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Summary
Rapid, accurate, sputum-free tests for tuberculosis (TB) triage and confirmation are urgently needed to close the wid-
ening diagnostic gap. We summarise key technologies and review programmatic, systems, and resource issues that
could affect the impact of diagnostics. Mid-to-early-stage technologies like artificial intelligence-based automated dig-
ital chest X-radiography and capillary blood point-of-care assays are particularly promising. Pitfalls in the diagnostic
pipeline, included a lack of community-based tools. We outline how these technologies may complement one
another within the context of the TB care cascade, help overturn current paradigms (eg, reducing syndromic triage
reliance, permitting subclinical TB to be diagnosed), and expand options for extra-pulmonary TB. We review chal-
lenges such as the difficulty of detecting paucibacillary TB and the limitations of current reference standards, and
discuss how researchers and developers can better design and evaluate assays to optimise programmatic uptake.
Finally, we outline how leveraging the urgency and innovation applied to COVID-19 is critical to improving TB
patients’ diagnostic quality-of-care.
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Introduction
Tuberculosis (TB) remains a leading cause of death
worldwide.1 TB care, which already existed in fragile
and overextended healthcare systems, has been nega-
tively impacted by the diversion of human resources
and laboratory capacity for COVID-19, resulting in the
number of specimens submitted for TB diagnosis plum-
meting from 7.1 million in 2019 to 5.8 million in 2020.2

41% of the 10 million people estimated to develop TB
globally each year remain undiagnosed, and TB deaths
have risen for the first time in a decade.1 Yet COVID-19
has also demonstrated that large-scale investments
(orders of magnitude higher than that seen for TB)
could facilitate rapid diagnostic technology develop-
ment, including the use of novel specimen types at
point-of-care (POC). A similar approach for TB could
yield major innovative advances.3
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Even before COVID-19, patients evaluated for TB
often experienced long delays exacerbated by circuitous
pathways to care with many missed opportunities for
diagnosis. The quality of TB symptom screening is
often poor and primary care facilities do not often have
access to tests, requiring patients to travel elsewhere.4

These individuals, often already attending decentralized
health facilities, collectively represent an obvious first
step in closing the diagnostic gap. Importantly, how-
ever, many people with TB never enter health facilities
and will require identification in communities; which is
often diagnostically challenging due to early-stage dis-
ease and lower pre-test probabilities, which mean tests
require very high sensitivities, and specificities are a
major determinant of cost efficacy. Technologies first
need to demonstrate good performance and feasibility
in local health facilities before they can be considered
for community-based active case finding (conditions are
less challenging in facilities than in communities and
people with TB presenting to facilities are easier to diag-
nose due to increased pre-test probability). Having good
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performance near POC in facilities is a key criterion
prior to exploring community suitability.

Closing the diagnostic gap is not just a technological
challenge: it also requires ensuring that high-quality
and modern tests are available, in a manner that enables
patients to be promptly linked to care. New technologies
should be implementable at point-of-care by health care
workers with minimal training, with results available in
a single patient encounter.5 Yet, despite the advent of
World Health Organization (WHO)-recommended
rapid molecular tests (mWRDs) such as Xpert MTB/
RIF Ultra (Ultra) (Cepheid, Sunnyvale, USA) and True-
nat MTB/RIF (Molbio Diagnostics, Verna, India), much
of the world still relies on sputum smear microscopy
(developed in the 1880s) as the initial and often only
diagnostic test6 despite poor sensitivity. The cost and
infrastructure requirements of mWRDs remain prohibi-
tive to scale-up and even when mWRDs are available,
capacity is often not efficiently utilised or is
misaligned.7,8 Furthermore, the use of mWRDs is typi-
cally limited to sputum-based testing. Cascade of care
studies, although setting-specific, indicate that approxi-
mately 15% of patients diagnosed with TB are lost-to-fol-
low-up and do not initiate treatment.4,9,10 Together, this
picture shows the urgent need for decentralised testing
for TB, so that the majority of patients can be tested and
start treatment in one visit (ideally irrespective of their
reason for initial presentation to a facility). Such tests
should be sputum-free, as high-risk groups, such as
people living with HIV (PLHIV)11 and children12 can
often not naturally expectorate sputum and are at higher
risk of extra-pulmonary TB.

