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Executive Summary 

The Global Plan to End TB, 2023-2030 (Global Plan) is a plan for ending 
tuberculosis (TB) as a public health challenge by 2030τthe year by which 
governments around the world have committed to achieving the United 
Nations Sustainable Development Goals. It provides the most detailed costing 
estimates of any Global Plan to date. This Global Plan builds on the previous 
edition, Paradigm Shift, which laid out priority actions from 2018-2022 that 
were informed by global commitments endorsed by member states at the 
2018 United Nations High Level Meeting (UNHLM) on Tuberculosis.  

This Global Plan anticipates the priority actions that will be necessary in the 
wake of the COVID-19 pandemic and informs follow-up commitments to be 
made at a second UNHLM on TB in 2023. 

The numbers of people diagnosed with TB plummeted during the COVID-19 
pandemic, reversing progress against TB by several years and injecting greater 
urgency to global TB efforts. Though the pandemic severely disrupted these 
efforts, it also created a new sense of what can be achieved through 
mobilization of political will and financial and human resources. The discovery 
and roll-out of the first COVID-19 vaccines in less than one year was 
unprecedented, while global distribution has been woefully inequitableτan 
experience that provides critical lessons for TB vaccine development and 
access.  

Like previous editions, this Global Plan emphasizes the need for a rights-based, 
people-centred approach to ending TB. It increases the focus on prevention as 
a public health priority alongside universal access to TB care and support, an 
accelerated approach to TB research and development, and the introduction 
and scale-up of new TB tools. For the first time, this edition anticipates that 
comprehensive interventions will include the development and use of a new 
TB vaccine. Implementing the Global Plan will require a stronger, sustained 
commitment to partnerships that involve participation from a variety of 
sectors as well as TB survivors and members of affected communities.  

To aid country-level decision-making, this edition of the Global Plan provides 
guidance for investing in a comprehensive package of interventions. These 
άƛƴǾŜǎǘƳŜƴǘ ǇŀŎƪŀƎŜǎέ ŀǊŜ ōŀǎŜŘ ƻƴ ƴŜǿ ƛƳǇŀŎǘ ƳƻŘŜƭƛƴƎ ŀƴŘ ŦƛƴŀƴŎƛŀƭ 
estimates, which project that ending TB is feasible by 2030 with significant 
new inputs that support implementation at scale. This modeling also 
contributed to the investment case for the 7th replenishment of the Global 
Fund to Fight AIDS, Tuberculosis and Malaria in 2022. 



 
 
 
 

Return on investment 

The Global Plan is an investment in both human life and economic 
productivity. Implementing the priority actions recommended by the Global 
Plan would deliver a return of US$ 40 for every dollar invested. 

Figure A. Return on investment in TB prevention and care 

 
 
The cost of inaction 

Delaying or failing to implement the Global Plan would result in immense 
human and economic loss. If the status quo were to continue from 2023 
through 2030, an additional 43 million people would develop TB, leading to 
6.6 million additional TB deaths and a global economic cost of US$ 1 trillion. 
Humanity would lose a projected 234 million disability-adjusted life years 
(DALYs).  

To avert this scenario will require a substantial and rapid scaling up of public 
health interventions using currently available tools (i.e., treatment regimens, 
diagnostics) and an increase in investment in TB research and development for 
new tools. 

Figure B: The potential human cost of failing to implement the Global Plan 
2023-2030. 
  



 
 
 
 

 

Resource Needs 

This edition of the Global Plan projects that between 2023 and 2030, US$ 
249.98 billion will need to be mobilized from all sourcesτgovernments, 
philanthropy, the private sector, and innovative sources of financing. This 
includes US$ 157.2 billion, averaging US$ 19.65 billion per annum, for TB 
prevention and care, and an additional amount of US$ 52.6 billion for 
vaccination once a new vaccine is available. This increase is driven by the need 
to make up for lost progress due to COVID-19, to accelerate the development 
and introduction of new TB toolsτincluding at least one new vaccineτand to 
make up for financing gaps in prior years. 

An additional US$ 40.18 billion is needed to accelerate the development of 
new TB medicines and treatment regimens, diagnostics, and vaccines, which 
includes US$ 800 million annually to support basic science research. 

Table A: Resources needed for TB prevention, care and support (USD billions) 
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Diagnosis 4.8 5.7 7.1 8.0 7.4 7.0 7.0 7.2 54.1 

Treatment 0.9 1.0 1.1 1.1 0.8 0.6 0.5 0.5 6.5 



 
 
 
 

Prevention 0.7 0.8 1.0 1.1 1.2 1.4 1.5 1.7 9.3 

Vaccinatio
n 0.0 0.0 0.0 0.0 12.4 12.8 13.4 14.0 52.6 

Health 
Systems 1.9 2.2 2.8 3.1 2.7 2.4 2.4 2.5 20.0 

Enablers 2.3 2.5 3.0 3.2 3.0 2.9 3.0 3.1 22.9 

Program 
Costs 5.2 5.3 5.4 5.5 5.6 5.7 5.8 5.9 44.4 

Total 15.7 17.6 20.3 21.9 33.1 32.8 33.6 34.9 
209.

8 

 
Table B. Resources needed to accelerate research and development of new TB 
tools, 2023-2030 

New Tool Investment needed (US$ billions) 

Medicines 16.06 

Diagnostics 7.72 

Vaccines 10.00     

Basic science 6.4 

Total 40.18 

 
Projected Impact 

Modeling projects the following impact objectives and targets will be met if 
the Global Plan 2023-2030 is fully funded and implemented. 

 
¶ At least 95% of people with TB will receive a diagnosis 
¶ All high-risk and key and vulnerable populations will be able to access 

periodic screening 
¶ 50 million people will access appropriate TB treatment, including 3.7 

million children and 2.2 million people with drug-resistant TB 



 
 
 
 

¶ 35 million people will access TB preventive treatment 
¶ At least one new TB vaccine will be introduced for widespread use by 

2026 

 
These and other interventions would lead to: 

 
¶ A 80% decline in the number of people who develop TB annually per 

100 00 population by 2030 (compared to 2015) 
¶ A 90% decline in the number of people who die from TB annually by 

2030, compared to 2015 (Figure 2) 

 
Figure C: Projected TB deaths in various Global Plan implementation 
scenarios.  

 

 
This edition of the Global Plan was developed by a writing team working in 
collaboration with the Global Plan Task Force and a team of epidemiological 
and financial modelers, with input gathered from the international community 
through a series of public regional and global consultations. There are nine 
chapters. 

Chapter 1 provides the international context that informs the Global Plan. 
Chapters 2 through 9 provide priorities for action.  

Chapter 2. Ending TB through comprehensive investment packages 
implemented at scale 



 
 
 
 

Priority actions: 

¶ Invest in a comprehensive investment package 
¶ Scale up interventions to achieve key objectives and targets 

Chapter 3. Scaling up TB care 

 
Priority actions: 

 
¶ Re-imagine TB care, delivering services through a people-centered 

approach 
¶ Scale-up the use of modern diagnostics 
¶ Find the missing people with TB 
¶ Expand early diagnosis, including at sub-clinical stages 
¶ Develop and implement public communications strategies to raise TB 

awareness and promote early health-seeking  
¶ Integrate TB screening and testing into other health services, with a 

focus on services that address common comorbidities or risk groups, 
depending on local epidemiological context. 

¶ Provide support that enables people receiving TB care to complete a 
full course of treatment without an undue burden on them and their 
families, while avoiding catastrophic costs. 

¶ Strengthen procurement systems and supply chains 

 
Chapter 4. Scaling up TB prevention 

 
Priority actions: 

 
¶ Implement Airborne Infection Prevention and Control (AIPC) measures 

in health care settings and high-risk indoor places where people 
congregate 

¶ Provide TB preventive treatment (TPT) for those living with TB 
infection and who are at higher risk of progression to active TB disease 

¶ Deploy effective vaccines once such vaccines are officially 
recommended and available. 

¶ Address TB risk factors and social determinants 

 
Chapter 5. Partnering with key stakeholders: communities and the private 
sector  

 
Priority actions: 



 
 
 
 

 
¶ Increase funding support for engaging TB-affected communities in the 

TB response at least fourfold 
¶ Support community-based and home-based models for delivering TB 

prevention and care  
¶ Scale up public-private mix (PPM) approaches to improve the quality 

of TB care, reduce out-of-pocket expenses and improve data reporting 
in the private health sector  

¶ Support a multi-sectoral TB response through stronger partnerships 

 
Chapter 6. Ending TB through Universal Health Coverage, Pandemic 
Preparedness and Response, and Socioeconomic Actions  

 
Priority actions: 

 
¶ Expand access to TB services through UHC initiatives 
¶ Position the TB response at the center of Pandemic Preparedness and 

Response efforts 
¶ Invest in poverty alleviation and sustainable development 

 
Chapter 7. Human Rights, Stigma, Gender, Key & Vulnerable Populations 

Priority actions: 

¶ Position universal human rights as the foundation of the TB response 
¶ Eliminate TB-related stigma and discrimination 
¶ Ensure TB interventions are gender-responsive 
¶ Prioritize, reach, and involve key and vulnerable populations 

Chapter 8. Research and develop new TB tools 

 
Priority actions 

 
¶ Invest, at minimum, US$ 4 billion annually to accelerate the research 

and development of new TB diagnostics, medicines, and vaccines. 
Resources need to be mobilized from governments and 
philanthropies, increased engagement with the private sector, and 
new approaches to innovative and sustainable financing. 

¶ Develop a new TB vaccine by 2025 
¶ Accelerate the development of new tools to prevent, diagnose, and 

treat TB by identifying innovative product-development pathways and 
improving collaboration among actors in product development 



 
 
 
 

¶ Invest at least US$ 800 million annually in basic science research 
¶ Expand the use of operational research 
¶ Develop and implement digital tools 
¶ Create an enabling environment for TB R&D 
¶ Apply best practices in community engagement throughout the R&D 

process 
¶ Apply access principles in rolling out and optimizing the use of new 

tools 
¶ Strengthen advocacy for TB innovation 

 
Chapter 9. Resource Needs & Return on Investment 

 
Priority actions: 

 
¶ Mobilize US$209.8 billion in total funding from 2023 through 2030ςan 

average of US$26.22 billion per yearςfrom domestic, international, 
and innovative funding sources to support the scale-up of TB 
prevention and care and the implementation of a new TB vaccine. This 
includes an average of US$ 19.65 billion per year for TB care and 
prevention from 2023 through 2030, plus US$ 52.6 billion in total for 
the implementation of a new vaccine from 2026 through 2030.  

¶ Mobilize US$40.18 billion in funding for TB between 2023 and 2030 
for TB R&D and basic science research through a more diversified 
funding base 

 
Modeling projects a strong return on investing in the Global Plan. In line with 
previous analyses of the economic benefits of TB care and prevention, every 
US$ dollar invested in implementing the Global Plan will deliver US $40 in 
economic return, accounting for benefits projected to accrue through 2050. 
Low- and middle-income countries will see an even greater return, with US 
$59 in economic benefits for every dollar invested. 

 
  



 
 
 
 

Ch 1. Introduction 
COVID-19 changed the world. The TB response must adapt to a new reality, 
but also embrace new possibilities.   

The pandemic started impacting high TB burden countries by early 2020. TB 
services in most countries experienced significant disruptions due to: 

¶ COVID-19-ǊŜƭŀǘŜŘ ƭƻŎƪŘƻǿƴǎ ŀƴŘ ǊŜǎǘǊƛŎǘƛƻƴǎ ŘŜŎǊŜŀǎŜŘ ǇŜƻǇƭŜΩǎ 
mobility and access to TB diagnosis, treatment and care. 

¶ TB services at all levels of the health system were curtailed or stopped 
completely, as the sudden increase in the demand for COVID-19 
testing and care overwhelmed health systems. 

¶ Human and financial resources, technical expertise, laboratory and 
treatment equipment that were previously used for TB programmes 
were shifted to the COVID-19 response.  

¶ People became reluctant to go to health facilities out of fear of 
catching the virus. 

¶ New and/or the exacerbation of existing human rights and gender 
related barriers to services. 

 

TB diagnoses and notifications plummeted. The first observations came from 
India. Other countries followed. 

In May 2020, a modeling study predicted that the impacts of COVID-19 would 
cause increases in the numbers of people developing and dying from TBς
enough so to reverse years of declines in TB incidence and mortality. Data 
from countries and reported by WHO in 2021 confirmed that COVID-19 had 
indeed reversed global TB progress by several years. 

Because of the devastation caused by the pandemic, most political leaders 
suddenly saw public health as a top priority. World leaders spent an enormous 
amount of time and effort to protect lives and livelihoods. This resulted in a 
massive public health response. 

¶ Screening and testing were made available at an unprecedented scale, 
using modern technology developed in a few weeks or months, with 
access points both within and outside the health system, with rapid 
notification of results.  

¶ Countries quickly scaled up genome sequencing capacityτeven those 
not known for having strong laboratory infrastructure.  

¶ Real-time COVID-19 data were made availableτeven in countries that 
struggle to provide timely reporting for other health programs. 



 
 
 
 

¶ Vaccines were developed and administered in less than a year. 
¶ Digital technology was adopted at a large scale and provided a host of 

solutions. 

Some of the things deemed as impossible in TB responses now seem 
increasingly possible after the COVID-19 experience.  

Global TB Goals and Commitments 

Sustainable Development Goals 

Despite the pandemic, the global commitment to end tuberculosis (TB) by 
2030 has remained unchanged. This commitment is enshrined in the 
Sustainable Development Goals (SDGs), which the UN adopted in 2015. SDG 
Goal 3, Target 3.3 calls for an end to the TB epidemic, measured by a decline in 
the rate of people who develop the disease each year. 

SDG target 3.3 directly commits to end TB. But several other SDGs contribute 
to ending TB. These include targets to achieve universal health coverage 
(target 3.8), ending hunger and malnutrition (targets 2.1 & 2.2), eradicating 
extreme poverty and reducing poverty in all forms (targets 1.1 & 1.2), 
strengthening social protection systems (target 1.3), and a number of targets 
under the goal of reducing inequalities and making cities and settlements 
safe.  

WHO End TB Strategy 

In 2014, the 67th World Health Assembly endorsed the WHO End TB Strategy. 
It established objectives that are necessary to  end TB by 2030. Using 2015 as 
a baseline, the strategy aims to reach the following two targets by 2030: 

¶ Reduce the global TB incidence rate by 80% 
¶ Reduce the number of TB deaths by 90% worldwide 

UN High Level Meeting and other commitments 

wŜŎƻƎƴƛȊƛƴƎ ǘƘŜ ǿƻǊƭŘΩǎ ǎƭƻǿ ǇǊƻƎǊŜǎǎ ǘƻǿŀǊŘǎ ŜƴŘƛƴƎ ¢.Σ ƛƴ нлму ǘƘŜ ¦b 
General Assembly held its first-ever High-Level Meeting (UNHLM) on TB. The 
outcome was a political declaration in which commitments to the SDGs and 
End TB Strategy were reaffirmed. The political declaration also established 
specific commitments for expanding TB prevention, care, research and 
funding, while placing human rights at the foundation of the global TB 
response.  The political declaration set global targets to be achieved by 2022. 
The purpose was to put the world on track to achieve the goal of ending TB by 
2030.  At the beginning of 2022, however, the world was largely off-track to 



 
 
 
 

meeting the ambitious UNHLM targets and commitments. Another UNHLM is 
planned for 2023. 

In addition to global targets and commitments, TB-related commitments have 
been made from time to time by groups of countries that together share a 
substantial burden of TB and have an ambition to act against TB jointly and 
decisively. Such groups of countries include the BRICS, the G20 and WHO SEAR 
countries. Such political declarations serve the purpose of keeping the fight 
against TB high on the political agenda at national and international levels. 

The goal to end TB by 2030 is ambitiousςeven more so as a consequence of 
COVID-19. But the pandemic also demonstrated that countriesςgovernments, 
civil society and the private sector, togetherςare capable of mobilizing robust 
ǊŜǎǇƻƴǎŜǎ ǘƻ ǇǳōƭƛŎ ƘŜŀƭǘƘ ŎǊƛǎŜǎΦ ¢ƘŜ Dƭƻōŀƭ tƭŀƴΩǎ ƳƻŘŜƭƛƴƎ ǇǊƻƧŜŎǘǎ ǘƘŀǘ 
countries can end TB by 2030 if they mobilize responses that are proportional 
to the need, with investments in interventions that will create impact in their 
various settings. Now more than ever, investment and action are critical. 

  



 
 
 
 

Ch 2. Ending TB through comprehensive investment packages implemented 
at scale 

Priority actions: 

¶ Invest in comprehensive investment packages of TB interventions.  

¶ Scale up interventions to achieve key objectives and targets. 

Globally, TB incidence and mortality has been only slowly declining over the 
last decade, with COVID-19 leading to an increase in TB deaths. 

We have proven approaches and tools to, diagnose, treat, and prevent TB, 
which must be optimized and scaled up. At the same time, thanks to research 
and development efforts, new toolsτand improved versions of existing 
toolsτare expected to become available during the next few years.  

Some parts of the world have shown that TB can be reduced substantially if all 
tools and approaches are applied comprehensively and at scale. 
Unfortunately, in many high TB burden countries these tools have been 
applied inconsistently or without a systematic approach, mainly due to a lack 
of resources. This has led to limited gains and missed opportunities to halt 
transmission.  

Invest in comprehensive investment packages of TB interventions 

The Global Plan calls for countries to invest in a comprehensive package of 
interventions that can end TB. A comprehensive investment package is a set of 
high-level interventions strategically needed to end TB. While not an 
exhaustive list of detailed interventions and activities, it is comprehensive 
because it covers the categories of interventions needed to end TB: 

¶ Early diagnosis 
¶ Treatment and care 
¶ Prevention 
¶ Systems and enablers 
¶ Research and development 
¶ Resource mobilization 

 
Depending on their specific, local needs, different settings should focus 
relatively more on some interventions than others while still maintaining a 
comprehensive approach to investment. It is essential to not neglect 
investment in any category. Types of interventions must be prioritized 
depending on epidemiological context (Table 1). 



 
 
 
 

Table 1. Comprehensive Investment Packages for Ending TB by 2030 

Early diagnosis (Chapter 3) 

Scale up modern point-of-care diagnostics and universal drug susceptibility testing, 
aided and supported by: 
- robust diagnostic networks 
- integration of TB screening and testing within other health and nutritional services 
- x-ray for TB screening, enhanced by AI-powered computer-aided detection 
- electronic connectivity systems for timely reporting and linkage to treatment 

Detect TB as early as possible, in subclinical stages, by implementing active case 
finding. Prioritize outreach to: 
- close contacts of people with TB 
- people living with underlying risk factors 
- key populations 
- health workers 
- people exposed to silica dust 
- populations with poor access to health services 

Care and support (Chapter 3) 

Provide people-centred care for all adults, children and adolescents with TB and DR-
TB, using the latest approved treatment regimens, with comprehensive clinical 
monitoring and management of comorbidities and underlying conditions. 

Provide mental health evaluation, care and support during and post-treatment. 

Provide evaluation and care for post-TB disease, preventing TB recurrence. 

Integrate TB care and support into othe relevant health and nutrition programs with a 
focus on underlying conditions such as nutrition, HIV, diabetes, tobacco cessation and 
alcohol use disorder. 

Expand and maintain support systems that include: 
- psychosocial support 
- incentives and enablers 
- digital adherence support technologies 

Provide care that is human rights-affirming, free of stigma and discrimination, and 
gender-responsive. 

Prevention (Chapter 4) 

Scale up TB infection testing in line with a "test and treat" strategy, prioritizing key 
populations and communities that will benefit the most from TB preventive therapy. 



