25% of 
sites having a WRD in 2021​
•Other diagnostic issues​

•Drug resistance​ detection
•Timely reporting​ of results
•Quality assurance​ of testing

Several different products recommended by WHO to 
fit different contexts

WRDs refer to molecular tests and non-molecular 
tests but at present the former are the primary 
initial diagnostic tests



The objectives of this WHO standard are to:
• improve access to and use of WRDs as initial tests for 

individuals with presumptive TB identified by active and 
passive case finding;

• increase detection of bacteriologically confirmed and drug-
resistant TB; and

• reduce the time to diagnosis.

https://apps.who.int/iris/bitstream/handle/10665/366854/9789240071315-eng.pdf

http://gh.bmj.com/cgi/content/full/bmjgh-2023-012666

https://apps.who.int/iris/bitstream/handle/10665/366854/9789240071315-eng.pdf
http://gh.bmj.com/cgi/content/full/bmjgh-2023-012666
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https://apps.who.int/iris/bitstream/handle/10665/366854/9789240071315-eng.pdf

• Cascade of care framework
• Focused on access to diagnostics
• Broad consultative process
• Specific private sector considerations
• Mapping of enablers, strategies, 

solutions and case studies

https://apps.who.int/iris/bitstream/handle/10665/366854/9789240071315-eng.pdf
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4 steps and 
12 benchmarks

Operational 
measures of 
benchmarks 
include:
- Districts
- Laboratories
- Health 

facilities
- Individuals



Chest X-ray for TB screening
• the sensitivity of any cough or a 

cough of ≥ 2 weeks’ duration for 
detection of TB disease is only 51% 
and 42%, respectively. 

• Screening by chest radiography 
(CXR) (and CAD when available) is 
a highly sensitive (≥ 85%)

Screening high risk groups
• the groups at highest risk for 

developing TB. 
• PLHIV, household contacts, others
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Private sector – risk 
populations e.g. HCW, miners





• More than 80% of individuals with 
symptoms of TB enter at primary 
health care

• WRD as the initial test, 2017 -
2021 : 21%, 22%, 28%, 33% and 
38%. 

• Algorithms are the first step
• Diagnostic gaps persist for 

PLHIV, children and EPTB

• Only 25% of TB diagnostic sites 
have access. Increased capacity 
leads to better access. 
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Private sector: Districts with private 
model: intermediary agencies or 
private laboratory engagement 
models
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Major concerns of instrument failures 
and maintenance. Only three of the 
ten countries reporting data achieved 
the Global Laboratory Initiative target 
of 3%. 

A large proportion of individuals with 
bacteriologically confirmed TB are still 
diagnosed by smear microscopy.

Only 70% of all bacteriologically 
confirmed TB cases were tested for 
resistance at least to RIF. FQ
resistance testing 49%
Group A drugs (e.g. bedaquiline and 
linezolid) much lower.

Private sector: Private laboratory 
reporting on universal DST
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Only 63% of pulmonary TB cases 
notified globally in 2021 were 
bacteriologically confirmed

The median test-positivity rate in 
2021 was 17% (IQR 9–26) globally 
and 11% in the African Region,
and 27% in the Western Pacific 
Region. 

Reports of results received 
after 7 days are common in 
many settings and TAT is not 
consistent

Private sector: Disaggregation by 
bacteriologically confirmed versus 
clinically diagnosed 





https://tbksp.org/en/node/49 https://tbksp.org/en/node/720

https://tbksp.org/en/node/49
https://tbksp.org/en/node/720








• median cost–benefit ratio of TB control is even 
higher than those of HIV, hepatitis B, 
hypertension and diabetes in low- and medium-
income countries .

The benefit–cost ratio for TB
Lessons from programmes for the control of 
other priority diseases

• In one quarter of 2020, the COVID-19 Diagnostic 
Consortium received orders from 44 countries for 
over 17 million PCR tests >>>TB after 10 years

• To date billions of Covid-19 tests performed

Proportion of spending on TB diagnostics in overall 
health-care spending

• diagnostics account for less than 3% of the US$ 5.3 
billion spent annually on TB and overall health care

• even a 10-times increase in spending on WRDs in LMICs 
for TB at current prices would still represent < 0.15% of 
total health-care spending .

Price reductions as volumes increase

• price of tests for HIV viral load dropped by 40–60% 
when the volume increased from 2 to 10 million tests

• Concessional pricing for high-burden countries not be 
limited to public or nongovernmental sectors
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Conclusion

• Adoption of this WHO standard will increase the number of 
• Individuals offered an accurate and rapid diagnostic test 
• the number of bacteriologically confirmed TB cases, which represent the pool of 

infectious cases that are a priority for testing
• increase testing for RIF resistance, an important step towards universal DST and 

quality-assured testing.

• Up-front investment will accelerate 
• universal health coverage, 
• result in better health for all and 
• reduce the unacceptable rate of morbidity and mortality due to a curable, 

preventable disease such as TB.

• Participation of all role players – implementers, funders, civil society and 
private sector across each step of the cascade to reach the ultimate 
objectives



It’s time for action

It’s time to END TB

Thank you

https://tbksp.org/

https://tbksp.org/

