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Abbreviations

CRG Community, Rights and Gender

EPTB Extrapulmonary tuberculosis

GFATM Global Fund to Fight AIDS, Tuberculosis and Malaria 

HIV Human immunodeficiency virus

LGBTI Lesbian, gay, bisexual, transgender and intersex people

LTFU Loss to follow-up

M:F Male:Female

MDR-TB  Multidrug-resistant tuberculosis, defined as resistance 
to rifampicin and isoniazid

M&E Monitoring and evaluation

NTP National TB program

SDGs Sustainable development goals 

TB Tuberculosis

STP Stop TB Partnership

UNHLM UN high level meeting

WHO World Health Organization

This is an updated version of the Stop TB Gender and TB Paper 
first published in 2021.1 This version – particularly the framework 
for implementing gender-based TB services – draws more 
substantially on the experiences and lessons generated by the TB 
REACH Wave 7 funding cycle (2020 – 2021) which emphasized 
women’s empowerment. 

This paper provides overview perspectives that are not 
generalizable to specific settings. We note that regional specificities 
will often provide alternative examples to the points we make 
here. This document is intended to be used by all stakeholders in 
the fight against TB, including the TB community,  governments, 
advocates, academia, donors, innovators and civil society.

1 https://stoptb.org/assets/documents/global/awards/tbreach/TB-REACH_Gender2021-web.pdf
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Key Definitions2

Barriers and 
facilitators to care: 

 
 
 
 
 
 

Community: 
 
 
 

Community-led 
monitoring:  

 
 
 
 
 

Community, rights 
and gender (CRG) 

in the TB response: 
 
 
 
 

Community, 
rights and gender 

assessment:

“barriers” to health care are any conditions that are 
inhibiting or stopping access to health care, treatment 
and support. “Facilitators” to care are conditions that 
assist or improve health care access and use. 
Understanding both barriers and facilitators is important 
because improved TB services require overcoming 
barriers and strengthening facilitators.

a group of people with diverse characteristics who are 
linked by social ties, share common perspectives, and 
engage in joint action in geographical locations or settings. 

a form of public oversight driven by TB-affected 
community as active holders of fundamental rights. It aims 
to increase accountability and drive improvements in TB 
service availability, accessibility, acceptability, and quality 
through the provision of robust evidence for advocacy with 
health care providers and policy makers.

the meaningful engagement of TB-affected communities 
in the TB response; the overcoming of social, policy 
and legal barriers to TB services; and the application 
of human rights and gender approaches in planning, 
implementation, monitoring, evaluation and governance 
of TB programs.

a community-led and country-owned process that, 
through an inclusive and multisectoral approach, 
generates strategic evidence and information on rights 
and gender related to barriers to services and informs 
the development of a national costed TB CRG action plan 
towards rights-based, gender-transformative and people-
centered TB responses.

2 Where relevant these draw from the Stop TB Partnership Guide “Words Matter” (https://www.stoptb.org/words-matter-lan-
guage-guide), which sets out definitions and guidance on appropriate language related to TB.
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the action taken by people to overcome the obstacles 
of structural inequality that have previously placed 
them in a disadvantaged position. Social and economic 
empowerment is a process aimed at mobilizing people 
to achieve equitable welfare and equitable access to 
resources and to become involved in decision-making 
at the domestic, local and national levels. In the context 
of TB, empowerment is about supporting communities 
of TB-affected persons and TB survivors to form strong 
community and country-level networks with the 
membership equipped with knowledge, tools and skills. 
These can include advocacy, resource mobilization, 
community-based and community-led delivery of services, 
and community-led monitoring to meaningfully engage in 
and contribute to all components of the TB response.

people who are vulnerable or at risk of TB infection 
and illness. Key and vulnerable populations tend to be 
marginalized and experience specific barriers in accessing 
health care in the context of societal inequality.

a socially constructed set of norms, roles, behaviors, 
activities and attributes that a given society considers 
appropriate or valued for women, men and transgender 
people. Gender is often simplistically understood as relating 
to biological sex and referring only to men and women. 
However, some people do not fit into, or associate with, 
these binary categories in terms of biology or identity.

an approach that is gender-sensitive and/or gender-
transformative (see below) and which seeks to find a balance 
between assessing and addressing epidemiological gender 
differences and responding to broader economic, social and 
cultural norms and inequalities.

an approach that includes laws, policies, programs or 
training modules that recognize that there are different 
gendered individuals (women, men, girls, boys, transgender 
and gender-diverse) within a society and that these 
individuals are constrained in different and often unequal 
ways and may therefore have differing and sometimes 
conflicting perceptions, needs, interests, and priorities. 