 
 
 
 

Provide universal access to TB preventive therapy for: 
- child, adolescent and adult contacts of people with TB 
- people living with HIV 
- key populations depending on epidemiological context 

Implement airborne infection prevention and control measures across the health 
system and ensure laws, policies and regulations for congregate settings and confined 
public spaces implement standards and best practices for airborne infection 
prevention. 

Apply a One Health approach, collaborating with food safety authorities to prevent 
transmission of zoonotic TB in populations at risk of acquiring bovine TB. 

Develop a vaccine implementation readiness plan 

When new vaccines become available, introduce and scale up vaccination to reach 
target population coverage 

Systems and enablers (Chapters 5-7) 

Ensure that the TB response is equitable, human rights based, gender responsive and 
free of stigma and discrimination, addressing the needs of key populations. 

Enagage affected communities in planning, implementation, monitoring and 
governance bodies involved in the TB response, providing fair compensation for their 
service where appropriate. 

Invest in community health systems including human resources, capacity building and 
necessary tools and approaches to bring people-centred care to the community level. 

Address the needs of key populations. 

Strengthen policies, engagement, support and supply chains to private health 
providers, ensuring that all people with TB who seek care in the private health sector 
receive affordable, quality-assured care. 

Transition TB information systems from paper-based to digital, enabling real-time 
notification and efficient surveillance systems that aid more effective decision-
making. 

Strengthen human resources for TB, including formalizing the roles of community 
health workers. 

TB research and development (Chapter 8) 

Invest in identifying innovative produce-development pathways and increasing 
collaboration among key stakeholders in product development 

Nurture and support growth in the field of TB researchers 



 
 
 
 

Build clinical trial capacity, including in LMICS and LICS 

Apply access principles and best practices in community engagement  

Invest in advocacy that improves science literacy among advocates and affected 
communities, builds advocacy skills among the TB scientific community, and 
promotes regular communication and collaboration between advocates, scientists 
and affected communities. 

Resource mobilization (Chapter 9) 

Intensify outreach to diversify the base of funding sources and enroll new partners in 
the TB response. 

Invest in advocacy and strategic communications to mobilize resources and political 
will for full implementation of the Global Plan. 

 

Scale up interventions to achieve key objectives and targets 

To carry out the WHO End TB Strategy and achieve the SDG of ending TB by 
2030, this updated Global Plan sets the following targets based on impact 
modeling (see below). The priority actions presented by this Global Plan need 
to be implemented to achieve these achieve these objectives and targets.  

Deliver early diagnosis and TB treatment and care (Chapter 3) 

Each year millions of people with TB go without a diagnosis, denying them 
access to life-saving TB care. When people are diagnosed, they commonly 
receive a late diagnosis and/or a diagnosis with old tools that provide too little 
information to select an appropriate treatment regimen.  

At the same time, prevalence surveys have shown that about half of people 
with laboratory-confirmed active TB disease may not have symptoms or might 
ƴƻǘ ǊŜǇƻǊǘ ǎȅƳǇǘƻƳǎΦ ¢Ƙƛǎ ƛǎ ƪƴƻǿƴ ŀǎ άǎǳōŎƭƛƴƛŎŀƭ ¢.Φέ ¢Ƙƛǎ ǎǳƎƎŜǎǘǎ ǘƘŀǘ 
many people with active TB disease are not seeking diagnosis and care. 

Thanks to recent investments in innovation, TB treatment is becoming shorter 
and safer. Yet many people are denied access to appropriate treatment using 
the best regimens available. Delays are also common between the time when 
people are diagnosed with TB and when they start treatment. 

Objectives:  



 
 
 
 

¶ Reduce TB transmission by actively searching out proactively bringing 
timely TB services to those in need, including those who have not 
come into contact with the healthcare system.  

¶ Ensure universal access to appropriate treatment that is initiated 
immediately following accurate diagnosis. 

Targets to achieve by 2030: 

¶ Find and diagnose at least 95% of people with TB, including drug-
susceptible and DR-TB in adults and children.  

¶ More than 90% of pulmonary TB should be diagnosed by rapid 
molecular tests and more than 90% of bacteriologically identified TB 
strains should have a drug sensitivity test (DST) before initiating 
treatment. 

¶ Deliver treatment to 50 million people from 2023-2030, including 3.7 
million children and 2.2 million people with RR-TB or MDR-TB 

¶ Initiate appropriate treatment for all people diagnosed with TB 
¶ Achieve at least 90% treatment success for all forms of TB 

Prevent TB transmission, infection and disease (Chapter 4) 

Prevention is closely linked with detection and treatment, because early 
diagnosis and effective treatment prevent the spread of infection. A 
comprehensive approach to prevention requires protecting people from TB 
exposure and preventing TB infection from progressing to active disease, and 
expanding understanding and support for preventing TB recurrence and other 
long-term adverse health effects that can result from TB. 

Objectives:  

¶ Prevent exposure to TB.  

¶ For people who have been exposed, prevent TB infection from 
progressing into active TB disease, and prevent recurrence of TB and 
post-TB disease (i.e., TB-related sequelae). 

Targets to achieve by 2030: 

¶ Provide TB preventive treatment (TPT) to 100% of eligible TB contacts 
¶ Provide TPT to 100% of PLHIV 
¶ Provide TPT to 35 million people at risk of TB 
¶ A least one new TB vaccine recommended for use in 2025 and rolled 

out in 2026 
¶ Achieve at least 60% target population coverage with a new vaccine 

by 2030 



 
 
 
 

Implement enablers & strengthen systems (Chapters 5-7) 

The tools needed to detect, treat and prevent TB will only reach all people in 
need when surrounding health systems function well and underpinned by a 
human rights approach that values the rights of all people equally. TB 
programmes need to provide support that enables people receiving TB care to 
complete a full course of treatment without an undue burden on them and 
their families, while avoiding catastrophic costs. At the same time, a people-
centred approach recognizes that medical interventions are necessary but not 
sufficient, and that to end TB will require interventions that extend beyond 
the health sector. 

Objective: Invest in interventions that enable and make detection, treatment, 
and prevention interventions impactful and equitable.  

Targets to achieve by 2030: 

¶ At least 90% of countries have a Communities, Rights and Gender 
(CRG) action plan, budget line and monitoring mechanism 

¶ At least 90% of countries have identified Key and Vulnerable 
Populations in their national TB plans, proposes specific actions, have 
budget line and a monitoring mechanism 

¶ At least 90% of countries anticipating implementing a new TB vaccine 
have a vaccine readiness plan 

Accelerate research and development of new TB tools (Chapter 8) 
 
¢ƘŜ Dƭƻōŀƭ tƭŀƴΩǎ modeling shows that new diagnostics, medicines, and 
vaccines are essential to ending TB by 2030. The research and development 
pipelines for new TB tools are more promising than at any point in recent 
history, but a lack of funding for R&D is a critical barrier to moving candidates 
to market. Funding for TB R&D has fallen far short of the need. COVID-19 
provides key lessons for what is possible to achieve in innovation with funding 
backed by political will and facilitated by efficient regulatory approval 
processes. 
 
Objective: Accelerate the research and development of new TB tools needed 
to end TB. 
 
Target to achieve by 2030: Achieve the goals and objectives set by the Global 
tƭŀƴΩǎ strategic frameworks for vaccines, diagnostics and medicines. 
 
Chapter 9: Mobilize resources to implement the Global Plan (Chapter 9) 



 
 
 
 

The Global Plan presents priority actions representing contributions from all 
sectors involved in the global TB response. The single biggest barrier to 
implementing the Global Plan and ending TB is a shortfall in resources. The 
Dƭƻōŀƭ tƭŀƴΩǎ ǇǊƻƧŜŎǘŜŘ ŦǳƴŘƛƴƎ ƴŜŜŘǎ ŀǊŜ ƛƴ ƭƛƴŜ ǿƛǘƘ ǿƘŀǘ ƳƻŘŜƭƛƴƎ ǎƘƻǿǎ ƛǎ 
needed to compensate for progress lost during the COVID-19 pandemic and 
accelerate a decline in incidence and death in order to reach the global goal of 
ending TB by 2030. 
 
Objective: Mobilize resources from a diversified base of domestic, 
international and innovative financing sources, using advocacy and strategic 
communications to enroll new partners in fully implementing the Global Plan.  
 
Targets to achieve by 2030: 

¶ Mobilize $209.8 billion for TB programs and enabling interventions 
from 2023-20309 

¶ Mobilize $33.8 billion for R&D for new TB medicines, diagnostics and 
vaccines from 2023-2030. 

¶ Mobilize at least $6.4 billion for TB basic science research 

Milestones:1 

¶ 2023-2027: deliver TB treatment to 38.6 million people, including 2.8 
million children and 1.7 million people with RR-TB or MDR-TB 

¶ 2028-2030: deliver TB treatment to 11.4 million people, including 0.9 
million children and 0.5 million people with RR-TB or MDR-TB 

¶ 2023-2027: deliver TPT to 16 million people 
¶ 2028-2030: deliver TPT to 19 million people 

aƻŘŜƭƛƴƎ ǘƘŜ Dƭƻōŀƭ tƭŀƴΩǎ ƛƳǇŀŎǘ 

The Global Plan conducted epidemiologic modeling to answer the question: 
What interventions are needed to end TB by 2030? This chapter presents key 
findings from this modeling. It provides guidance for how countries can take 
actions that reduce TB incidence, mortality, notifications and create greater 
impact as determined by key indicators. 

 The full modeling report is available in Annex 1. 

Key findings: 

 
1 Targets for 2027-2030 will have to be revised if 2023-2027 targets are not 
met.  



 
 
 
 

¶ A comprehensive approach to diagnosis, treatment and prevention is 
needed at scale. 

¶ Diagnosing people earlierτeven at the subclinical stageτis critical. 
This requires using active case finding and screening all household 
contacts of people diagnosed with TB.  

¶ Improvements in diagnosis and treatment of TB are needed through a 
variety of interventions, but these measures alone are not enough to 
end TB.  

¶ Preventive therapy needs to be massively scaled up. 

¶ We can achieve important progress with currently available tools, but 
new tools are essential for making the necessary strides.  

¶ Ultimately, to end TB, a new vaccine is necessary to extend the 
benefits of prevention much more widely and more durably than is 
currently possible with preventive therapy. 

Changes in modeling from the previous approach 

For past Global Plans (2016-2020 and 2018-2022), modelers relied strongly on 
national TB budget and expenditure reports submitted by countries to WHO to 
derive unit costs and estimate resource needs. This Global Plan uses what is 
ŎŀƭƭŜŘ ŀ άƴƻǊƳŀǘƛǾŜ ŀǇǇǊƻŀŎƘΣέ ǿƘŜǊŜ ŀƴǘƛŎƛǇŀǘŜŘ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ǘƻƻƭǎ 
(e.g. diagnostics, medicines) and services (e.g. patient support) are made 
consistent with WHO guidelines. This approach allowed for projecting more 
detailed cost needs.2 

 

 
2  In particular, unit costs in previous Global Plans could only be estimated in broad 

categories. For example, costs could be estimated related to diagnosis or treatment or 
collaborative HIV-TB activities, without a clear relationship between guidelines and 
costs in different program areas (e.g. screening, diagnosis, monitoring, prevention) or 
types of people receiving care (e.g., depending on age, pulmonary vs extrapulmonary 
TB, MDR/RR status, HIV status or other variables). Following the recommendations of 
ŀ ǘŜŎƘƴƛŎŀƭ ǿƻǊƪƛƴƎ ƎǊƻǳǇΣ ŀ άƴƻǊƳŀǘƛǾŜ ƛƴƎǊŜŘƛŜƴǘǎ-ōŀǎŜŘ ŀǇǇǊƻŀŎƘέ ǿŀǎ ŘŜǾŜƭƻǇŜŘ 
to cost all direct services (i.e. at the point of care) within a representative sample of 
nine types of algorithms for screening, treatment and prevention, which are tailored 
to the guidelines for different types of patients receiving care. The guidelines are 
based on WHO recommendations, with greater detail in some elements (e.g., timing 
ƻŦ ŀƴ ƛƴǘŜǊǾŜƴǘƛƻƴΩǎ Ǌƻƭƭ-out). 



 
 
 
 

Figure 1: Global TB cases, impact by 2030, with or without a catch-up effort 
in 2022, and with or without new tools rolled out in 2026. 

 

 
Figure 2: Global TB deaths, impact by 2030, with or without a catch-up effort 
in 2022, and with or without new tools rolled out in 2026. 

 



 
 
 
 

 
Table 2. Model projections for TB incidence rates and deaths, 2023-2030 

Incidence rate (per 100,000 population) 

Country category 
202
3 

202
4 

202
5 

202
6 

202
7 

20
28 

20
29 

20
30 

202
3-

203
0 

GLOBAL TOTAL                   

Total (Global, 
including OECD 
countries 

116
.4 

111
.1 

97.
8 

76.
4 

59.
3 

51.
1 

47.
2 

44.
9 

75.
0 

Total (Global, 
excluding OECD 
countries) 

137
.5 

131
.2 

115
.3 

90.
0 

69.
7 

60.
1 

55.
4 

52.
6 

88.
2 

              

BY INCOME 
STATUS 

            

Low income 
169

.3 
157

.1 
132

.5 
98.

4 
73.

5 
62.

3 
56.

4 
52.

6 
97.

9 

Lower middle 
income 

193
.0 

184
.8 

163
.4 

127
.9 

98.
9 

84.
7 

77.
7 

73.
4 

124
.3 

Upper middle 
income 

57.
4 

54.
5 

47.
9 

37.
9 

30.
1 

26.
6 

25.
1 

24.
3 

37.
9 

High income 8.8 7.8 6.9 5.6 4.5 4.0 3.8 3.7 5.6 

              

GFATM ELIGIBLE 
COUNTRIES, BY 
INCOME STATUS 

         

Low income 
1.9 2.1 2.4 2.6 2.5 2.5 2.5 2.6 

19.
3 



 
 
 
 

Lower middle 
income 

8.2 9.3 
11.

0 
12.

0 
11.

2 
10.

7 
10.

7 
11.

0 
84.

0 

Upper middle 
income 

1.4 1.5 1.7 1.8 1.7 1.7 1.8 1.8 
13.

4 

All GFATM 
countries 

11.
5 

13.
0 

15.
1 

16.
3 

15.
5 

14.
9 

15.
0 

15.
5 

116
.7 

              

GLOBAL PLAN 
COUNTRY 
SETTING 

            

Moderate 
Burden, COE3 

170
.3 

160
.3 

133
.1 

91.
6 

62.
7 

51.
4 

45.
8 

42.
3 

92.
0 

Low Burden, High 
Income 

11.
7 

10.
5 

9.3 7.5 6.1 5.4 5.1 5.0 7.6 

Moderate 
Burden, Middle 
Income 

50.
7 

49.
0 

41.
7 

32.
4 

23.
9 

19.
2 

16.
9 

15.
5 

30.
9 

High Burden, 
Private Sector 

160
.1 

154
.0 

136
.8 

107
.5 

83.
7 

72.
4 

67.
0 

63.
9 

105
.0 

High MDR 
burden, 
Centralized Care 

50.
5 

48.
7 

43.
6 

36.
0 

29.
7 

26.
6 

25.
1 

24.
1 

35.
6 

High TB-HIV, 
SADC4 

230
.9 

185
.9 

148
.2 

118
.3 

98.
6 

86.
9 

79.
4 

74.
2 

124
.8 

High TB-HIV, 
outside SADC 

124
.9 

117
.5 

102
.7 

80.
7 

64.
3 

56.
7 

52.
6 

49.
8 

79.
7 

              

WHO REGION             

 
3 Council of Europe 
4 Southern African Development Community 



 
 
 
 

EMR 
107

.6 
103

.7 
91.

5 
70.

8 
54.

7 
47.

1 
43.

3 
40.

9 
69.

1 

AFR 
182

.4 
166

.3 
141

.9 
109

.4 
85.

7 
74.

7 
68.

7 
64.

5 
109

.4 

AMR 
26.

9 
26.

0 
22.

2 
17.

2 
12.

7 
10.

3 
9.1 8.4 

16.
5 

EUR 
23.

0 
21.

8 
19.

5 
16.

0 
13.

2 
11.

8 
11.

1 
10.

7 
15.

9 

WPR 
87.

7 
84.

5 
74.

4 
57.

5 
44.

5 
38.

9 
36.

6 
35.

4 
57.

4 

SEA 
195

.3 
188

.7 
168

.1 
132

.0 
101

.6 
86.

5 
79.

2 
75.

0 
127

.5 

    
      

    

BRICS 
(BRA,CHN,IND,R
US,ZAF)   

      
    

Total 
108

.5 
105

.0 
94.

7 
75.

6 
58.

8 
50.

7 
47.

1 
45.

2 
73.

0 

TB Deaths (per 100,000 population) 

Country category 
202
3 

202
4 

202
5 

202
6 

202
7 

20
28 

20
29 

20
30 

202
3-

203
0 

GLOBAL TOTAL                   

Total (Global, 
including OECD 
countries 

15.
4 

14.
5 

12.
3 

8.5 5.2 3.6 3.0 2.7 8.0 

Total (Global, 
excluding OECD 
countries) 

18.
3 

17.
2 

14.
6 

10.
1 

6.2 4.3 3.5 3.1 9.5 

              



 
 
 
 

BY INCOME 
STATUS 

            

Low income 
24.

8 
22.

2 
17.

7 
11.

4 
6.6 4.4 3.6 3.3 

11.
3 

Lower middle 
income 

27.
1 

25.
7 

21.
9 

15.
3 

9.5 6.6 5.3 4.7 
14.

3 

Upper middle 
income 

5.3 5.0 4.2 2.8 1.7 1.2 1.0 0.9 2.7 

High income 0.9 0.8 0.7 0.5 0.3 0.2 0.2 0.2 0.5 

              

GFATM ELIGIBLE 
COUNTRIES, BY 
INCOME STATUS 

         

Low income 
24.

8 
22.

2 
17.

7 
11.

4 
6.6 4.4 3.6 3.3 

11.
3 

Lower middle 
income 

27.
1 

25.
7 

21.
9 

15.
3 

9.5 6.6 5.3 4.7 
14.

3 

Upper middle 
income 

26.
1 

25.
1 

21.
5 

14.
7 

8.9 6.3 5.4 5.0 
14.

0 

All GFATM 
eligible countries 

26.
6 

25.
0 

21.
1 

14.
5 

8.9 6.2 5.0 4.5 
13.

7 

              

              

WHO REGION             

EMR 9.1 8.7 7.3 4.9 2.9 1.9 1.6 1.5 4.6 

AFR 
37.

6 
34.

5 
28.

2 
18.

5 
10.

9 
7.6 6.4 5.8 

18.
1 

AMR 2.0 1.7 1.3 0.8 0.4 0.3 0.2 0.2 0.9 

EUR 2.2 2.1 1.7 1.2 0.8 0.5 0.4 0.3 1.2 



 
 
 
 

WPR 4.1 3.8 3.2 2.1 1.2 0.9 0.7 0.7 2.1 

SEA 
28.

1 
26.

9 
23.

2 
16.

6 
10.

5 
7.3 5.8 5.1 

15.
3 

    
      

    

BRICS 
(BRA,CHN,IND,R
US,ZAF)   

      
    

Total 
15.

5 
15.

2 
13.