Critically, there is growing recognition of the high
proportion of cases identified in prevalence surveys who
are a- or pre-symptomatic (presumed subclinical TB)13,
underscoring how large numbers will be missed by cur-
rent symptom screening approaches.14,15 Furthermore,
since patients who screen positive but have early disease
may not expectorate sputum, sputum confirmatory test-
ing may not be possible. Earlier diagnosis in such peo-
ple with minimal symptoms can, on an individual-level,
prevent disease progression, subsequent morbidity and
mortality and, on a population-level, reduce as much as
50% of transmission (importantly, community testing
can enable earlier diagnoses than facility testing, result-
ing in even greater benefits).16 Moreover, as for COVID-
19, such tests can also play a critical public health role if
they have the capacity to identify which patients are
infectious (eg, via Mycobacterium tuberculosis (Mtb) mea-
surement in aerosol) and for how long infectiousness
lasts. This reinforces the urgent need for rapid, accu-
rate, non-invasive, and sputum-free tests for triage and
confirmatory diagnosis, which have been identified by
the WHO as priorities for new TB diagnostics, with the
Target Product Profiles (TPP) developed in 2014.17

Tests and technologies that have undergone (or are
undergoing) external validation, commercial
development, assessment in large-scale multi-centre
field evaluations, or which are judged to show high
potential for TB triage, diagnosis, or the assessment of
infectiousness, are prioritised for inclusion in the
review. Our review is not exhaustive nor a review of bio-
markers, in-house assays, centralised platforms for ref-
erence laboratories, tests to diagnose infection or drug-
resistance, or the optimal way to do important commu-
nity active case finding (high-quality reviews on these
topics exist).18-23 Rather, we focus on sputum-free diag-
nostic technologies and tests with demonstrated poten-
tial for decentralised deployment, ideally at the point-of-
care at the peripheral health system level (including
rural settings) to facilitate prompt clinical decision mak-
ing for all forms of active TB.
Overview of diagnostic technologies and tests
by specimen type
Figure 1 illustrates the role of triage (which includes
patients with symptoms or risk factors as well as screen-
ing of unselected populations) and confirmatory tests in
a typical population of people who may have TB and
move from community to clinic and hospital settings
for diagnosis, the types of non-sputum specimens tested
by some novel technologies under development, and a
selection of these technologies, their developmental
stage, likely positioning within the health system, and
where gaps in the pipeline exist. Briefly, several non-
invasive and easily accessible specimens hold promise
as triage and confirmatory tests, however, artificial intel-
ligence (AI)-based digital chest X-ray (dCXR) is the only
design-locked triage test suitable for primary care
(design-locked refers to tests where manufacturers have
fixed the individual subcomponents of the assay and the
core of the technology should not change).24 Table 1
lists various current and upcoming technologies,
including their underlying mechanisms and principles,
alignment with TPP criteria, commercial or in-develop-
ment examples, diagnostic accuracy, pros and cons, and
open questions. This table is summarized below, organ-
ised from, potentially, the least to most invasive speci-
mens.

Tables 1a and 1b
Audio
The growing interest in AI has opened the possibility of
non-invasively detecting cough changes or lung sounds
that differentiate people with and without TB, with
potential for use as a triage test.25,26 This could be done
using portable digital recording and signal processing
mobile phone enabled applications27 or digital stetho-
scopes.28 Such specimen free technologies, could provide
a more objective measure of symptoms such as cough,
in contrast to subjective and challenging syndromic
screening, and are potentially scalable given a
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Figure 1. Approaches to diagnosing TB. (a) An overview of a typical facility-based TB diagnostic algorithm. People in a community
(without risk factors for TB, white; with symptoms or risk factors for TB, grey; with TB, red) attend a health facility. After screening, all
at-risk individuals are ideally identified and receive a triage test (note in some very high burden settings, all clinical attendees may
be considered at risk; the definition of at-risk is setting-specific), which is done to exclude unnecessary confirmatory testing. Patients
who triage positive then receive typically expensive (yet critical) confirmatory testing, which is used to inform treatment. Impor-
tantly, screening (and potentially testing) could occur in the community, however, this is not shown as most new technologies need
to first demonstrate potential in facilities. (b) Some of the novel materials under investigation for triage or confirmation are shown
(some applicable to both use cases), and (c) a selection of products and technologies that use these materials, their developmental
stage (if known to be under commercialisation), and potential health system-level of deployment. Notably, there are insufficient
late-stage and design-locked triage tests, as well as early and design-locked confirmatory tests useful for facility-based point-of-care
testing (this deficit is even more serious for community-based testing, which is diagnostically and operationally more challenging).
Abbreviations: AI: artificial intelligence, dCXR: digital chest X-ray.
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Specimen Biomarker Principle and