Empowerment: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Key and vulnerable 
populations:   

 
 
 

Gender: 
 
 
 
 
 
 
 

Gender-based 
approach to TB: 

 
 
 
 

Gender-sensitive 
approach to TB: 
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Gender-transformative 
approach to TB: 

 
 
 
 
 
 
 
 

Human rights-based 
approach to TB:      

 
 
 
 
 
 

Sex: 
 
 
 
 
 

Stigmatization  
(or stigma): 

 
 
 
 
 
 
 
 
 

TB response: 

an approach that entails programs, laws, policies 
or training modules that are tailored to respond to 
the different gendered risks, needs and barriers to 
services for all people (women, men, girls, boys, 
transgender and gender diverse individuals). In the 
context of TB, a gender-transformative approach 
examines, questions and changes harmful gender 
norms and inequalities to gain improved rights and 
health for all people affected by TB.

an approach that entails promoting and protecting 
the rights of people affected by TB, including the 
rights to life, health, non-discrimination, privacy, 
informed consent, housing, nutrition, and water. 
The approach focuses on identifying, mitigating 
and overcoming human rights and gender-related 
barriers to TB services. 

the classification of people as male, female or intersex 
based on a combination of bodily characteristics 
including chromosomes, hormones, internal 
reproductive organs and genitalia. This usually 
happens at birth. 

A process of devaluation whereby a person is 
discredited, seen as a disgrace or perceived to have 
less value or worth in the eyes of others. Some 
common examples of stigma related to TB include 
assuming that people with TB also have HIV, that 
they must be a a person who uses drugs and/or that 
they must have done something bad to deserve the 
punishment of having TB. This devaluation is then 
used to justify social isolation and discrimination 
against the person with TB. 

efforts to prevent and treat TB. It includes a mix of 
biomedical, public health targets and socioeconomic 
interventions, along with research and innovation at 
the global and country level. At country level, the TB 
response is normally led by the National TB Program 
(NTP). The WHO End TB Strategy and the Stop TB 
Partnership’s Global Plan to End TB: 2023–2030 
provide clear guidance on TB responses that should 
lead to ending the epidemic.
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Introduction

The Stop TB Partnership (STP) supports countries in 
achieving universal access to tuberculosis (TB) prevention, 
care, treatment and support services. STP promotes country- 
and community-led responses and focuses on biomedical 
advances and innovations, along with approaches that 
emphasize meaningful engagement of people affected by TB 
and that are rights- and gender-based. 

Gender matters in the TB response because it can influence 
the risk for TB infection and care accessibility, availability, 
acceptability, and quality, which in turn can impact health 
outcomes. A gender-based approach, which responds to 
biological and social, cultural and economic differences is, 
therefore, critical for finding those currently missed by the TB 
response and for providing effective, inclusive, rights-based 
TB services that meet the needs of all people – boys, men, 
girls, women and gender diverse individuals. 

A gender-based approach in TB programming is also 
important because the TB response still too frequently fails 
to recognize and respond to gender inequality, sometimes 
even exacerbating harmful gender norms. This manifests 
at all levels: in service provision processes, organisational 
structures and in health policy. A gender-based approach 
therefore also incorporates active steps towards gender 
equality and women’s empowerment. 

STP has sought to change the way gender is approached 
in the TB response through two main intervention areas – 
Community, Rights and Gender (CRG) initiatives, including 
country and regional assessments, and TB REACH funded 
projects (see box 1). In this paper we draw on available 
literature, CRG research reports, and experience from the 
women’s empowerment approach taken in TB REACH 
projects as key evidence supporting the need for a gender-
based approach to TB programming. 
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In this paper we outline the influence 
of gender on TB burden, care and treat-
ment. Here we draw on the available 
literature, as well as the findings and 
information generated out of STP activ-
ities. We further recommend a six-level 
framework for assessing and imple-
menting a gender-based TB response3:  
This framework is an adaptation of the 
five-level framework developed and pi-
loted in the TB REACH Wave 7 funding, 
which supported women’s empower-
ment. Aligned with this framework, we 
outline some of the ways in which the 
TB response continues to ignore gen-
der dynamics in TB programming and 
reinforce harmful gender norms, and 
we recommend change actions towards 
a gender-based TB response. 

3 TB REACH Wave 7 used a 5-level framework to support 
implementing organisations in planning change interventions. 
For a description of the framework see Lessons from TB REACH 
Wave 7 Project Implementation: Compendium of activities and 
indicators for women’s empowerment in TB programming. 
https://www.stoptb.org/tb-reach-impact/gender-and-wom-
ens-empowerment. The adapted six-level framework presented 
here is for use by the TB response more broadly.

