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Objective To describe the implementation, use and cost of a phone-based tuberculosis case finding and case management intervention
during the coronavirus disease 2019 (COVID-19) pandemic in two regions in the Philippines.

Methods We implemented this phone-based intervention to maintain tuberculosis treatment support, active case finding and contact
investigation efforts in 42 facilities, starting in June 2020. We established a dedicated mobile phone number for each centre and promoted
the intervention on different media platforms. We recruited and trained staff members and provided them with tools for screening and
patient follow-up. We collected data on tuberculosis screening, diagnosis and treatment initiation for this intervention and three comparator
interventions over the same period. We collected data on number and type of calls placed and received. We estimated the additional cost
of this intervention compared to the standard of care.

Findings From October 2020 to September 2021, 14 tuberculosis contact centres, for which complete data were available, identified
43.5% (827/1901) of patients with bacteriologically confirmed tuberculosis enrolled in treatment among all comparator interventions.
These centres managed 6187 calls over the same period. The additional cost of implementing and running the centre for 12 months was
398 United States dollars per facility.

Conclusion The tuberculosis contact centre is a low-technology telehealth intervention which contributed to overall treatment initiation
during the COVID-19 pandemic. Additional work should assess the extent to which the contact centre identifies tuberculosis patients
previously missed by the health system, regardless of the pandemic.

Abstractsin ( ,<, H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

The coronavirus disease 2019 (COVID-19) pandemic has
challenged modern public health practices because the re-
sponse to the pandemic has introduced several health systems
pressures related to economic resources, human resources
and essential service delivery.”” For example, tuberculosis
case finding, treatment initiation and treatment adherence
have been greatly affected during the pandemic.’* The Global
tuberculosis report 2021 reported an 18% reduction in new
tuberculosis diagnoses, from 7.1 million in 2019 to 5.8 million
in 2020, and an increase in tuberculosis deaths among human
immunodeficiency virus negative people, from an estimated
1.2 million deaths in 2019 to 1.3 million in 2020.* While a
decrease in tuberculosis case finding has been observed glob-
ally, the impact of the COVID-19 pandemic on tuberculosis
services has been particularly acute in the Western Pacific
Region.*” In the Philippines, estimates suggest that aggregate
weekly tuberculosis notification decreased by 79% (from 15 to
22 March 2020) after the imposition of travel restrictions, com-
munity quarantine, shifting diagnostic and clinical resources
from tuberculosis to COVID-19 and limited contact tracing of
tuberculosis patients.>® These mitigation strategies also led to
discontinuation of active tuberculosis case finding and reduc-
tion in demand for private providers’ tuberculosis services.>’

In June 2020, the World Health Organization (WHO)
Regional Office for the Western Pacific organized a meeting on
tuberculosis services for representatives from China, Malaysia
and the Philippines. The participants identified priority ac-

tions for restoration of tuberculosis services, including online
consultations for individuals with presumptive tuberculosis,
digital platforms and laboratory connectivity solutions for
rapid results delivery, digital adherence interventions, digital
mechanisms for managing adverse drug reactions and innova-
tive digital health education approaches.’

Interventions to increase the reach of tuberculosis services
in the Philippines have been in place before the pandemic. For
example, in October 2019, the United States Agency for Inter-
national Development (USAID) TB Platforms for Sustainable
Detection, Care and Treatment Project implemented a phone-
based tuberculosis contact centre in a single facility in Marawi
City, the capital city of Lanao del Sur province in Bangsamoro
Autonomous Region. Implementation in this facility was
paused following a polio outbreak in the area that first began
in September 2019 and eventually required the redistribution
of health-care workers to polio outbreak management efforts.*
To mitigate the impact of shifting priorities, constrained re-
sources and limited mobility on tuberculosis services during
the COVID-19 pandemic, we implemented this contact centre
intervention across two regions in the Philipines.>** Here,
we describe the implementation of the centres in health-care
facilities and the contribution of these centres to tuberculosis
case-finding efforts during the COVID-19 pandemic. We
assess indicators throughout the tuberculosis care cascade,
including screening, identification of people with presumptive
tuberculosis, diagnosis and treatment enrolment. In addition,
we present data on use of the centre for services like adherence
support, which includes reporting of adverse drug reactions.
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Fig. 1. Implementation framework of facility-level tuberculosis contact centre,