mechanism

Likely TPP for

active TB

Select studies and

assays�5 years away from

potential implementation, 2-

5 years, �2 years, unclear

Level of confidence, and accuracy

estimatesLow, medium, high,

unclear

Strengths and challenges of

technology class

Open questions and key

considerations

Stool Mtb DNA Swallowed or disseminated Mtb

may be detectable in stool

Confirmatory Ultra - A Tanzanian study in presumptive

TB patients found sensitivity to

range from 63-84% and specific-

ity from 76-93% depending of

the type of laboratory45

- A systematic review and meta-

analysis of Xpert for paediatric TB

found similar performance46

- Evidence to support use in

children46 and sputum-

scarce TB

- Added complexity due to

specimen processing

requirements

- Data in adults (including PLHIV)

scarce

- Specimen provision challeng-

ing in outpatients, but rectal

swabs may have utility

Urine LAM Urine is easy to collect and will

have high diagnostic yield.

Mtb cellular components

(nucleic acids, complex mol-

ecules, or even intact cells)

can filter through the kidney

barrier. The Mtb cell wall and

virulence factor LAM are the

most promising urine

markers.

Confirmatory FujiLAM (FujiFILM) - In a large multicentre head-to-

head evaluation in HIV-negative

outpatients, sensitivity was 53%

and specificity 99% and highly

variable between settings57

- Another study in HIV-positive

inpatients, sensitivity was 70%

and specificity 91%56

- Utility for EPTB58

- Significant technological

development still needed for

some assays (e.g., FLOW-TB,

Mologic) compared to Deter-

mine TB-LAM (Alere) and

FujiLAM

- Sensitivity inversely propor-

tion to the degree of immu-

nosuppression (e.g., CD4

count), and this should be

used to guide roll-out

- For cfDNA,61 specialised

specimen processing meth-

ods may overcome sensitiv-

ity limitations to meet TPP

criteria but will detract from

POC potential

- Data in important patient groups

like HIV-negatives are lacking

- Comparative performance data

of different LAM assays is

needed (in one study in HIV-

negatives EclLAM, which is labo-

ratory-based, outperformed

other LAM tests that were more

suitable to POC)57

- For urine cfDNA, many of the

same considerations as for blood

apply

- Enrichment prior to testing

may improve diagnostic yield

FLOW-TB (Salus Discovery) A second-generation version of the

assay had a sensitivity of 86%

and specificity 89% in

inpatients59

TB-LAM (Biopromic) Unclear (in development)60

TB-LAM (Mologic) Unclear (in development)112

cfDNA No prototypes with public data A proof-of-concept study with an

enrichment step had a sensitivity

of 84% and specificity 100%61

Table 1a: Current and upcoming non-invasive specimen-based technologies for the rapid non-sputum-based diagnosis of TB. Technologies are listed by specimen and biomarker type (least to most
invasive). Examples with best available sensitivity and specificity estimates (as well as the likely WHO target product profiles tests use case) are listed, together with known limitations. Strengths and
challenges for POC deployment in high burden settings as well as open questions and considerations for researchers and implementers are discussed. Rankings of the technological level of maturity
and level of confidence of available performance estimates are given.
Abbreviations: LFA: lateral flow antigen, POC: point of care
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Specimen Biomarker Principle and mechanism Likely TPP
for active
TB

Select studies and
assays�5 years away from
potential implementation,
2-5 years, �2 years, unclear

Level of confidence, and
accuracy estimatesLow,
medium, high, unclear

Strengths and
challenges of
technology class

Open questions
and key considerations

Audio Cough
sounds

TB disease distorts lung archi-
tecture, affecting chest
sounds in a way detectable
by portable digital signal
processing.25,26 Classifica-
tion technologies are dis-
tinct from cough counting,
which may have treatment
monitoring utility.113