STP and global gender goals

The STP gender-based approach is 
aligned with the 2015 Sustainable 
Development Goals (SDG) agenda, 
which builds on the recognition 
that gender equality leads to better 
development outcomes. Gender 
equity is both a specific goal (SDG 5) 
and integrated across all 17 SDGs.4 
This approach also aligns with the 
commitments of the 2018 UN High 
Level Meeting on TB, in which Heads of 
States and government representatives 
not only reaffirmed their commitment 
to ending the TB epidemic by 2030, but 
also committed to addressing gender 
inequality and developing integrated, 
people-centred, community-based and 
gender-based health services based on 
human rights.1 Gender as a UNHLM 
commitment and TB community 
priority is strongly reiterated in the Calls 
to Action from the TB community report 
A Deadly Divide: TB Commitments vs. 
TB Realities.2 

4 United Nations. The Sustainable Development Goals knowl-
edge platform 2015  https://sustainabledevelopment.un.org/
sdgs. Accessed 1 December, 2018.
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Throughout the paper “gender” refers to the socially 
constructed set of norms, roles, behaviors, activities and 
attributes that a given society considers appropriate or 
valued for women, men and transgender people. A gender-
based TB response seeks to find a balance between assessing 
and addressing epidemiological gender differences and 
responding to broader economic, social and cultural norms 
and inequalities. 

The predominant focus in this paper on gender as it refers to 
men and women is due to the lack of evidence about people 
who do not ascribe to gender norms. CRG assessments in 
seven countries have shown that gender diverse people 
face discrimination and unique challenges related to their 
gender. Assessments in eight countries have further found 
a lack of gender-sensitive care, including for gender diverse 
individuals.3 There is, however, very little other information 
available, pointing to the need for additional research. 
Specific challenges faced by gender diverse people should 
always be considered in the TB response. Detailed discussions 
on the various TB key populations5 is beyond the scope of 
this paper. Readers are also encouraged to recognize that 
gender intersects – sometimes in very specific ways – with 
other marginalising factors, such as migration, substance 
use, imprisonment, HIV status, and some highly gendered 
employment sectors such as mining, which is mostly done 
by men, or garment factory work, which is mostly done by 
women.

5 These include prisoners, people who use drugs, migrants, refugees, urban and rural poor, in-
digenous peoples, miners, people living with HIV, health care workers, amongst others. Countries 
can utilize the key population tool to help prioritize key populations in their respective national 
context. See more at http://www.stoptb.org/assets/documents/communities/Data%20for%20Ac-
tion%20for%20Tuberculosis%20Key,%20Vulnerable%20and%20Underserved%20Populations%20
Sept%202017.pdf
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BOX 1.
Key STP gender-related interventions, outputs and achievement 2017 - 2021

• 20 countries have implemented CRG assessments supported by STP, USAID and the 
Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM)

• TB REACH Wave 6 grantees (project initiated in 2018) incorporated gender action 
plans in their programs

• TB REACH Wave 7 grantees (projects initiated in 2019) included empowerment 
of women and girls a substantive component of their proposed programmatic 
activities, their organizational practices, or both

• 5 countries have implemented national costed TB CRG Action Plans

• 4 countries have started national stigma assessments

• 14 countries have implemented community-led interventions to monitor human 
rights violations, barriers to TB care and support services, TB stigma, and gender 
related barriers

• 31 grants awarded through Challenge Facility for Civil Society4 have supported CRG 
integration into the TB response and networks of people affected by TB to advance 
rights and gender initiatives 

• TBWOMEN, a global network of women in their diversity advancing a gender 
transformative TB response, was formed5 

• A declaration of rights of people affected by TB has been launched6 

• A guide to implementing a rights-based TB response has been launched7 

• 7 CRG investment packages, including the TB and Gender CRG Investment Package8 
have been developed; and

• A guide to suggested language and usage for TB communications has been 
launched.
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Gender dynamics in TB burden, 
care and treatment outcomes

TB epidemiology, sex and gender

Globally, the rates of TB are higher in men than in women, 
with the notable exception of Afghanistan, where women 
are consistently shown to experience higher rates of TB.9 
The most recent WHO report estimated that in 2019, women 
comprised 32% of all global TB cases (aged ≥15 years), and men 
comprised 56% of cases, with the remaining 12% being children 
(<15 years).10 Prevalence surveys across 33 African and Asian 
countries between 2007 and 2019, showed that men have 
consistently higher notifications than women despite the fact 
that more men than women are missed by the TB response. Men 
and boys also account for a larger share of TB mortality, making 
up 53% of HIV-negative people and 57% of HIV-positive people 
who died of TB in 2019.11 

The extent to which men are more affected by TB varies by 
country and region. In 2019 the M:F ratio of incident TB cases 
for all ages ranged from 1.3 in the WHO Eastern Mediterranean 
Region to 2.1 in the European and Western Pacific regions.12 
Prevalence studies show M:F ratios ranging from 1.2 (in 
Ethiopia) to 4.5 (in Vietnam) for bacteriologically confirmed 
pulmonary TB. 

