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Despite significant global efforts, TB remains a major cause of morbidity 
and mortality. Millions of people affected by TB are missed by the health 
systems or face barriers to timely TB diagnosis, treatment, and prevention1. 
The disruption of health services, including TB service provision during 
the COVID-19 pandemic emphasized the need for resilient country health 
systems. Further the increasing burden of non-communicable diseases 
(NCDs), including chronic respiratory diseases (CRDs), overwhelm health 
systems that are already struggling to respond to communicable diseases, 
particularly in lower-middle- income counties (LMICs)2. Primary health-
care (PHC) is the cornerstone of a sustainable, people-centered, commu-
nity-based, and integrated TB service delivery system3.Expanding primary 
health care (PHC) is critical to health systems strengthening and subse-
quently, attaining universal health coverage 4. 

The TB REACH Wave 11 theme is Bringing Innovative approaches for TB 
and Lung Health closer to the point of need. Wave 11 projects will focus 
on interventions at both community and primary care level with the aim to:

• improve detection and care for people with TB.

• promote people-centered ISD for TB & lung health closest to the point 
of need 

• include gender-responsive interventions for people affected by TB 

• achieve sustainability beyond the lifecycle of the grant.

Wave 11 projects at primary care will contribute to improved coverage for 
people with TB and other lung conditions, and at a larger level contribute 
to overall health system strengthening. The figure below shows the pro-
posed Wave 11 theme and the pathways to impact.
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Bringing Innovative approaches for TB
and Lung Health closer to the point of need

Primary health care approaches for TB 

WHO defines PHC as a “whole-of-society approach to health that aims eq-
uitably to maximize the level and distribution of health and well-being by 
focusing on people’s needs and preferences (both as individuals and com-
munities) as early as possible along the continuum from health promotion 
and disease prevention to treatment, rehabilitation and palliative care, and 
as close as feasible to people’s everyday environment”4 .

Note: This document outlines the guiding principles for possible interventions. 
Please note that the examples outlined are for illustration purposes only and are 
not prioritized during the selection of successful proposals. Applicants are en-
couraged to consider other innovative ideas not included here.

Figure 1: Pathways to impact for TB REACH Wave 11 interventions
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In the application of the PHC model, five core elements have been iden-
tified, that are associated with better quality services, lower costs, less in-
equalities, and better population health4. These core functions include

i) First contact with the health system,
ii) Comprehensive interventions,
iii) Coordinated and integrated service delivery
iv) Continuity of care
v) Person-Centered care;

also known as the (5Cs of PHC). The Stop TB Partnership has long advo-
cated for the PHC approach in TB service delivery with an emphasis on 
Communities, which moves this model even closer to true point-of-need 
care. Community based PHC is effective in reducing TB incidence and 
mortality, particularly among the most vulnerable populations5. The PHC 
emphasis on community- based services ensures equitable access to care 
for communities that are underserved4.

Community-based and primary care facilities and providers are often the 
initial contact for people seeking health care, majority of whom present 
with respiratory symptoms6,7.  Yet many people with TB who seek services at 
these levels remain undiagnosed, face delays in diagnosis or are not linked 
to treatment8 . We know from patient pathway analyses and other studies 
that TB services are often not available where people with TB seek care 9,10. 
Additionally, people with non-TB morbidities are often not followed up 
or linked to care due to lack of diagnostic equipment, inadequate knowl-
edge among staff or lack of treatment. It is against this background that TB 
REACH launches the next call for proposals with the aim of expanding the 
access and coverage of TB services even closer to communities. 

Wave 11 considerations

TB REACH Wave 11 projects will aim to improve TB services at the com-
munity and primary care level. Proposals should adopt the PHC approach 
(5Cs) to deliver TB services closer to communities and detect more people 
with TB. Applicants should consider interventions at the first point of con-
tact which includes community-based care and PHC clinics that represent 
the lowest level health facility where people seek care. 

Examples of TB interventions at PHC

TB active case finding at first point of contact.
Many people with TB presenting at primary care are still missed by the 
health systems. Integrating TB screening at the various entry points 
within primary care, particularly for people with respiratory symp-
toms will enhance TB detection. Proposals should include active case 
finding strategies to detect people with TB within communities, and 
address barriers to TB diagnosis and treatment particularly to reach 
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underserved populations. In some contexts, the first contact could 
include private formal and informal providers and facilities offering 
primary care.