4 
9.9 6.4 4.4 3.5 3.1 8.9 

 
TB Case Notifications  

Table 3 shows overall TB case notification targets, case notification targets for 
children under 15, and case notification targets for people with MDR/RR-TB. 
Top-line TB case notification targets are: 

¶ 50.0 million people with TB in the period 2023-2030 and 38.6 million 
in the first 5 years (2023-2027) 

¶ 3.7 million children with TB in the period 2023-2030 and 2.8 million in 
the first 5 years (2023-2027) 

¶ 2.2 million people with MDR/RR-TB in the period 2023-2030 and 1.7 
million in the first 5 years (2023-2027) 

 
Table 3: TB notifications (all ages, children under 15 and MDR/RR TB), 2023-
2030 

TB Notifications (all ages, millions) 

Country 
category 202

3 
202
4 

202
5 

202
6 

202
7 

202
8 

202
9 

203
0 

Tota
l 

GLOBAL TOTAL                   

Total (Global, 
including OECD 
countries 

7.8 8.0 8.7 8.2 6.0 4.6 3.9 3.6 50.7 



 
 
 
 

Total (Global, 
excluding OECD 
countries) 

7.6 7.8 8.6 8.1 6.0 4.5 3.9 3.6 50.1 

              

BY INCOME 
STATUS 

            

Low income 1.0 1.0 1.1 1.0 0.7 0.6 0.5 0.5 6.4 

Lower middle 
income 

5.3 5.4 6.0 5.6 4.2 3.1 2.7 2.5 34.8 

Upper middle 
income 

1.4 1.4 1.6 1.5 1.1 0.8 0.7 0.7 9.1 

High income 0.1 0.1 0.1 0.1 0.0 0.0 0.0 0.0 0.5 

              

GFATM ELIGIBLE 
COUNTRIES, BY 
INCOME 
STATUS 

         

Low income 1.9 2.1 2.4 2.6 2.5 2.5 2.5 2.6 19.3 

Lower middle 
income 

8.2 9.3 
11.

0 
12.

0 
11.

2 
10.

7 
10.

7 
11.

0 
84.0 

Upper middle 
income 

1.4 1.5 1.7 1.8 1.7 1.7 1.8 1.8 13.4 

All GFATM 
countries 

11.
5 

13.
0 

15.
1 

16.
3 

15.
5 

14.
9 

15.
0 

15.
5 

116.
7 

              

              

WHO REGION             

EMR 0.5 0.5 0.5 0.5 0.4 0.3 0.3 0.2 3.1 

AFR 1.4 1.5 1.8 1.9 1.4 1.1 1.0 1.0 11.2 



 
 
 
 

AMR 0.2 0.2 0.3 0.2 0.2 0.1 0.1 0.1 1.5 

EUR 0.2 0.2 0.2 0.1 0.1 0.1 0.1 0.1 1.0 

WPR 1.4 1.4 1.5 1.4 1.0 0.7 0.6 0.6 8.5 

SEA 4.0 4.1 4.5 4.1 3.0 2.2 1.8 1.7 25.5 

    
      

    

BRICS 
(BRA,CHN,IND,R
US,ZAF)   

      
    

Total 3.7 3.7 4.0 3.8 2.8 2.1 1.7 1.6 23.5 

TB Notifications (people under 15, millions) 

Country 
category 

202
3 

202
4 

202
5 

202
6 

202
7 

202
8 

202
9 

203
0 

Tota
l 

GLOBAL TOTAL                   

Total (Global, 
including OECD 
countries 

0.5
7 

0.5
9 

0.6
4 

0.5
9 

0.4
4 

0.3
3 

0.2
9 

0.2
7 

3.72 

Total (Global, 
excluding OECD 
countries) 

0.5
6 

0.5
9 

0.6
4 

0.5
9 

0.4
4 

0.3
3 

0.2
9 

0.2
7 

3.70 

              

BY INCOME 
STATUS 

            

Low income 
0.1

1 
0.1

1 
0.1

1 
0.1

0 
0.0

7 
0.0

6 
0.0

5 
0.0

5 
0.65 

Lower middle 
income 

0.4
2 

0.4
5 

0.4
9 

0.4
6 

0.3
3 

0.2
5 

0.2
2 

0.2
0 

2.82 

Upper middle 
income 

0.0
3 

0.0
4 

0.0
4 

0.0
4 

0.0
3 

0.0
2 

0.0
2 

0.0
2 

0.23 

High income 
0.0

0 
0.0

0 
0.0

0 
0.0

0 
0.0

0 
0.0

0 
0.0

0 
0.0

0 
0.01 



 
 
 
 

              

GFATM ELIGIBLE 
COUNTRIES, BY 
INCOME 
STATUS 

         

Low income 
0.1

1 
0.1

1 
0.1

1 
0.1

0 
0.0

7 
0.0

6 
0.0

5 
0.0

5 
0.65 

Lower middle 
income 

0.4
2 

0.4
5 

0.4
9 

0.4
6 

0.3
3 

0.2
5 

0.2
2 

0.2
0 

2.82 

Upper middle 
income 

0.0
2 

0.0
2 

0.0
2 

0.0
2 

0.0
2 

0.0
1 

0.0
1 

0.0
1 

0.14 

Total 
0.5

5 
0.5

7 
0.6

2 
0.5

8 
0.4

2 
0.3

3 
0.2

8 
0.2

6 
3.61 

              

              

WHO REGION             

EMR 
0.0

6 
0.0

6 
0.0

7 
0.0

7 
0.0

5 
0.0

4 
0.0

3 
0.0

3 
0.42 

AFR 
0.1

3 
0.1

4 
0.1

5 
0.1

6 
0.1

2 
0.1

0 
0.0

9 
0.0

8 
0.96 

AMR 
0.0

1 
0.0

1 
0.0

1 
0.0

1 
0.0

1 
0.0

1 
0.0

0 
0.0

0 
0.06 

EUR 
0.0

1 
0.0

1 
0.0

1 
0.0

0 
0.0

0 
0.0

0 
0.0

0 
0.0

0 
0.03 

WPR 
0.0

6 
0.0

6 
0.0

6 
0.0

5 
0.0

4 
0.0

3 
0.0

3 
0.0

2 
0.36 

SEA 
0.2

9 
0.3

1 
0.3

4 
0.3

1 
0.2

2 
0.1

6 
0.1

4 
0.1

2 
1.89 

    
      

    



 
 
 
 

BRICS 
(BRA,CHN,IND,R
US,ZAF)   

      
    

Total 
0.1

9 
0.1

8 
0.2

0 
0.1

9 
0.1

4 
0.1

0 
0.0

9 
0.0

8 
1.16 

MDR/RR TB (thousands) 

Country 
category 

202
3 

202
4 

202
5 

202
6 

202
7 

202
8 

202
9 

203
0 

Tota
l 

GLOBAL TOTAL                   

Total (Global, 
including OECD 
countries 

350
.7 

346
.1 

373
.4 

345
.3 

256
.0 

193
.7 

165
.9 

153
.3 

2,18
4.5 

Total (Global, 
excluding OECD 
countries) 

256
.6 

243
.9 

259
.0 

239
.1 

183
.3 

139
.6 

118
.8 

109
.0 

1,54
9.4 

              

BY INCOME 
STATUS 

            

Low income 
14.

5 
14.

2 
15.

1 
14.

0 
10.

7 
8.4 7.4 6.9 91.1 

Lower middle 
income 

31.
9 

31.
8 

36.
4 

38.
3 

30.
2 

24.
5 

22.
2 

21.
1 

236.
4 

Upper middle 
income 

207
.7 

195
.3 

204
.3 

183
.9 

140
.1 

105
.0 

87.
9 

79.
8 

1,20
4.1 

High income 
96.

7 
104

.8 
117

.6 
109

.1 
74.

9 
55.

8 
48.

5 
45.

6 
652.

9 

              

GFATM ELIGIBLE 
COUNTRIES, BY 
INCOME 
STATUS 

         



 
 
 
 

Low income 
14.

5 
14.

2 
15.

1 
14.

0 
10.

7 
8.4 7.4 6.9 91.1 

Lower middle 
income 

30.
6 

30.
6 

35.
3 

37.
4 

29.
6 

24.
0 

21.
7 

20.
6 

229.
8 

Upper middle 
income 

25.
3 

25.
6 

27.
7 

26.
8 

20.
8 

16.
8 

15.
1 

14.
3 

172.
4 

All GFATM 
eligible 
countries 

70.
4 

70.
4 

78.
0 

78.
2 

61.
1 

49.
2 

44.
1 

41.
8 

493.
3 

              

              

WHO REGION             

EMR 
141

.9 
139

.9 
155

.8 
152

.1 
114

.8 
84.

7 
69.

8 
62.

8 
921.

8 

AFR 
20.

1 
18.

3 
18.

3 
15.

2 
11.

8 
9.2 8.0 7.5 

108.
5 

AMR 
73.

2 
77.

1 
89.

8 
88.

6 
62.

8 
47.

3 
41.

5 
39.

2 
519.

6 

EUR 
91.

6 
87.

9 
86.

3 
68.

3 
50.

4 
39.

7 
35.

3 
33.

2 
492.

6 

WPR 
15.

5 
14.

6 
14.

5 
12.

4 
9.5 7.5 6.5 6.1 86.7 

SEA 8.4 8.3 8.7 8.6 6.6 5.3 4.8 4.5 55.3 

    
      

    

BRICS 
(BRA,CHN,IND,R
US,ZAF)   

      
    

Total 2.5 2.5 2.9 2.4 1.9 1.4 1.1 1.0 15.7 

TB Prevention  



 
 
 
 

Table 3 shows overall targets for providing TB preventive therapy (TBP) to 
eligible contacts of people diagnosed with TB, PLHIV, and other risk groups. 
Top-line TPT targets are: 

¶ 35 million people at risk in the period 2023-2030 and 26 million in the 
first 5 years (2023-2027) 

¶ 21 million contacts in the period 2023-2030 and 16 million in the first 
5 years (2023-2027) 

 
Table 4: TB preventive treatment TPT (adults, children U15 and PLHIV in ART 
cohorts), 2023-2030 

TB Prevention, Adults (millions) 

Country category 202
3 

202
4 

202
5 

202
6 

202
7 

202
8 

202
9 

203
0 

Tot
al 

GLOBAL TOTAL                   

Total (Global, 
including OECD 
countries 

3.0 3.1 3.5 3.4 2.6 2.0 1.7 1.6 
20.

8 

Total (Global, 
excluding OECD 
countries) 

3.0 3.1 3.5 3.4 2.5 2.0 1.7 1.6 
20.

7 

              

BY INCOME 
STATUS 

            

Low income 0.4 0.5 0.5 0.5 0.4 0.3 0.3 0.2 3.0 

Lower middle 
income 

2.0 2.1 2.3 2.3 1.7 1.3 1.1 1.1 
14.

0 

Upper middle 
income 

0.5 0.6 0.6 0.6 0.4 0.3 0.3 0.3 3.7 

High income 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 



 
 
 
 

              

GFATM ELIGIBLE 
COUNTRIES, BY 
INCOME STATUS 

         

Low income 0.4 0.5 0.5 0.5 0.4 0.3 0.3 0.2 3.0 

Lower middle 
income 

2.0 2.1 2.3 2.3 1.7 1.3 1.1 1.1 
14.

0 

Upper middle 
income 

0.2 0.2 0.3 0.2 0.2 0.2 0.1 0.1 1.6 

All GFATM eligible 
countries 

2.7 2.8 3.1 3.0 2.3 1.8 1.5 1.4 
18.

6 

              

              

WHO REGION             

EMR 0.2 0.2 0.2 0.2 0.2 0.1 0.1 0.1 1.4 

AFR 0.7 0.8 0.9 1.0 0.8 0.6 0.6 0.5 5.9 

AMR 0.1 0.1 0.1 0.1 0.1 0.1 0.0 0.0 0.7 

EUR 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.2 

WPR 0.4 0.4 0.5 0.5 0.3 0.2 0.2 0.2 2.8 

SEA 1.5 1.6 1.7 1.6 1.2 0.9 0.7 0.7 9.8 

    
      

    

BRICS 
(BRA,CHN,IND,RU
S,ZAF)   

      
    

Total 1.4 1.4 1.5 1.5 1.1 0.8 0.7 0.6 9.1 

TB Prevention, Children 0-14 years (millions) 
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GLOBAL TOTAL                   

Total (Global, 
including OECD 
countries 

1.1
2 

1.1
5 

1.2
8 

1.2
6 

0.9
4 

0.7
2 

0.6
2 

0.5
7 

7.6
5 

Total (Global, 
excluding OECD 
countries) 

1.1
1 

1.1
5 

1.2
8 

1.2
6 

0.9
4 

0.7
1 

0.6
1 

0.5
7 

7.6
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BY INCOME 
STATUS 

            

Low income 
0.2

7 
0.2

7 
0.2

9 
0.2

8 
0.2

1 
0.1

6 
0.1

4 
0.1

3 
1.7

3 

Lower middle 
income 

0.7
2 

0.7
5 

0.8
5 

0.8
5 

0.6
4 

0.4
9 

0.4
2 

0.3
8 

5.0
9 

Upper middle 
income 

0.1
3 

0.1
3 

0.1
4 

0.1
3 

0.1
0 

0.0
7 

0.0
6 

0.0
6 

0.8
2 

High income 
0.0

0 
0.0

0 
0.0

0 
0.0

0 
0.0

0 
0.0

0 
0.0

0 
0.0

0 
0.0
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GFATM ELIGIBLE 
COUNTRIES, BY 
INCOME STATUS 

         

Low income 
0.2

7 
0.2

7 
0.2

9 
0.2

8 
0.2

1 
0.1

6 
0.1

4 
0.1

3 
1.7

3 

Lower middle 
income 

0.7
2 

0.7
5 

0.8
4 

0.8
5 

0.6
4 

0.4
8 

0.4
2 

0.3
8 

5.0
8 

Upper middle 
income 

0.0
6 

0.0
6 

0.0
6 

0.0
6 

0.0
4 

0.0
4 

0.0
3 

0.0
3 

0.3
7 

All GFATM eligible 
countries 

1.0
5 

1.0
8 

1.2
0 

1.1
8 

0.8
8 

0.6
8 

0.5
8 

0.5
4 

7.1
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WHO REGION             

EMR 
0.1

0 
0.1

0 
0.1

1 
0.1

0 
0.0

8 
0.0

6 
0.0

5 
0.0

5 
0.6

6 

AFR 
0.3

9 
0.4

2 
0.5

0 
0.5

6 
0.4

2 
0.3

3 
0.3

0 
0.2

8 
3.2

0 

AMR 
0.0

3 
0.0

3 
0.0

3 
0.0

3 
0.0

2 
0.0

2 
0.0

1 
0.0

1 
0.1

8 

EUR 
0.0

1 
0.0

1 
0.0

1 
0.0

1 
0.0

1 
0.0

0 
0.0

0 
0.0

0 
0.0

6 

WPR 
0.1

2 
0.1

2 
0.1

2 
0.1

1 
0.0

8 
0.0

6 
0.0

5 
0.0

5 
0.7

0 

SEA 
0.4

6 
0.4

7 
0.5

0 
0.4

6 
0.3

3 
0.2

4 
0.2

0 
0.1

8 
2.8
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BRICS 
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Total 
0.3
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0.3

8 
0.4

1 
0.3
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1 
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0.1
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TB Prevention, PLHIV (millions) 
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al 

GLOBAL TOTAL                   

Total (Global, 
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countries 

0.9
3 

1.0
2 

1.0
9 

0.6
6 

0.6
3 

0.6
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0.6
5 

0.6
6 

6.2
7 

Total (Global, 
excluding OECD 
countries) 

0.9
1 

1.0
1 

1.0
8 

0.6
5 

0.6
2 

0.6
3 

0.6
4 

0.6
5 

6.1
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BY INCOME 
STATUS 

            

Low income 
0.2

7 
0.2

9 
0.3

1 
0.2

2 
0.2

1 
0.2

2 
0.2

2 
0.2

3 
1.9

7 

Lower middle 
income 

0.3
6 

0.4
1 

0.4
4 

0.2
7 

0.2
5 

0.2
6 

0.2
6 

0.2
7 

2.5
2 

Upper middle 
income 

0.2
9 

0.3
1 

0.3
3 

0.1
7 

0.1
6 

0.1
6 

0.1
6 

0.1
6 

1.7
2 

High income 
0.0

1 
0.0

1 
0.0

1 
0.0

1 
0.0

1 
0.0

1 
0.0

1 
0.0

1 
0.0
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GFATM ELIGIBLE 
COUNTRIES, BY 
INCOME STATUS 

         

Low income 
0.2

7 
0.2

9 
0.3

1 
0.2

2 
0.2

1 
0.2

2 
0.2

2 
0.2

3 
1.9

7 

Lower middle 
income 

0.3
6 

0.4
1 

0.4
4 

0.2
7 

0.2
5 

0.2
6 

0.2
6 

0.2
7 

2.5
2 

Upper middle 
income 

0.2
1 

0.2
4 

0.2
5 

0.1
0 

0.0
9 

0.0
9 

0.0
9 

0.0
9 

1.1
5 

All GFATM 
countries 

0.8
4 

0.9
3 

1.0
0 

0.5
8 

0.5
6 

0.5
6 

0.5
7 

0.5
8 

5.6
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WHO REGION             

EMR 
0.0

3 
0.0

3 
0.0

4 
0.0

2 
0.0

1 
0.0

1 
0.0

2 
0.0

2 
0.1
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AFR 
0.6

7 
0.7
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0.7

6 
0.4

6 
0.4

4 
0.4

5 
0.4

6 
0.4

7 
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AMR 
0.0

6 
0.0

7 
0.0

7 
0.0

6 
0.0

6 
0.0

6 
0.0

6 
0.0

6 
0.5

0 

EUR 
0.0

1 
0.0

3 
0.0

4 
0.0

2 
0.0

2 
0.0

2 
0.0

2 
0.0

2 
0.1
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WPR 
0.0

6 
0.0

6 
0.0

7 
0.0

5 
0.0

5 
0.0

5 
0.0

5 
0.0

5 
0.4

4 

SEA 
0.0

9 
0.1

0 
0.1

1 
0.0

5 
0.0

4 
0.0

4 
0.0

4 
0.0

4 
0.5
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BRICS 
(BRA,CHN,IND,RU
S,ZAF)   

      
    

Total 
0.2

5 
0.2

8 
0.2

9 
0.1

4 
0.1

3 
0.1

3 
0.1

3 
0.1

3 
1.4

9 

 

Supplementary modeling: Indonesia, Kenya, Ukraine and Uzbekistan5 

To supplement the analysis provided by the TIME model, the Global Plan 
presents additional modeling analyses in four focal countries: Indonesia, 
Kenya, Ukraine and Uzbekistan. This supplemental modeling provides some 
understanding of the combinations of interventions that are necessary to 
meet the End TB goals in these contrasting settings. These four countries were 
chosen in order to capture important features of TB epidemiology today:  
 

¶ The strong role of a fragmented private healthcare sector in 
managing TB in many South- and South-East Asian countries 
(Indonesia) 

¶ The role of HIV coinfection as a key driver of TB incidence (Kenya) 
¶ The substantial burden of rifampicin-resistant TB in many 

countries in Central and Eastern Europe, and elsewhere (Ukraine, 
Uzbekistan) 

 
5 Supplemental modeling for Ukraine was conducted prior to invasion and the 

outbreak of war in February 2022. While this modeling scenario was no longer valid 
for Ukraine by the time the Global Plan was finalized, the modeling case study remains 
in the Global Plan to illustrate the impact modeled for this type of epidemiological 
setting and an additional country Uzbekistan was added to the modelling. 



 
 
 
 

 
Three distinct models simulate the TB epidemiology in each of the three 
countries. This tailored approach allowed for modeling different combinations 
of interventions while accounting for disruptions to TB services arising from 
the COVID-19  .  
 
Improving diagnosis and care is important in all three countries. At the same 
time, the modeling emphasizes how important it is to tailor intervention 
priorities to local settings. 
 
Rolling out an effective vaccine will be necessary to meet the End TB goals in 
all three settings, although each country will require a different minimum level 
of vaccination coverage. The model assumes a new vaccine is licensed in 2025, 
with distribution starting in 2026 and scaled up over three years to achieve the 
vaccination coverage rate included in each country model. 
 
Until a new vaccine is available, it remains critical to bring high-quality TB 
services to as many people as possible. This means 1) bringing case detection 
and treatment outcomes in the private sector up to the same level of quality 
found in the public sector, and 2) scaling up active case finding. The models 
project that in Indonesia and Ukraine, case finding will need to be extended to 
finding people with subclinical TB. 
 