There are exceptions to the generally higher burden of 
TB experienced by men. Adolescent girls tend to be more 
susceptible to TB than adolescent boys13 and extrapulmonary 
TB is more common in women than in men and more difficult 
to diagnose. Consequently, there is also likely some under-
reporting of TB in women because prevalence studies tend to 
exclude adolescents and extra-pulmonary TB (EPTB). 
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Very little is known about TB epidemiology of gender-diverse 
people and communities, though the data do demonstrate that 
TB epidemics might be concentrated in communities that are 
stigmatized and marginalized because of their gender non-
conformity. In India, when the national TB program began 
tracking (2018) TB among persons of the third gender, TB 
notifications among this group were 344/100,000, compared 
to 117/100,000 in women and 194/100,000 in men, indicating 
a high TB burden in this population.6 In Pakistan, a TB REACH 
intervention implemented by Bridge Consultants Foundation 
addressed TB in an urban transgender community and found 
that 1.1% of the 18,272 people screened had TB.7

Higher rates of TB in men are likely partly a result of biological 
differences. Sex hormones play an important role in modulating 
the immune response, with women generally exhibiting more 
robust responses to antigenic challenges.14,15 This may partly 
be due to differences in the metabolism of nutrients, such as 
iron and fat, and differences in the anatomy and physiology 
of the respiratory tract.16 The exception of higher rates of TB in 
adolescent girls is possibly due to fluctuating oestrogen levels 
that compromise immunity and may increase their risk of 
TB.17 Advancements in the fields of immunology, micro- and 
molecular biology are likely to bring more clarity to the process 
of TB disease development, particularly TB activation. 

At the same time, the variations in incidence and prevalence 
ratios between regions and even within countries suggest 
that cultural and socio-economic factors play a large role in 
determining TB risk and disease.  Men may be more affected 
in terms of morbidity and mortality due to their greater 
tendency to use substances, inclusive of cigarettes, alcohol 
and illicit drugs.18 Smoking has been found to double the 
risk of TB disease, as well as the risk of recurrent TB disease 
after successful treatment and is a significant predictor of the 
differences in TB burden between men and women.19  Alcohol 
use has been found to cause 22 incident cases per 100,000 
people.20 Use of opiates and inhalants and TB risk has been  
well-established.21,22,23 Substance use is linked to TB risk because 
locations where people gather and use substances can serve 
as ideal infection transmission environments and because 
substance use increases the likelihood of progression from 
infection to disease.

6 Rates based on notifications reported in India TB Report 2020. Ministry of Health and Welfare. 
2020. https://tbcindia.gov.in/showfile.php?lid=3538 Accessed January 12, 2021.
7 The same project found that 1.7% of 24,253 male sex workers screened also had TB.
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Incarceration likely also plays a role in the higher number of men 
with TB. A 2016 review indicates that 2.8% of those imprisoned 
globally might have active TB24 and men make up about 93.1% 
of the approximately 11 million people in prison or detention 
globally.25 There is also evidence that TB in prisons has a significant 
impact on TB epidemiology in European and Central Asian 
countries.26 Exposure in prisons has been linked to 6.3% of TB 
in the general population in low- and middle-income settings27 
and mass incarceration in Eastern Europe and Central Asia has 
been associated with an increase in TB prevalence in the general 
population.28 

Certain industries that are linked to TB exposure and disease – 
such as mining and construction – are male-dominated, likely 
also feeding into the higher number of men with TB. Finally, 
diabetes, which is an important TB risk factor, is generally more 
prevalent in men than women, which may also contribute to the 
higher burden experienced by men, though evidence for this 
is limited. One study found that diabetes results in higher TB 
morbidity in women.29

While the above risks are weighted towards men, there are also 
risks that are weighted towards women. HIV increases the risk of 
TB over ten-fold, and is more prevalent in women than men.30 
Yet this does not seem to translate to proportional increases in 
women with TB, or notably different treatment outcomes to those 
found elsewhere in countries where this has been explored.31,32 
Malnutrition, which weakens the body’s immune defences and is 
the risk factor with the largest attributable fraction of TB disease,33 
is more common in women than men.34 The CRG assessment 
in India, a country where over half of all women are anemic and 
one in five are underweight, indicated that malnutrition not 
only substantially increases risk of TB disease in women, it also 
undermines treatment adherence. Malnutrition in adolescent girls 
documented in some regions35 may be one factor that explains the 
higher rates of TB in this group. 

