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ABSTRACT: This study analyzed the Community Health Workers’ activity in active case finding in Ribeirão Preto-SP. Cross sectional 
study, conducted in 2009-2010, with the use of a structured form, which was applied to 105 Community Health Workers and research 
of secondary data. Indicators were created based on the variable means that used the Likert scale for the answers, being dissatisfactory 
(scores 1 and 2), regular (3) and satisfactory (4 and 5). Deficiencies in the activity of the Community Workers in the active case finding 
were identified (mean=3.0), in the discussion with the community about the tuberculosis (mean=1.5) and in the establishment of 
partnership in the region for the active case finding (mean=1.9). Only 6% of the expected respiratory symptoms in the areas where the 
units of the participants are located were examined. The results reinforced the need for nursing supervision, a new work logic, with 
advances in the intersectional articulation, aimed at increasing the detection of tuberculosis cases.
KEYWORDS: Community health workers. Epidemiological surveillance. Tuberculosis. Nursing.

BUSCA DE PACIENTES SINTOMÁTICOS RESPIRATÓRIOS: ATUAÇÃO 
DO AGENTE COMUNITÁRIO DE SAÚDE NO CONTROLE DA 
TUBERCULOSE EM MUNICÍPIO DE GRANDE PORTE, BRASIL

RESUMO: Este estudo analisou a atuação do Agente Comunitário de Saúde na busca de sintomáticos respiratório em Ribeirão 
Preto-SP. Trata-se de estudo de corte transversal, realizado em 2009-2010, através de formulário estruturado aplicado a 105 Agentes 
Comunitários de Saúde e consulta a dados secundários. Criou-se indicadores a partir das médias das variáveis que apresentaram 
escala Likert de resposta, sendo insatisfatório (valor 1 e 2), regular (3) e satisfatório (4 e 5). Verificaram-se deficiências na atuação do 
Agente Comunitário na investigação dos sintomáticos respiratórios (média=3,0), na discussão sobre tuberculose com a comunidade 
(média=1,5) e no estabelecimento de parcerias no território para a busca de sintomáticos respiratórios (média=1,9). Apenas 6% dos 
sintomáticos respiratórios esperados nas áreas adscritas das unidades dos entrevistados foram examinados. Os resultados reforçam a 
necessidade de supervisão de enfermagem, uma nova lógica de trabalho, com avanços na articulação intersetorial, visando o incremento 
na detecção de casos de tuberculose.
PALAVRAS CHAVE: Agentes comunitários de saúde. Vigilância epidemiológica. Tuberculose. Enfermagem.
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BÚSQUEDA DE PACIENTES SINTOMÁTICOS RESPIRATORIOS: 
ACTUACIÓN DEL AGENTE COMUNITARIO DE SALUD EN EL CONTROL 
DE LA TUBERCULOSIS EN UNA MUNICIPALIDAD GRANDE DE BRASIL

RESUMEN: Este estudio examinó el papel del Agente Comunitario de Salud en la búsqueda de pacientes sintomáticos respiratorios 
en Ribeirão Preto-SP. Estudio transversal, realizado en 2009 utilizando formulario aplicado a 105 Agentes Comunitarios de Salud y 
consulta de datos secundarios. Los indicadores fueron creados a partir de medias de cuestiones que presentaron escala de respuesta 
tipo Likert, que se evaluó como insatisfactorio (valor de 1 y 2), regular (3), satisfactorio (4 y 5). Hubo deficiencias en el desempeño en 
búsqueda de sintomáticos respiratorios (media=3,0), discusión con la comunidad (media=1,5) y establecimiento de asociaciones en el 
territorio para búsqueda de sintomáticos respiratorios (media=1,9). Sólo 6% de los sintomáticos respiratorios esperados en las áreas de 
estudio fueron examinados. Se refuerza la necesidad de la enfermería en supervisión de los Agentes Comunitarios, una nueva lógica 
de trabajo, con avances en la coordinación intersectorial, teniendo como objetivo el aumento de detección de casos.
PALABRAS CLAVE: Agentes comunitarios de salud. Vigilancia epidemiológica. Tuberculosis. Enfermería.

