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Objective To assess the effectiveness of a community-based tuberculosis and leprosy intervention in which village health teams and health
workers conduct door-to-door tuberculosis screening, targeted screenings and contact tracing.

Methods We conducted a before-and-after implementation study in Uganda to assess the effectiveness of the community tuberculosis
intervention by looking at reach, outputs, adoption and effectiveness of the intervention. Campaign 1 was conducted in March 2022 and
campaign 2 in September 2022. We calculated percentages of targets achieved and compared case notification rates during the intervention
with corresponding quarters in the previous year. We also assessed the leprosy screening.

Findings Over 5 days, campaign 1 screened 1289213 people (2.9% of the general population), of whom 179144 (13.9%) fulfilled the
presumptive tuberculosis criteria, and 4043 (2.3%) were diagnosed with bacteriologically-confirmed tuberculosis; 3710 (91.8%) individuals
were linked to care. In campaign 2, 5 134 056 people (11.6% of the general population) were screened, detecting 428 444 (8.3%) presumptive
tuberculosis patients and 8121 (1.9%) bacteriologically-confirmed tuberculosis patients; 5942 individuals (87.1%) were linked to care. The
case notification rate increased from 48.1 to 59.5 per 100000 population in campaign 1, with a case notification rate ratio of 1.24 (95%
confidence interval, Cl: 1.22-1.26). In campaign 2, the case notification rate increased from 45.0 to 71.6 per 100000 population, with a case
notification rate ratio of 1.59 (95% Cl: 1.56—1.62). Of the 176 patients identified with leprosy, 137 (77.8%) initiated treatment.

Conclusion This community tuberculosis screening initiative is effective. However, continuous monitoring and adaptations are needed to
overcome context-specific implementation challenges.

Abstracts in B H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Tuberculosis remains one of the leading causes of death
worldwide." In 2022, approximately 10.6 million people fell
sick with tuberculosis globally, with most cases occurring in
South-East Asia (45%) and African (23%) regions.' Various
national tuberculosis programmes have relied on passive
case finding to find tuberculosis cases, but this can lead to
high rates of delayed or missed (undiagnosed or unreported)
cases.”™ Active case finding in the community has emerged
as a more effective approach, as it detects tuberculosis at early
stages of disease and has the potential to be cost effective
among populations with a high burden of tuberculosis.*” For
example, in Ethiopia a case finding intervention that consisted
of advocacy, training, stakeholder engagement and active case
finding by health extension workers led to an increase in both
case notification and treatment success.® Similar interventions
have demonstrated feasibility, acceptability and impact in ad-
dressing tuberculosis epidemiology; these have led to reduced
tuberculosis prevalence, increased notifications, and improved
treatment outcomes.” "'

Uganda is a country with a high tuberculosis burden;
its incidence has remained fairly constant over the years
at around 198 cases per 100000 population per year, with
a high proportion of missed tuberculosis cases.'” The case
notification rate had been declining until 2018, at which
point the national tuberculosis programme implemented
active case finding strategies. Case notifications subse-

quently improved but, during the coronavirus disease 2019
(COVID-19) pandemic, notifications declined by 7.5%
(dropping from 65857 cases in 2019 to 60 887 in 2020).">"

To address the issue of missed tuberculosis cases in
Uganda, in 2022, its national tuberculosis programme
embarked on a new country-wide, community-based,
active case finding campaign dubbed CAST TB, with the
focus on community awareness, screening, testing, preven-
tion, and treatment to end tuberculosis (hereafter called
the community tuberculosis campaign or intervention).
The aim of this community tuberculosis campaign was
to (i) empower communities to confront tuberculosis;
(ii) expand service coverage; and (iii) accelerate progress
towards the targets of the End TB Strategy."” The objectives
were to improve tuberculosis case identification, manage-
ment and prevention.

The community tuberculosis campaign in this study
also incorporated screening for leprosy. Subsequent
rounds which offer tuberculosis, leprosy, HIV, malaria,
malnutrition, antenatal care for pregnant mothers, immu-
nization, and COVID-19 services at the community level
have been dubbed CAST+. The analysis presented here is
limited to the evaluation of campaign 1 and campaign 2
which had a similar scope of diseases (tuberculosis and
leprosy).