Certain female-dominated professions also have a high risk of 
TB. This includes the lower echelons of healthcare providers, 
particularly nursing and community health work. Sufficient 
measures to protect these workers are often not in place.36 Women 
employed in the garment industry may also be at an increased risk 
of TB, as has been documented in a few studies,37,38 and noted in 
TB REACH work. Women also face greater risks of being infected 
at home and due to their care roles, with some evidence that this 
is partly related to male partners who have not accessed care.39 
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Gender and care access, quality  
and treatment outcomes

Though it is not universal,40,41 men generally take longer to access TB care 
than women. Notions of masculinity and the need to exhibit fortitude 
can inhibit health-seeking and encourage prolonged self-medication.42 
When men do access healthcare, their greater financial freedom means 
that they are more likely to access services provided outside the public 
sector. This includes private healthcare providers who may not have 
the same screening and diagnostic processes as public healthcare 
providers43 and traditional healthcare providers. Poorer TB knowledge 
and capacity in these providers can result in delayed diagnosis. In sub-
Saharan Africa, healthcare facilities tend to be structured towards the 
needs of women and children, resulting in care spaces that may be 
difficult to approach (and sit and wait in) for men.44 Greater levels of 
formal employment in men, along with their role as breadwinners for 
their families and households can also inhibit care access;45 men may not 
be able to get time off work and may fear loss of employment if they are 
diagnosed with TB. Men are also more likely to be employed as migrant 
workers, undermining their ability to remain in care for the full treatment 
duration.46 

Men’s higher rates of substance use not only increase their TB risk; 
substance use also undermines care access47 and is associated with poor 
treatment outcomes.48,49 Furthermore, people who use substances may 
face substantial stigma in the healthcare sector given that healthcare 
providers can be reluctant to provide treatment to people who are 
identified as using substances.50 

Women are documented to generally have better health-seeking 
behaviors, but cultural and socio-economic challenges more often 
delay or block their access to TB care.51 This includes the high burden of 
housework, lack of health literacy, lack of access to finances or resources 
and decision-making powers lying with male family members.52 Not only 
are women less likely to have financial autonomy, when they do have 
their own income, earnings are often lower than those of men, so costs 
of TB care account for a greater proportion of their income.53 Limited 
mobility for women in many settings also hampers their ability to seek 
healthcare.54 Wave 7 TB REACH projects have highlighted how women in 
many contexts are reliant on permission and support from their partners 
to access care, or undertake any treatment process. The ways that societal 
gender discrimination hampers equal access to healthcare is particularly 
evident in the CRG assessment reports from Eastern Europe and Central 
Asia and Southeast Asia.55 This was also evident in TB REACH grantee 
work in Tanzania, Nigeria, Pakistan and India, amongst other countries. 

There are also numerous documented reasons that women may have greater 
difficulties getting a TB diagnosis. Healthcare providers are less likely to 
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suspect TB in women as the “typical” person with TB  is seen to be male.56 
Related to this, women are less likely to be sent for sputum samples57 and 
when they are sent, tend to have greater difficulty producing quality sputum 
samples, perhaps resulting in under-detection.58 Introduction of sputum 
production instructions for women in Pakistan significantly increased the 
rate of smear positive TB among women.59 

TB symptoms may not be noted in pregnant women, or by healthcare 
providers because they can be assumed to be the result of pregnancy. 
One study found symptom screening to have a sensitivity of only 28%.60 
Diagnosis in pregnant women is further undermined by the difficulties 
of using chest X-rays in pregnant women. Similarly, genital TB can be 
difficult to diagnose because it may be asymptomatic or the symptoms, 
such as irregular menstrual cycles, may not be interpreted as potentially 
indicative of TB. High-prevalence countries also often lack culture and 
histopathology services that are needed for diagnosis of genital TB61 

Challenges in accessing health care are best documented for gender diverse 
people in developed countries and highlight the pervasive discrimination, 
stigma, breaches of confidentiality and other issues that discourage gender-
diverse people from accessing services.62 Service access is also limited by 
criminalization of same sex behavior and morality laws limiting freedom 
of expression, and by widespread stigma, discrimination and violence 
experienced by gender-diverse people. 

Loss to follow-up (LTFU) has been documented to be similar in men and 
women in some contexts63,64 while elsewhere it has been found to be twice 
as high in men as women with multidrug-resistant tuberculosis (MDR-
TB).65 Retention in care is affected by the same gender factors that impact 
health seeking behavior. For example, women’s need to get permission from 
male figure-heads for care processes66 and men’s greater involvement in 
migratory occupations, can impact their respective ability to stay in care. TB 
REACH experiences in India have also indicated that LTFU in men may not 
necessarily suggest a lack of treatment completion but rather, that having 
greater financial resources may enable them to continue care in the private 
sector after the initial diagnosis and initiation of treatment, resulting in a 
disruption on reporting processes.67 