Philippines, 2020
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Methods
The intervention

The centre is a low-technology phone-
based telehealth intervention which is
based at individual facilities with a tu-
berculosis basic management unit. The
intervention aims to maintain essential
tuberculosis services by leveraging exist-
ing mobile network infrastructure. The
freely accessible phone-based services
focus on contact screening services,
diagnostic results delivery, adherence
and treatment management and adverse
drug reactions, and align to WHO pri-
ority actions for restoring tuberculosis
services and serve as additional points
of contact to the health system.’
Anyone in the facility catchment
area can call the centre during the
opening hours (that is, 5 days a week
from 07:00 to 17:00) for information
on tuberculosis services. Health-care
providers at the centre call tuberculosis
patients receiving services at a centre
facility, close household contacts,
people presumed to have tuberculosis
after screening at the facility, and make
subsequent referral calls. For patients
younger than 18 years, parents or legal
guardians are eligible to use the centre
on behalf of the patient. Awareness
building activities in the communities
surrounding centre facilities — includ-
ing radio advertisement, print media,
billboards and social media - encour-
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age community members to call the
centre.

For individual calls, the provider
records all data on a patient contact
form, which includes demographic
information, reason for the call, notes,
actions taken because of the call, tu-
berculosis symptom screening results,
risk factors for special risk groups and
follow-up steps, including facility refer-
rals. Referrals are also documented on
a call summary log sheet so health-care
workers can track referral completion.
Health workers at the centres call refer-
ral facilities after 5 days to cross-check
whether a patient has arrived and re-
ceived services.

The providers call all contacts
listed on the tuberculosis patient card
for symptom screening. For each call,
the provider notes demographic details
about the contact on a patient contact
form and documents that the call is for
tuberculosis screening. The symptom
screen is conducted during the phone
call. For people who are identified as
having presumptive tuberculosis, the
provider refers patients to nearby facili-
ties and follows up with the patient and
the facility to ensure the referral and
subsequent tuberculosis testing have
been completed. After completion, the
patient contact form is annotated to
document the completed referral.

Patient contact forms and call sum-
mary log sheets are paper based, but the
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nurses at the centre digitally enter data
from the call summary log sheet for
submission to the project in deidenti-
fied, aggregated form. Paper forms are
stored in folders in locked cabinets in
the tuberculosis unit with tuberculosis
registers and are accessible only to the
staff members of the clinic. Summary
data are transferred to and stored in
the project’s secure cloud server and do
not contain any personally identifying
information.

Fig. 1 shows how the centres are
operating and also includes the imple-
mentation steps.

Implementation

In response to COVID-19 community
quarantine enforced on 15 March 2020,
the implementation expanded to 14 fa-
cilities in Region IV-A starting in June
2020 and 28 facilities in Region III start-
ing in August 2020. We selected these
sites purposively, including both rural
health units and city health offices, pri-
oritizing sites with high patient volume,
staff willingness to operate the contact
centre and leadership commitment to
sustain the initiative.

We conducted preparatory steps
at each contact centre before imple-
mentation began. These steps included
establishing a dedicated mobile phone
number for the contact centre at the
facility, promoting the centre using
radio advertisements, print media, bill-
boards and social media, designating
staff members for operation, training
of staff members and recruitment of
sufficient staff members in the facility
for implementation and providing tools
for documenting calls, screening and
patient follow-up. Training included
a 3- to 4-hour online orientation on
initiating and operating the contact
centre. We prioritized staff members
from the tuberculosis clinic for training,
but other cadres including nurses in the
outpatient department could also attend.
To improve the process, the project staff
members regularly observed how the
patients were identified from the tuber-
culosis register, how the calls were made
and how the documentation was done.
Based on this information, post-training
feedback was given a week after the
training session and was subsequently
provided monthly or bimonthly.