Triage - Only proof-of-concept studies
exist25

- Smartphone applications are
undergoing evaluation (Tim-
Bre,114 Hyfe)27,108

- Promising but too early to
tell.
- One study with non-TB
infected controls obtained a
sensitivity of 93% and speci-
ficity of 95%.29

- Able to rapidly screen all
facility entrants
- Specimen free
- Rapidly scalable on mobile
phones
- Abnormal sounds in the
absence of TB could be
used to diagnose other
respiratory diseases
- No external validation data

- Early-stage technology
- Standardised large-
scale data collection and
curation required for
algorithm development
and testing
- Performance likely
highly setting-specific,
especially when other
lung diseases are fre-
quent
- Potential utility for
evaluating post TB lung
damage

Stethoscopes - Stethee28,108 and others under-
going evaluation
- No published studies

- Unknown

Imaging Portable
dCXR

CXR highly sensitive and
increasingly feasible to be
near POC due to advances
in low-dose portable instru-
ments and automated
image reading.

Triage Software products include: qXR
(QURE.ai Technologies),
CAD4TB (Delft Imaging Sys-
tems), and Lunit (FujiFILM),
CAD4Good (EPCON) (see
AI4HLTH for a complete
overview)30

- In a very large evaluation in
Bangladesh, qXR and CAD4-
TB have the highest specif-
icities (both 73%) at >90%
sensitivity50

- Automated reading systems
can overcome radiologist
shortages and are WHO-
endorsed48

- Expensive equipment and
infrastructure (including
high-speed internet)
required52, however, exist-
ing equipment may be ret-
rofitted such that analogue
images can be converted to
digital ones
- Market rapidly evolving
and selection of the right
solutions challenging

- Challenges in identifying
which settings for priori-
tisation, including case
finding scenarios where
pre-symptomatic TB can
be detected115

- Achieving adequate
throughput to maximise
utility is challenging
- Unclear how these
technologies will benefit
diagnosis of other dis-
eases
- Open source social
impact programs such
as CAD4Good may
reduce costs30

POCUS Improving affordability and
portability of ultrasound
devices has led to interest in
the use of POCUS.

Triage Many (most standard point-of-
care ultrasound machines can
be used)

- Systematic review reported
sensitivities ranging from
73-100% for subpleural
nodules detected and 47-
80% for lung
consolidation54

Potential to expand diagnosis
of extrapulmonary TB and
increase diagnostic yield in
populations such as chil-
dren or PLHIV

- Limited data, currently
majority of studies in
adults and for pulmo-
nary TB
- Effects of operator and
machine variability
unclear
- Optimal imaging pro-
tocols unclear

Table 1b: Current and upcoming non-invasive non-specimen-based digital and/or AI-based technologies for the rapid non-sputum-based diagnosis of TB. Technologies are listed by specimen and
biomarker type (least to most invasive). Examples with best available sensitivity and specificity estimates (as well as the likely WHO target product profiles tests use case) are listed, together with
known limitations. Strengths and challenges for POC deployment in high burden settings as well open questions and considerations for researchers and implementers are discussed. Rankings of the
technological level of maturity and level of confidence of available performance estimates are given.
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Table 2: Key challenges that need to be overcome for new diagnostic technologies to have a transformative impact on the TB epidemic.
These issues are complex, multifactorial, and interdisciplinary, however, together they create a significant barrier to the adoption of
promising new non-invasive TB tests at the point-of-care. When developing and planning to implement a new test, all factors require
consideration, otherwise potential impact is undermined.
Colour theme key: Red- technical; orange- programmatic; purple- policy.

Abbreviations: POC: point of care, DST: drug susceptibility testing.

Review

8

theoretical ease-of-use and rapidity of turnaround (sec-
onds). Nonetheless, these technologies are early stage,
with signatures yet to be externally validated and limited
clinical data to support use (one study reported a sensi-
tivity of 93% and specificity of 95% of AI-based cough
classification when comparing the coughs of people
with and without TB).25,29 Initiatives to assemble large
collections of cough audio recordings that can be used
to train and test algorithms are needed, similar to what
was successfully done for dCXR, where a global image
archive from diverse settings and populations was made
available to developers.30 Performance of audio analyses
is likely to be setting-specific and impacted by the preva-
lence of other lung diseases in the population but, as a
new field, acoustic epidemiology31 holds tremendous
promise for identifying patients for confirmatory test-
ing, monitoring treatment response, and assessing pop-
ulation-level lung health.
Compounds in breath
Differences in signatures of volatile organic compounds
expelled in breath can be analysed to facilitate detection
of pulmonary diseases like TB, most likely as a triage
test. Such compounds can be detected using electronic
nose devices or captured and concentrated using a col-
lection bag and detected by methods like gas chromatog-
raphy.32 Although a recent systematic review suggested
that electronic nose diagnostic tests may have high accu-
racy (pooled sensitivity and specificity both 93%),33