Indonesia 
 
Figure 3 shows model projections for TB incidence in Indonesia. The model 
projects a temporary decrease in incidence in 2020, because lockdowns 
against COVID-19 are likely to have the effect of reducing TB incidence in the 
short term. In the longer term, however, the model projects that service 
disruptions would lead to a substantial increase in TB incidence.  
 
The model projects that Indonesia could end TB by 2030 if the following 
interventions were scaled up in a linear fashion from 2022 through 2025, and 
maintained thereafter: 
 
¶ Care delivered through a mix of public- and private-sector effort (PPM) 
¶ Improved TB diagnosis 
¶ Active finding of people living with symptomatic TB (active case-

finding, plus creating demand for existing TB services) 
¶ Detection of sub-clinical TB 
¶ Preventive therapy focusing on at-risk groups 



 
 
 
 

¶ Mass vaccination with a new TB vaccine 
 
An important intervention to note is the detection of subclinical TB. Previous 
Global Plans have not emphasized this intervention. The model shows the 
important role that detecting subclinical TB can play, in the TB response. It is 
important to ending TB in Indonesia by 2030. 
 
In addition to its direct impact, PPM indirectly enables other interventions. For 
example, PPM enhances the impact of preventive therapy by increasing the 
number of people with TB who are reported to the TB programme, and whose 
contacts can benefit from preventive therapy. Overall, coordination of TB 
services across the healthcare systemτwhether in the public or private 
sectorsτwill be critical for meeting the End TB goals. 
 
Figure 3. Projected impact of comprehensive TB interventions in Indonesia, 
2019-2030. 

 
 
It will not be possible to meet the End TB goals by 2030 without a new TB 
vaccine. Shown here is a coverage scenario where 65% of people living with TB 



 
 
 
 

infection receive a post-exposure vaccine with 60% efficacy, from 2025 
onwards.  
 
Kenya 
 
Figure 4 and Figure 5 show model projections for TB incidence in Kenya. In 
Figure 2 the model projects that Kenya could reach the End TB goal to reduce 
incidence if the following interventions were scaled up in a linear fashion from 
2022 through 2025, and maintained thereafter: 
 
¶ Improved TB diagnosis 
¶ Active finding of people living with symptomatic TB (active case-

finding, plus creating demand for existing TB services) 
¶ Preventive therapy focusing on at-risk groups 
¶ Mass vaccination with a new TB vaccine 

 
Acting case-finding (plus care-seeking generated by creating more demand for 
TB services) has an important role in reducing TB incidence. However, the 
model projects that it is possible to meet the End TB goals in Kenya without 
extending case detection to subclinical TB. This is partly because preventive 
therapy has a stronger effect in Kenya than in other countries modeled. 
Because HIV is a driver of TB epidemiology in Kenya, the uptake of preventive 
therapy among PLHIV will play a critical role in reaching the End TB goals. 
 
So will a new TB vaccine. Vaccine coverage does not need to be as high as in 
Indonesia to meet the End TB goals. The model scenario depicted in Figure 2 
shows 40% coverage (versus 60% in Indonesia). Again, the strong role played 
by preventive therapy in PLHIV brings the End TB goals within closer reach In 
Kenya than it does in other settings.  
 
In practice, Kenya has begun implementing case-finding for subclinical TB. The 
model in Figure 5 projects that actively detecting subclinical TB can also 
reduce incidence and make it possible to reach the End TB goals with reduced 
(33%) vaccine coverage.  
 
Figure 4. Projected impact of comprehensive TB interventions in Kenya, 
without detecting subclinical TB, 2019-2030. 
 



 
 
 
 

 
 
Figure 5. Projected impact of comprehensive TB interventions in Kenya, with 
detecting subclinical TB, 2019-2030. 
 

 



 
 
 
 

 
 

Ukraine 
 
Figure 6 shows model projections for TB incidence in Ukraine. The model 
projects that Ukraine could reach the End TB goal to reduce incidence if the 
following interventions were scaled up in a linear fashion from 2022 through 
2025 and maintained thereafter: 
 
¶ Improved TB diagnosis 
¶ Improved treatment outcomes for rifampicin-resistant TB 
¶ Active finding of people living with symptomatic TB (active case-

finding, plus creating demand for existing TB services) 
¶ Detection of sub-clinical TB 
¶ Preventive therapy focusing on at-risk groups 
¶ Mass vaccination with a new TB vaccine 

 
Given the burden of rifampicin-resistant TB (RR-TB) in Ukraine, the model 
projects that improving care for people with RR-TB would contribute 
significantly to reducing incidence and is necessary to achieving the 2030 End 
TB goals. This would need to involve using molecular diagnostics on a wide 
scale (facilitating the early recognition of RR-TB) and improving second-line 
treatment outcomes. A new vaccine is also critical, and the country would 
need to achieve 70% vaccine coverage. 
 
Figure 6. Projected impact of comprehensive TB interventions in Ukraine. 
 
 
 



 
 
 
 

 
 
 

Uzbekistan 
 
Figure 7 shows that Uzbekistan can reach the End TB goal to reduce incidence 
if the following interventions were scaled up in a linear fashion from 2023 
through 2025 and maintained thereafter: 
 
¶ Use of improved diagnostics 
¶ Improved treatment outcomes for drug-susceptible and rifampicin-

resistant TB 
¶ Upstream case-finding of symptomatic TB 
¶ Detection of subclinical TB 

 
Starting in 2026, the roll-out of a post-TB-exposure vaccine with at least 60% 
efficacy and that reaches at least 65% of people with TB infection would 
decrease incidence further in line with the End TB goal. 
 
Figure 7. Projected impact of comprehensive TB interventions in Uzbekistan, 
2019-2030. 
 



 
 
 
 

 
 

See Annex 2 for supplemental modeling methodology and further analysis. 
 

 



 
 
 
 

Ch 3. TB Diagnosis and Care 
 
Priority actions 
 

 Re-imagine TB care, delivering quality services through a people-
centered approach. 

 Scale-up the use of modern diagnostics 
 Find the missing people with TB 
 Expand early diagnosis, including at sub-clinical stages 
 Develop and implement public communications strategies to raise TB 

awareness and promote early health-seeking.  
 Integrate TB screening and testing into other health services, with a 

focus on services that address common comorbidities or risk groups, 
depending on local epidemiological context. 

 Provide support that enables people receiving TB care to complete a 
full course of treatment without an undue burden on them and their 
families, while avoiding catastrophic costs. 

 Strengthen procurement systems and supply chains. 
 Expand the use of real-time digital TB surveillance systems 

 
Re-imagine TB care, delivering quality services through a people-centered 
approach. 
 
People-centered care organizes the delivery of health services around the 
needs and expectations of people and communities. It prioritizes meeting 
those needs and expectations of people at all stages of their lives. And it 
balances the rights of people with TB with their responsibilities and capacity as 
stakeholders in the health system.6 The delivery of patient-centred care should 
also be guided by principles of equity, inclusion, and gender-responsiveness 
(see Chapter 7).  
 
Reimagining TB care means globally embracing a people-centered approach. 
The TB-REP7 Scientific Working Group defines people-centered TB care as άŀƴ 

 
6 A people-centred model of tuberculosis care. A blueprint for Eastern European and Central 

Asian countries. First edition (WHO, 2017); 
https://www.euro.who.int/__data/assets/pdf_file/0004/342373/TB_Content_WHO_PRO_eng_f
inal.pdf  
7 TB-REP is a is a multi-country, multi-partner program funded by the Global Fund and 

implemented by the Centre for Health Policies and Studies as the principal recipient 
jointly with WHO Regional Office for Europe, TB Europe Coalition (TBEC), TBpeople, 

https://www.euro.who.int/__data/assets/pdf_file/0004/342373/TB_Content_WHO_PRO_eng_final.pdf
https://www.euro.who.int/__data/assets/pdf_file/0004/342373/TB_Content_WHO_PRO_eng_final.pdf


 
 
 
 

efficient and integrated set of affordable, accessible and acceptable health 
services, provided in a supportive environment to prevent, diagnose and treat 
¢.Φέ In other words, people-centered TB care not only ensures effectiveness 
and safety of services, it also ensures that people with TB get the right care, at 
the right time, by the right team, and in the right place.  
 
Done properly, people-centered TB care closes the gaps in the care cascade, 
creating a seamless experience from initial care seeking all the way through to 
successful treatment and appropriate care for post-TB disease. People-centred 
TB care is based on the most recent evidence-based clinical standards. Just as 
importantly, people-centred TB care delivers convenient services with high 
satisfaction to both the person with TB and the provider(s) of care. 
 
When designing a people-centered approach to TB care, programmes should 
ensure that: 
 

 TB survivors are meaningfully engaged and their priorities 
incorporated throughout the design process 

 TB services are as convenient for people to access as possible, 
including for the most marginalized and vulnerable populations 

 ¢ƘŜ ǎŜǊǾƛŎŜ ƳƻŘŜƭ ƳŜŜǘǎ ǇŜǊǎƻƴǎ ǿƛǘƘ ¢. ŀƴŘ ǘƘŜƛǊ ŦŀƳƛƭƛŜǎΩ ƴŜŜŘǎ 
and expectations 

 Underlying factors are addressed in the context of care (e.g., 
comorbidities, nutrition status, alcohol or tobacco use) 

 Services, tasks and responsibilities are defined for each setting and 
within different facilities, while recognizing the need for flexibility to 
respond to the needs of individuas with TB 

 Functioning referral systems are in place across various settings and 
facilities 

 A robust data-reporting system is in place to monitor performance, 
including diagnostic delay, loss to follow-up and the quality of services 
from the user perspective 

 Any technology is used in ways that connect people to the health 
system, not alienate them from it 

 People in TB care and their families are protected from catastrophic 
financial expenses 

 
Deliver people-centred care in the community 

 
the Global TB Caucus, in partnership with national TB programs and civil society 
organizations. 



 
 
 
 

 
Delivering people-centered TB care is only feasible by strengthening the 
delivery of TB care at the community level, supplementing care made available 
at higher levels of the health system.  
 
Community-based and ambulatory care8 typically leads to better TB outcomes 
compared with hospital-based or inpatient care. WHO recommends that TB 
care be provided mainly in community-based and ambulatory settings as long 
as certain criteria are met with regard to the ǇŜǊǎƻƴΩǎ ŎƭƛƴƛŎŀƭ ŎƻƴŘƛǘƛƻƴΣ ǘƘŜ 
presence of infection control measures, and the availability of adequate 
treatment support. There also needs to be a back-up plan in cases where a 
person with TB does need inpatient care. 
 
Civil society organizations with a direct presence in local communities play 
important roles in ensuring TB care is people-centered, especially by: 
 

 Strengthening community involvement in all aspects of the TB 
response 

 Supporting people who are in TB care to complete treatment 
 Delivering psychosocial support to people who are in TB care and their 

families 
 Creating and maintaining community awareness of TB 
 Monitoring the availability, accessibility, acceptability and quality of TB 

services 
 Eliminating TB stigma, discrimination and other human rights related 

barriers to TB services 
 
Funded with resources from the state or other sources, social contracting is 
one model that helps civil society organizations be more sustainably involved 
in providing some TB services. 
 
Use technology to deliver people-centred care 
 
Re-ƛƳŀƎƛƴƛƴƎ ¢. ŎŀǊŜ ŀƭǎƻ ǊŜǉǳƛǊŜǎ ƳƻǾƛƴƎ ōŜȅƻƴŘ ǘǊŀŘƛǘƛƻƴŀƭ άōǊƛŎƪ-and-
ƳƻǊǘŀǊέ ŀǇǇǊƻŀŎƘŜǎ ǘƻ ǳǎƛƴƎ ŀƭƭ ŀǾŀƛƭŀōƭŜ ƳŜŀƴǎ ƻŦ ŘŜƭƛǾŜǊƛƴƎ ŎŀǊŜ ǘƘŀǘ ŀǊŜ 
efficient, high quality and convenient. Convenient care means it is available 

 
8 Care delivered in a setting where a person is not admitted to a 
hospital. 



 
 
 
 

ǿƛǘƘƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ŀƴŘ ŜǾŜƴ ǿƛǘƘƛƴ ǇŜƻǇƭŜΩǎ ƘƻƳŜǎΣ ƛƴŎƭǳŘƛƴƎ ƛƴ ǊŜƳƻǘŜ 
areas.  
 
Innovations in digital health make it more feasible than ever to deliver this 
level of convenience. (Chapter 8 discusses priorities for developing new digital 
solutions.) Examples include: 
 

 Digital/video-enabled health consultations and treatment support  
 Real-time case notifications and disease monitoring 
 Mobile app-based information-sharing and communication 
 E-learning 

 
Out of necessity, the use of these innovations skyrocketed during the COVID-
19 pandemic. Solutions were often tailored to meet local needs. As a result, 
ǘƘŜ ǘŜŎƘƴƻƭƻƎȅ ƛƴŦǊŀǎǘǊǳŎǘǳǊŜΣ ǘƘŜ ǊŜƎǳƭŀǘƻǊȅ ŜƴǾƛǊƻƴƳŜƴǘΣ ŀƴŘ ǳǎŜǊǎΩ 
familiarity with digital health toolsτwhich have applicability across disease 
areasτare far more advanced today than they ever were before.  
 
Ensuring the widespread use of these innovations is critical to delivering care 
at a scale necessary to end TB. It is equally important to ensure that 
ǘŜŎƘƴƻƭƻƎȅ ƛǎ ƴƻǘ ǳǎŜŘ ƛƴ ǎǳŎƘ ŀ ǿŀȅ ǘƘŀǘ ŎǊŜŀǘŜǎ ƴŜǿ άŘƛƎƛǘŀƭ ŘƛǾƛŘŜǎέ ǘƘŀǘ 
create technological barriers to care and worsen health inequities. 
 
Provide care for post-TB disease 
 
Research shows that up to 70% of people who are cured of TB disease will 
continue to experience other health challenges as a consequence of having 
had TB. Medical experts have begun to recognize post TB lung disease (PTLD) 
as a health condition that requires attention on both the individual and 
population levels. PTLD refers to a spectrum of different disorders that can 
affect various parts of the pulmonary system, leading to higher risks of 
developing TB disease again and shortened life expectancy. Relatively little 
research has been conducted on PTLD, and no studies had been conducted on 
PTLD in children as of 2021.9  
 
The first set of clinical guidelines for providing care for PTLD were published in 
2021.10 They provide guidance for: 

 
9 https://pubmed.ncbi.nlm.nih.gov/33401266/ 
10 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8504493/ 



 
 
 
 

 
1. assessing patients for PTLD when they reach the end of TB treatment 
2. identifying people with PTLD who should receive pulmonary 

rehabilitation (PR) 
3. tailoring a PR programme to meet the needs of people and local 

communities 
4. evaluating the effectiveness of PR 
5. conducting education and counseling 
6. addressing PTLD in a public health context 

 
The Global Plan urges TB programmes to follow these guidelines in planning 
and implementing programming that provides care for PTLD and addresses 
PTLD at a population level. 
 
People who have been cured of TB can also experience other health effects.11 
Rates of cardiovascular disease are higher in people who have had TB. Anxiety 
and depression are also commonly experienced by people with TB. And people 
who have completed second-line treatment for drug-resistant TB often face 
hearing loss. TB programmes should plan and implement approaches for 
identifying these conditions and providing appropriate care and support that 
continues after TB treatment is completed. 
 
Strengthen the TB workforce 
 
There is an urgent need to increase human resources available to end TB. 
Health workforce development includes all types of human resources for 
health (HRH) initiatives that have an impact on TB care and prevention, 
including medical education reforms, task-shifting, training primary health 
care providers to deliver people-centred TB care.  
 
Wherever possible, the roles of community health workers should be 
formalized. Community health workers have long been a crucial part of the TB 
response. They are essential to delivering community-based TB care. However, 
the TB response continues to be stymied by unpaid labour provided by 
community health workers. With proper investment, community health 
workers can have a significant impact. A project ŦǳƴŘŜŘ ōȅ {ǘƻǇ ¢.Ωǎ ¢. w9!/I 
initiative in Ethiopia found twice as many people with TB in a 15-month period 
than the previous 15 months, simply by employing community health workers 

 
11 https://pubmed.ncbi.nlm.nih.gov/31753065/ 

https://www.stoptb.org/news/ethiopian-community-health-workers-help-double-number-of-vulnerable-people-provided-with-tb


 
 
 
 

and professionalizing their roles within the health system.12 This model has 
been replicated throughout Ethiopia and in other countries.  
 
Ensure a continuum of care in challenging operating environments 
 
Conflict and natural disasters weaken health systems and displace 
populations, causing significant breakdowns in the provision of TB care. With a 
record number of refugees around the world today, ensuring access to TB care 
for refugees and internally displaced people is a critical challenge. Refugees 
and internally displaced people, facing urgent needs to secure the basic 
provisions that sustain life, face a higher risk of contracting and dying from 
infectious diseases. Lack of access to healthcare, while a number of other 
factors including crowded housing, undernutrition, stress, and unmanaged co-
morbidities, increase the risk of developing TB. Breaks in the continuum of 
care can lead to the emergence and spread of DR-TB. At the same time, 
conflict can actually contribute to the spread of TB. These challenges make TB 
one of the most common causes of death among refugees.13 
 
Implementing a comprehensive approach to TB care that involves cross-
border collaboration, establishment and safeguarding of humanitarian 
corridors and supply chains, targeted funding, political solutions, and advocacy 
and communications is critical to creating and maintaining a continuum of 
care in such environments. 
 

.ƻȄΥ ¢ƘŜ {ǘƻǇ ¢. tŀǊǘƴŜǊǎƘƛǇΩǎ wŜ-imagining TB Care Initiative  
 
Given ǘƘŜ ŎƘŀƭƭŜƴƎŜǎ ƻŦ ŘŜƭƛǾŜǊƛƴƎ ¢. ŎŀǊŜΣ ǘƘŜ {ǘƻǇ ¢. tŀǊǘƴŜǊǎƘƛǇΩǎ wŜ-
imagining TB Care initiative has tested assumptions about when, where, and 
how TB care and services are accessed and delivered. Its aim is to identify 
solutions for scaling up early, local access to care, using digital solutions.14 
 

 
12 Ethiopian Community Health Workers Help Double the Number Of Vulnerable 

People Provided With TB Care: 
https://www.stoptb.org/news/ethiopian-community-health-workers-help-double-
number-of-vulnerable-people-provided-with-tb 
13 https://www.thelancet.com/journals/lanres/article/PIIS2213-2600(22)00104-

7/fulltext 
14 https://stoptb.org/assets/documents/about/cb/meetings/34/34-

06%20Accelerating%20New%20TB%20Tools%20and%20Approaches/34-6.12_Re-
imagining%20TB%20Care_Background%20paper.pdf 



 
 
 
 

To this end, the Re-Imagining TB Care Initiative has developed a background 
paper that lays out guiding principles, goals and objectives for delivering 
people-centred TB care. Programmes can use this resource to help them 
identify which solutions are most promising for scaling up access to people-
centered TB care within their local contexts.  

 
Scale up the use of modern diagnostics 
 
Universally replace sputum microscopy with rapid molecular diagnostics as the 
initial diagnostic test  
 
Rapid and accessible TB diagnosis is the first step in providing effective 
treatment and saving lives. Many countries today still rely on sputum 
microscopy as the initial diagnostic test for TB. Rapid molecular tests need to 
replace sputum microscopy as the initial diagnostic test.  
 
Diagnostic testing also needs to move to the point of care. This will make 
testing more accessible and will reduce the time it takes for people to obtain 
their test results and start treatment. There are multiple molecular tests 
recommended by WHO that can be used to expand access to diagnosis 
through their implementation at different levels of the health system. 
Technologies that test for multiple diseases at one time provide even greater 
opportunities. They can improve system efficiencies, save costs, provide a 
better user experience, and ultimately help improve quality of care. 
 