Gender inequality not only shapes access to care, it also shapes the socio-
economic impact of infection. For example, men are more likely to be 
in formal employment and face termination when they are diagnosed 
with TB, while the burden of care for relatives and community members 
is overwhelmingly carried by women,68 who also face increased home 
care responsibilities when male partners become very ill or die. TB related 
stigma and discrimination remains pervasive for all people and is also 
shaped by gender. In South-East Asia, stigma associated with TB can mark 
women as unmarriageable,69 and married women with TB may be forced to 
leave their homes if diagnosed with TB. 
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Data

The collection, interpretation 
and use of both quantitative and 
qualitative data about gender 
and TB is key to designing and 
implementing appropriate gender-
based interventions. It is also key 
to assessing their impact. Sex 
disaggregated data along the TB care 
cascade can show gender trends 
related to diagnosis and treatment 
access and quality. This is important 
for all genders. Yet many countries 
and organisations do not prioritize sex 
disaggregated data collection, analysis 
and use in routine programming.71 

Qualitative data on the ways that gender 
impacts on care access, diagnosis and 
treatment must be available and used 
for planning and ongoing monitoring 
and evaluation processes. While CRG 
assessments are increasingly providing 
this data, gender is not yet sufficiently 
integrated into planning and monitoring 
and evaluation processes. Gender-diverse 
people are, further, routinely excluded 
in data collection, analysis and use 
processes72 (including prevalence studies 
and monitoring and evaluation processes) 
and from meaningful participation in 
program design and management. This 
exclusion results in a lack of attention to 
the needs of gender-diverse people. 

Steps for change: a framework for a 
gender-based TB response 

Strategic

A gender-based approach must be situated within a protective and 
supportive legal and policy framework. Too few countries have 
protections against gender-based discrimination in the health 
system, and there is a generalized failure to fully consider gender in 
TB policies, guidelines and monitoring and evaluation frameworks.70 
This allows the continuation of harmful gender norms. 

The following four realms (Strategic, Data, Service 
delivery/programmatic, and Organizational) comprise a 
framework to develop a gender-based TB response.
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Service delivery/programmatic

The higher TB burden experienced by 
men, and the specific challenges faced 
in accessing and completing treatment 
require gender-based responses, yet there 
is a dearth of programming that actively 
takes men’s needs into account. Overall, 
healthcare providers are not trained or 
capacitated to understand and respond to 
gender-based care and treatment needs. 
This can undermine care for all genders 
and can be especially harmful to gender-
diverse individuals. 

Women’s subjugated position in society 
is reinforced by TB service provision in 
numerous ways. There is  also generally 
a lack of service provision for women 
in TB key and vulnerable populations. 
Information on TB in women in male-
dominated key and vulnerable populations 
(such as the mining sector, prisons, people 
who use drugs) is lacking, as is service 
provision for women in these groups. 

Counselling processes and IEC materials 
tend to reinforce patriarchal gender 
roles. The notion that women are “natural” 
caretakers permeates the messaging 
provided by many TB programs. Women 
are counselled to take responsibility for 
caring for children and sick relatives, 
ensuring male partners take medication 
and contact tracing in a way that is not 
habitually expected of men. Information 
and education materials frequently 
represent women as lower tier care-takers, 
and care providers in the home, and men 
as senior healthcare providers. 

Furthermore, diagnosis of TB in 
women can be more difficult. Yet there 
is a lack of appropriate diagnostic 
processes and procedures that support 
diagnosis in women.  Together these 
reinforce gender inequalities and add 
to women’s care burden.

Finally, as has been noted in in CRG 
Assessments in South Africa and 
India, gender non-binary people 
experience pervasive stigma in the 
health system generally.73 

Organizational

Power, protection and remuneration 
are unequally distributed in the 
health workforce generally, including 
the TB workforce.  Senior decision-
making positions in the healthcare 
sector and TB response – including 
in government, private, community 
and entrepreneur sectors – are largely 
filled by men, while the vast majority of 
primary healthcare workers, inclusive 
of care workers, facility-based staff and 
laboratory technicians are women. 
Lower tier healthcare positions are 
mostly female-dominated. These 
positions have less access to personal 
protective equipment and less access 
to compensation for occupational 
infection, which in turn can inhibit 
women’s financial ability to access care 
required in cases of occupationally 
acquired TB disease. Furthermore, 
systems for reporting and response to 
instances of gender-based harrassment 
or discrimination are lacking. 

Many organizations rely on poorly paid, 
or unpaid female community health 
workers.  The notion that women’s work is 
not valuable is reinforced by expectations 
of free or poorly paid work by women. 
This can add to the food insecurity, 
psychological distress, and reduced 
social security experienced by women, as 
was illustrated by work done by Women 
Development Army in Ethiopia.74 
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Solutions and best practices: 
recommendations for change

Implementing gender-based programming in line with the above four realms is an 
ethical and practical requirement in the TB response. In addition, TB REACH Wave 
7 work has demonstrated that TB programming can positively impact on gender 
dynamics in two further realms: at the level of individuals and the broader society. 
We set these out in the solutions and best practices in all six realms below. 