During the training and start-up
activities, we identified an implemen-
tation champion for each centre. This
champion is a health-care worker who
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is involved with the centre’s implementa-
tion and who can encourage patients to
use the centre. The champion also serves
as a point of contact for the project to
monitor implementation.

Data and analysis

We used secondary cross-sectional
programmatic data collected through
the centres to analyse the contribution
of the centres to tuberculosis care. The
primary outcomes for this descriptive
analysis include tuberculosis cascade of
care outcomes (screening, presumptive
identification, diagnosis and treatment
initiation) to measure contribution of
the centres to tuberculosis services in
comparison to other comparator inter-
ventions.

To describe the uptake and interest
in the intervention, we report on centre
service use, including incoming and
outgoing calls by category. Screening
data were available for all 42 centres
from October 2020 to September 2021.
Over the same period, full care-cascade
data were only available in 14 facilities
in Region IV-A, which we assessed in a
subgroup analysis. We used the results
from an interim internal assessment of
programmatic data to report on con-
tact centre usage from October 2020 to
September 2021 for the 14 centres in
Region IV-A.

To compare with other tuberculosis
case-finding interventions, including
active, enhanced and intensified case
finding, we obtained data from the
integrated tuberculosis information
system in summary form for the pe-
riod October 2020 to September 2021.
Active and enhanced case finding are
two community-based case-finding
approaches in which health-care work-
ers provide tuberculosis services in the
community. Active case finding focuses
on symptom screening and chest X-ray
services provided on-site, with subse-
quent sputum sample provided or col-
lected on-site and referred for process-
ing. Enhanced case finding focuses on
symptom and risk factor screening in the
community and subsequent referral to
health facilities for additional screening,
sputum collection and other services as
indicated. Intensified case finding (that
is, FAST, finding cases actively, separat-
ing safely and treating effectively) is a
hospital-based universal case-finding
strategy which seeks to identify unsus-
pected tuberculosis in hospital settings
through universal screening of people
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Fig. 2. Tuberculosis care cascade at tuberculosis contact centre, Philippines, October

2020-September 2021
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entering hospitals, separation of people
with presumptive tuberculosis, prompt
testing with a molecular diagnostic test
and rapid initiation of effective anti-tu-
berculosis therapy. This intervention has
been previously described in detail in a
similar setting.'” Since we implemented
the contact centres in intensified case
finding implementing sites, we distin-
guished between patients who presented
at the facilities with a referral from the
contact centres and patients presenting
with referrals from other case-finding
activities or without a referral.

To estimate the additional cost of
the centres, we used data on the cost of
planning meetings, conducting train-
ing, buying mobile phones, buying
initial and recurring radio airtime and
conducting awareness activities. We
calculated the implementation cost for
12 montbhs for a single facility and pres-
ent results for the overall cost among
all 42 facilities. We did not provide any
reimbursement, either for the use of the
contact centre or the training.

We did not seek ethical approval for
this analysis as all data were collected
for programmatic, quality improvement
purposes in deidentified and summary
form. Additionally, because this inter-
vention was designed as a public health
service implemented in collaboration
with the Philippine government and
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not a research study, we did not collect
consent from participants for using the
centre, nor was there any official recruit-
ment into the contact centre.

Results

As of October 2021, all 42 facilities had
an active contact centre. The centres
screened 10976 individuals from Oc-
tober 2020 to September 2021 and ac-
counted for 1.2% (10976/887 495) of all
screening activities among comparators.
For 14 facilities with available data
on the care cascade, 70.4% (2072/2944)
of the people screened were presumed
to have tuberculosis (Fig. 2). These
centres accounted for identifying 9.2%
(2072/22568) of all people presumed to
have tuberculosis among all interven-
tions in Region IV-A. The centres identi-
fied 44.2% (1748/3953) of all confirmed
tuberculosis patients among all inter-
ventions and 43.5% (827/1901) of pa-
tients with bacteriologically confirmed
tuberculosis enrolled in treatment were
identified through the centres (Fig. 3).
We assessed all available use data in
Region IV-A. A total of 6187 calls were
recorded from October 2020 to Sep-
tember 2021 (342 incoming and 5845
outgoing calls) among the 14 facilities.
Outgoing calls often covered multiple
issues (Box 1). Incoming calls were not
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available in disaggregated form for this
analysis.