INTRODUCTION
In the context of the reorganization of the 

care practices in relation to tuberculosis (TB) 
in Brazil, the National Plan for TB Control has 
emphasized the integration of the actions for 
control of the disease to the Primary Health Care 
(PHC), particularly through the Family Health 
Strategy (FHS) and the Community Health Work-
ers Program (CHWP).1 From this perspective, an 
interaction among the care practices in relation 
to TB , more delineated by the particularities and 
emerging health needs in the territory, is expected, 
representing a break up with the programmatic 
logic for the healthcare planning focused on the 
situational diagnosis of the communities.2

In this sense, Community Health Workers 
(CHWs) take the lead in this process due to their 
presence in the region and by sharing the same 
social and cultural context and the same linguistic 
universe, capable of promoting the articulation 
between the healthcare services and the commu-
nity, identifying their problems, and acting in the 
prevention of diseases and promotion of health,3-5 
which may be an important contribution in TB 
control.

Through a literature review of the past 20 
years, 15 published articles about the work of the 
CHWs related to TB control were identified, and 
it was found that, the participation of this profes-
sional predominantly involves the promotion of 
knowledge in the communities about the disease, 
the effectiveness of prevention actions, the increase 
of access, acceptability and adherence to TB treat-
ment, as well as in the cure rates.6-9 Despite being 
one of the objectives of the CHWs’ work, only few 
studies have addressed the role of these workers 
in the Active Case Finding (ACF); they are faced 
difficulties in the development of such action,10-12 
showing that this requires knowledge beyond the 

technical aspects and that there is a need to incor-
porate a broad view of the health-disease process 
and their determinants in so far as they have a very 
close relationship with the community.

Therefore, the CHWs have an important role 
in TB control, since their work involves options for 
expanding the Respiratory Symptoms (RS) access 
to the healthcare services, leading to early diag-
nosis and reduction of morbidity and mortality 
in the community, caused by TB. This article was 
aimed at analyzing the work of CHWs in relation 
to ACF in Ribeirão Preto-SP.

METHODS
This is a descriptive, cross sectional study, 

which is part of the multicenter project entitled 
“Delay in the diagnosis of tuberculosis: analysis of 
the causes in different regions of Brazil”, approved 
and funded by the CNPq – Notice MCT/CNPq/
CT Saúde/MS/SCTIE/DECIT 30/2008 Doenças 
Negligenciadas - Proc. 575386/2008-8.

The study was conducted in the city of Ri-
beirão Preto, São Paulo, which had a population 
of approximately 563,107 inhabitants in 2009. 
The City Healthcare Network is organized into 
five health districts (North, South, East, West and 
Central) with a total of 13 Family Health Units 
(FHUs) and 28 Primary Healthcare Units (PHUs), 
and 20 of them have a CHWP. Ribeirão Preto is 
served by 13% of FHU and 35% of CHWs.13 This 
service is not homogeneous among the districts. 
The South and Central Districts do not have FHUs, 
and eight of them are located in the West District 
and four in the North District, areas with more 
vulnerability and concentration of TB cases, and 
which also have more CHWs’ coverage. Of the 
13 healthcare units that participate in the study, 
three of the four studied FHUs have the nursing 
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supervision of six CHWs for one nurse (6:1), and 
of the nine studied PHUs/ CHWPs, six have nurs-
ing supervision (15:1), which is in accordance with 
the rules of the Ministry of Health,14 as well as the 
number of people monitored by the CHWs (750 
by one CHW).

Regarding the TB epidemiology, the city had 
194 cases of TB in 2009, which means an incidence 
rate of 32.7% per 100,000 inhabitants and 20% of in-
fection by both TB and HIV, The care to TB patients 
is provided at secondary level in five TB reference 
outpatient care units, which are spread in the 
health districts and work with specialized teams 
and perform actions for the diagnosis and clini-
cal management of the cases and their contacts. 
All the outpatient care units can perform smear 
microscopy and sputum culture. The laboratories 
responsible for the analysis of these exams have 
partnerships with the City Health Council (CHC), 
and the samples of the exams are collected in most 
FHUs and PHUs around three times a week, in 
the mornings. The results are available in the 
electronic records automated system Hygia-WEB, 
which can be accessed online in all the healthcare 
units and, if the results are positive, the laboratory 
informs the healthcare service by phone.

