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Tuberculosis (TB) is a significant, global public health problem, causing high
morbidity and mortality. Short-course therapy can improve treatment completion rates
by enhancing treatment adherence, thereby improving patient treatment outcomes
and subsequently reducing the incidence and mortality of TB. Additionally, highly
effective combination therapy can reduce the emergence of drug-resistant TB,
shorten time to cure, thereby reduce the transmission of TB, and alleviate the burden
on public health systems and healthcare systems, as well as lowering healthcare
expenditures.

Current approaches to the development of shortened TB regimens include
either adjusting the dosage of existing drugs such as fluoroquinolones or rifamycins,
or using prescriptions containing new drugs such as pretomanid or bedaquiline.
Stratified medicine targets patients with low disease severity and low risk of relapse,
such as those without cavitation, negative acid-fast staining, or negative sputum
cultures at two months, to shorten the traditional six-month drug regimen to four
months.

This article reviews current literature on short-course TB treatment, including
the TBTC 31/A5349 randomized clinical trial for drug-susceptible TB, and
the TRUNCATE-TB strategic treatment. For multidrug-resistant TB, the TB-
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PRACTECAL study and ZeNiX-TB, using the BPaLM/BPaL regimen (bedaquiline,
pretomanid, linezolid with/without moxifloxacin). Current research indicates
that short-course therapy, whether for drug-sensitive or multidrug-resistant TB is
effective. Short-course anti-TB drug therapy aims to shorten treatment duration
while maintaining efficacy, with the goal of improving patient outcomes, reducing
healthcare expenditures, and alleviating the burden on the public health system,
ultimately leading to TB control and elimination.

Key words: Tuberculosis, anti-tuberculosis agents, short-course
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