Use complementary technologies and methods to improve rapid TB detection 
 
Use urine-based LAM tests for testing TB in PLHIV 
 
TB is the lŜŀŘƛƴƎ ŎŀǳǎŜ ƻŦ ŘŜŀǘƘ ƻŦ ǇŜƻǇƭŜ ƭƛǾƛƴƎ ǿƛǘƘ IL±Σ ōǳǘ ƛǘΩǎ ƳƻǊŜ ŘƛŦŦƛŎǳƭǘ 
to diagnose people living with HIV using sputum. TB LAM, a urine-based, rapid 
point-of-care test, offers a simple way to detect TB in people living with HIV 
(PLHIV). WHO recommends the test for all PLHIV with TB symptoms regardless 
of their CD4 count, in both inpatient and outpatient healthcare settings. TB 
LAM should be added to diagnostic algorithms,15 to be used in addition to 
rapid molecular tests that use sputum. 
  
Use stool to test for TB in children 

 
15 https://www.who.int/publications/i/item/9789240029415 

https://www.stoptb.org/accelerate-tb-innovations/re-imagining-tb-care
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Detecting TB in children has historically been challenging because of how 
difficult it can be for children to produce a sputum sample. In 2020, WHO 
recommended using stool to test for TB in children, using rapid molecular 
tests.16 This is an easy and pain-free method for rapidly testing for TB in 
children. It should be universally implemented.  
 
Use CAD to screen for TB disease 
 
A chest x-ray can rapidly identify people who should receive diagnostic testing 
for TB. It can also reduce the number of symptomatic people requiring rapid 
molecular tests, along with those associated costs. Computer-aided detection 
(CAD) tools use artificial intelligence (AI) to read chest x-rays for signs of TB 
and issue findings. These findings are then used for screening and triage.  
 
CAD overcomes some of the main limitations of a chest x-ray, providing 
accurate, rapid results with no inter- or intra-reader variability. Recommended 
by WHO for use either alongside or in place of human readers, CAD can 
increase access to chest X-ray and thereby TB care in regions where few or no 
human x-ray readers are available.17 Coupled with lightweight portable X-ray 
systems, the technology makes screening for TB feasible even in remote 
locations. 

 
Use more routine and comprehensive drug susceptibility testing 
 
Access to universal drug susceptibility testing (DST) is essential for successfully 
diagnosing and treating people with drug-resistant TB. DST needs to become 
more routine and comprehensive, so that no person receives medications to 
which their TB organism is resistant. This is especially important in light of 
WHO treatment guidelines that emphasize using newer medicines and 
treatment regimens for treating people with rifampicin-resistant and isoniazid-
resistant TB. DST lab capacity and specimen referral networks need to be built 
to achieve this. 
 

 
16 https://www.who.int/publications/i/item/9789240033450 
17 chrome-

extension://efaidnbmnnnibpcajpcglclefindmkaj/viewer.html?pdfurl=https%3A%2F%2F
apps.who.int%2Firis%2Fbitstream%2Fhandle%2F10665%2F340256%2F978924002261
4-eng.pdf&clen=3321323&chunk=true 



 
 
 
 

Technology for identifying drug resistance is evolving. Next-generation 
genomic sequencing (NGS) will allow health systems to quickly detect 
resistance to a wide profile of medicines. Evidence continues to be collected 
on the use of NGS, and the catalog of clinically relevant mutations in TB bacilli 
continues to grow. WHO is expected to issue recommendations on using NGS 
to guide clinical treatment decisions in 2023.   
 
Build capacity for testing for TB infection 
 
Countries must not only build capacity for active TB disease. They must also 
address the massive reservoir of TB infection. TB infection may eventually 
become TB disease, and an approach that focuses only on testing people when 
they have TB symptoms will result in continued spread of TB.  
 
Because the tuberculin skin test (TST) can show a false-positive result in 
people who have received the BCG vaccine, it has limited use in countries with 
high vaccination rates. Interferon-Gamma Release Assays (IGRAs) and next-
generation skin tests are more specific than TST and should replace their use. 
WHO recommends multiple IGRAs, and has evaluated antigen-based skin tests 
and found them to be accurate, acceptable, feasible, and cost-effective 
alternatives to tuberculin skin tests and IGRAs.18 
 
Strengthen diagnostic systems to meet higher demand for testing 
 
Scaling up modern diagnostics involves more than adopting new technologies. 
The effort must consider the entire diagnostic network, installing new testing 
ǎƛǘŜǎ ŀƴŘ ǊŜǇƭŀŎƛƴƎ ƻƭŘ ǘŜǎǘǎ ƛƴ ǘƘŜ ǊƛƎƘǘ ǇƭŀŎŜǎ ǘƻ ŜƴǎǳǊŜ ǇŜƻǇƭŜΩǎ ŀŎŎŜǎǎΦ 
Increasing access means testing networks need to be able to meet higher 
demand. This requires having robust specimen referral systems, sufficient 
human resources, supervision and quality assurance, appropriate 
infrastructure and electricity, and comprehensive service and maintenance 
plans for all equipment. WHO provides guidance for programmes on 
implementing diagnostics networks.19 
 
Find the missing people with TB 
 

 
18 https://www.who.int/publications/i/item/WHO-UCN-TB-2022.1 
19 WHO. Operational Handbook 

https://www.who.int/publications/i/item/9789240030589 



 
 
 
 

TB can be diagnosed, treated and cured. And yet a large proportion of people 
developing TB are unable to access good quality diagnosis and treatment. Such 
ƛƴŘƛǾƛŘǳŀƭǎ ŀǊŜ ƻŦǘŜƴ ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ ǘƘŜ άƳƛǎǎƛƴƎ ǇŜƻǇƭŜέ ǿƛǘƘ ¢.Φ 5ǳǊƛƴƎ ǘƘŜ 
period 2015-2020, worldwide an estimated 3 to 4 million people with TB went 
without a diagnosis or were treated in the private sector without being 
accounted for in national data. The large number of people who are missing 
from TB care is one of the main reasons that TB incidence and mortality has 
been declining so slowly in recent years.  
 
At the 2018 UN High Level Meeting on TB, UN member states issued a political 
declaration committing to reduce the numbers of missing people with TB and 
to scale up TB treatment to reach all people with TB by 2022. Significant 
progress was made by countries during 2018 and 2019, but the COVID-19 
pandemic created a major setback starting in 2020. 
 
The Global Plan recommends that, at minimum, 95% of people developing TB 
each year need to be diagnosed and treated, and that no one should be left 
behind. To find the missing people with TB, different approaches will be 
needed depending on the local setting. Some of the most effective approaches 
include: 
 

 Active TB case finding 
 Eliminating barriers to health services, including barriers related to 

human rights, gender and stigma 
 Engaging with the private health care sector to diagnose TB, provide 

appropriate care and notify cases to national TB programmes 
 Finding the missing people with TB also means ensuring that people 

everywhere have access to modern TB diagnostics. Old TB diagnostics 

such as sputum microscopy should not be used for diagnosing TB 

because it fails to detect 40% of TB and cannot detect drug resistance.  

 
Countries are implementing a number of interventions to find the missing 
people with TB. TB REACH projects are designed specifically to find and 
diagnose more people with TB. And a Global Fund strategic initiative for 
finding the missing people with TB has provided a platform for implementers 
from different countries to learn from each other.  
 
Expand early diagnosis, including at sub-clinical stages 
 



 
 
 
 

¢ƘŜ Dƭƻōŀƭ tƭŀƴΩǎ ƳƻŘŜƭƛƴƎ ǎƘƻǿǎ ǘƘŜ ƛƳǇƻǊǘŀƴŎŜ ƻŦ ŜŀǊƭȅ ŘƛŀƎƴƻǎƛǎ ƛƴ 
reducing transmission and incidence of TB. (See Chapter 2.) Numerous studies 
have identified delays in diagnosing people who have TB symptoms. 
Prevalence surveys have consistently found that about half of people with 
laboratory-confirmed TB do not report symptoms or are asymptomatic, 
referred ǘƻ ŀǎ άǎǳō-ŎƭƛƴƛŎŀƭ ¢.Φέ20 
 
Knowing this, the Global Plan recommends that high TB burden countries 
should invest significantly more resources in TB screening and active case 
finding aimed to detect TB early and to initiate early treatment. Populations 
with high rates of TB should be periodically screened for TB, regardless of 
symptoms.  
 
Sub-clinical TB can be diagnosed by X-ray followed by bacteriological 
confirmation. X-ray is an excellent tool to screen people for pulmonary TB, as 
it is more sensitive than symptom-based (i.e., clinical) screening. X-ray 
technology has improved in recent years. Modern X-rays are digital, highly 
portable, and produce high-resolution digital images, allowing X-rays to be 
deployed in mobile vans and in communities.  
 
Artificial intelligence (AI) solutions are also improving and becoming more 
available. AI can read X-ray images faster and better than trained human 
radiologists. Ultra-portable digital X-rays with computer aided reading of 
results should be used by countries to screen people for pulmonary TB in 
populations with high rates of TB.  
 
Several initiatives have demonstrated the value of population-level TB 
screening followed by confirmatory molecular tests in those with abnormal X-
ǊŀȅǎΦ {ǘƻǇ ¢. tŀǊǘƴŜǊǎƘƛǇΩǎ ¢. w9!/I ƛƴƛǘƛŀǘƛǾŜ Ƙŀǎ ǎǳǇǇƻǊǘŜŘ ǎŜǾŜǊal projects 
that have demonstrated the value of such screening.21 Large-scale screening of 
populations have been undertaken by several national TB programmes, such 
as India, Viet Nam, Cambodia and others.  
 
Population-level TB screening and active case finding are cost-effective 
interventions. Costs can be further reduced by conducting multi-disease 

 
20 https://pubmed.ncbi.nlm.nih.gov/32936877/ 

 
21 https://www.thelancet.com/journals/landig/article/PIIS2589-7500(21)00116-

3/fulltext  
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screenings, such as for TB along with COVID-19, lung cancer, diabetes, use of 
tobacco and other conditions.  
 
New tools could further facilitate population-level screening, testing and 
diagnosis of subclinical TB. The Global Plan calls for funding and fast tracking 
the research and development of biomarker-based tests for diagnosing 
subclinical TB. 
 
Develop and implement public communications strategies to raise TB 
awareness and promote early health-seeking.  
 
Raising TB awareness and motivating people to seek care is essential to finding 
the missing people with TB and helping all people with TB receive an early 
diagnosis. This requires countries to develop and implement communications 
strategies for public education and behavior change. The following are basic 
elements that should be included when developing a communications 
strategy. 
 
Set goals 
 
Communications goals should always serve and complement TB program 
goals. Analyzing TB response needs, gaps and opportunities within domestic 
and regional settings will help determine goals. Analyzing the strengths and 
weaknesses in communications capacity will show where goals are realistic 
and where capacity needs to be strengthened in order to achieve them. Each 
activity should be undertaken with a clear purpose and desired outcome in 
line with communications goals, with quantifiable targets for measuring 
impact. Examples of types of goals include: 
 

 Improving basic knowledge about TB among key vulnerable 
populations or the general public in TB-affected countries. 

 Improving awareness about where to receive screening or testing. 
 Increasing numbers of people with TB who seek testing.  
 Improving knowledge among health workers about what to do when 

people seek TB testing or care. 
 Educating government officials about TB and the TB response. 
 Building empowered and capacitated networks of people affected by 

TB to help reach, engage and support TB key vulnerable populations.  
 
Identify audiences 
 



 
 
 
 

Identifying key audiences, and understanding their values and motivations, is a 
critical starting point in developing communications strategies. It is also critical 
to understand literacy and languages spoken by audiences, and to produce 
communications that audiences easily understand. Priority audiences might 
include key populations, health workers, government officials, news media 
and strategic partners. 
 
Develop messaging 
 
Messaging should be positive and educate audiences about solutions. It 
should be culturally appropriate. Messaging that motivates audiences to seek 
care early should emphasize that TB is preventable and curable. Ideally, 
messaging should be developed and tested with representatives of audiences. 
 
Engage partners 
 
Identify partners who share the same or complementary goals and who are 
willing to contribute to developing or implementing communications 
strategies. Partners can bring more visibility and add credibility to messaging. 
Partners should be engaged based on their credibility, reliability and 
connection with key audiences. When it will help to achieve goals, 
communications efforts should be coordinated with partners at sub-national, 
national, regional, and global levels. Partners can come from many places, 
such as: 
 

 TB survivors and champions 
 Government offices 
 Non-governmental organizations 
 Businesses and corporations 
 Faith communities 
 News media 
 Celebrity ambassadors 
 Social media influencers 

 
Identify tactics, tools and communications channels 
 
Tactics are categories of actions that can help achieve communications goals. 
Tools are tangible assets used to implement tactics. Channels are ways 
through which people communicate or receive information. 
 
Common tactics: 



 
 
 
 

 
 Educating health workers  
 Educating people seeking care 
 Community outreach 
 Disseminating messages through media channels 
 Making official announcements 
 Working with public-facing leaders and influencers to share messages 

with their audiences 
 Sensitizing judiciaries, law and policy makers 
 Public demonstrations 
 Webinars, live online chats 
 Townhall/community meetings 

 
Common tools used for communications: 
 

 Brochures, pamphlets, signs, banners 
 Advertisements 
 Press releases, prepared statements 
 Websites 
 Social media platforms 
 SMS/text messaging platforms 
 Webinar platforms 
 Television, radio and podcast programs 
 News editorials and Op-Eds 
 By-line articles 
 Talking points and written speeches 
 Letters 
 Plays and skits 

 
Common tools used for planning and project management: 
 

 Work plans 
 Editorial calendars 
 Checklists 
 Project management software applications 

 
Common communications channels: 
 

 News media (television, radio, print, digital) 
 Advertising (including content marketing) 
 Social media (including blogs) 



 
 
 
 

 Newsletters 
 Email 
 Telephone 
 SMS/text messaging apps 
 Word of mouth 

 
Develop and implement campaigns 
 
Any one tactic on its own will have limited effect. The most effective approach 
to raising awareness is to implement a variety of tactics through a planned 
campaign. In a campaign, tactics are implemented in a coordinated way, with 
the effect of each tactic reinforcing others. Tactics are used to communicate 
with specific audiences, through communications channels that are chosen 
based on which ones audiences are known to use. Thoughtful planning is key 
to successful campaigns.  
 
To raise awareness and encourage early health-care seeking among key 
vulnerable populations, a campaign might involve: 
 

 Educating health workers about TB and incentivize them to educate 
people seeking care about common symptoms and where to access 
testing 

 Displaying educational signs at health facilities 
 Conducting community outreach that includes a skit 
 Publishing an Op-Ed by a TB survivor in local or national news media, 

which is used to earn interviews with local or national media 
 Coordinate partners to share TB messages through social media and 

SMS 
 Get local radio stations to run public service announcements 
 Work with local faith leaders to share messages with fellow adherents 
 Use social media to amplify all the above activities 

 
Measure and evaluate impact 
 
The success of any campaign depends on achieving goals to increase the 
numbers of the right people seeking care. In areas where campaigns are 
implemented, measurable outcomes should be increased numbers of people: 
 

 screened for TB 
 diagnosed with TB 
 diagnosed with sub-clinical TB 



 
 
 
 

 initiating TB treatment 
 
Integrate TB screening and testing into other health services, with a focus on 
services that address common comorbidities or risk groups, depending on 
local epidemiological context. 
 
Innovative approaches are needed to find the missing people with TB and 
ensure they receive a diagnosis and care. At the population level, these 
approaches need to be linked with co-morbid conditions to regain momentum 
to end TB.  
 
A systematic review looking at integrated TB and NCD services found higher 
levels of integration conferred more benefits to patients in terms of managing 
TB and NCDs.22 A systematic review looking at the integration of HIV with 
other health services found that overall, the strategy led to improved health 
and health-system outcomes.23 Integrating TB care with tobacco cessation 
services has also been recognized as a critical service for people with TB and 
HIV who use tobacco.24 
 
Integrated Service Delivery (ISD) combines multiple interrelated health 
services in one interaction. By addressing multiple health issues 
simultaneously, ISD promotes convenience in ways that align with the goal of 
delivering people-centered care. If used widely, this approach has the 
potential to accelerate the finding of missing persons with TB while addressing 
other health conditions that contribute to TB morbidity and mortality (i.e., 
HIV, diabetes, malnutrition, tobacco use, and COVID-19). 
 

 
22 Foo CD, Shrestha P, Wang L, Du Q, García Basteiro AL, Abdullah AS, et al. (2022) 

Integrating tuberculosis and noncommunicable diseases care in low- and middle-
income countries (LMICs): A systematic review. PLoS Med 19(1): e1003899. 
https://doi.org/10.1371/journal.pmed.1003899 
23  Bulstra CA, Hontelez JAC, Otto M, Stepanova A, Lamontagne E, Yakusik A, et 

al.(2021) Integrating HIV services and other health services: A systematic review and 
meta-analysis. PLoS Med 18(11): e1003836. 
https://doi.org/10.1371/journal.pmed.1003836 
24 Jackson-Morris, Angela & Fujiwara, Paula & Pevzner, E.. (2015). Clearing the smoke 

around the TB-HIV syndemic: Smoking as a critical issue for TB and HIV treatment and 
care. The International Journal of Tuberculosis and Lung Disease. 19. 
10.5588/ijtld.14.0813. 



 
 
 
 

ISD can also contribute to progress towards universal health care coverage, 
and it aligns with the global move towards One Health, a multidisciplinary 
approach that links the health of humans, other animals and the environment 
through collaborative, multisectoral, and transdisciplinary initiatives to 
combat diseases. The One Health approach aims to improve Global Health 
Security and strengthen health systems (see Chapter 6).  
 
ISD can be initiated from TB services by incorporating screening for other 
diseases. For example, chest x-rays taken to diagnose TB can be used to screen 
for lung cancer, COPD and other conditions. Similarly, TB screening can be 
added to vaccination campaigns.  
 
There are different ways to coordinate services using an ISD approach, 
including: 
 

 Diagnosis and referral to other health facilities/providers 
 Active follow-up 
 Providing care for multiple health conditions at the same facility on 

the same day 
 
Several initiatives have integrated other health conditions into their TB 
screening platforms, including: 
 

 Joint TB and COVID-19 screening 
 TB screening conducted through COVID-19 vaccination campaigns 
 Joint screening of TB and other diseases such as diabetes, silicosis, 

other airborne infections, lung malignancy and mental health 
conditions 

 TB screening integrated with tobacco-use counseling and cessation 
support 

 Integrated sample transportation systems 
 Community health workers trained to provide services for multiple 

health priorities 
 
ISD can also be combined with other initiatives, such as active case finding 
campaigns, immunization campaigns, and reproductive, newborn and child 
health services.  Interventions focused on engaging private providers for ISD 
can also help more people with TB receive an early diagnosis and access care. 
 
Mobile vans with digital portable or handheld x-ray machines and portable 
laboratory equipment can be more widely used where appropriate to access 



 
 
 
 

communities and key vulnerable populations. To mobilize communities to 
participate in these campaigns, interventions use various media for outreach 
and awareness. 
 
Achieve universal access to the most effective TB treatment regimens 
 
TB has a high rate of mortality without treatment. Studies of the natural 
history of TB disease in the absence of treatment with anti-TB drugs 
(conducted before drug treatments became available) found that about 70% 
of individuals with sputum smear-positive pulmonary TB died within 10 years 
of being diagnosed, as did about 20% of people with culture-positive (but 
smear-negative) pulmonary TB. 
 