these tests were often evaluated in case-controlled stud-
ies comparing people with TB to healthy controls and
not in the intended setting of use (potential spectrum
bias leading to accuracy overestimation). Other tests in
this review had sensitivities from 62-100% and specific-
ities from 11-84%.33 Notably, however, data were insuffi-
cient to obtain pooled estimates for a single type of test.
While the non-invasive nature of such tests is appealing,
www.thelancet.com Vol 78 Month April, 2022
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large public datasets are, like for audio, needed for algo-
rithm generation and training. However, methods of
collection (which can lead to the combination of volatile
organic compounds with sample bag material), analyti-
cal approaches, or confounders (like pulmonary comor-
bidities or smoking), can all introduce variation.
Important operational challenges, including the need
for prompt (ideally real-time) volatile organic compound
detection post-collection (samples undergo degradation
after collection) and hardware complexity remain.34

Tests that require specimen shipment off to a central
laboratory hold less appeal.
Mtb in aerosol
Tests to diagnose subclinical (asymptomatic) TB are
lacking. This state (bacteriologically-positive TB in those
reporting no symptoms and typically not seeking
healthcare) is more prevalent than previously estimated,
with highly variable duration (six months to beyond five
years)35,36 and may be responsible for more than half of
TB transmission.16 The detection of Mtb bacilli or DNA
in aerosols has been facilitated by the development of
face masks, with capture filters or absorbent materials,
or blow tubes with a capture filter.37-39 Although capture
methods are still under development, early results have
been promising, suggesting high diagnostic yield (one
study demonstrated 87% sensitivity when Ultra was
used to analyse samples collected from face masks), and
may identify patients with subclinical disease earlier
than sputum-based sampling.37 Furthermore, these
methods can be applied to people before they cough:
sampling aerosol from tidal breathing has yielded cul-
turable Mtb bacilli, suggesting cough is not a transmis-
sion prerequisite.39 Detection of Mtb in expelled
aerosols may thus play a role in identifying early dis-
ease, thought to be important for transmission,41 and
assessment of treatment response (important for infec-
tion control); however, this technology remains early
stage.
Tongue swabs
Mtb in tongue papillae biofilms may be detected using
existing molecular technologies such as Ultra40 with
high sensitivity: 88% relative to sputum Ultra41 based
on single flocked swab sampling in symptomatic outpa-
tients; however, sensitivity may be heavily setting
dependent (a prison-based active case finding study
reported a sensitivity of Ultra on a single swab of
43%).40 Tongue swab-based diagnoses are also possible
using TB-LAMP.42 In general, however, the optimal
number of swabs and approach needed to maximize
DNA recovery during processing remains the subject of
active investigation. Next-generation ultra-sensitive tests
may further increase the feasibility of tongue swab-
based methods as current generation tests still have
www.thelancet.com Vol 78 Month April, 2022
sensitivity limitations and automated extraction and
wash steps were designed for sputum not tongue swabs.
If increased sensitivity could be achieved, tongue swab-
based approaches could be particularly useful as a diag-
nostic test in children, where feasibility with Ultra from
tongue swab has been demonstrated43, as well as other
sputum-scarce populations. Lastly, tongue swab (self)-
collection has been done reliably by patients for SARS-
CoV-2 testing44, which is an important consideration
for scale-up and potential community- or home-based
TB testing in under-resourced settings.
Stool
Tests on stool currently have the most utility in diagnos-
ing childhood TB, given the challenges in obtaining
sputum; although their suboptimal sensitivity (pooled
sensitivity from nine studies was 67%)45,46 remains a
barrier. In adults, stool-based tests may play a role in
the diagnosis of extrapulmonary TB, particularly in
groups such as PLHIV who are more likely to have dis-