Strengthening diagnostic capacity at first contact
Many primary care facilities lack diagnostic capacities and conse-
quently refer people with presumptive TB elsewhere. Interventions 
that decentralize point of care tests and diagnostic solutions down to 
the community or primary facilities can improve case detection and 
reduce the delay in TB diagnosis. The use of proven screening and 
diagnostic methods e.g. chest X rays at community level or PHC facil-
ities has been effective. There is room to expand the use of molecular 
testing platforms e.g molecular point-of-care (POC) testing further at 
primary care or within communities. The existing sputum networks 
that link to diagnostic centers can also be optimized through initia-
tives such as sputum pooling. 

Expanding Integrated testing methods for TB and other pathogens
The use of simultaneous integrated testing approaches for TB and 
SARS-2 virus is effective in detecting both diseases and facilitated the 
Covid-19 pandemic response through shared resources. While more 
studies are still needed to demonstrate the cost-effectiveness of mul-
tiplex testing platforms, opportunities to optimize the screening for 
multiple pathogens can contribute to correct treatment and better 
outcomes. Using available testing platforms to test for TB and other 
pathogens e.g. for Streptococcal A, Respiratory syncytial virus (RSV) 
or Influenza viruses, can be an opportunity to maximize the use of 
resources and support access to diagnosis and treatment. Applicants 
are encouraged to review such opportunities for both respiratory and 
non-respiratory pathogens where applicable.

Innovations and new tools for TB 
TB REACH supports innovations in TB. Organizations with the ca-
pacity to include new tools that are not yet WHO approved or expand 
their use in new populations not included in current guidance can 
contribute to national or global guidelines. Such interventions could 
include among others: evaluating AI algorithms for children or non-
TB lung conditions; extending the use of POC tests and POC ultra-
sound; molecular testing of non-sputum samples e.g rectal swabs 
and/or tongue swabs. There are also potential tools that could be in-
cluded and evaluated for POC diagnosis based on their availability 
e.g. digital cough apps or breath sounds11,12, breath analysis and face-
mask sampling13 among many others.
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Integrated service delivery for TB and lung health

Integrated service delivery (ISD) combines multiple interrelated healthcare 
services, facilitates people-centered care, and the maximization of resourc-
es to increase efficiencies in the health system. ISD contributes to health 
system strengthening, helps progress towards UHC, and is compatible 
with the global move towards One Health, a multidisciplinary approach to 
improve global health security (GHS) through collaborative, multisectoral, 
and transdisciplinary initiatives to combat diseases. For people seeking 
and receiving health care, ISD can potentially improve their experience by 
being more convenient, removing access barriers, saving time and costs 
by allowing for access to multiple services at once and improving continu-
ity of care and coordination of treatments for multiple health conditions.
 
While TB and human immunodeficiency virus (HIV) programs have been 
supported to integrate for over a decade, and WHO guidance has been is-
sued on TB and diabetes, there are many more opportunities for improv-
ing TB care with other health and service programs14,15. A recent systematic 
review provides a framework for integration of TB and non-communica-
ble diseases (NCDs) services in low- and middle-income countries (LMICs) 
and suggests integration has the potential to improve health service de-
livery16. Another recent systematic review on integration of HIV services 
with other health services including TB found that ISD strategies can lead 
to improved health and health system outcomes17.  ISD can also contribute 
to resilient health systems as evidenced during the COVID-19 pandemic. 
However, there is still a dearth of evidence with regards to integration with 
other NCDs and in particular CRDs15,16. 