Strategic

• Develop a National Costed TB CRG 
Action Plan. Active steps towards 
gender-based TB programming 
should be nationally ensured 
through the development of a 
National Costed CRG Action Plan. 
The Action Plan should set out 
budgeted policy development, 
advocacy processes and service 
delivery adaptations along with 
indicators and monitoring standards. 
The Action Plan should align with 
and be integrated into the National 
Strategic Plan. 

• Increase investment, coordination  
and commitment to gender-
related care access barriers and 
setting up monitoring, advocacy 
and accountability. In a context of 
societal inequality, ensuring that 
voices and needs of all genders are 
recognized and brought to the fore 
requires active, co-ordinated efforts.8 

8 TB Women (see text box 2) can provide guidance on inclu-
sion of women. 

Data

• Ensure gender-based programming 
is supported by sex disaggregated 
TB care cascade data collection, 
analysis and use. Analysis of 
gender disaggregated data along 
the care cascade provides insight 
into gender-based trends in TB risk, 
diagnosis, and treatment. For this, 
data collection and analysis should 
include sufficient demographic 
detail; interpretation of data should 
be supported by qualitative findings 
of a gender analysis (see below); and 
interpretation and use of the data 
should be supported by sensitized 
and knowledgeable TB program staff. 

• Integrate gender research and 
indicators into program design, 
implementation and assessment. All 
interventions, whether focused on 
gender or not, happen in a context 
of existing gender relations and can 
impact on those relations. Monitoring 
and evaluation therefore include 
gender-related indicators that75,76 
measure impact on gender relations 
and shifts towards gender equity. 
Indicators should include qualitative 
measures and quantitative measures 
over and above care cascade data. 
Indicators should further include 
gender-diverse people. 
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Program/service delivery design and 
implementation 

Reaching and providing optimal services for all people 
requires gender-based program/service delivery design 
and implementation. In most contexts this will likely require 
attention to service provision for gender-diverse people. 
Men and women will face different challenges and barriers 
dependent on the context. 

• Consider gender in care 
accessibility, acceptability, 
availability and quality. The 
ability to access care, the extent 
to which care is considered 
acceptable, the degree to which 
it is experienced as available, and 
the quality of services provided 
can all hinge on gender. Each of 
these realms should be considered 
in terms of gender. This includes 
consideration about gendered 
needs and realities in health care 
location, nutritional needs, care 
provider gender, facility opening 
hours, screening and diagnostic 
algorithms, and counselling 
processes, amongst others. 

• Train and capacitate healthcare 
workers to provide gender-based 
care.  Healthcare workers need to 
understand how gender manifests 
in the local context, what this means 
for TB  risk, infection, disease and 
care, and how to provide care that 
is responsive to gender-based care 
barriers and needs.9 This includes 
training on sensitivity to the needs of 
gender-diverse people. 

9 For more on training areas and methods for healthcare 
providers see Lessons from TB REACH Wave 7 Project Imple-
mentation and Assessment: Training healthcare providers on 
gender-based TB care provision

• Develop gender-responsive 
awareness and education 
processes. Harmful gender norms 
should be challenged, not reinforced, 
through awareness and education 
processes. Counselling processes 
and IEC materials should be 
designed to work against gender-
based myths related to TB, and 
demonstrate gender equity. For 
example, information and education 
materials should represent men as 
care providers and women as senior 
healthcare providers.

• Ensure sufficiently sensitive 
screening and diagnostic 
procedures for women. this should 
attend to the diagnostic needs of 
including pregnant women, women 
with genital TB, and women who 
cannot provide sputum. 
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Organizational structure and functioning

Gender equity should start within TB institutions and organizations. 
Furthermore, sustainable change towards gender-based TB programming 
requires that the people planning and implementing programs regard 
gender equality and women’s empowerment as a standard requirement.  
Possible responses can include: 

• Assess organizational gender 
equity. Women working in the TB 
sector have a right to equality in 
the workplace. An organizational 
gender assessment can highlight 
areas of inequality and key change 
requirement areas. Areas for 
assessment include pay, leadership, 
decision-making, and work access 
and safety, amongst others. 

• Set organizational gender equity 
policies and standards. All 
organizations should have gender 
equity policies in place. Additional 
gender equity standards can include 
gender recruitment targets (at all 
levels of work – see above) and 
gender-based targets and processes 
to ensure equity in decision-making 
and leadership. 