The study population was composed of 
CHWs who were working at the FHUs and PHUs 
of Ribeirão Preto in April 2009. In this period, 
there were 333 active CHWs. For the calculation 
of the sample, a sampling error of 0.08 was con-
sidered, Z of 1.96 for a 95% confidence interval, 
population proportion of 50% and correction for 
the population size of 333 people, obtaining 105 
CHWs. The process of sampling was performed 
through a proportional distribution of the health 
districts. The sampling was intentional and car-
ried out through a draw to determine the order 
of the healthcare units to participate in the study. 
For each unit drawn, all of the CHWs present in 
the healthcare unit at the time of collection were 
interviewed. This occurred until the sample pro-
portion to each district was completed. 

The data collection period was from June 
2009 to January 2010. Initially, after the draw of the 
healthcare units for data collection, the research 
proposal was presented and a team of trained in-
terviewers started the data collection in the units 
under the supervision of the researchers.

Of the CHWs who were working in the 
services at the time of data collection, 14 were not 
interviewed because they were performing activi-
ties out of the service, and two did not agree to 

participate in the research. If the expected number 
of interviews was not completed, a new healthcare 
service was drawn, totaling 13 healthcare units 
studied. In this sense, based on the proportional 
distribution by health district, 30 CHWs from the 
North district, six from the South, 18 from the 
East, 48 from the West and three from the Central 
district participated in the study.

Data collection was carried out through a 
structured questionnaire, developed and based on 
previous studies, handbooks and manuals of the 
Ministry of Health, which provided support for the 
creation of indicators related to the ACF related to 
TB in the practice of CHWs.10-12,15-16

This structured questionnaire involved 19 
questions, divided into two sections, as follows:

I – Characterization of the CHWs: it included 
seven questions related to gender, level of educa-
tion, type of unit they work in, participation in 
training about TB; and skills to identify suspects 
and provide advice about TB and sputum collec-
tion.

II – Work of the CHWs in the ACF: included 
12 questions, covered in Table 1. These variables 
were organized into two dimensions, one of them 
being individual care, expressing the care focused 
on the ACF practice in the individual scope, and 
the other one being collective care, with variables 
related to the collective actions. These dimensions 
are important interfaces in the attempt to control 
the determinants of the health-disease process 
and thus the integral care of the population in the 
territory.17

The participants answered each question of 
the questionnaire with dichotomous, ordinal quali-
tative answers and a pre-established scale of pos-
sibilities, the Likert scale, to which a score of one 
to five was attributed for the degree of preference 
or agreement of the statements (1- never; 2- almost 
never; 3- sometimes; 4- almost always; 5- always). 
It can be highlighted that, after the interviews, the 
questionnaires were revised, in order to identify 
gaps in their completion.

The variables that sought to characterize 
the CHWs interviewed were analyzed based on 
the descriptive statistics. The other variables with 
Likert scale of answers were evaluated based on 
the development of indicators that corresponded 
to the mean value of the scores, which were con-
sidered unsatisfactory for values close to 1 and 2, 
regular for values close to 3 and satisfactory for 
values close to 4 and 5. For these values, the con-
fidence interval was calculated at 95%.
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Table 1 – Work variables of the CHWs in the search for respiratory symptoms based on individual 
and collective care, june 2009 - jan 2010

Section Dimension Variables

Work of CHWs 
in the ACF 

Individual care

A – Identification of the RS of TB in the community and healthcare services

B – Investigation of RS through home visits 

C –Taking a smear microscopy referral to users in their territory 

D – Showing users how to collect sputum

E – Showing users how to store and send the sputum jar

F – Informing nurses about the RS identified in their territory

G – RS investigation based on confirmed cases of TB in the community

Collective care

H – Partnership with the community in the ACF

I – Discussion with the community about TB

J – Health education about TB within the community

K – Participation in discussions with the team about actions to control the disease