Improve treatment effectiveness through development of new drug regimens  
 
Efforts are needed to improve TB treatment effectiveness. Effective TB 
treatment, including for drug-resistant TB, relies on the use of several 
antibiotics administered in combination without interruption for several 
months. With research funding needs only partially met, some progress has 
been made in recent years to identify more efficacious, safer medicines and 
shorter treatment regimens. The development of new regimens using 
repurposed medicines such as linezolid, clofazimine and rifapentine is on a 
more positive course than in years past.  
 
That said, continued new drug development is needed to make TB treatment 
regimens more people-centered by making them shorter, safer, more 
effective, and less costlyτespecially regimens for treating drug-resistant TB.  
 
See Chapter 8 for discussion of TB R&D priorities. 
 
Achieve universal access to all-oral regimens for treating drug-resistant TB. 
 
Drug-resistant TB (DR-TB) is a global public health crisis. DR-TB is harder to 
treat than drug-susceptible TB and presents major challenges for patients, 
health care workers and health care services. Globally, almost 15% of people 
with MDR/RR-TB die from the disease, and 26% of those deaths are in people 
with extensively drug-resistant TB (XDR-TB). Continued community 
transmission in many parts of the world, combined with resistance that is 
becoming more enhanced, is weakening global health security and 
undermining progress against TB. 
 



 
 
 
 

Shorter, all-oral (i.e., no injections) DR-TB treatment regimens are urgently 
needed. Current drug regimens used to treat DR-TB are far from satisfactory. 
Compared with treatments for drug-susceptible TB forms, these regimens 
require a longer course of treatment, the use of more toxic medicines, and an 
exponential increase in the ingestion of pills. Many people receiving care for 
DR-TB experience significant adverse events and have poorer treatment 
outcomes. 
 
Continue to develop evidence-based recommendations for improving the 
effectiveness of treatment for drug-resistant TB.  
 
Especially as new drugs are developed, there is a critical need for the continual 
development of evidence-based policy recommendations to guide the 
treatment and care of people with drug-resistant TB. These recommendations 
need to better outline a comprehensive care path that people should take 
after being identified by the health system and referred for DR-TB treatment. 
 
Provide support that enables people receiving TB care to complete a full 
course of treatment without an undue burden on them and their families, 
while avoiding catastrophic costs. 
 
In addition to better treatment regimens, people-centered TB care should 
include: 
 

 Psychosocial support that helps people with TB complete a full course 
of treatment 

 Humane forms of treatment support 
 Monitoring and management of adverse events/drug reactions 
 Clinical monitoring and management of comorbidities (e.g., HIV, 

hepatitis and non-communicable diseases) 
 Support that fulfills the various non-medical needs of people with TB, 

including respect for human rights, privacy/confidentiality, and a 
stigma- and discrimination-free environment 

 
Psychosocial support is often essential for people to complete TB treatment 
without experiencing hardship or even trauma. Psychosocial support is a 
critical part of people-centered care. It improves TB treatment outcomes, as it 
makes it easier to receive care for the whole duration of treatment. Family 
members, civil society and nongovernmental organizations and community 
members are key facilitators of psychosocial support. 
 



 
 
 
 

For years, this kind of support has more or less been a standard part of TB care 
in high-income countries. It includes: 
 

 Psychological support, including patient and family education, 
counseling sessions or peer-group support 

 Material support, which minimizes or eliminates indirect costs 
incurred by patients that create a barrier to accessing and continuing 
care. Material support often comes in the form of: 

o Financial assistance, such as bonuses, transport subsidies, 
housing incentives or living allowances 

o Food assistance, such as meals, food baskets, food 
supplements or food vouchers 

 
People receiving TB care should receive regular treatment assistance and 
support, whether at home or in another adequate ambulatory facility. This 
should be accompanied by appropriate infection control measures, including 
preventive treatment for other household members.  
 
¢ǊŜŀǘƳŜƴǘ ǎǳǇǇƻǊǘ Ŏŀƴ ōŜ ŘŜƭƛǾŜǊŜŘ ƛƴ ƭƛƴŜ ǿƛǘƘ ǇŜƻǇƭŜΩǎ ŎƛǊŎǳƳǎǘŀƴŎŜǎ όǎǳŎƘ 
as at the workplace, school, health post, primary care center, drug/alcohol 
dependence  treatment center or outreach program). After care is established 
and infectiousness is no longer a risk, it is critical that whenever possible, 
people in care remain fully integrated in their community and their routine 
lives, enabling them to engage normally with the environment they are 
accustomed to. 
 
Strengthen procurement systems and supply chains 
 
Reliable and efficient system for procurement, supply chain and distribution of 
health products for TB is essential. Procurement and supply systems in 
countries must be nimble enough to support the introduction of new 
medicines, treatment regimen and diagnostics.   
 
The number of TB diagnostics and medicinesτincluding new formulations of 
existing medicinesτhas grown in recent years. Thanks to investments in 
innovation, WHO recommends new medicines and new diagnostics at regular 
intervals. More new diagnostics, medicines, vaccines and other technologies 
are expected before 2030. These new products will need efficient regulatory 
approval and systems for procurement and distribution.  
 



 
 
 
 

During the COVID-19 pandemic, countries gained considerable experience in 
rapidly procuring new diagnostics, vaccines and therapeutics. TB programmes 
must learn from this experience and prepare for the introduction of new TB 
medicines and diagnostics as soon as they are available.  
 
During the pandemic there were also significant shifts in the way medicines 
were distributed to people for screening or care at home. The pandemic 
induŎŜŘ Ψǎǘŀȅ-ƘƻƳŜΩ ǎŜǊǾƛŎŜǎ ƭŜŘ ǘƻ ƛƳǇƻǊǘŀƴǘ ǎƘƛŦǘǎ ǘƻǿŀǊŘǎ ǎǘǊŜƴƎǘƘŜƴƛƴƎ 
home-based and community-based services, which are likely to last and 
develop further. Such services will need health products to be distributed to 
the communities and homes of people.  
 
In several high TB burden countries, the private health care sector provides TB 
care to a substantial proportion of people with TB. National TB Programmes in 
such countries must ensure that the private health care sector has access to 
the latest TB diagnostics and medicines, and that people get these services at 
affordable prices. Where quality can be assured, national TB programmes also 
have the option to outsource certain services (e.g., laboratory services) to the 
private sector using smart contracting mechanisms.  
 

Box: The Global Drug Facility 
Recognizing its advantages, the 2018 UN political declaration on TB 
encouraged all countries to utilize the Stop TB Partnership Global Drug Facility 
(GDF) for procuring TB medicines, diagnostics and related services. The GDF 
offers countries a platform for procuring quality-assured medicines and 
diagnostics at reduced prices. GDF is a one-stop bundled procurement and 
supply mechanism providing a unique package of services that combine 
strategic procurement of TB products and coordination of market activities, 
with technical assistance and capacity-building for TB programmes.  

 
Expand the use of real-time digital TB surveillance systems 
 
TB surveillance involves the continuous and systematic collection, analysis and 
reporting of data related to TB infection and TB disease in a population. Digital 
surveillance should capture data on the complete cascade of TB screening, 
diagnosis, treatment and care of both TB infection and active disease.  
 
Real-time, digital TB surveillance systems make data available in more timely 
fashion compared with traditional surveillance approaches and provides more 
granular views of TB trends, from local to national levels. They also enable 



 
 
 
 

regular data analysis that supports adaptive responses to TB trends, allowing 
programs to target resources toward specific geographic areas or toward 
population groups in need of services. LMICs in particular stand to benefit 
from transitioning from paper-based to digital TB surveillance systems. 
Programs must adhere to high standards of digital privacy and data security 
when implementing digital surveillance systems. 
 
New digital tools are making digital TB surveillance more feasible than ever 
before, and improving the use of real-time digital TB surveillance is a key 
priority for operational research (see Chapter 8). 
 
WHO is expected to publish new guidance for the implementation of digital TB 
surveillance systems in 2022.25 
  

 
25 https://www.who.int/publications/digital/global-tuberculosis-report-

2021/featured-topics/case-based-surveillance 



 
 
 
 

Ch 4. Prevention 
 
As described in Chapter 2, prevention is a critical part of a comprehensive 
package of interventions to end TB and needs significant new investment to 
scale up. 
 
Priority actions: 
 

 Address TB risk factors and social determinants 
 Provide TB preventive treatment (TPT) for those living with TB 

infection and who are at higher risk of progression to active TB 
disease.  

 Implement Airborne Infection Prevention and Control (AIPC) measures 
in health care settings and high-risk indoor places where people 
congregate. 

 Prepare for successful global roll-out of effective vaccines once such 
vaccines are officially recommended and available. 

 
Address TB risk factors and social determinants 
  
The most common underlying, health-related risk factors for TB are: 
 

 undernutrition 
 HIV/AIDS 
 smoking tobacco 
 alcohol use disorders 
 diabetes mellitus 

 
These five risk factors can each be prevented or managed in line with the 
relevant Sustainable Development Goals. Progress against these five risk 
factors will contribute immensely toward ending TB. To prevent TB among 
people who live with common underlying risk factors, TB programmes should 
coordinate or integrate services with programmes for nutrition, HIV, smoking 
tobacco, alcohol misuse, diabetes, and COVID-19. 
 
TB is also driven by social determinants, chiefly poverty, poor living conditions, 
stigma and discrimination, and conditions that fail to protect and promote 
human and gender rights. Closely related to poverty, undernutrition is the 
biggest risk factor for TB globally. It is the primary contributor to TB incidence 
in all regions except Europe (where the leading risk factor is alcohol misuse).  
 



 
 
 
 

Prevent TB through a multisectoral approach 
 
Addressing TB risk factors requires a multisectoral approach that extends 
beyond the health sector and encompasses the broader development agenda. 
Most countries have created programmes and initiatives to address at least 
some TB risk factors and social determinants, including poverty, substandard 
housing, and workplace health initiatives (e.g., for mine workers).  
 
High rates of TB or TB risk factors within communities are often indicators that 
should lead governments to include such populations under existing 
programmes or create new programmes as needed. To address underlying risk 
factors and social determinants of TB, governments should pursue an all-of-
government approach that aligns, coordinates or integrates TB programme 
activities with those of other government programmes and initiatives.  
 
National TB programmes should address the interplay between TB and 
undernutrition as a priority. Nutritional support must be provided with the 
dual objective of improving treatment outcomes and decreasing mortality in 
people with TB, as well as reducing incidence of TB among contacts and 
undernourished communities. Countries should follow international guidelines 
and best practices on TB and nutrition and be aware of new evidence 
emerging through research. India, for example, has begun to provide nutrition 
support packages as a part of TB care. 
 
While HIV is the leading driver of TB in certain regions, particularly in sub-
Saharan Africa, HIV is a significant underlying risk factor in all countries 
affected by TB. Collaborative programmes between TB and HIV activities have 
been implemented in most countries. Countries must build on this progress by 
addressing remaining gaps and challenges in these programmes.  
 
Chapter 7 presents an agenda for addressing stigma and discrimination, 
implementing a gender-sensitive TB response, eliminating TB stigma, and 
reaching key and vulnerable populations. 
 
Strengthen collaboration among health and social programmes  
 
Preventing or addressing TB risk factors will require collaboration among  TB 
programmes, other health programmes, development initiatives and 
communities. TB programmes must reach out to these programmes and 
initiatives to ensure that communities are no longer exposed to the same risk 



 
 
 
 

factors they have been exposed to in the past, disrupting the cycle of TB and 
reducing the risk of TB relapse. For example, TB programmes can do this by: 
 
ω Including people with TB, their families, and immediate 

communities in relevant programmes and initiatives, including 
poverty alleviation policies, cash transfers, nutritional support 
programmes, social security benefits, urban housing initiatives, 
and compensation schemes.  

ω Partnering with programmes for other health-related risk factors 
to form a bi-directional partnership that benefits all programmes. 
This can include bidirectional screening and testing for TB and 
diabetes, TB and HIV, TB and nutritional status, TB and smoking 
tobacco, or other respiratory conditions such as TB and COVID-19. 
TB should also be made part of relevant multi-disease screening 
and testing initiatives. 

ω Populations and communities experiencing high rates of TB are 
included in national and international development programmes. 

ω Settings known for congregation and crowding, such as prisons or 
urban apartments, have policies in place for airborne infection 
prevention and TB prevention and care. 

ω Encouraging or incentivizing the addition or enlargement of 
windows in housing design practices. 

ω Preventing food-borne TB transmission from animals infected with 
Mycobacterium bovis, which also causes TB disease and is 
transmitted by infected dairy products. Which requires 
coordinating with food safety programmes in areas where raw 
milk, cheese and/or blood are commonly consumed (see below) 

ω Incorporating TB screening and prevention practices within 
workplace health and safety policies and programmes. 

ω Including TB anti-stigma content within diversity, equity and 
inclusion programmes. 

 
TB programmes and their national- and international-level partners must 
advocate and invest in this multi-sectoral approach. A strong commitment to 
partnerships will ensure that programme goals are acted upon through a 
whole-of-government and whole-of-society approach and monitored through 
the SDG framework. 
 
Prevent transmission of zoonotic TB using a One Health approach 
 



 
 
 
 

A historically neglected area of the TB response, zoonotic TB refers to strains 
of TB that are transmitted from non-human animals to humans. Most zoonotic 
TB in humans is caused by M.bovis, transmitted from cattle. Bovine TB 
primarily affects key and vulnerable communities that are at risk of TB from 
eating meat, drinking milk, or drinking blood sourced from cattle with TB. 
These food products can be made safe through cooking or pasteurization.  
 
At the population level, zoonotic TB can be addressed through a One Health 
approach. One Health recognizes and implements interventions informed by 
the interconnection between humans, other animals (in the case of TB, mostly 
cattle) and the environment.26 
 
WHO, the FAO, OIE and the UN Environmental Program (UNEP) have joined 
ǘƻƎŜǘƘŜǊ ǘƻ ŎǊŜŀǘŜ ŀ άvǳŀŘǊƛǇŀǊǘƛǘŜέ ǘŀǎƪed with advancing One Health 
priorities. A One Health joint plan of action is expected in 2022, which will 
provide strategic guidance that countries can use to address zoonotic TB. 
 
Key to addressing zoonotic TB in humans is preventing transmission from 
cattle, the main reservoir of infection with relevance for people. TB 
programmes in countries with communities that are at risk of bovine TB 
should develop policies and interventions for preventing transmission in line 
with a One Health approach. TB programmes should work with food safety 
authorities to develop and implement interventions that support communities 
to eliminate risks of food-borne TB transmission.  
 
Relevant TB programmes should consult the Roadmap For Zoonotic 
Tuberculosis to learn more about challenges and solutions.27 
 
Provide TB preventive treatment (TPT) for those living with TB infection and 
who are at higher risk of progression to active TB disease.  
 
An estimated one in four people worldwide are living with TB infection (i.e., 
Mycobacterium tuberculosis (Mtb) bacteria are contained in a dormant state 
within the body, and the person is not currently sick). People infected with 
Mtb have a 5-10% life-time risk of developing active TB disease. People are at 

 
26 Coronaviruses, which cause COVID-19, are another example of a 
zoonotic pathogen that requires a One Health approach in order to 
protect human populations from future pandemics. 
27 https://theunion.org/technical-publications/roadmap-for-zoonotic-tuberculosis 

https://www.who.int/news-room/fact-sheets/detail/tuberculosis


 
 
 
 

greater risk of progressing to active TB disease most recently after infection. 
For people with comorbidities and/or weakened immunity caused by diabetes, 
malnutrition, or other conditions, the risk of TB infection developing into TB 
disease is substantially higher. 
 
Expand access to TB infection testing and to TB preventive treatment (TPT)  
 
TPT reduces the risk of developing active TB disease by as much as 60%, 
making it a key intervention for stopping TB transmission. 
 
Expanding access to TPT requires: 
 

 making TPT available to all who test positive for TB infection 
 contact tracing followed by routine screening of vulnerable contacts 

and at-risk groups 
 access to accurate diagnosis of TB disease and TB infection 
 sufficient TPT drug and ancillary supplies 
 reliable supply chains 

 
Governments should have a policy that clearly identifies groups eligible for 
TPT, TB infection testing options, TPT regimen options, and a system for 
monitoring results.  
 
At minimum, TPT should be available to those who are at highest risk of 
developing active TB disease. These groups include: 
 

 All contacts of people diagnosed with bacteriologically confirmed TB 
 People living with HIV (PLHIV) 
 Frontline health workers 
 People with silicosis 
 Immigrants from high TB burden countries 
 Incarcerated persons 
 Persons living or working in crowded conditionssil 

 
Research and development (R&D) can play a vital role in harnessing the full 
potential of TPT. Already, new technologies, such as IGRA blood tests and 
IGRA-based skin tests, are expected to expand the number of people 
recommended to receive TPT and accurately select those who will benefit 
from TPT. Countries should scale up ŀ άǘŜǎǘ-and-ǘǊŜŀǘέ ŀǇǇǊƻŀŎƘ ŦƻǊ ¢t¢ as 
infection testing technology advances and allows for more decentralized 
testing. 



 
 
 
 

 
Having a vaccine that prevents TB infection from progressing to active TB 
disease would be a paradigm-shifting tool. When a new vaccine is shown to 
provide protection from TB disease that is similar to or better than TPT, 
vaccination should become the primary prevention tool and TPT should be 
reserved as a preventive for people who are ineligible for vaccination. The 
Global Plan anticipates having at least one TB vaccine available for use by 
2025. 
 
Strengthen contact-tracing and TB disease monitoring capabilities using digital 
technologies 
 
Improving capabilities for contact tracing and disease monitoring are needed 
to expand access to quality care. To best improve these capabilities, countries 
should invest in digital-technology-based contact-tracing systems for TB at the 
community level. Where possible, countries can build on the capabilities that 
were further developed in response to COVID-19.  
 
This investment would help:  
 

 expand access to TB screening, early TB diagnosis and treatmentτ
including both TPT and treatment for active TB disease 

 improve country Pandemic Preparedness and Response (PPR) 
capabilities, making them more resilient to future airborne pandemics 

 enable countries to more easily share data with key stakeholders, 
including civil society and technical agencies that assist TB efforts and 
ensure accountabilityςa function made difficult by current data 
systems 

 
To build capabilities for TB monitoring and contact tracing, countries need to: 
 

 Enact a standard-of-care policy indicating that all household contacts 
and other close contacts of people with TB should be traced, screened 
for TB disease and infection, and made eligible for TPT as appropriate. 

 Deploy digital tools to assist health workers in health facilities and 
community-based programmes. 

 Invest in accurate, high-quality data systems. 
 Hire and retain sufficient human resources to carry out TB monitoring 

and contact tracing. 
 



 
 
 
 

Implement Airborne Infection Prevention and Control measures in health 
care settings and high-risk indoor places where people congregate. 
 
TB spreads through airborne aerosols, which makes airborne infection control 
measures critical to preventing transmission. Airborne infection prevention 
and control (AIPC) has always been a part of the TB response framework, but 
implementation has mostly been confined to laboratory and clinical settings. 
And even in these settings, AIPC principles have not been applied consistently, 
with implementation prioritizing hospital- or health facility-acquired infection.  
 
The COVID-19 pandemic has focused the world on the threat posed by 
airborne pathogens. All health facilities should apply best practices for AIPC. 
Beyond the health system, places where people congregate also need to take 
all possible AIPC measures. Countries and national TB programmes should 
pursue TB infection prevention and control as part of a comprehensive AIPC 
approach rather than as a TB-specific initiative. Scaling up AIPC is especially 
important for LMICS, where progress in implementing measures has lagged.28 
 
Taking these steps would aid the response to TB and all other airborne 
infections. They would also increase the likelihood that health facilities could 
1) continue functioning during outbreaks of airborne infections and 2) help 
prevent the community transmission that fuels pandemics. 
 
Scaling up AIPC measures requires action in three areas: 

 Administrative measures 
 Environmental measures 
 Personal respiratory protection 

 
Administrative measures 

 Develop high, medium, and low airborne transmission risk zoning, 
signage, and precaution strategies in health care and congregate 
settings. 