• Set up monitoring and response 
systems for instances of gender 
discrimination or harassment. 
Healthcare workers and people 
affected by TB have the right to 
working and care environments 
that are free from harassment and 
gender discrimination. Effective and 
confidential systems for reporting 
instances of stigma or discrimination 
are key both for accountability and 
for monitoring progress towards 
gender equity. 
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Societal change

The TB response can shift societal norms and practices that 
discriminate against women, girls and gender diverse people 
by using moments of engagement and connection with diverse 
groups. It is essential that men are engaged in all these processes to 
build their support for women’s empowerment and gender equity.  
Possible responses include: 

• Counsel all people affected by TB 
about TB and gender. Including 
discussions about the ways in 
which gender and TB intersect 
locally in TB education and 
counselling for people affected, 
their families and household 
contacts, can build basic gender 
literacy in a large group of people. 

• Include gender and women’s 
empowerment as an agenda item 
in stakeholder meetings. Regular 
updates on the status of gender 
and women’s empowerment in the 
TB response ensures that it stays a 
concern for stakeholders. 

• Provide gender  and women’s 
empowerment sensitization to 
stakeholders, including health and 
community leaders. This can be 
done through specific sensitization 
sessions, or through simply 
including gender as a discussion 
point in routine meetings. 
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Individual

The TB response has the capacity to counter harmful 
gender norms and change individual lives through women’s 
empowerment and support processes. These can target women 
accessing TB services as well as women providing those services. 
Possible responses include: 

• Set up support for women and 
gender-diverse people accessing 
services. Women, girls and gender-
diverse individuals tend to be more 
socially and economically vulnerable 
than their male counterparts and the 
TB response can mitigate this. Some 
examples of action that can be taken 
include identification and support for 
individuals facing catastrophic costs 
because of TB; linking economically 
vulnerable individuals to micro-
finance and income generation 
programs; and the provision of 
mental health counselling. 

• Undertake educational and skills 
development in individual women 
and gender-diverse individuals 
working in the TB response. Due to 
societal systems of discrimination, 
women and gender-diverse 
individuals working in the TB sector 
are likely to have had access to less 
education and skills development 
opportunities than their male 
counterparts. Opportunities such 
as digital literacy training, financial 
literacy training, mobility (bicycle 
and scooter riding) training, and 
leadership training can change 
individual lives. Empowered 
individuals are also able to contribute 
better to their work and communities. 

TEXT BOX 2. TB WOMEN

In 2020, Stop TB Partnership supported the development of TB 
WOMEN, a global network. This network has the vision to ensure 
a just and inclusive society, where women in all their diversity are 
empowered to realize a world free from TB and build a coordinated 
movement for a gender transformative TB response through 
women’s mobilization, empowerment, policy advocacy, innovation, 
evidence building and knowledge sharing. Stop TB Partnership will 
look to further the advancement of TB and gender and promote 
gender equality in close partnership with this global network.



Gender & TB: a Stop TB Partnership paper (Version 2) 31

In conclusion: Positive change from 
gender-based programming

All people – men, boys, women, girls and gender-diverse individuals – should 
be provided with TB care and support services that are available, accessible, 
acceptable, and of high quality. Services should meet men’s needs to reduce their 
relatively higher burden of TB. Services should further meet the needs of key and 
vulnerable populations and be free of stigma and discrimination. This means 
that the intersection of gender and other vulnerabilities needs to be taken into 
account. A gender-based response also seeks to lessen the global phenomenon of 
discrimination against women, girls and gender-diverse people, which continues 
to manifest in multiple ways in the TB sector.

Gender-blind TB programming – programming that ignores systemic gender 
inequities – is still too common in the TB sector, resulting in the reinforcement and 
perpetuation of harmful societal gender norms which, in turn, undermine health 
for all.77 The COVID-19 pandemic has further exacerbated existing barriers and 
challenges,78 while also creating new human rights and gender related issues which 
require further understanding and consideration in the context of TB and gender. 
A gender-based approach that incorporates women’s empowerment is, therefore, a 
pragmatic and ethical imperative.

The discourse on gender has, until recently, largely focused on setting out the 
ways in which gender shapes TB risks, care provision and treatment outcomes, 
with a focus on TB epidemiology. This is imperative for effective and rights-based 
care provision, but it is only the first step. Health programming, including TB 
programming can and should incorporate more holistic social and developmental 
approaches that move beyond biomedical responses and seek to improve the 
overall wellbeing of the population. Beyond this, the ways in which TB care 
provision impacts on gender dynamics and TB programming must be recognized. 
TB programming, when well implemented, and when it includes components 
of capacity building and increased resource access for women and girls, can 
positively impact on individual capacities and confidence as well as gender 
relations in homes and communities. A comprehensive engagement with gender 
in TB programming holds an opportunity for a more gender equitable world that 
is currently largely unrealized. STP calls diverse TB stakeholders to recognize the 
potential power of their work and join us in efforts to broaden the discourse and 
action on gender and TB.
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