L – Support from other healthcare professional working in the same service in a 
situation of suspected TB

The proportion of RS examined was also 
calculated, since it is understood that this indica-
tor reflects an integrated work that is focused on 
actions of health surveillance that is the outcome 
of the efforts of the team in the ACF, especially of 
the CHWs, who mainly work in the territory. For 
such, the number of diagnosed smear microscopies 
requested by the studied healthcare units was 
gathered at the local laboratory, with an enrolled 
population of 184,408 inhabitants. As expected 
number of RS, the national parameter of 1% of the 
population was adopted.16

The project underwent a pilot study, in 
which 15 interviews were preformed, and was 
authorized by the CHC of Ribeirão Preto, with the 
approval of the Research Ethics Committee of the 
University of São Paulo at Ribeirão Preto College 
of Nursing, according to opinion n. 0984/2008. For 
this study, the ethical principles of research involv-
ing human beings were complied with, as per the 
Helsinki Declaration and Resolution n. 196/96 and 
n. 251/97 of the National Health Council.

RESULTS
Of the CHWs interviewed, 68 (65%) worked 

in PHUs with CHWP and 37 (35%) in FHUs. There 
was predominance of female (99%) and most of 
them (69%) had completed high school. It was 
identified that 55% of the CHWs in the study al-

ways participated in training about TB, and 61% 
of them stated to be always capable of developing 
initiatives related to ACF, 79% stated to always 
be capable of providing advice about TB and 65% 
stated to be capable of providing advice concern-
ing sputum collection.

As for the work of the CHWs in the ACF in 
the individual care dimension, there was weak-
nesses in the investigation of cough at the home 
visits (mean=3.0). However, the CHWs had sat-
isfactory scores in the identification of the RS of 
TB in the community and   healthcare services 
(mean=3.9), and in the investigation based on the 
index cases (mean=3.9). It can be noted that the 
CHWs inform the nurses about the cough symp-
tom (mean=4.5), but do not provide the sputum jar 
to the RS (mean=1.8). Also in relation to individual 
care, the skills to advise users about the smear 
microscopy collection can be noted (mean=3.6), as 
well as the storage and transportation of the spu-
tum to the healthcare unit (mean=3.4) (Figure 1).

Legend: A - identification of tuberculosis RS 
in the community and healthcare services; B – ac-
tive case finding at home visits; C – taking a smear 
microscopy referral to the user in their territory; D 
– showing users how to collect sputum; E - show-
ing users how to store and send the sputum jar; F 
- informing nurses about the RS identified in their 
territory; G - RS investigation based on confirmed 
cases of TB in the community.
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Figure 1 – Distribution of the means and confidence intervals of the indicators related to the work 
of the Community Health Workers in the search for respiratory symptoms in Ribeirão Preto-SP, 
based on individual care, June 2009 - Jan 2010

Concerning collective care, weaknesses in es-
tablishing discussions with the community about 
TB were identified (mean=1.5), as well as partner-
ships with the community for the ACF (mean=1.9), 
and the CHWs reported a lack of articulation with 

the social resources present in the territory where 
the healthcare units are a part of. Another weak-
ness identified in the study relates to the health 
education about TB (mean=3.5) (Figure 2).

Legend: H - Partnership with the community in the ACF; I - Discussion with the community about TB; J - Health education about 
TB within the community; K - Participation in discussions with the team about actions to control the disease; L - Support from other 
healthcare professional working in the same service in a situation of suspected TB.

Figure 2 - Distribution of the means and confidence intervals of the indicators related to the work 
of the Community Health Workers in the active case finding in Ribeirao Preto, based on collective 
care, June 2009 - Jan 2010

Concerning the examined RS, only 6% (115) of 
the population in the areas covered by the health-

care units studied were examined in 2009, which 
can lead to the conclusion that approximately 1,729 
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RS were not investigated. The West and North 
districts, with higher rates of TB in the city, had 
very low proportion of RSs investigated (6% and 
2%, respectively), while the Central, East and South 
districts had 14%, 11% and 8% of RSs investigated, 
respectively. It can be noted that, among the dis-
tricts with higher TB rates, three healthcare units 
did not investigate any RS throughout the year 2009.