Respiratory symptoms are the most common reason for seeking care at the 
primary care level globally 6. While 80-90% of respiratory consultations are 
due to acute conditions, the burden of chronic respiratory diseases (CRDs) 
continues to rise. CRDs impose a significant burden on health systems 
particularly in LMICs, where people affected have unfavorable outcomes 18.  
Among CRDs, asthma, chronic obstructive pulmonary disease (COPD) and 
occupational lung diseases are the most common causes of morbidity18.  
TB and many CRDs share common risk factors such as cigarette smoking, 
household indoor pollution and exposure to silica 19. TB (post-TB lung dis-
ease, PTLD) is also a risk factor for CRD, in particular bronchiectasis and 
COPD19. At an individual level CRDs are associated with adverse outcomes, 
poor quality of life and high costs incurred for families and the health sys-
tems20. Despite evidence showing the feasibility of CRD interventions at 
primary care, the implementation is still limited and many people still lack 
a correct diagnosis and treatment21,22. ISD has the potential to accelerate 
the finding of missing persons with TB while simultaneously addressing 
other lung health conditions 23,24.
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The World Health Organization (WHO) launched the Adult Lung Initiative 
in 1998 that eventually led to the Practical Approach to Lung Health (PAL) 
strategy25. The PAL ISD model aimed to enhance the assessment and man-
agement of people presenting with respiratory symptoms, particularly at 
primary care level through alignment of guidelines, workload manage-
ment, coordination of care for people affected by lung diseases26. Similar 
to the successful model for children- Integrated Management of Child-
hood Illnesses (IMCI), the PAL model embraced syndromic approaches 
to management of respiratory conditions in adults and children >5 years.  
Implementing PAL demonstrated positive outcomes including improved 
detection of TB and CRDs, better quality of care, reduced antibiotic pre-
scriptions, costs efficiencies and improved treatment outcomes23,27. How-
ever, the implementation of PAL did not catch on in many countries, and 
many health systems were not ready to accommodate such levels of ISD. 
PAL implementation also faced challenges including inadequate human 
resources and skill set, limited availability of diagnostic tools such as spi-
rometry, chest X-ray, and medicines e.g. inhaled steroids or bronchodi-
lators, among others 23,26,28. Some countries continue to practice the PAL 
approach  to a certain extent 24,29. Since then, integrated service delivery 
has gained traction globally as a key mechanism for ensuring people-cen-
tered care, contributing to health system strengthening and consequently 
advancing universal health coverage4,14. 

Previous TB REACH grantees, particularly Wave 10 projects have already 
implemented ISD for TB and other health conditions including both com-
municable and NCDs. For this call for proposals, applicants are invited to 
further explore ISD with a focus on respiratory conditions. Wave 11 projects 
should aim to provide people-centered ISD, with the combined manage-
ment of people presenting with respiratory symptoms at primary care and 
community settings. 

Wave 11 considerations

Applicants are invited to propose innovative approaches and ways of 
working and reaching people with TB and providing ISD for other lung 
conditions. It is important that the proposed interventions are designed 
to meet the varied needs of people presenting at the first point of care and 
consequently other points of service delivery. 

Model of Integration 
Integration can occur at different locations or sites within the health sys-
tem. Wave 11 projects should focus on   lower-level PHC facilities that are 
often the first point of care and community‐based services. 

The level of ISD can vary from partial to fully integrated models depend-
ing on the services provided and the location 16. Level 1 integration only 
includes screening while level 2 and 3 provide linkages to and/ or provid-
ing integrated treatment services. For Wave 11, proposals should focus on 
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integration to facilitate linkages and access to treatment and care for 
people with TB and other lung conditions. For more information on mod-
els of care, applicants should refer to the framework for integrated services 
for TB and NCDs by Foo et al16. 

The selected models of care should be contextually appropriate to tackle 
the challenges of ISD for TB and lung health at primary care. Interven-
tions should be designed to achieve or demonstrate feasibility for multi-
morbidity screening and lung care and aim for a comprehensive PHC lung 
package, reduce costs for affected people and the health systems, and be 
acceptable to both the healthcare workers and individuals seeking care. 
Proposals should also take into consideration the potential unintended 
consequences of ISD that could arise e.g. increased workload, excessive 
task shifting among others that could lead to demotivation of healthcare 
workers and poor quality of care, and as far as possible demonstrate possi-
ble mitigation strategies. 

Examples of ISD approaches 

Integrated screening activities. 
Community- based active case finding strategies have been used to im-
prove TB detection as they remove geographical and financial barriers to 
seeking care30. These screening interventions could be expanded to in-
clude the screening for other respiratory morbidities. Examples include 
adapting TB screening questionnaires used by community health workers 
to identify risk factors e.g. smoking or occupational exposure. Screening 
tools such as AI aided chest X-ray can also provide a basis for further tests 
and examinations among those negative for TB. 

In TB high burden countries, healthcare worker shortages and high vol-
umes of people presenting at PHC facilities can contribute to missed op-
portunities for systematic TB screening. Activities that seek to improve 
screening among people at risk of having TB could contribute to early de-
tection and linkage to treatment. Establishing chest/TB screening points 
within PHCs could identify people who are at high risk of TB or with other 
CRDs. For wave 11, applicants are encouraged to consider entry points that 
include people presenting with a variety of different respiratory symptoms 
or illnesses (e.g. community services, outpatient screening points) as op-
posed to single disease entry points (e.g. TB clinics or chest clinics).  