 Decongest health facilities by building systems for specimen transport 
and supply of medicines to people at their residence, especially for TB 
and other diseases requiring chronic care. 

 Ensure reliable supply-chains for AIPC supplies, equipment, and 
services. 

 
28 https://www.who.int/publications/m/item/global-report-on-infection-prevention-

and-control 



 
 
 
 

 Triage for prompt diagnosis and treatment of people attending health 
facilities based on signs and symptoms of diseases spread through the 
airborne route.  

 Develop affordable, easy-to-use, and sensitive rapid point-of-care 
(POC) testing for TB and other respiratory and/or airborne pathogens, 
including identification and drug-susceptibility testing for all (primary) 
health care facilities. 

 Provide education for health care workers and the general public on 
universal masking and personal respiratory protection use. 

 Where needed, institute systems for certifying filtering 
masks/respirators that are now available on the market.  
 

National AIPC standards for health facilities and other buildings should be 
developed or updated in order to help advance these measures. Priority 
changes include: 
 

 Update architecture design parameters to include: 
 Risk-based zoning 
 Analysis of existing ventilation (natural, mechanical or mixed) 

and its maintenance 
 Maximized natural ventilation 
 Airborne isolation (for people confirmed or presumed to have 

TB or other airborne infections) 
 Update ventilation standards for various public places (e.g., schools, 

places of worship, cinemas, restaurants) to include: 
 Allowance for recirculation of treated/disinfected air  
 Minimum requirements for air changes per hour (ACH)  
 Consideration of whether and how the building could be used 

for airborne pandemic response needs 
 Promote upper-room ultraviolet germicidal irradiation (UVGI) system 

minimum requirements  (e.g., total UV-C output, beam parameters, 
certification etc.) 

 Invest in structural changes to health facilities as needed to meet AIPC 
standards 

 
Environmental measures 
 

 Maximize natural ventilation wherever and whenever possible   
 Build airborne isolation capabilities in health care facilities  



 
 
 
 

 Promote single-pass mechanical ventilation (HVAC) for health care 
facilities with at least 12 ACH (air changes per hour) for high airborne 
transmission risk areas. 

 Revise standards for recirculation of treated/disinfected air in HVAC 
for health care and public buildings. 

 Use professionally designed and maintained Upper-Room UVGI 
systems as an alternative, supplement, and/or backup for ventilation 
in health care and indoor congregate settings 

 Limit recirculating air conditioning use in crowded and high-risk 
settings unless it is used for air-mixing where upper-room UVGI is used 

 Room air purifiers/cleaners 
 Filtering masks for public and commercial use 

 
Personal respiratory protection 
 

 Ensure universal masking for high-risk indoor events/situations 
 Ensure mandatory masking for all people being diagnosed or treated 

for TB and other respiratory infections.  
 Provide certified face respirators (i.e., FFP2, N95, or equivalent 

certification) respirators for health care workers and other persons in 
high-risk settings. 

 
Global partners with capacity, including the Stop TB Partnership Working 
Group on AIPC, should provide technical assistance to countries to help guide 
implementation of AIPC measures. 
Countries have an opportunity to build on COVID-related public awareness 
ŀƴŘ ŀŘŀǇǘŀǘƛƻƴǎ ƛƴ ǇŜƻǇƭŜΩǎ ōŜƘŀǾƛƻǊ ƛƴ ǿŀȅǎ ǘƘŀǘ Ŏŀƴ ǊŜŘǳŎŜ ǘƘŜ Ǌƛǎƪ ƻŦ ¢. 
transmission in the community. They should use communications campaigns 
to promote evidence-based behaviors including: 

 Social distancing 
 Self-isolation when infectious 
 Masking 
 Cough etiquette 

 
Implementing these measures will require investments from the health 
system, urban development agencies and authorities in charge of congregate 
settings. The Global Plan resource needs estimates (see Chapter 9) include 
costing for implementing AIPC in health care facilities managed by TB 
programmes, but does not include costing for implementing AIPC in the 



 
 
 
 

general health system or in congregate settings that do not receive resources 
from TB programmes.29 
 
Prepare for successful global roll-out of new effective vaccines once such 
vaccines are officially recommended and available. 
 
¢ƘŜ Dƭƻōŀƭ tƭŀƴΩǎ ƳƻŘŜƭƛƴƎ ǇǊƻƧŜŎǘǎ ǘƘŀǘ ƴŜǿ ŀƴŘ ŜŦŦŜŎǘƛǾŜ ǾŀŎŎƛƴŜǎ ŀǊŜ 
needed to end TB (see Chapter 2). Vaccines are an essential part of the WHO 
End TB Strategy for the post-2025 period.30  
 
Among the scientific community, the aim is to develop vaccines that: 
 

 are at least 50% efficacious in preventing pulmonary TB disease in 
adolescents and adults and at least 80% efficacious in infants.31 For 
the purpose of this Global Plan, modeling is based on a post-infection 
vaccine that is 60% efficacious in adolescents and adults. 

 confer long-term immunity 
 achieve high coverage in adolescents and adults (see Chapter 8) 

 
TB advocates have called for a new effective TB vaccine for use by 2025. This is 
possible if funding for new TB vaccine R&D is made available immediately, and 
if the scientific R&D process is fast-tracked using the same approaches used 
for COVID-19 vaccine development.  
 

Box: Limitations of the BCG vaccine 
 
The BCG vaccine was first deployed in 1921 and ever since has been the only 
TB vaccine available. In most high TB burden countries, BCG is given to 
ŎƘƛƭŘǊŜƴ ƛƴ ǘƘŜ ŦƛǊǎǘ Řŀȅǎ ƻǊ ǿŜŜƪǎ ƻŦ ƭƛŦŜ ŀǎ ǇŀǊǘ ƻŦ ǘƘŜ ŎƻǳƴǘǊȅΩǎ ŎƘƛƭŘƘƻod 
immunization programme. Coverage is relatively high in most countries where 
the vaccine is used.  
 
BCG protects against severe forms of childhood TB that are associated with 
high mortality, but the vaccine in its current form and dosage has little to no 
effect on protecting adolescents and adults from developing TB disease.  

 
29 Additional resources: 

WHO Core Components for Infection Prevention and Control Programs 
30 https://www.who.int/tb/End_TB_brochure.pdf  
31 https://www.who.int/publications/i/item/WHO-IVB-18.06 

https://www.who.int/teams/integrated-health-services/infection-prevention-control/core-components
https://www.who.int/tb/End_TB_brochure.pdf


 
 
 
 

 
Several TB vaccine candidates are in development that have the potential to 
provide pre- and post-infection protection for all age groups, particularly 
adults and adolescents. (See Chapter 8 for details.)  
 
A novel TB vaccine is likely to come to market within the timeframe of this 
Global Plan. Assuming the vaccine is effective, to deliver impact it must also 
be: 
 

 Affordable 
 Widely available 
 Integrated in health systems in high TB burden settings 
 Accepted by at-risk populations 

 
Delivering new TB vaccines to adults and adolescents  
 
Adults and adolescents will be prioritized for a new TB vaccine, because 
evidence shows vaccination of these populations would achieve the most 
impact on reducing TB transmission and would prevent TB in infants and 
children by reducing their risk of exposure.32 Unique challenges must be 
overcome to ensure broad and timely vaccination of adult and adolescent 
populations, which fall outside of standard immunization infrastructure. Only 
9% of countries in SEARO and 11% in AFROς the regions with the highest and 
second highest TB burdensτhave adult vaccination programmes (Williams, 
2020). 
 
Lessons learned from introducing the human papillomavirus (HPV) vaccine 
point to difficulties in delivering vaccines to older populations. Almost a 
decade after launch, HPV immunization programmes reached only 6% of girls, 
adolescents and young adult women aged 10ς20 years (Bruni et al., 2016).  
Despite the historically slow roll out of vaccines to adolescents and adults in 
low-and middle-income countries, COVID-19 has shown that where political 
will and sufficient resources exist, it is possible to introduce and scale-up 
access to a new vaccine in adolescents and adults much faster. 
 
Administering a new TB vaccine will require identifying the pathways for 
overcoming historic challenges and delivering the vaccine to the highest-risk 
adult and adolescent populations. As part of this work, it will be critical to: 
 

 
32 https://spiral.imperial.ac.uk/handle/10044/1/26504 



 
 
 
 

 prepare adequately for new TB vaccines 
 mobilize communities and advocate 
 Invest adequate resources in vaccine roll-out and scale-up 
 promptly make vaccines available 
 work with partners to maximize vaccine access and uptake 
 ensure equitable access to vaccines 
 apply learnings from COVID-19 vaccination campaigns 

 
Prepare adequately for new TB vaccines 
Countries should begin preparing now to introduce TB vaccines in order to 
achieve high vaccine coverage. Having a well-functioning system for delivering 
infant and child vaccines is not a strong predictor of country readiness to 
deliver adult and adolescent vaccines (World Bank, 2021).  
Preparation will require: 
 

 Engaging with stakeholders early: Early engagement with key 
stakeholders involved in vaccine financing and policy developmentτ
including WHO, the Product Development for Vaccines Advisory 
Committee (PDVAC), the Strategic Advisory Group of Experts (SAGE) 
on Immunization, Gavi, national programme heads, and end users 
from affected communitiesτwill help facilitate vaccine policy 
adoption, procurement, and introduction. 

 Country-specific data and projections: Data will be important to 
inform introduction planning, including: 

 ֙ In-depth country-specific value proposition analyses 
 ֙ Epidemiological data at country and subnational level 
 ֙ Modeling to define vaccine development investment caes and 

country-specific vaccine use cases 
 Assessingments of programme costs, benefits, and budget impacts can 

help decision makers: 
 ֙ formulate national TB vaccine policies 
 ֙ determine screening algorithms 

 Developing vaccine implementation plans: Preparatory work is needed 
to develop vaccine implementation plans that prioritize high-risk 
groups, are people-centred, and define the generic public health 
system requirements to deliver a new TB vaccine, based on a 
thorough assessment. Plans must be sure to include: 

 ֙ vaccine use cases that clarify when TB vaccines should be used 
versus other existing biomedical prevention options (e.g., TB 
preventive treatment) 

 ֙ financial and procurement processes 



 
 
 
 

 ֙ development of training materials and implementation aids 
 ֙ delivery strategies 
 ֙ positioning of ancillary supplies 
 ֙ awareness-raising and demand generation 
 ֙ vaccine safety and impact monitoring 

 Engaging with stakeholders: Early engagement with key stakeholders 
involved in vaccine financing and policy developmentτincluding 
WHO, the Product Development for Vaccines Advisory Committee 
(PDVAC), the Strategic Advisory Group of Experts (SAGE) on 
Immunization, Gavi, and national programme headsτwill help 
facilitate vaccine policy adoption, procurement, and introduction. 

 
Mobilize communities and advocate 
 
Maximizing high coverage of new TB vaccines will require a clear 
understanding of behavioral factors and perceptions that influence vaccine 
uptake. TB programmes have faced hesitancy surrounding TPT, arising from 
concerns about its benefits versus side effects in healthy individuals. And anti-
vaccination sentiment during the COVID-19 pandemic heightened vaccine 
hesitancy in some settings.  
 
Health education and communication campaigns that provide accurate, 
evidence-based information will be needed to generate demand and 
acceptance of vaccines. As part of these efforts, vaccine hesitancy needs to be 
proactively addressed. Mass-media campaigns, engagement of locally trusted 
leaders, civil society mobilization, and robust community engagement efforts 
are needed to address misinformation and mobilize demand. Community 
engagement efforts must reach key and vulnerable populations. (See Chapter 
7 for details on reaching key and vulnerable populations and Chapter 8 for 
details on advocacy for vaccines and other new tools.)  
 
Resources needed for bringing new TB vaccines to market simply will not 
materialize without effective advocacy. As a priority, advocacy is needed to 
mobilize resources for TB vaccine R&D and implementation. More advocates 
are needed who are trained to understand the science underlying TB vaccines. 
Related to that, scientific progress in TB vaccine development needs to 
become more visible and used to build policy champions for TB prevention. 
Advocates are critical to ensuring that TB prevention interventions reflect the 
best available scientific evidence. 
 
Invest adequate resources in vaccine roll-out and scale-up 



 
 
 
 

Adequate funding must be mobilized to support the manufacturing, 
procurement and distribution of vaccines, especially in high-burden settings.  
 
This is the first Global Plan to estimate costs for rolling out new TB vaccines.33 
Global costs to implement a new vaccine are projected to average US$13.15 
billion annually from 2027 through 2030, totaling US$52.6 billion. Modeled 
cost estimates include costs to scale up the use of a two-dose TB vaccine, 
reaching at least 60% of adults and adolescents by 2028, and to maintain 60% 
coverage or more after that. The cost of vaccine dose units, and the 
operational cost for vaccine delivery, have been informed by the experience of 
rolling out COVID-19 vaccines. (See Chapter 2 for vaccine impact modeling and 
Chapter 9 for costing details.) 
 
In order for governments and multilateral initiatives (e.g., Gavi) to mobilize 
resources for implementing new TB vaccines, those vaccines need to be 
affordable and demonstrate value for money. Determining the incremental 
costs and cost-effectiveness of new TB vaccines within various implementation 
scenarios will be important for securing sustainable financing. Government 
financing will be critical: while 80% of TB incidence is in low- and lower 
middle-income countries, many TB-affected countries are not eligible or will 
be transitioning from Gavi support in the coming years.  
 
Private-sector companies provided only 2% of available financing for vaccines 
research in 2020 (TAG, 2021), highlighting the lack of commercial interest in 
this neglected market. While there is a potentially large market for new TB 
vaccines in high-burden countries, the lack of a market in high-income 
countriesςand therefore the prospect of lower profitsςcould disincentivize 
commercial actors from entering the TB vaccine market. 
 
This means that market-shaping interventions will be critical to securing early 
investments in production capacity, helping to ensure that once a new vaccine 
is licensed, supply is adequate to meet demand.34 Such market-shaping 
interventions could include: 
 

 
33 Previous Global Plans included only the costs of vaccine R&D. 
34 Market-shaping interventions commonly aim to reduce costs, distribute risk, or 

provide new information into the market. For key concepts involved in market shaping 
interventions see 
https://www.usaid.gov/sites/default/files/documents/1864/healthymarkets_primer.p
df  



 
 
 
 

 advance market commitments, where governments, in advance of 
regularly approval, contract with manufacturers to bulk-purchase 
vaccines once they are approved for use 

 directly providing public funding to scale up manufacturing capacity 
 tech transfer, where knowledge and technology needed to 

manufacture vaccines is shared with other manufacturing partners 
 
Any public financial support that is provided to private-sector partners must 
require those partners to adhere to principles of equitable allocation and 
timely availability in high-burden settings. 
 
Promptly make vaccines available 
 
Innovations in the ways that research is conducted and vaccine candidates are 
approved could speed the time it takes for new vaccines to reach the market. 
 
Conducting clinical trials and demonstration studies in the communities or 
regions where new TB vaccines will be implemented, using best practices for 
community engagement, can build confidence and support among 
communities and governments for eventual vaccine licensure and roll-out.  
While having broad geographic representation in clinical trials is important, 
different countries have different requirements for conducting trials. Product 
developers spend significant amounts of time complying with varying national 
requirements in order to conduct clinical trials in different countries.  
Agreeing on uniform clinical trial requirements across countries could help 
expedite clinical development and licensure pathways for new vaccines (and 
other tools). 
 
Regulatory authorities should explore the suitability of applying existing 
expedited approval pathways to new TB vaccines in ways that accelerate 
access while maintaining evidentiary rigor. Uniform expectations and formats 
required for review submissions would help product developers more 
efficiently generate the necessary data and more rapidly file for licensure in 
multiple countries (Marks, 2021). Joint review and mutual recognition 
platforms, such as EU Medicines for All (EU-M4All), Collaborative Registration 
Pathways, and the forthcoming African Medicines Agency, can allow trusted 
regulatory partners to share the burden of regulatory review, which could 
further expedite critical decision-making and speed up access to new TB 
vaccines.  
 



 
 
 
 

Ensuring timely vaccine availability will require prompt filing for registration of 
new vaccines in high-burden countries. Manufacturers should engage with 
regulators from priority countries early in the product development lifecycle, 
including with platforms such as the African Vaccine Regulatory Forum 
(AVAREF) and the WHO prequalification team.  
 
Work with partners to maximize vaccine access and uptake 
 
Countries can find different avenues for making new vaccines accessible and 
acceptable by collaborating with a wide range of stakeholders. Governments 
should focus on: 

 Strengthening linkages between TB programmes, public health 
authorities responsible for vaccination, routine childhood 
immunization programmes, and private sector health providers.  
 

 Integrating TB vaccination within complementary health and social 
programmes, including:  

 ֙ HIV treatment and prevention services 
 ֙ sexual and reproductive health care services 
 ֙ providers of chronic care for comorbidities, such as diabetes, 

smoking and malnutrition 
 ֙ COVID-19 vaccination programmes 

 
 Exploring opportunities to use non-traditional and decentralized 

approaches for delivering vaccines deliveryτincluding those deployed 
for COVID-19 vaccine roll-out, such as: 

 ֙ mobile units 
 ֙ schools 
 ֙ sporting events 
 ֙ other community-based sites (Peltzer et al, 2021).  

 
Ensure equitable access to vaccines 
 
Global commitment to equitable, affordable and sustainable access to new TB 
vaccines is essential. Given the likelihood that a phase 3 trial will involve 
unprecedented levels of public funding from many governments, as well as 
philanthropic dollars, the final product of research must be treated as a global 
public good and made equitably available to all who may benefit from it, in 
keeping with the commitment by UN member states in the TB political 
declaration to approach TB research and development (WHO, 2021). 
 



 
 
 
 

Apply learnings from COVID-19 vaccination campaigns  
 
After new vaccines are introduced in high-income countries, low- and middle-
income countries have typically had to wait a decade before receiving access 
to them. This has been the case even with financing and market-shaping 
interventions. (Yellow House, 2021). 
 
The COVID-19 pandemic highlighted global challenges in deploying adult or 
adolescent vaccines, including: 
 

 lack of country preparedness 
 lack of vaccination access points 
 weak diagnostic capacity 
 lack of purchase financing in many countries 
 weak demand in the face of misinformation and vaccine hesitancy 

(Africa CDC, 2021) 
 inequity in vaccine implementation  

 
However, a tremendous surge of resources and political will contributed to the 
development and authorization of COVID-19 vaccines in the unprecedented 
time of less than a year.  
 
Governments collectively mobilized $104 billion to fund research and 
development (R&D) of COVID-19 vaccines and therapeutics in the first 11 
months of the pandemic. This included funds mobilized through advanced 
market commitments, which helped to incentivize and de-risk commercial 
investments in R&D. (See Chapter 9 for discussion of advanced market 
commitments and other forms of innovative financing.) That is 113 times more 
than the $915 million invested by all funders on TB research in 2020.35 Lessons 
learned from this historic achievement should be used to accelerate the 
development and implementation of TB vaccines. These lessons include: 
 

 Mobilizing political will is critical 
 R&D can be accelerated through innovative clinical trial designs, 

including the use of adaptive study designs; advancing vaccine 
candidates in late-stage trials; and conducting different phages studies 
in parallel 

 Manufacturing capacity must be built in  parallel with clinical 
development, inlcuding in high TB-burden countries 

 
35 https://www.treatmentactiongroup.org/resources/tbrd-report/tbrd-report-2021/ 



 
 
 
 

 Data sharing, technology transfer, and public health-oriented 
approaches to intellectual property management should be built into 
advanced market purchase commitments and other funding 
agreements 

 Expedited regulatory pathways for TB vaccines should be pursued, 
while maintaining evidentiary rigor 

 Use of non-traditional, decentralized, and people-centered pathways 
can expand accessibility of vaccines 

  



 
 
 
 

Ch 5. Key Stakeholders: Communities and the Private Sector 
 
Priority actions 
 

 Increase funding support for engaging TB-affected communities in the 
TB response at least fourfold 

 Support community-based and home-based models for delivering TB 
prevention and care  

 Scale up public-private mix (PPM) approaches to improve the quality 
of TB care and data reporting in the private health sector.  