seminated disease. Rectal swabs may facilitate specimen
collection and processing, making the approach more
amenable to POC during a single encounter, although
accuracy data are limited (one study demonstrated the
sensitivity of stool Xpert testing using FLOQswabs was
47%).47 Generally, stool-based approaches are ham-
pered by the need for non-POC specimen processing.
Imaging
Several AI computer-aided detection (CAD) software
platforms for TB triage30 are recommended by WHO as
an alternative to human reading, given their potential to
overcome the lack of qualified readers and the over-
whelming need for improved triage methods given lim-
ited resources for confirmatory testing.48 An evaluation
of 1032 images demonstrated that six out of 12 CAD
platforms (Qure.ai, DeepTek, Delft Imaging, JF Health-
care, OXIPIT, Lunit) performed similarly to an expert
reader, only three of which (Qure.ai, Delft Imaging and
Lunit) performed significantly better than an intermedi-
ate reader.49 A large evaluation of almost 24 000 outpa-
tients, the majority of whom had symptoms,
demonstrated that all five of the algorithms evaluated
reduced the number of molecular tests required by 50%
while maintaining an overall sensitivity of 90%. Two
products: qXR (qure.ai, India) and CAD4TB (Delft
Imaging Systems, Netherlands) met the triage TPP cri-
teria.50 Ongoing challenges include the need to adapt
score thresholds to local epidemiology and use case sce-
narios (e.g., triage versus mass population screening,
different clinical settings, pre-symptomatic patients), as
software performance, particularly with respect to speci-
ficity, can be variable and precludes it from serving as a
diagnostic test.51 While the equipment cost remains pro-
hibitive52, there are advances in the use of POC imaging
9
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devices (including smartphones) that may bridge this
barrier as the market rapidly evolves, particularly given
the potential of this technology class to be used as part
of integrated management of other diseases such as
COVID-19, which may ensure adequate throughput to
justify costs.53 Other imaging technologies of interest
include point-of-care ultrasound (POCUS), for which a
systematic review revealed sensitivities from 73-100%
for subpleural nodules and 47-80% for lung consolida-
tion; however, data are limited with high risk of bias.54
Urine
Urine is appealing given ease-of-collection, limited
infection control requirements, and potential for extrap-
ulmonary and pulmonary TB. Mtb cellular components
(nucleic acids, molecules, cells) can filter through the
kidney barrier into urine. Urine lipoarabinomannan
(LAM) is the only WHO-recommended biomarker for
TB diagnosis (specifically the AlereLAM test).55 Other
next-generation LAM assays from FujiFilm, SD Biosen-
sor, Biopromic, Salus, and others are at different devel-
opmental stages. Studies comparing SILVAMP TB
LAM (FujiFilm) to AlereLAM demonstrate a higher sen-
sitivity (70% vs. 42% in PLHIV, 67% vs. 53% in people
without HIV).56-58 Several ultra-sensitive 3rd generation
LAM assays59,60 to be used irrespective of HIV status
will enter trials in 2023. Lastly, emerging data points to
a potential role for urine cell-free DNA for TB diagno-
sis;61 however, the need for specialised processing
methods must be overcome for wide use.
Blood
While there are no validated blood tests for active TB,
there is increasing optimism regarding the detection of
antigens, immune cell profiling, host transcriptomics,
or cell-free Mtb DNA.62 Several studies have demon-
strated associations between host mRNA signatures
and TB risk, although preventive therapy guided by one
such mRNA biosignature failed to reduce TB incidence
in a large randomised controlled trial.63 Despite com-
mercial progress to develop mRNA biosignature assays,
foremost of which is the Xpert Host Response (Xpert
HR) cartridge that detects a 3-gene signature in capillary
blood directly using the widely-deployed GeneXpert
platform,64 independent validations65,66 demonstrate
most transcriptomic biomarkers will not meet the
WHO diagnostic accuracy criteria for triage or confirma-
tion.65-67 Furthermore, tests will still likely require
costly processing methods that preclude scale-up.68