In this article we present an effectiveness evaluation
of two of such community tuberculosis campaigns held
in 2022.
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Methods
Study design

We conducted a quasi-experimental
before-and-after study using the RE-
AIM framework’¢ to assess the reach,
outputs, adoption and effectiveness of
the community tuberculosis interven-
tion.

We calculated each as the percent-
age of achievements compared to set
targets. We used four outputs. These
outputs were the number of people
who were: (i) screened during the
campaign; (ii) identified as presumptive
tuberculosis patients; (iii) identified
with bacteriologically-confirmed tu-
berculosis and had initiated treatment;
and (iv) contacts assessed and initiated
on tuberculosis preventive therapy. We
measured adoption by the number of
districts and implementing partners
that embraced the community tubercu-
losis intervention, and their willingness
to integrate it into routine case-finding
practices across the country.

To determine effectiveness (im-
pact), we conducted a cross-sectional
analysis of bacteriologically-confirmed
tuberculosis case notification before
(control) and after the community
tuberculosis intervention was imple-
mented. For campaign 1 in March 2022,
we compared tuberculosis case notifica-
tions in the first and second quarters of
2022 with those from the corresponding
quarters in 2021 (control). For cam-
paign 2 (September 2022), we compared
tuberculosis case notifications in the
third and fourth quarters of 2022 with
those from the corresponding quar-
ters in 2021 (control). This approach
accounts for delayed notifications of
tuberculosis cases identified during the
intervention month at the end of each
quarter, which may only be officially
reported in the subsequent quarter.

Setting

Administratively, Uganda’s 146 districts
are divided into 15 health regions. There
is regional variation in tuberculosis
incidence and notification; the highest
case notification rates are in the Kar-
amoja region."

Uganda's decentralized health
system is structured with national
and regional referral hospitals at the
top. These hospitals support general
(district) hospitals and health centres
(ranging from levels II to IV) and, at

the community level, village health
teams. Around 1700 of the 6937 public
and private facilities are tuberculosis
diagnostic and treatment units.

Intervention description

The community tuberculosis campaign
is a biannual, national, community-
based, active tuberculosis case-finding
initiative which is implemented in
March and September of each year. Key
components include community mo-
bilization and sensitization; voluntary
symptom screening for tuberculosis and
testing of presumed individuals for tu-
berculosis using GeneXpert® (Cepheid,
California, United States of America);
and linkage to care for those with a con-
firmed tuberculosis diagnosis. Contacts
of peopled diagnosed with tuberculosis
are identified and assessed for preventive
tuberculosis therapy.

National and district-level planning
meetings were held before any activity
on the intervention, while mass media
was used to raise community awareness.

The tuberculosis programme held
a one-day meeting before campaign
implementation to orientate village
health teams and primary health work-
ers on the package. The programme
then assigned each village with a village
health team member to operate within
their own communities; on average, each
member was responsible for visiting
7-15 households per day.

At the start of implementation of
the intervention, village health teams in-
troduced themselves and the campaign
to household members and requested
verbal consent to conduct tuberculosis
sensitization and screening. They were
equipped with an educational flipchart
and one-pager flyers containing basic
tuberculosis and leprosy messages,
translated into local languages. Every
household visited received a flyer.

Village health teams used symptom
screening to identify presumptive tu-
berculosis patients regardless of human
immunodeficiency virus (HIV) status:
persons with a cough for two weeks
or more, or persistent fever, or exces-
sive night sweats or weight loss were
identified as presumptive tuberculosis
patients.

Village health teams were associ-
ated with a tuberculosis diagnostic and
treatment unit (hereafter also referred
to as “facility”); health workers from
these facilities performed contact
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investigations, targeted screenings in
hotspots, tuberculosis diagnosis and
treatment initiation.

For contact investigation, health
workers first identified index tuber-
culosis patients whose contacts had
not yet been evaluated. They then
scheduled appointments with con-
tacts and assessed them for tubercu-
losis and, where relevant, eligibility
for tuberculosis preventive therapy.