The total cost of implementing
the contact centre in 42 facilities for
12 months was 25074 United States
dollars (US$). Costs during start-up
activities were the main additional costs
outside of normal programmatic costs
and staff time. The start-up costs were
limited to procurement of equipment
including mobile phones, radio air-
time, training activities and awareness

costs. Recurring costs included ongoing
radio airtime. Table 1 shows start-up
and recurring costs for the first year of
implementation. Using the 14 facilities
in Region IV-A with complete cascade
data as an illustration, the total 1-year
cost for implementing the centres in
these facilities is about US$ 5572. Given
that there were 827 tuberculosis treat-
ment initiations from these 14 centres,
the crude cost per centre-identified
patient started on treatment is about

Fig. 3. Tuberculosis contact centre contribution to tuberculosis cascade of care
indicators, Philippines, October 2020-September 2021
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Box 1.Use of selected services at the tuberculosis contact centre, Philippines, October

2020 to September 2021

Incoming calls: 342
Outgoing calls
«Treatment monitoring: 1504

Schedule for testing or provider-initiated counselling and testing: 1256

Treatment enrolment: 1112

Screening, counselling and consultation: 750

Test results update: 668
Sputum follow-up: 572
Referral coordination: 512
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US$ 7 additional to the cost of standard
of care.

Discussion

The contact centre intervention is a
targeted, low-cost patient support and
case-finding strategy which offers a
low-technology telehealth solution for
maintaining engagement with essential
tuberculosis services. The contribution
of the centres to the efforts of screening
and identifying people with tuberculosis
increased throughout the care cascade,
while the contribution of patients
enrolled in treatment were similar to
the share of identifying people with
confirmed tuberculosis. The majority
of calls were outgoing calls from health-
care workers to current patients or close
household contacts, while a small share
of calls were people who called the
centres about treatment or had general
enquiries. Finally, the intervention cost
was about US$ 7 per person started on
treatment through the centres. Similar
work suggests that active case-finding
strategies compared to standard passive
case-finding interventions have an esti-
mated cost—effectiveness of US$ 330 per
disability-adjusted life year averted."
The initial contact centre imple-
mentation in Marawi City which began
in 2019 was designed for a post-conflict
setting with a specific need for low-cost,
low-technology telehealth solutions
which do not rely on internet for utili-
zation. Upon the expansion and adop-
tion of the intervention to respond to
COVID-19 community quarantine, the
centre stands as a unique intervention
in the Philippines for maintaining es-
sential tuberculosis services. While the
Philippine government originally used
a similar cell phone-based system for
COVID-19 contact tracing, the StaySafe
app was later adopted to manage contact
tracing activities in preference to the
lower-technology alternative.'>""”
United Nations Habitat estimates
that in the Philippines, nearly 43% of
the urban population live in slums.'
The urban poor often have limited ac-
cess to necessities and limited disposable
income, likely reducing access to mobile
internet or to smartphones in general.
Because the urban poor are considered
to be at highest risk for poor outcomes
from tuberculosis, a system which does
not require internet or smartphone ac-
cess was an essential consideration to
ensure wide access."”” Reports show that
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the community quarantine and travel
restrictions were more strictly enforced
in administrative regions III, IV-A and
National Capital, which have a large
population of the urban poor. These
restrictions may have reduced access
to essential tuberculosis services and
access to high-technology telehealth ser-
vices among the urban poor population.
These issues are exposing a gap between
urban populations in access to services,
maintenance on tuberculosis treatment
and contact tracing.>”' As a selective
screening intervention, the centres aim
to fill this access gap, exacerbated by
the COVID-19 pandemic, by identify-
ing people at high risk for tuberculosis
who would otherwise be missed by the
health system rather than acting as a
population-level screening intervention.