Tests that measure T-cell activation such as TAM-TB
have demonstrated potential for active TB in children
(83% sensitivity vs. culture)69,70 and may have a role in
treatment response monitoring,71 however, TAM-TB’s
reliance on flow cytometry may restrict deployment to
clinical laboratories. Detection of TB antigens72-74 and
other molecular biomarkers also holds great potential
for scale-up in POC tests. For example, despite being a
non-specific biomarker of inflammation, C-reactive pro-
tein (CRP) is recommended by the WHO as a screening
test in PLHIV given its superior accuracy for TB com-
pared to symptom screening75,76; however improved
implementation guidance is needed.77 Other assays to
detect inflammatory biomarkers78 or TB peptides79

remain in the prototype phase but have POC deploy-
ment potential. Proof-of-concept data has been gener-
ated for Mtb DNA detection in peripheral blood
mononuclear cells80 and cell-free DNA but no proto-
types with public data are available.62,81
Outstanding questions: considerations for test
developers and evaluators
Select considerations for developers and evaluators are
in Table 2, together with issues for implementers and
policymakers, which are interlinked and fall across mul-
tiple themes, are discussed in the following sections.

From a technical perspective, developing POC tests
is challenging due to disease complexity and the slow
growth of Mtb. While ultra-sensitive tests are still
needed to detect early disease (especially in the context
of active case finding),36,82 as tests slowly increase in
sensitivity, diagnostic accuracy assessments may be
compromised by reference standard limitations, espe-
cially as bacteriological tests like liquid culture are often
only applied to sputum.83 Thus, positive results from
highly sensitive tests could be classified as false posi-
tives, representing potentially missed treatment oppor-
tunities. This false-positivity issue may be of less
concern for tests that use antigens or DNA rather than
host biosignatures such as mRNA, however, challenges
remain: for example, sputum Ultra trace semi-quantita-
tion results are often culture-negative, especially in set-
tings where patients have high rates of previous TB or a
where there is a high background intensity of TB trans-
missiont.84 Biomarkers like host RNA and CRP have
potential for resolving Ultra false-positive results (if bio-
marker levels are low),65,75 thus Ultra traces could, for
example, be reflexed to a test like Xpert HR. Aside from
limit of detection differences, other reasons for discrep-
ant results include variations in specimen quality and
processing, extra-pulmonary TB, and non-culturable
Mtb (the clinical relevance of which is not well under-
stood). Composite reference standards that incorporate
additional information (e.g., imaging and treatment
response) may be useful, however, these substantially
increase expense. Extra-pulmonary TB, which accounts
for around 16% of all global TB cases,1 presents addi-
tional diagnostic challenges due to invasive sampling to
obtain site-specific tissue or fluid, on which the sensitiv-
ity of existing tests is generally lower than on pulmo-
nary specimens.85 In addition, for several tests there are
www.thelancet.com Vol 78 Month April, 2022
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data or potential for extra-pulmonary TB, indicating that
invasive sampling could be obviated (see Table 1).

Although rapid POC biosignature tests may contrib-
ute substantially to reducing those patients lost to follow
up between diagnosis and treatment, one limitation
(especially for host biomarker tests) is that they are
unlikely to provide drug susceptibility information to
guide appropriate treatment, in contrast to tests that
directly detect Mtb. The latter should be given higher
priority by developers and implementers in high DR-TB
burden settings.

Consideration of the feasibility of obtaining alterna-
tive specimen types (such as urine or stool) in routine
settings, although non-invasive, is important to avoid
undermining potential benefits. Blood volumes for bio-
marker tests could also be a concern and these should
ideally require only a finger prick. During development,
any platform-based assay should consider potential
maintenance and quality assurance needs for field use
and address these during validation or early field evalua-
tion studies, rather than leaving this for post-market
evaluation. Furthermore, local communities’ percep-
tions about specific specimen types (e.g., stool) or tests
(e.g., audio) should be carefully studied. TB diagnostics
research should utilise interdisciplinary quantitative
and qualitative approaches to maximise the high quality
uptake of testing algorithms by patients and health care
providers.
Outstanding questions: Key issues beyond test
performance that need to be addressed by
programmes and policy makers for implementation
and scale-up
Systematic reviews evaluating the effect of Xpert MTB/
RIF and LAM on patient-important outcomes like mor-
tality demonstrate the challenges of moving from diag-
nostic test accuracy assessment to proving impact.53,86