Health workers used their facility
data to assign hotspots (i.e. areas with
the most people with tuberculosis)
for targeted community screening.
Health workers then coordinated
with community leaders for conve-
nient screening times and locations.

All sputum samples collected
during screening were analysed using
GeneXpert®. Information on con-
firmed tuberculosis patients was then
sent to the facility by a phone call or
short message service; the facility in
turn relayed the information to the
village health teams to link confirmed
individuals to treatment at the near-
est facility.

Village health team members
were given a daily basic allowance
of 10000 Ugandan shillings (around
2.7 United States dollars, [US$]); each
health worker received a daily al-
lowance of 12000 Ugandan shillings
(around US$ 3.2) and a transport
refund of 30000 Ugandan shillings
(around US$ 7.9).

The community campaign also
incorporated screening for leprosy.
The village health teams were sensi-
tized on identifying leprosy lesions,
and individuals presumed to have
leprosy were referred to the health
facilities for appropriate evaluation
and treatment.

Implementation process

Campaign 1 and campaign 2 were
implemented for 5 days in March
and September 2022, respectively.
Regions and districts were at liberty
to choose a week during March and
September 2022 to implement the
campaign.

The community tuberculosis
intervention was implemented in
seven key steps (Fig. 1). Throughout
the campaign, national, district and
implementing partner staff provided
technical assistance to ensure qual-
ity assurance for both facility- and
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Fig. 1. Implementation steps for the community tuberculosis campaign, Uganda,

2021-2022
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community-level interventions.
Participants did not incur any costs.

Variables

The primary outcome of our analysis
was the number of tuberculosis cases
notified. This was defined as the num-
ber of bacteriologically-confirmed
tuberculosis patients diagnosed and
notified within the national surveil-
lance system in a quarter.

Data sources

During the campaign, village health
teams used printed forms of the
Community TB Sensitization and
Screening Register to capture basic
information; data were then manu-
ally transferred to facility registers.
Health workers tallied the specified
indicators used to compile facility-level
summary reports. Reports were then
submitted to the district tuberculosis
and leprosy supervisor, verified, and
entered into an online system from
DEFEAT TB (Kampala, Uganda), by
health information assistants and the
district biostatistician. The platform
has been set up for the tuberculosis
programme and partners to monitor
and coordinate efforts directed towards
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defeating tuberculosis in Uganda. The
quarterly numbers of tuberculosis
patients notified were obtained using
District Health Information Software
2 (University of Oslo, Oslo, Norway).
We obtained outputs from campaign
records such as attendance lists.

Statistical analysis

We summarized the four outputs of
each campaign both nationally and by
Uganda’s 15 health regions.

We compared the total number of
bacteriologically-confirmed tuberculo-
sis patients notified and the case notifi-
cation rate during the eligible commu-
nity tuberculosis campaign quarters of
the previous year (before the campaign)
with that of the corresponding eligible
quarters during the campaign. Tallies
of specified tuberculosis and leprosy
indicators from the online system are
presented in text, tables and figures.

We used the Stata csi command
(StataCorp, College Station, USA) to es-
timate the case notification rate and case
notification rate ratio from the number
of tuberculosis cases notified in each
period based on projected populations.

We also compared tuberculosis no-
tifications during the quarters that the
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intervention took place in participating
districts with notifications for corre-
sponding quarters in non-participating
(control) districts (further information
is available in the authors’ online reposi-
tory)."” Again, we used the csi command
to estimate the case notification rates
and rate ratios. We present our results
according to the reporting guidelines
for implementation and operational
research.'

Ethical considerations

Ethical approval for the study was ob-
tained from Mengo Hospital Research
Ethics Committee (MH-2023-30).
Screening, testing and treatment for tu-
berculosis and the provision of tubercu-
losis preventive therapy to community
members was voluntary.