Despite the success of the centres
in maintaining essential tuberculosis
services, we encountered certain imple-
mentation challenges. First, in many
cases there were insufficient human
resources to staff the centres, especially
during high call traffic times or outside
regular office hours. Second, patients in
rural areas had occasional difficulties
interacting with the centres due to poor
cellular signals or insufficient funds to
make phone calls. Finally, an inherent
limitation to the phone-based centres
is that patient status cannot be assessed
visually by the health-care worker. To
mitigate the impact of these challenges,
we ensured that multiple facility staff
were trained on centre implementation
so a larger pool of available health-care
workers could participate. Unfortu-
nately, we could not assess the extent
to which community members who
wanted to call the centres were unable
to do so.

The cross-sectional, aggregate
and deidentified data used to analyse
the contribution of the centres have
limitations. Data collection challenges
in certain facilities limited our ability
to analyse the entire cascade of care
outside of Region IV-A, and these chal-
lenges highlight the need to improve
data collection and reporting processes
as implementation continues. Addition-
ally, the underlying risk distribution for
tuberculosis is probably different among
the target population of the comparator
interventions, which could explain dif-
ferences presented in our results.

The contact centre intervention
provides a strategy to reach the urban
poor and rural populations, who have
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Table 1. Start-up and recurring tuberculosis contact centre implementation costs,

Philippines, 2020-2021

Item Single facility, US$ All facilities, US$
(n=42)
Startup? 326 20538
Planning meetings 10 630
Mobile phone 160 10080
Initial radio airtime allowance 10 630
Training 76 4788
Awareness: leaflets 70 4410
Recurring® 72 4536
Radio airtime 72 4536
Total implementation cost® 398 25074

USS: United States dollars.
@ One-time cost.

® Monthly recurrence, presented for 12 months of implementation.

¢ For 12 months.

less access to health-care services and to
technical solutions, such as internet and
mobile applications. With the centres’
specific scope, ease of use for patients
and clear reporting mechanisms, the
centres benefit patients, providers and
the national tuberculosis programme
in the Philippines. The system ratio-
nally uses human and capital resources,
ensuring that many people benefit from
a relatively small investment. Addition-
ally, the system performs well as a tar-
geted screening approach, identifying a
high proportion of people presumed to
have tuberculosis and exhibiting high
tuberculosis case yield. Ongoing work
should consider whether the selective
approach and high yield is entirely at-
tributable to community quarantine
during the COVID-19 pandemic, or
whether a proportion of centre users are
people who would have otherwise been
missed by the health system regardless
of the pandemic.

After the implementation of the
contact centres, the Philippine health
department released the National
tuberculosis program adaptive plan
on 9 November 2020, which guided
continuity in delivering essential tuber-
culosis services during the COVID-19
pandemic.” The plan recommends the
infection control adaptations of tubercu-
losis screening, incorporation of tuber-
culosis testing with COVID-19 testing,
integration of tuberculosis screening
and testing with COVID-19 vaccination
activities and multiweek prescriptions of
anti-tuberculosis drugs.

The contact centre intervention is a
sustainable case-finding solution. Par-
ticipating facilities contribute resources
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to support centre start-up, including
staffing and space for the centre. After
initial start-up, sites cover the costs for
printing patient forms and - in certain
cases — for ongoing radio airtime costs.
We expect that facilities will support
all operational costs of the centres by
the planned closeout of the USAID TB
Platforms for Sustainable Detection,
Care and Treatment Project in 2023.
Finally, the project encourages the ap-
plication of this phone-based model to
other programmes including sexual and
reproductive health, other infectious
diseases and noncommunicable diseases
(especially diabetes and hypertension).
The intervention has the possibility of
reducing barriers to care among those
experiencing stigma, people who may
have insufficient time or funds to reach
a health facility in person or people
who prefer to communicate with health
providers via phone instead of text
messaging or a mobile app. As facilities
reopen and in-person care resumes, the
tuberculosis contact centres will remain
an essential intervention for tuberculo-
sis screening, contact investigation and
treatment adherence. l
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Résumé

Maintien des services essentiels contre la tuberculose durant la pandémie de COVID-19 aux Philippines

Objectif Décrire la mise en ceuvre, I'utilisation et le co(it de la campagne
d'identification et de suivi des cas de tuberculose par téléphone durant
la pandémie de maladie a coronavirus 2019 (COVID-19) dans deux
régions des Philippines.