 Support a multi-sectoral TB response through stronger partnerships 
 

Ending TB requires that governments engage with communities and the 
private sector as partners in the TB response.  
 
Civil society and community-based organizations must play a key role in the 
planning and delivery of TB care. They are ideally positioned to contribute to 
the TB response in numerous ways, including: 
 

 improving TB awareness 
 providing support to people in care 
 reducing stigma 
 Informing the design of people-centred TB services 
 facilitating community engagement in research and development 

(R&D) of new TB tools 
 advocating for TB resources, policies and interventions 
 promoting government accountability for reaching targets and 

fulfilling commitments 
 
Partnering with the private health sector is especially critical to: 
 

 expanding access to people-centered care 
 improving quality of care 
 finding people with TB 
 improving TB reporting and surveillance 
 implementing new TB tools 

 
Increase funding support for engaging TB-affected communities in the TB 
response at least fourfold 
 



 
 
 
 

A community is shaped by the shared experiences through which its members 
are connected to one another. TB-affected communities include people who 
have lived with TB, as well as their families, friends, social supports, and 
members of key and vulnerable populations (see Chapter 7 for discussion of 
key and vulnerable populations).36 

 
In recent decades, the TB response has focused on maximizing TB case 
detection, notification, and treatment. The social aspects of the disease have 
been overlooked, and so Communities, Rights and Gender (CRG) initiatives 
have suffered from insufficient attention and chronic underinvestment.  
 
¢ƘŜ нлму ¦b tƻƭƛǘƛŎŀƭ 5ŜŎƭŀǊŀǘƛƻƴ ƻƴ ¢. ŀƴŘ ǘƘŜ нлнл ¦b {ŜŎǊŜǘŀǊȅ DŜƴŜǊŀƭΩǎ 
Progress Update Report both acknowledge a long overdue need to engage 
affected communities in the TB response. This is an ethical and programmatic 
priority. The overall funding needed to implement the Global Plan represents 
a fourfold increase over currently available funding. Given the historically low 
levels of investment in community engagement, governments should 
quadruple their baseline budgets for community-led activities.  
 
At a minimum, countries should follow WHO operational guidance for 
integrating community-based activities into TB prevention and care.37 But to 
fully acknowledge and respond to the socioeconomic and psychosocial 
implications of TB, support for communities must extend beyond health 
systems. Community-led responses, such as human rights and gender 
programs and community-led social accountability, are vital to ensure 
everyone affected by TB can access quality TB services, no matter who and 
where they are. These people-centered initiatives led by TB-affected 
communities often fall outside of the formal health sector, go largely 
unsupported, and must be scaled up. 
 
A person who has lived with a disease is a distinct kind of expert. Yet TB 
survivors and members of affected communities often lack status as partners 
in the TB response. Engaging TB survivors and affected communities is not 
merely a matter of providing a seat at a table within decision-making fora. 
Community organizations must be engaged in the design, implementation, 

 
36 Declaration of the Rights of People Affected by Tuberculosis: 
https://www.tbpeople.org.uk/declaration  
37 ENGAGE-TB Approach: Operational Guidance 

https://www.who.int/publications/i/item/9789241504508 

https://www.tbpeople.org.uk/declaration


 
 
 
 

monitoring, review and governance of TB programs. Ensuring this level of 
participation requires resources to empower community organizations to: 
 

 engage in formal processes involved in the TB response 
 coordinate with other partners 
 ensure good governance 
 engage in advocacy and communications 
 compensate community members and partner organizations to 

engage in south-to-south learning  
 

Box: Meaningfully engaging communities in national TB planning 
 
A study conducted by TBPeople in 2021, with support from the Global Fund, 
assessed the meaningful engagement of TB-affected communities in the 
ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ bŀǘƛƻƴŀƭ ¢. {ǘǊŀǘŜƎƛŎ tƭŀƴǎΦ Lǘ ƛŘŜƴǘƛŦƛŜŘ άŀ ƘǳƎŜ ƎŀǇ ƛƴ ŀŎŎŜǎǎ 
to information and lack of capacity, which prevent communities from being 
meaningfully engaged in the development, implementation and monitoring of 
ƴŀǘƛƻƴŀƭ ǎǘǊŀǘŜƎƛŜǎΦέ38 Many survey participants indicated that while they were 
invited by their health ministries and other partners to participate in 
discussions around NSP development, community participation often felt 
tokenistic. While the report noted significant progress in community 
engagement over the previous five years, that progress was most evident in 
countries that received funding from the Global Fund or other international 
donors for its national TB program. 

 
Support community-based and home-based models for delivering TB 
prevention and care  
 
Community-based health care includes any type of care provided to people in 
community facilities and in home-based settings. It is delivered by a workforce 
at the community level comprised of health workers, both lay and 
professional, formal and informal, and paid and volunteer. It also includes 
support and supervisory staff. Because it provides people with flexible options 
for receiving care and support, home-based care is people-centred. In line 
with a people-centred approach, countries should explore how to best 

 
38 Meaningful Engagement Of the Communities Of People Affected By Tuberculosis In 

the Development Of National Strategic Plans On Tuberculosis 
https://www.tbpeople.org.uk/_files/ugd/0210c3_ab5cbadbffa5435dbb98fe02e6c2dd
5c.pdf  

https://www.tbpeople.org.uk/_files/ugd/0210c3_ab5cbadbffa5435dbb98fe02e6c2dd5c.pdf
https://www.tbpeople.org.uk/_files/ugd/0210c3_ab5cbadbffa5435dbb98fe02e6c2dd5c.pdf


 
 
 
 

implement home-based TB care, telemedicine, and a differentiated service 
delivery39 approach as options for people in addition to facility-based care.  
 
Box: Common services that can be provided through community health 
systems  
 

 Promoting awareness, behavior change, and community mobilization. 

 Reducing stigma and discrimination around disease. 

 Screening for TB and TB-related illness (e.g. HIV counseling and 

testing; diabetes screening), through home visits. 

 Facilitating access to diagnostic services (e.g. sputum or specimen 

collection and transport). 

 Providing TB prevention measures (e.g. preventive treatment, TB 

infection control, and BCG vaccination). 

 Referring community members for diagnosis of TB and related 

diseases. 

 Initiating treatment and monitoring for TB and co-morbidities. 

 Providing peer support and individual follow-up for people receiving 

care. 

 Supporting socioeconomic interventions (e.g. food supplementation 

and income generation). 

 Providing home-based care for TB and related diseases. 

 Leading community advocacy. 

 
Pursue community-based active TB case finding 
 
Active case finding helps eliminate barriers to health services. This results in 
earlier diagnosis, an earlier initiation of care, and reduced transmission. Active 
case finding has proven to have a positive impact on TB incidence, prevalence, 
and mortality, as well as lead to cost-saving for countries. It also helps raise 
community awareness and reduce TB stigma. Community-based programs are 
ideally positioned to carry out active case finding because of how close they 
are to where people live, work and socialize. Countries can use the guide 

 
39 Differentiated Service Delivery (DSD) is an approach used to provide people-centred 

IL± ŎŀǊŜΦ ¦b!L5{ ŘŜŦƛƴŜǎ 5{5 ŀǎ άŀ ŎƭƛŜƴǘ-centred approach that simplifies and adapts 
HIV services across the cascade, in ways that both serve the needs of people living 
wƛǘƘ IL± ōŜǘǘŜǊ ŀƴŘ ǊŜŘǳŎŜ ǳƴƴŜŎŜǎǎŀǊȅ ōǳǊŘŜƴǎ ƻƴ ǘƘŜ ƘŜŀƭǘƘ ǎȅǎǘŜƳΦέ 



 
 
 
 

Finding Missing People with TB in Communities as a resource for expanding 
community-based active case finding.40 
 
In contrast, the old approach of passive diagnosing people with TBτin which 
those with TB symptoms self-present at health facilities for testing and 
diagnosisτis inexpensive and requires less effort from the health system. But 
putting the burden of seeking care on people who may or may not be aware of 
TB signs and symptoms, rather than the health system, has led to delayed 
diagnosis, delayed care, worse health outcomes, and continued TB 
transmission. Multiple TB prevalence surveys have shown that large numbers 
of people with TB are often not aware that they have TB. Many do not have 
symptoms or do not consider minor symptoms to require professional care. In 
recent years, the evidence has become clear that passive testing alone will not 
reduce TB incidence enough to end it. 
 
Budget adequately for community-based health systems 
 
Adequate resources are required for effective community health systems. 
Though some level of volunteerism can be expected, for sustained actions, 
resources including human resources, capacity building, management costs, 
procurement, and logistics should be included in national TB program budgets. 
Funding for community organizations should be appropriately reflected in TB 
programme budgets, and where they do not already exist, TB programmes 
should develop financial systems for funding or compensating community 
organizations. 
 
Scale up public-private mix (PPM) approaches to improve the quality of TB 
care and data reporting in the private health sector.  
 
hŦ ǘƘŜ ŀǇǇǊƻȄƛƳŀǘŜƭȅ о Ƴƛƭƭƛƻƴ άƳƛǎǎƛƴƎ ǇŜƻǇƭŜέ ǿƛǘƘ ¢. όƛΦŜΦΣ ǘƘŜ ŘƛŦŦŜǊŜƴŎŜ 
between the number of reported TB diagnoses and the total number of people 
estimated to develop TB in a given year), more than half are believed to be in 
seven countries with robust private health sectors: Bangladesh, India, 
Indonesia, Myanmar, Nigeria, Philippines, Pakistan. These are countries where 
Public-Private Mix (PPM) approaches are a priority.  
 
In recent years, countries have pioneered a number of PPM approaches for 
engaging private health care providers. Some countries have begun gradually 

 
40 https://stoptb-strategicinitiative.org/elearning/wp-

content/uploads/2019/04/STBFG_03.pdf 



 
 
 
 

taking PPM approaches to scale, despite persistent challenges in moving from 
donor to domestic funding for TB activities. Success in these and other 
countries can serve as an example for other countries to craft effective 
engagement strategies. Table 6 provides examples of these approaches. 
 
Table 6. Examples of PPM approaches in high-burden countries 
 

Country Approach 

Bangladesh, India, 
Myanmar, Pakistan 

Engagement led by highly effective NGOs that 
act as intermediaries between private health 
care providers and NTPs 

India Has ambitious targets, allocates substantial 
budgets, strong political support for engaging 
private health care providers 

Indonesia, Philippines Expanded focus from engaging small numbers of 
high-volume private hospitals to increasing 
engagement of primary care providers and 
increasing efforts to leverage social health 
insurance schemes  

Indonesia Public health system directly engages private 
health care providers with the support of 
professional associations 

 
WHO has produced a detailed landscape analysis of approaches for engaging 
private health care providers in the TB response, which can serve as a useful 
resource for countries.41 
 
A number of digital applications are becoming more available and can help 
countries improve data reporting and quality of TB care in the private health 
sector, including:  
 

 Digital registration systems 
 Digital vouchers for drugs and diagnostics 
 Digital treatment support technologies 
 Digital x-rays 

 
41 Engaging Private Health Care Providers In TB Care and Prevention: A Landscape 

Analysis, 2nd edition: 
https://apps.who.int/iris/bitstream/handle/10665/351023/9789240027039-
eng.pdf?sequence=1&isAllowed=y 



 
 
 
 

 Digitally delivered incentive payments provided to people with TB and 
to health providers 

 Artificial intelligence-based tools 
 
See Chapter 8 for discussion on the development and implementation of 
digital tools. 

 
Social health insurance (SHI) funds health services through pooled 
contributions from individuals. SHI is one of the main ways of financing health 
services, and some countries are using SHI schemes as a strategy for reaching 
universal health coverage. Where they exist, SHI schemes provide an 
opportunity to improve the quality of TB care in the private sector.  
 
To be successful, TB programmes must be adequately funded to support PPM 
approaches. To support and scale-up PPM approaches, governments should: 
 

 Budget for private-sector engagement implemented at scale. 
 Reduce costs for private-sector facilities that treat TB, to prevent 

catastrophic out-of-pocket costs from being passed to people with TB. 
One way to reduce such costs is removing taxes on all TB-related 
essential products. 

 Provide TB tools and supplies, including software and digital 
connectivity, to assist private sector facilities. 

 Establish transparent and reliable funding mechanisms for supporting 
private health sector engagement. 

 
Engage private industry in efforts to end TB 

Private industry, including those outside of the health sector should play a 
bigger role in ending TB. In fact, industry has an interest in leading certain 
areas of the TB efforts. TB predominantly affects people in their most 
economically productive years, and certain industries in particularτsuch as 
mining, where workers are in poorly ventilated spaces and exposed to silica 
dustτhave high rates of their workforce affected by TB. Other companies, 
especially labour-intensive industries can be impacted by TB when they have 
operations located in countries or communities affected by TB.  
 
Industries should contribute to ending TB by:  
 



 
 
 
 

¶ ensuring their workplaces follow best practices for preventing TB 
transmission and providing TB care and support to staff and their 
families 

¶ supporting TB prevention and care through corporate social 
responsibility (CSR) or environment, social and governance (ESG) 
activities 

¶ adopt non-discriminatory recruitment and retention policies 

¶ promote infection-free and safe workplaces 

¶ participating in public TB campaigns 
 
TB programmes and TB advocates can partner with businesses to provide staff 
training and to assist in the development of workplace TB programmes, 
establishing links between those programmes and the health system.  
Ending Workplace TB is an example of a global initiative for TB-free 
workplaces.  
 

Support a multi-sectoral TB response through stronger partnerships 

A country-level partnership platform is a voluntary alliance among 
governments and stakeholders across civil societyςoften including private-
sector health facilities, academia, professional associations and affected 
communitiesςcommitted to working together to achieve objectives necessary 
for ending TB. Partners understand that TB impacts them all on some level, 
and that they share responsibilitiesςand experience the benefitsςof helping 
end the disease. They contribute their core competencies to the effort, 
understanding that they benefit when TB declines in their country. In addition 
to strategic planners and implementers, partnerships should include TB 
champions, celebrities, and/or opinion leaders who raise the public profile of 
TB and influence decision-making. 
 
Partnerships can be used to design and implement virtually any part of the TB 
response, in line with the aims of TB programs. Because partnerships involve 
stakeholders from outside of government, they are especially important for 
designing and implementing national Multisectoral Accountability 
Frameworks. This includes stakeholders directly responsible for carrying out 
interventions.  
 
! ǇŀǊǘƴŜǊǎƘƛǇ ǇƭŀǘŦƻǊƳΩǎ ŀƛƳǎ ŀǊŜ ŘŜŎƛŘŜŘ ōȅ ƛǘǎ ƳŜƳōŜǊǎ ŀƴŘ ǎƘƻǳƭŘ ōŜ 
determined by the country context. Examples include: 
 

 Providing technical assistance 

https://www.ewtb.org/
https://www.who.int/publications/digital/global-tuberculosis-report-2021/featured-topics/maf-tb
https://www.who.int/publications/digital/global-tuberculosis-report-2021/featured-topics/maf-tb


 
 
 
 

 Mobilizing resources 
 Driving advocacy and communications 
 Integrating human and gender rights into national TB policies and 

programs 
 Improving access to comprehensive TB services 
 Promoting innovation and new approaches in the national TB 

response 
 
The benefits of establishing a country-level platform include: 
 

 Innovation and strategic alliance 
 Multisectoral participation 
 Increased resources 
 Proactive leadership 
 Social change 
 Technical support 

  



 
 
 
 

Ch 6. Ending TB through Universal Health Coverage, Pandemic Preparedness 
and Response, and Socioeconomic Actions  
 
Priority actions 
 

 Expand access to TB services through UHC initiatives 
 Position the TB response at the center of Pandemic Preparedness and 

Response efforts 
 Invest in poverty alleviation and sustainable development 

 
Expand access to TB services through UHC initiatives 
 
Universal Health Coverage (UHC) is essential for ensuring access to TB care 
and prevention. Where people lack health coverage, they face a far more 
difficult challenge accessing TB diagnosis and care. Where social safety nets 
are weak or absent, people with TB often face the added challenge of losing 
income or economic opportunities. Achieving UHC is so critical to ending TB 
ǘƘŀǘ ǘƘŜ ²Ih 9ƴŘ ¢. {ǘǊŀǘŜƎȅ ǊŜǉǳƛǊŜǎ ŎƻǳƴǘǊƛŜǎ ǘƻ άƳƻǾŜ ǿƛǘƘ ǳǊƎŜƴŎȅέ 
toward UHC and ensure that no affected people or families face catastrophic 
costs. 
 
In adopting the Sustainable Development Goals, all countries committed to 
achieving UHC by 2030 (Figure 8). The COVID-19 pandemic pushed millions of 
people into poverty, adding urgency to the goal of reaching UHC and further 
exposing the need for resilient health systems that meet the needs of all 
people.  
 
UHC means:  
 

 All people can use the promotive, preventive, curative, rehabilitative 
and palliative health services they need 

 Those services are of high enough quality to be effective 
 Use of those services does not expose people to financial hardship42 

 
Fig. 8. Key areas of commitment to universal health coverage43  

 
42 Universal health coverage (UHC). Fact sheets. Geneva: World Health Organization; 1 April 

2021 (https://www.who.int/news-room/fact-sheets/detail/universal-health-coverage-(uhc), 
accessed 14 November 2021). 
43 United Nations high-level meeting on universal health coverage in 2019. Key targets, 

commitments and actions. Geneva: UHC2030; 2020 

https://www.who.int/news-room/fact-sheets/detail/universal-health-coverage-(uhc)


 
 
 
 

 
 
Countries must expand access to the full range of high-quality TB services in 
line with the End TB Strategy. There are steps that countries can take that will 
ƘŀǾŜ ŀ ǎƛƎƴƛŦƛŎŀƴǘ ƛƳǇŀŎǘ ƻƴ ǇŜƻǇƭŜΩǎ ŀōƛƭƛǘȅ ǘƻ ŎƻƴǾŜƴƛŜƴǘƭȅ ŀŎŎŜǎǎ ¢. ǎŜǊǾƛŎŜǎΦ 
 
Expand delivery of TB services through primary care 
 
Expanding primary health care is the most important step that countries can 
take toward achieving universal health coverage. Primary health care is the 
cornerstone of a sustainable, people-centered, community-based, and 
integrated TB service delivery system. Expanding primary health care requires 
strengthening referral systems between primary and other levels of care, and 
strengthening PPM approaches. (See Chapter 3 for discussion of community-
based care and Chapter 5 for discussion of PPM approaches.) 

 
Integrate and coordinate delivery of TB services within services for other 
comorbid and underlying health conditions 
 
Large numbers of people who develop TB have one or more common 
underlying conditions. Countries can expand access to TB services and help 
identify people with TB early by integrating TB services within care for its five 
most important risk factorsτHIV/AIDS, diabetes, undernutrition, tobacco use, 
alcohol use disorderτas well as other health services as appropriate, such as 
hepatitis or COVID-19. Coordination should take place at both strategic and 
programmatic levels. See, for example, frameworks for coordinating TB-HIV 

 
(https://www.uhc2030.org/fileadmin/uploads/uhc2030/Documents/UN_HLM/UHC_key_target
s_actions_commitments_15_Nov_2019__1_.pdf)  

https://www.uhc2030.org/fileadmin/uploads/uhc2030/Documents/UN_HLM/UHC_key_targets_actions_commitments_15_Nov_2019__1_.pdf
https://www.uhc2030.org/fileadmin/uploads/uhc2030/Documents/UN_HLM/UHC_key_targets_actions_commitments_15_Nov_2019__1_.pdf