Results

We present the targets and achieve-
ments of the two campaign cycles in
Table 1. In campaign 1, 111 out of
146 districts (76%) conducted district
planning and orientation meetings. A
total of 643 of all 1700 diagnostic and
treatment units in the country (37.8%)
trained and orientated village health
teams. Campaign 1 screened a total of
1289213/44 212 800 people (2.9% of the
Ugandan population), while campaign 2
screened 5134 056 people (11.6% of the
Ugandan population).

Of the 1289213 screened in cam-
paign 1, a total of 179 144 (13.9%) were
identified as presumptive tuberculo-
sis patients. The proportion of those
screened that were identified as pre-
sumptive tuberculosis patients differed
by region; this proportion was highest
in Bukedi (2703 out of 6955; 38.9%) and
lowest in the West Nile region (7161 out
0f 106 216; 6.7%). Of all the presumptive
tuberculosis cases in campaign 1, 4043
people (2.3%) were diagnosed with
bacteriologically-confirmed tuberculo-
sis. By region, Bunyoro had the highest
proportion (451 out of 4821; 9.4%)
of presumptive tuberculosis patients
diagnosed with tuberculosis. Of the
total of 4043 people whose diagnosis
of tuberculosis was confirmed, 3710
(91.8%) initiated treatment. Five regions
had treatment initiation rates below
90% (Ankole, Karamoja, Kigezi, Teso
and West Nile) with losses-to-follow-
up before treatment that ranged from
17.4% to 38.0% (100% minus percentage
initiating treatment), while three regions
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(Bunyoro, North Central and Tooro) re-
ported higher proportions of individuals
who initiated tuberculosis treatment
during the campaigns. In campaign 1,
8024 people received tuberculosis pre-
ventive therapy (Table 2).

In campaign 2, all 146 districts
(100%) and 1608 of 1700 (94.6%) diag-
nostic and treatment units conducted
relevant orientation meetings. A total of
71564 village health teams participated
in campaign 2, screening an average of
30 households per village health team
(Table 1).

Out of the 5134056 people screened
in campaign 2, 428 444 (8.3%) were
identified as presumptive tuberculosis
patients and of these, 7144 (1.7%) were
confirmed with tuberculosis (Table 2).
By region, the proportion of presump-
tive tuberculosis patients among the
screened population ranged from 3.3%
to 18.7%. Of those diagnosed with tuber-
culosis, 5942 individuals (83.2%) were
started on treatment. The treatment ini-
tiation rates in different regions ranged
from 57.3% to 99.5%. During campaign
2, 23547 people received tuberculosis
preventive therapy.

Compared to hotspot screening and
contact tracing, more cases were identi-
fied from the door-to-door screening
(3410 for campaign 1 and 5969 cases
for campaign 2), with village health
teams visiting 615438 households in
campaign 1, and 2174595 households
in campaign 2.

Of the 134595 sputum samples
collected during campaign 1, 117975
(87.7%) were analysed; while of the
297532 samples collected during cam-
paign 2, 225813 (75.9%) were analysed.

Campaign 1 identified 39 patients
with leprosy of whom 22 (56.4%)
initiated treatment; while campaign 2
identified 137 patients of whom 115
(83.9%) initiated treatment (further
information is available in the authors’
online repository)."”

Intervention impact

In Fig. 2, we show maps of case notifica-
tion rates by region before and during
community tuberculosis campaign 1 and
campaign 2.

In our before-and-after analysis,
improvements in case notification rates
with campaign implementation were
observed for both campaign cycles 1 and
2. For campaign 1, the case notification
rate increased from 48.1 per 100000
population before the campaign to 59.5
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Table 1. Pre-implementation targets and

reach, by campaign cycles, Uganda,

2021-2022

Step Campaign 1 (Mar 2022) Campaign 2 (Sep 2022)
Targets,no.  Reach, no. (%) Targets,no.  Reach, no. (%)

National planning 1 1(100.0) 1 1(100.0)

meetings

District planning 146 111 (76.0) 146 146 (100.0)

and orientation

meetings

Planning and 1700 643 (37.8) 1700 1608 (94.6)

orientation

meetings by

tuberculosis

diagnostic and

treatment unit

Individual 44212800 1289213 (2.9) 44212800 5134056 (11.6)

screenings

Districts implementing the campaign, by region

Acholi 9 5 (55.6) 9 9(100.0)