Beyond integrated testing of infectious diseases, incorporating CRD screen-
ing and diagnosis at primary care can be effective in early detection and link-
age to care. Spirometry, which is the gold standard for diagnosis, has been 
shown to be feasible and an effective diagnostic tool when used in primary 
care by non-specialist staff31. However, this is not widely accessible or used 
among frontline healthcare workers, particularly in rural settings22,31. Wave 
11 proposals can consider feasible and effective ways to improve the use of 
spirometry to screen for CRDs either in community or primary care facilities.
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Capacity building of health care workers for Integrated service delivery (ISD)
Primary care is usually delivered by non-specialist staff, i.e. nurses or lower 
cadres that may not have the necessary skill to diagnose or screen for TB and 
/or other CRDs. In many settings, TB service delivery is centered around the 
TB unit, which means that other frontline workers- nurses, community vol-
unteers working at the OPD, outreach level who meet symptomatic clients 
have no capacity or tendency to screen for TB. On the other hand, TB fo-
cused screening points and clinicians are not well equipped to deal with oth-
er chronic respiratory illnesses. Activities aimed at improving the capacity of 
health care workers in the syndromic management of respiratory diseases 
at primary care can facilitate early diagnosis and referral where appropriate. 

Task-shifting and sharing is a strategy used in many countries to facili-
tate efficiency in health systems and address the shortages in workforce.  
To implement ISD, task shifting could be necessary among and between 
different cadres of healthcare workers.  On the other hand, excessive task 
shifting may be associated with poor quality of care. Applicants are en-
couraged to embrace such models of ISD, invest in training according to 
the terms of reference and also consider ways to mitigating negative un-
intended consequences that could affect quality of care for people with TB.
 
Engaging private and informal providers
In many settings private physicians and other informal practitioners offer 
primary care services within the communities for people with respiratory 
symptoms. Engaging such providers to integrate TB services in the routine 
screening can contribute to detecting people with TB and ensure access 
linking them to appropriate care.

Digital health support 
Digital tools can be useful to ensure quality of care and support clinicians 
particularly where there is a shortage of specialists. In some settings, dis-
cussion forums on platforms such as whatsapp have been helpful in sup-
porting clinicians to make clinical decisions.   Telemedicine platforms can 
facilitate consultations and reduce the costs incurred on referrals for peo-
ple with chronic illnesses. Digital technologies can also be useful for peo-
ple in care to monitor treatment adherence, provide health information.

Support for costs and linkage to care 
The social and economic consequences of TB and CRDs are often cata-
strophic, and can pose a barrier to care, lead to loss of income and further 
impoverishment of families affected, and even contribute to poor med-
ical outcomes. Interventions such as food support, transport support or 
cash transfers may reduce the financial burden incurred by families. Wave 
11 Projects can explore ways of shielding affected families from incurring 
catastrophic costs and social consequences including stigma. Applicants 
are encouraged to explore cost implications for people accessing care for 
respiratory illnesses within their contexts and suggest ways to mitigate the 
cost drivers e.g through partnerships with other partners, NGOs and MOH. 
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Examples of disease integration

Type of disease/condition for integration
Applicants are invited to explore respiratory conditions that are epidemi-
ologically relevant in the local context. Proposals that include shared risk 
factors for TB and other respiratory illnesses will be accepted. Proposals 
that include HIV and Diabetes will not be eligible as there is already alter-
native funding and programmatic support. Figure 2 lists examples of com-
mon respiratory conditions that could be considered by applicants. Please 
note that this list is NOT exhaustive and TB REACH will consider other 
conditions not included below.

Lower 
respiratory tract 

Infections
(LRTIs) 

Chronic 
hyperactive 

airway diseases

Chronic 
obstructive lung 
diseases (COPD)

Preventive and 
promotive care Cancers

• Bacterial 
Pneumonias

• Viral 
pneumonias 
e.g. Covid-19

• Asthma
• Chronic 

bronchitis

• COPD
• Bronchiectasis
• Pneumoconio-

sis e.g. silicosis, 
coal exposure

• Cigarrette 
smoking

• Household/
• Indoor 

pollution

• Primary lung 
cancers

Figure 2. Examples of respiratory conditions for integration

Applicants should consider the complexity of ISD and minimize the num-
ber of morbidities & risk factors they address in their interventions, to 
maintain a decent quality of care. 

Note that the following examples are meant to show a wide variety of pos-
sibilities and is not meant to be ither exhaustive or represent priorities for 
TB REACH.