Méthodes Nous avons organisé cette campagne téléphonique afin
de poursuivre les efforts d'aide au traitement contre la tuberculose,
de détection active des cas et de recherche des contacts dans 42
établissements, en commengant en juin 2020. Nous avons créé un
numeéro de téléphone mobile propre a chaque centre et fait la promotion
de la campagne sur différentes plateformes médiatiques. Nous avons
recruté et formé des membres du personnel, puis leur avons fourni
des outils de repérage et de suivi des patients. Nous avons récolté des
données sur le dépistage de la tuberculose, le diagnostic et le début du
traitement pour cette campagne ainsi que pour trois autres initiatives
comparables se déroulant sur laméme période. Nous avons également
rassemblé des informations sur le nombre et le type d'appels passés
et recus. Enfin, nous avons estimé le coit supplémentaire de cette
campagne par rapport aux soins habituels.

Résultats Entre octobre 2020 et septembre 2021, 14 centres de contact
pourlatuberculose disposant de données complétes ont identifié, parmi
I'ensemble des initiatives comparables, 43.5% (827/1901) de patients
qui présentaient une tuberculose avec confirmation bactériologique et
avaient entamé un traitement. Ces centres ont géré 6187 appels sur la
méme période. La mise en ceuvre et I'exploitation du centre pendant 12
mois ont engendré un codt supplémentaire de 398 dollars américains
par établissement.

Conclusion Le centre de contact pour la tuberculose est un outil de
télémédecine rudimentaire qui a contribué a instaurer un traitement
global durantla pandémie de COVID-19. D'autres travaux devraient étre
menés pour évaluer dans quelle mesure le centre de contact détecte les
patients atteints de tuberculose et passés jusque-la a travers les mailles
du systeme de santé, indépendamment de la pandémie.
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Pesiome

O6ecneyeHne OCHOBHOIO NPOTUBOTYOepKyNne3Horo neyeHus Bo Bpems naHgemum COVID-19, GununnuHbl

Llenb Onvicatb BHefipeHwe, UCMoNb30BaHMe 1 3aTpaThl Ha BbiABMeHVe
CnyyaeB TybepKyne3a nyTem TenedOoHHbIX OMPOCOB, a TaKXe Mepbl Mo
BefeH0 60sbHbIX BO BPeMs MaHAEMMM KOPOHABKPYCHOM MHbEKL MM
2019 roaa (COVID-19) B aByx pervioHax GUannnuH.

MeTtopabl ABTOPbI BHEAPWAV 3TY AUCTaHLMOHHYIO MEPY ANA OKa3aH1A
NOAAEP KM NPU NeyeHnn TybepKynesa, paHHero BblABNEHWA
3ab60NneBaHMA 1 OTCNIEXMBAHWA KOHTAKTOB C 3apa3HbiMi GONbHBIMN
B 42 yupexaeHmnax HaumHaa ¢ uioHa 2020 ropa. beina oTKpbiTa
JIVHVIA MOBUBbHOM CBA3M ANA KaX OO LIEHTPA, ¥ COOTBETCTBYIOLLME
TenedoHHble ONPOChl OblV BHEAPEHDI Ha PA3NNUYHBIX MEANAHbIX
nnatdopmax. b HaHATB U 0OyUYEeHbl COTPYAHMKM, KOTOPBIM
npefocTaBuiIv MHCTOYMEHTbLI IJ1A CKPUHMHTA 1 NOCNeAyoLWwero
HabniofeHWA 3a 60NbHbIMK. ABTOPBI COBPani iaHHble O CKPUHUHTE,
OMarHOCTUKE ¥ Havasne nedyeHuvs Tybepkynesa ana 3Ton mepbl 1
Tpex Mep CPaBHEHMA 3a TOT e nepuroa. ABTOpbl cObpany aHHble
O KOMMYeCTBE 1 BMAAX COBEPLIEHHBIX 1 MOMYUYEHHbIX TeNnePOHHbBIX
3BOHKOB. OHW OUEHWAV AOMOMHUTENbHbBIE PACXOAblI STOM Mepbl Mo
CPaBHEeHWI0 CO CTaHAaPTaM1 MeANLMHCKON MOMOLLN.