Ankole 13 9(69.2) 13 13 (100.0)

Bugisu 10 2 (20.0) 10 10 (100.0)

Bukedi 7 4(57.1) 7 7 (100.0)

Bunyoro 9 9(100.0) 9 9(100.0)

Busoga 12 11(91.7) 12 12 (100.0)

Kampala 1 1(100.0) 1 1(100.0)

Karamoja 9 9(100.0) 9 9(100.0)

Kigezi 6 6 (100.0) 6 6 (100.0)

Lango 10 10 (100.0) 10 10 (100.0)

North Central 12 10 (83.3) 12 12 (100.0)

South Central 14 11 (78.6) 14 14(100.0)

Teso 11 12 (109.1) 11 11(100.0)

Tooro 10 5(50.0) 10 10 (100.0)

West Nile 13 13 (100.0) 13 13 (100.0)

Total 146 117 (80.1) 146 146 (100.0)

per 100000 during the campaign (Ta-
ble 3); the case notification rate ratio was
1.24 (95% CI: 1.22-1.26). For campaign
2, the case notification rate increased
from 45.0 per 100000 population to
71.6 per 100000; the case notification
rate ratio was 1.59 (95% CI: 1.56-1.62).

In an inter-district comparison for
campaign 1, districts that implemented
the intervention had a higher case no-
tification rate than districts that did not
implement a campaign, at 51.6 and 49.0
per 100000 population, respectively."”
The case notification rate ratio was 1.05
(95% CI: 1.01-1.10).

Discussion

We set out to evaluate the impact of ex-
pansive community tuberculosis screen-
ing in two community tuberculosis
campaigns. Both campaigns successfully
reached a substantial percentage of the
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targeted populations. Overall, both cam-
paigns identified a notable proportion of
individuals with presumed tuberculosis
(13.9% and 8.3%, respectively), although
there were some regional variations; in
the absence of the intervention, such
community members might not have
sought care for their symptoms. Cam-
paign 1 and 2 also resulted in increased
case notification rates for bacteriologi-
cally-confirmed tuberculosis.
According to current World Health
Organization guidelines, systematic
screening for tuberculosis at the popu-
lation level is recommended in areas
where the tuberculosis prevalence is
at least 5000 cases per 100000 popu-
lation."” As it allows for intermittent
community screening, the commu-
nity tuberculosis campaign used in this
study offers an alternative approach for
high-burden countries that do not meet
the threshold for systematic screening.
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is vital to mitigate various provider and
patient factors that influence losses.”
Notably, tuberculosis diagnostic and
treatment units received overwhelming
sample volumes that exceeded their pro-
cessing capacity despite continuous ma-
chine operation. Recurrent breakdowns
of GeneXpert® machines or cartridge
shortages prompted the redistribution
of samples to alternative GeneXpert®
sites for analysis and, in some regions

like West Nile, necessitated staggered
implementation of the campaign.

Our study has some limitations.
First, we did not assess the treatment
outcomes of the tuberculosis patients
diagnosed during the intervention. Sec-
ond, we also did not assess the economic
and social benefits of the community
tuberculosis intervention to families
and households, and did not assess the
impact of the intervention on tuberculo-
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sis epidemiology in communities. Third,
analysis of data by age group and gender
was not performed as data were not col-
lected in a case-based format; this lim-
ited extended disaggregated analysis. We
recommend that future studies prioritize
these aspects for investigation. Further
studies will evaluate the feasibility and
cost-effectiveness of the intervention.
In conclusion, our study highlights
the potential of community-based

Fig. 2. Tuberculosis case notification rates before and during two community campaigns, Uganda, 2021-2022
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Table 3. Comparison of bacteriologically-confirmed tuberculosis case notifications (case notification rates), by campaign cycle overall
and region before and after the intervention, Uganda, 2021-2022