Careful evaluation of intended and actual test placement
and use within the wider TB care cascade is needed to
understand potential implementation barriers,87,88

such as gaps in linkage and engagement with care. The
global roll-out of Xpert MTB/RIF has provided key les-
sons for policy makers and program implementers,89

which include recognising that high costs and unful-
filled quality assurance and maintenance needs in
chronically underfunded programmes will continue to
result in underutilisation.90 Technologies can mitigate
these barriers if a POC test can be electricity-free,
deployable at wide temperature ranges, have long shelf
life, and the potential for online and offline use.
National TB programmes must facilitate less restrictive
use of new tests to increase utilisation volumes, requir-
ing price negotiations with test manufacturers, and
comprehensive health worker training. Furthermore,
continuous quality assurance programmes should
www.thelancet.com Vol 78 Month April, 2022
ensure tests are being used, interpreted, and acted upon
correctly and promptly.91

Improving TB diagnosis, particularly given the
renewed focus on active case finding, needs to be viewed
within the broader context of health systems strengthen-
ing. Despite the release of the WHO’s first Essential
Diagnostics List in 2019,92 country-level investment,
particularly to strengthen primary health care in high
TB incidence settings, falls short of ensuring availability
of essential tests and infrastructure, such as dCXR with
CAD in peripheral healthcare settings.93 Syndromic
rather than test-guided management remains highly
prevalent.94 It is critical that health care providers are
trained to act rapidly on test results to link patients to
care, as well as to interpret negative tests to determine
appropriate follow-up investigations and avoid patients
being lost to care without a working diagnosis.

Even the most promising triage tests (CRP, host
transcriptome signatures) have specificity limitations,
since other conditions (viral infections, cancers) can
produce readouts that may resemble TB,95 which
impact implementation potential given that triage test
specificity is the primary cost driver.96 Hence, with the
introduction of novel tests, a negative test in a triage-
positive person should inform further non-TB diagnos-
tic decision making to justify these tools' cost. Most
modelling exercises do not factor in potential benefits of
non-TB diagnoses, which may underestimate overall
impact. These diagnostic algorithms, including alterna-
tive diagnoses to be considered in patients without TB
would need to be setting- and population-specific.

The COVID-19 pandemic has prompted the interna-
tional scientific community to develop highly accurate
SARS-CoV-2 diagnostic tests in record time, with advan-
ces in sample collection, including specimens such as
saliva, oral swabs and absorbent strips in facemasks, and
decentralised testing, including the use of home-based
testing kits.14 The TB diagnostic community needs to fol-
low similar development pathways, including integrated
testing for respiratory diseases such as TB and COVID-
19, utilizing multi-disease molecular diagnostic plat-
forms (for example, GeneXpert and Truenat), which lev-
erages the setting-specific feasibility of automatically
testing a specimen for multiple diseases. Digital connec-
tivity tools can facilitate community-based testing, refer-
rals, contact tracing, linkage to care and/or indicate the
need for alternative clinical evaluation.3,97
Conclusions
Most upcoming technologies for sputum-free TB tests
are at an early developmental phase. Furthermore,
many methods that use novel specimens are still reliant
on existing molecular tests not originally designed for
that purpose (e.g., Ultra on tongue swabs) or require
infrastructure unavailable at primary care. Despite seri-
ous gaps in the diagnostic pipeline, exploring the
11
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potential for several prototype tests that show promise
for POC deployment across different use case scenarios
(TPPs) is critical. Nonetheless, given growing recogni-
tion of the high proportion of people with subclinical
TB and the nuances of use case scenarios for screening
versus triage, revised TPPs are needed. Key needs to
accelarate test development include publicly available
standardised datasets and large-scale validation cohorts
that facilitate test design and evaluation from the outset
in populations and settings that reflect their final
intended field of use. To overcome these barriers, it is
critical to leverage the resources and diagnostic innova-
tion and momentum behind the COVID-19 response,
including scale-up of SARS-CoV-2 test capacity and con-
nectivity tools. Only then can the promise of novel spu-
tum-free TB tests be realised.
Search strategy and selection criteria
Data for this Review were identified by searches of the
PubMed database, and references from relevant articles,
using the search terms (Tuberculosis or TB) AND (diag-
nosis) without restrictions based on language, date,
study type, or setting. Given the focus on novel technol-
ogy, additional references were obtained from abstracts,
meeting reports, and clinical trial registration websites,
where relevant.
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