Pesynbratbl C okTAGPA 2020 roga no ceHtabpb 2021 roaa
B 14 KOHTaKTHbIX LieHTpax 60pbbbl C TyOepKyne3om, Mo KOTOPbIM
6bINM AOCTYMHbI MOMHbIE AaHHble, ObI0 BbiABAEHO 43.5%
nauveHToB (827/1901) ¢ 6akTepUonormyeckn NoaTBePKAEHHbIM
TybepKyne3om, BKIIOUEHHbIX B NleUeHre Ha OCHOBaHUM BCeX Mep
CpaBHeHWA. OTn LieHTpbl 06paboTani 6187 3BOHKOB 3a TOT e
nepuog. JononHuTenbHble pacxofbl Ha BHeAPeHWe 1 SKCnnyaTaLmio
LieHTpa B TeveHne 12 mecaues coctasunm 398 nonnapos CLUA Ha
OfIHO yupexaeHue.

BbiBop KOHTaKTHBIN LeHTp 6opbbbl ¢ Tybepkyne3om — 3T0
J0CTaTOYHO NPOCTas Mepa TenemeamLMHbl, KOTopas CnocobCTBOBarNa
obuiemy Hayany neyenua Bo Bpema navgemun COVID-19.
He3aBncMMO OT NaHaemWy, CneyeT NPOBECTU AOMONHUTENbHbIE
paboTbl U OLEHWUTb CTeMeHb BbIABNEHWA KOHTAKTHBIM LIEHTPOM
60NbHbIX TYyGEPKye30M, KOTOPbIX paHee CUCTeMA 34PaBOOXPaHEHWA
He yuuTbIBana.

Resumen

Mantener los servicios esenciales contra la tuberculosis durante la pandemia de la COVID-19 en Filipinas

Objetivo Describir la aplicacion, el uso y el coste de una intervencién
de busqueda y gestion de casos de tuberculosis por teléfono durante
la pandemia de la coronavirosis de 2019 (COVID-19) en dos regiones
de Filipinas.

Métodos Se aplico esta intervencion por teléfono para mantener los
esfuerzos de apoyo al tratamiento de la tuberculosis, la busqueda activa
de casos y la investigacion de contactos en 42 centros, a partir de junio
de 2020. Se establecid un nimero de teléfono maovil exclusivo para
cada centro y se promovié la intervencion en diferentes plataformas
de medios de comunicacion. Se reclutd y formé al personal y se le
proporcionaron herramientas para el cribado y el seguimiento de los
pacientes. Se recopilaron datos sobre el cribado, el diagnéstico vy el
inicio del tratamiento de la tuberculosis para esta intervencion y tres
intervenciones de comparacion durante el mismo periodo. Asimismo,
se recopilaron datos sobre el nimero y el tipo de llamadas realizadas y

recibidas. Por Ultimo, se calculd el coste adicional de esta intervencion
en comparacion con la atencién estandar.

Resultados De octubre de 2020 a septiembre de 2021, 14 centros
de contacto para la tuberculosis, de los que se disponia de datos
completos, identificaron al 43.5 % (827/1901) de los pacientes con
tuberculosis bacteriolégicamente confirmada inscritos en el tratamiento
entre todas las intervenciones comparativas. Estos centros gestionaron
6187 llamadas durante el mismo periodo. El coste adicional de la
aplicacién y el funcionamiento del centro durante 12 meses fue de
398 ddlares estadounidenses por centro.

Conclusion El centro de contacto para la tuberculosis es una
intervencion de telemedicina de baja tecnologia que contribuyé al
inicio general del tratamiento durante la pandemia de la COVID-19.
Otros estudios deberfan evaluar en qué medida el centro de contacto
identifica a los pacientes con tuberculosis que el sistema sanitario no
habia detectado antes, con independencia de la pandemia.
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