• Syndromic screening and management for TB, Asthma and COPD in 
primary care settings

COPD is a major cause of illness and mortality particularly in LMICs18. 
Although it is preventable and treatable, people with COPD are often di-
agnosed late in disease if ever or remain undiagnosed and do not receive 
appropriate care20. Apart from increased mortality and high morbidity, 
COPD also results in significant socio-economic burden in LMICs due 
to its impact on work productivity20. In LMIC settings, the most com-
mon risk factors for COPD include smoking for men and household 
air pollution especially from biomass fuels in women and are more 
prevalent among the poor18. Asthma is the most common CRD global-
ly, affecting close to 300million people32. While asthma morbidity and 
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mortality is largely preventable, LMICs contribute 96% of asthma related 
deaths and 84% of disability adjusted life years (DALYs)33. In addition to 
the poor health status, social consequences such as missed school and 
economic consequences lead to societal inequalities among the poor33. 
Both COPD and asthma may present with similar symptoms to TB at 
community screening events or at primary care facilities.

Incorporating spirometry at these entry points can improve the detec-
tion and linkage to care for affected people, after ruling out TB. Spi-
rometry use by frontline health care workers is feasible with appro-
priate training 31. Additionally using validated questionnaires or even 
enhanced diagnostic symptomatic checklists that evaluate symptoms 
and risk factors is a cost-effective strategy that can identify people with 
COPD and asthma and save costs for those affected21,34. 

• TB, Lung Cancer, and the use of Artificial Intelligence (AI)

Lung cancer is the leading cause of all cancer deaths worldwide, con-
tributing to 18% of all cancer deaths in 202035. Early diagnosis and treat-
ment of lung cancer can improve outcomes while delayed diagnosis 
can result in poorer survival35. However, lung cancer is often asymp-
tomatic until later stages and can be difficult to diagnosis in the pres-
ence of other co-existing respiratory diseases. In LMICs there are gaps 
in screening and detection due to lack of resources and technical ca-
pacity36.

CXRs are being increasingly used as an initial screening tool for TB giv-
en their high sensitivity37. But the CXR is an incredibly useful tool to 
identify other lung conditions as part of an integrated screening pro-
cesses. Furthermore, using artificial intelligence (AI) to read CXR pro-
vides an opportunity to screen for multiple lung conditions such as 
TB, nodules, and other lung diseases, where human readers might not 
be available or could take a long time to provide a thorough reading. 
Follow-up confirmatory testing would then be required for linkages to 
care. Additionally, AI tools can scan large numbers of images in a short 
time. Primary care clinics conducting routine health screenings or mo-
bile vans conducting ACF can leverage AI-CXR to screen for additional 
lung conditions38.

• TB, silica exposure and silicosis 

The risk of tuberculosis (TB) and silica exposure and silicosis among 
miners, particularly those involved in hard rock mining is high39,40.  Ex-
posure to silica dust associated with poorly ventilated working areas in-
creases the risk of developing and transmitting TB39,40. Although lung 
damage due to silicosis is irreversible, health promotion interventions 
such as use of personal protective equipment, PPE, smoking cessation, 
and dust control when implemented can prevent further lung damage 



TB REACH WAVE 11  |  TECHNICAL INFORMATION |   12   |

and slow down the progression of disease. Wave 11 proposals could in-
corporate TB screening using chest X rays combined with spirometry 
to improve the detection of TB, and facilitate linkage to TB treatment, 
TPT or care for other CRDs. Similar interventions can be carried out for 
people exposed to indoor house pollution.

• TB, Lung health and cigarette smoking 

Smoking increases susceptibility to TB infection, progression and sever-
ity of TB disease and can adversely affect the TB treatment outcomes41. 
This is true for other respiratory conditions including CRDs and lung 
cancer. Many countries have tobacco control programs, but this may 
not be routinely integrated with TB and chest clinics, particularly at pri-
mary level. Screening of TB and CRDs among smokers with a cough 
can facilitate early detection and care. Conversely, smoking cessation 
can reduce the severity of symptoms and slow disease progression for 
people with TB and CRDs. People with TB who smoke also have poor 
treatment outcomes and are less likely to adhere to treatment. Wave 11 
proposals could consider both smoking cessation and prevention in-
terventions to complement care for people with TB and CRDs and the 
affected communities. 