Region Population Campaign 1 Campaign 2
No. of cases (case notificationrate)*  Case notification No. of cases (case notification Case notification
rate ratio (95% C1)° rate)? rate ratio (95%
Before During Before During a
Acholi 1474300 1247 (84.6) 1299 (88.1) 1.04 (0.96-1.13) 1073 (72.8) 1794 (121.7)  1.67 (1.55-1.80)
Ankole 4072500 1504 (36.9) 1985 (48.7) 1.32(1.23-141) 1160 (28.5) 2328(57.2) 2.01(1.87-2.15)
Bugisu 1536700 883 (57.5) 1168 (76.0) 132 (1.21-1.44) 847 (55.1) 1405(914) 166 (1.52-1.81)
Bukedi 2714100 728 (26.8) 873 (32.2) 1.20 (1.09-1.32) 729 (26.9) 1143 (42.7) 1.57 (1.43-1.72)
Bunyoro 2885500 1186 (41.1) 1561 (54.1) 1.32(1.22-142) 1374 (47.6) 2083 (72.2) 1.52(1.42-1.62)
Busoga 4866100 1595 (32.8) 2188 (45.0) 1.37 (1.29-1.46) 1492 (30.7) 2749 (56.5) 1.84 (1.73-1.96)
Kampala 1738600 1842 (105.9) 2142(123.2) 1.16 (1.09-1.24) 1679 (96.6) 2214(1273)  1.32(1.24-1.40)
Karamoja 1245600 1087 (87.3) 1315(105.6) 1.21(1.12-1.31) 1174 (94.3) 1679 (134.8) 143 (1.33-1.54)
Kigezi 899600 498 (55.4) 649 (72.1) 1.30 (1.16-1.46) 527 (58.6) 817 (90.8) 1.55(1.39-1.73)
Lango 2583100 1818 (70.4) 2259 (87.5) 124 (1.17-1 32) 1577 (61.1) 2226 (86.2) 141 (1.32-1.51)
North 7928000 2297 (29.0) 2706 (34.1) 8(1.11-1.25) 3(26.7) 3297 (416) 56 (1.48-1.65)
Central
South 2686500  2626(97.7) 3127 (1164)  1.19(1.13-1.25) 2400 (89.3) 3402(1266) 142 (135-149)
Central
Teso 2607000 577 (22.1) 967 (37.1) 1.68 (1.51-1.86) 726 (27.8) 1197 (45.9) 1.65 (1.50-1.81)
Tooro 3366700 1821 (54.1) 2462 (73.1) 1.35(1.27-1.44) 1652 (49.1) 3038(90.2) 1.84 (1.73-1.95)
West Nile 3608500 1540 (42.7) 1592 (44.1) 1.03 (0.96-1.11) 1381(383) 2306 (63.9) 1.67 (1.56-1.78)
Overall 44212800 21249 (48.1) 26293 (59.5) 1.24(1.22-1.26) 19904 (45.0) 31678(71.6) 1.59(1.56-1.62)

¢ Per 100000 population.
b Considering 2021 as baseline.
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Résumé

Dépistage, analyse et prise en charge de la tuberculose au niveau communautaire en Ouganda

Objectif Evaluer I'efficacité d'une intervention de lutte contre la
tuberculose et la lepre au niveau communautaire, dans le cadre de
laquelle des équipes et agents de santé du village effectuent un
dépistage en porte-a-porte, des analyses ciblées et un suivi des contacts.
Méthodes Nous avons mené une étude en Ouganda, avant et apres la
mise en ceuvre, afin de mesurer les performances de cette intervention
communautaire en examinant sa portée, ses résultats, son adoption
et son efficacité. La campagne 1 s'est déroulée en mars 2022 et la
campagne 2 en septembre 2022. Nous avons calculé les pourcentages
d'objectifs atteints et comparé le taux de signalement des cas durant
l'intervention avec les trimestres correspondants de I'année précédente.
Nous avons également évalué le dépistage de la lepre.

Résultats En I'espace de cing jours, la campagne 1 a passé en revue 1
289 213 personnes (2,9% de la population générale); parmi elles, 179
144 (13,9%) remplissaient les criteres d'une tuberculose présumée,
4043 (2,3%) ont recu un diagnostic de tuberculose avec confirmation
bactériologique et 3710 (91,8%) ont fait I'objet d'un suivi médical.