• TB, Respiratory health and antimicrobial resistance (AMR)

Acute  respiratory infections (ARIs) account for majority of antibiotic 
use in primary care settings42. Whereas majority of these  are viral and 
self-limiting, simple ARIs are often overtreated with antibiotics, contrib-
uting to the global risk of antimicrobial resistance43. Inappropriate anti-
biotic use is an important contributor to antibiotic  resistance , and can 
also result from incorrect diagnosis or in some cases the unavailability 
of appropriate antibiotics 43. PAL interventions implemented at the pri-
mary care level demonstrated improved quality of care and a reduction 
in antibiotic prescriptions23,26. Interventions that ensure accurate diag-
nosis and appropriate treatment for TB and other respiratory illnesses 
can contribute to inappropriate antibiotic use and consequently lower 
the risk of antimicrobial resistance. Proposals that engage prescribers, 
particularly private providers could also track the prescribing habits in-
cluding the availability and the local use of pre-selected tracer antibiot-
ics and provide an insight into the use of antibiotics in the context of TB 
and chest clinics, and risk factors for antimicrobial resistance.



Gender responsive interventions

Gender plays a crucial role in the likelihood of developing TB disease, seek-
ing and engaging with care, and affects treatment outcomes44. Men have a 
higher burden of TB and are more likely to be missed by active case finding 
strategies8,45. Lifestyle factors including smoking, alcohol consumption 
and socialization in crowd settings predispose men to a higher risk of TB 
exposure and transmission. Other factors such as occupational exposure 
e.g mining, incarceration and incarceration also affect men. Moreover the 
understanding the role of ‘masculinity’ contributes to delayed health seek-
ing among men and can pose a barrier to care 46. Women on the other 
hand have gendered vulnerabilities that are often exacerbated by other in-
tersecting factors in the society such as education, age, religion, ethnicity 
among other others. Women face barriers accessing care due to economic 
reasons and suffer more adverse social consequences of TB47. Women face 
specific TB associated risks including higher HIV prevalence, higher rates 
of malnutrition and related to their role as caregivers both at home and as 
part of the health workforce48,49. Their lower socio-economic status may 
contribute to delays in seeking care and which has a deleterious effect on 
their health, adverse impact on their children and families, as well as pre-
disposes them to more stigma and discrimination48,49.  There is growing 
evidence showing the   impact and worse outcomes of TB among people 
with non-binary identities. 

Similar risk factors apply to CRDs, with both genders facing challenges in-
fluenced by societal gender norms. For instance, in LMICs, both men and 
women are witnessing a rise in COPD due to exposure to risk factors. While 
men are more exposed to silicosis due to occupations like mining, wom-
en encounter indoor air pollutants in their homes. Men might postpone 
health check-ups because of their jobs or reluctance to visit overcrowded 
PHCs that cater more to women and children. Conversely, women might 
struggle to afford care, especially for CRDs that are costlier to treat.

Wave 11 applicants must explore contextual epidemiological and societal 
aspects of TB disease and the arising gender-related inequalities. All TB 
REACH applications should investigate the influence of gender on access 
to TB diagnosis, and care. Proposals should clearly illustrate how the sug-
gested interventions plan to overcome these barriers. 
Some examples are listed below, and applicants are asked to explore more 
contextually relevant interventions:



• Establishing gender-sensitive spaces in communities and medical fa-
cilities can boost their usage by men, women, and non-binary individ-
uals, ensuring they feel safe when seeking care.

• Incorporating TB care into primary care settings, such as women’s re-
productive clinics and male-specific clinics, can guarantee access for 
all genders, reducing missed TB diagnosis opportunities and improv-
ing linkage to care.

• NTPs already disaggregate TB data by age and gender. All proposals 
should use local data to help ensure no group or population is missed 
by their interventions due to challenges like limited access, stigma 
among others. This approach will also be applied to other comorbidities 
included in the projects.

Empowering women and girls

In many settings women, particularly young women, and girls, also make 
up a larger proportion of the world’s extreme poor and are more vulner-
able to social and economic inequalities50. TB REACH projects through 
a previous call (Wave 7) supported by Global Affairs Canada worked with 
community organizations to successfully bring focus to women’s empow-
erment49. TB REACH projects will continue to further explore ways of sup-
porting women and girls through the interventions. 

Successful applicants invited for Stage 2 proposal submission will be asked 
to demonstrate how they plan to empower women working within their 
organizations and in the communities they work in. 

Conclusion

The uptake, sustainability, and scale-up of successful 
TB REACH piloted interventions by Ministries 
of Health (MOH), Global Fund, or other local or 

international donors remains a priority. Applicants 
are advised to refer to the Wave 11 concept note for 
further information on engaging with in country 

stakeholders to maximize and promote the uptake of 
successful projects into other funding streams.

Additionally, results and lessons-learned from this 
Wave will be documented and disseminated to inform 

national or global policies.
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