Lors de la campagne 2, 5 134 056 personnes (11,6% de la population
générale) ont fait lobjet d'un dépistage; 428 444 (8,3%) cas présumés
de tuberculose ont été détectés et 8121 (1,9%) d'entre eux ont recu
une confirmation bactériologique, tandis que 5942 individus (87,1%)
ont fait l'objet d'un suivi médical. De son c6té, le taux de signalement
des cas a augmenté, passant de 48,1 a 59,5 par 100 000 habitants
durant la campagne 1, ce qui équivaut a un rapport de taux de 1,24
(intervalle de confiance (IC) de 95%: 1,22-1,26). Et durant la campagne
2, le taux de signalement des cas a progressé de 45,0 a 71,6 par 100 000
habitants, avec un rapport de taux de 1,59 (IC de 95%: 1,56-1,62). Sur
les 176 patients caractérisés par un diagnostic de lepre, 137 (77,8%) ont
entamé un traitement.

Conclusion Cette initiative de dépistage communautaire s'est révélée
efficace. Il est cependant nécessaire d'exercer une surveillance continue
et de procéder a des adaptations pour surmonter les difficultés de mise
en ceuvre lies au contexte.

Peslome

CKPVHWHT, AnarHoctuka u neyeHue tybepkynesa B o6wmnHax, YraHga

Uenb OueHnTb 3dHEKTUBHOCT BMELIATENBCTBA MO 6opbbe C
TybepKyne3om v Nemnpoii Mo MecTy XUTeNbCTBA, B PaMKax KOTOPOro
cenbckme bpuradbl MeAVLIMHCKOM NMOMOLLY VI MeANKO-CAHUTAPHbIE
PabOTHVKI NPOBOASAT CKPUHUHT Ha Ty6epKyes Ha AoMy, Lienesble
CKPUHWHIA 11 OTCIEXMBAHNE KOHTAKTOB.

MeTtopabl [1na oueHKn 3bdeKTVBHOCTI BMelaTenbCcTea No 6opbbe
C TybepKyne3om Ha ypoBHe obLLUMH Obl10 NpoBeeHO NCCrefoBaHe
peann3auum NpoekTa «4o 1 nocie» B YraHae, B Xofe KOToporo

M3y4yanucb OXBaT, pe3ynbTaThl, BHeApeHMe 1 dOOEKTUBHOCTb
BMelaTenbCcTea. Kamnanua 1 6bina nposedeHa B MapTe 2022 roaa,
KamnaHna 2 — B ceHTsbpe 2022 rofa. bbino NoacyYMTaHo NpoLieHTHoe
COOTHOLWEHMEe AOCTUMHYTHIX LieNel, a TakKe NPOBEAEHO CPaBHeHe
nokasatenei ysefoMIeHMIN O Clydaax 3abonesaHna B neprom
BMeLLATeNbCTBA C COOTBETCTBYIOLMMI NOKa3aTeNamm 3a KBapTasbl
npeabigyulero rofa. Takke Oblna NposefeHa oLeHKa CKPUHKHM
Ha nenpy.
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Pesynbratbl 3a 5 Hell B paMKax KamnaHuu 1 6bino obcnefosaHo
1289 213 yenosek (2,9% oT 00WEen YNCNEHHOCTN HacenexHns),
M3 KOTopbiX 179 144 (13,9%) COOTBETCTBOBANM KPUTEPUAM
NpeanonoXUTENbHOrO 3aboneBaHna Tybepkynesom, y 4043 (2,3%)
6bI1 AMArHOCTMPOBAH OAKTEPUONOrMYECKH NOATBEPKAEHHbI
TybepKynes, a 3710 yenosek (91,8%) 6binv HanpasneHs! Ha eyeHve.
B xoge kamnaHwu 2 6bino obcnegosaHo 5 134 056 yenosek (11,6%
OT O6LeN YMCNEeHHOCTW HaceneHusa), BbiasneHo 428 444 (8,3%)
npeanonoxnTensHo 6onbHbIX Tybepkynesom v 8121 (1,9%)
HakTepUoNorMueck/ NOATBEPKAEHHDIA OONbHOW TyOepKynesom,
5942 yenoseka (87,1%) ObinM HanpasneHbl Ha neyerwve. B xone
KamnaHuy 1 nokasaTesnb 3aboneBaemMoCTv yBenuumnca ¢ 48,1 o 59,5

Stavia Turyahabwe et al.

Ha 100 000 HaceneHwud, Npv 3TOM MoKasaTeSlb PerncTpupyemon
3abonesaemoctn coctasun 1,24 (AeBAHOCTONATUMPOLEHTHbI
foBepuUTenbHbIV MHTepBas, 95%-1 [IV1: 1,22-1,26). B xone kamnaHmm 2
4yacToTa BblABNEHMA CiyyaeB yBenuuyunaco ¢ 45,0 no 71,6 Ha
100 000 HaceneHuna, Npu 3TOM MoKasateslb PerncTpnupyemon
3aboneBaemocTu cocTasun 1,59 (95%-n W: 1,56-1,62). 137 (77,8%)
13 176 nauneHToB, y KOTOPbIX Gbina obHapy»KeHa nenpa, Havyanu
nevyeHve.

BbiBOA STa MHMLMATVIBA MO NPOBEAEHMIO CKPUHMHIA Ha TybepKyne3
B 0bLMHax ABnAeTca abdekTBHON. OnHako AN peleHns npobnem
peanu3aumm B KOHKPETHbBIX YCIIOBUAX HEOOXOAMMbI MOCTOAHHDIN
MOHWTOPVIHI 1 afanTalyaA.

Resumen

Deteccion, pruebas y atencion de la tuberculosis a nivel comunitario en Uganda

Objetivo Evaluar la eficacia de una intervencion comunitaria contra la
tuberculosis y la lepra en la que los equipos y los profesionales sanitarios
delos pueblos realizan pruebas de deteccién de la tuberculosis puerta a
puerta, pruebas de deteccion selectivas y rastreo de contactos.
Métodos Se realizo un estudio de implementacién antes y después
en Uganda para evaluar la eficacia de la intervencién comunitaria
contra la tuberculosis mediante el andlisis del alcance, los resultados,
la adopcion v la eficacia de la intervencion. La campafa 1 se llevo a
cabo en marzo de 2022 y la campafa 2 en septiembre de 2022. Se
calcularon los porcentajes de objetivos alcanzados y se compararon las
tasas de notificacion de casos durante la intervencién con los trimestres
correspondientes del afio anteriorAdemas, se evalud la deteccion de
la lepra.

Resultados Durante cinco difas, en la campafa 1, se sometio a
cribado a 1289 213 personas (el 2,9% de la poblacién general), de
las cuales 179 144 (el 13,9%) cumplian los criterios de presuncién de

tuberculosisy a4043 (el 2,3%) se les diagnosticé tuberculosis confirmada
bacteriologicamente; 3710 (el 91,8%) personas recibieron asistencia.
En la campana 2, se sometié a cribado a 5 134 056 personas (11,6%
de la poblacion general), detectandose 428 444 (8,3%) pacientes
con tuberculosis presunta 'y 8121 (1,9%) con tuberculosis confirmada
bacteriolégicamente; 5942 personas (87,1%) recibieron asistencia.
La tasa de notificacion de casos aumenté de 48,1 a 59,5 por 100 000
habitantes en la campafia 1, con una razén de tasa de notificacion
de casos de 1,24 (intervalo de confianza del 95%, IC: 1,22-1,26). En la
campana 2, la tasa de notificacién de casos aumenté de 45,0 a 71,6
por 100 000 habitantes, con una razén de tasa de notificacion de casos
de 1,59 (IC del 95%: 1,56-1,62). De los 176 pacientes identificados con
lepra, 137 (77,8%) iniciaron tratamiento.

Conclusion Esta iniciativa comunitaria de deteccion de la tuberculosis es
eficaz. Sin embargo, se necesita un seguimiento continuoy adaptaciones
para superar los desafios de implementacion especificos del contexto.
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