DISCUSSION
The characterization of the CHWs in this 

study is consistent with that of other studies,18-19 
with the predominance of female and level of 
education higher than elementary school, which 
is recommended by the Ministry of Health.20

The highest level of education of the CHWs 
may increase the incorporation of new knowledge, 
assist in advising families under their responsibili-
ties21 and improve the recognition of the health 
needs of the population, thus being an important 
requirement to work within the community. How-
ever, even though the CHWs in this study had a 
good level of education, some indicators, such 
as: “investigation of the RSs at home visits” and 
“health education about TB in the community”, 
were not satisfactory. This fact may be related to 
the model introduced by the CHC in relation to the 
manner in which training about TB is conducted, 
focused on more conventional discussions about 
the illness process, and therefore limited to the 
signs and symptoms of the disease, characterizing 
the predominance of the biomedical model in the 
healthcare area. This model, in conjunction with 
a centralization of training with little or no return 
to the CHWs, may be one of the elements that 
support the difficulties in relation to the indicators 
previously discussed.

In 2009, the CHC of the studied city held 
seminars centered on TB to all healthcare profes-
sionals in the network but there were approxi-
mately 80 participants. It is important to note 
that, generally, the information provided in the 
training events were not retransmitted to the other 
members of the teams, and that this only occurred 
when there was a TB case in the area covered or 
upon request. This combination may discourage 
the ACF in the territory and not inspire the CHWs 
for a new health order, since the professionals 
who should be multiplying the training received 
at the central level are not doing this, and this may 
not raise ethical and political commitment in the 
CHWs and other professionals in relation to the 
health issues in the territory.

To ensure specific knowledge and skills to 
perform the role of the CHWs, particularly in rela-
tion to the ACF, the training must take place with 
adoption of a critical and reflective educational ac-
tion, able to address the reality of the practice and 
the changes in health, and not one that is discon-
nected from the daily work in which the real cir-
cumstances of the communities are experienced.3,5

From this perspective, the proposal of the 
Continuous Health Education (CHE) is considered 
essential for the qualification of the healthcare 
teams, organized in accordance with the health 
needs of the population. This prerogative has the 
work process as object of change, in which work-
ers can establish effective coping strategies, in 
conjunction with the team and the community.22 
Therefore, the CHE may be an important tool for 
the control of TB in so far as everyone involved 
in the issue in the territory is responsible for it 
(management, education, service and social con-
trol) and, in their political and social environment, 
can clearly define the best coping strategy for their 
problem. This set up might substantially contrib-
ute to the ACF in the community and for the PHC 
to play its political and social role as the gateway 
to the RS of TB. In this sense, health education in 
the context of the territory, which may take place 
through the nursing supervision, can encourage a 
better performance on the part of the CHWs who, 
if committed with the health issues of the territory, 
could expand the responsibility range in the ACF.

Also in relation to the organization of the 
activities with the healthcare teams, concerning 
the work of the CHWs towards the investigation 
of the RS at the home visits considered as “regu-
lar” score, and providing users in the territory 
with a request for smear microscopy, considered 
“unsatisfactory”, there is a difficulty in implement-
ing actions that could lead to a better result in the 
investigation process of the RS of TB, since the 
CHWs believe that they are able to identify them 
in the community and in the healthcare services.

This discrepancy reflects the organizational 
manner of the PHC in relation to the assistance 
provided to TB, given that it restricts the actions 
that could be offered by the CHWs. This resonates 
when the CHWs are advised to forward the sus-
pect to the healthcare unit for a smear microscopy. 
This model of assistance imposes a bureaucra-
tization process in the work of the CHWs that 
interferes with the ACF and increases the low 
performance of the healthcare units involved in 
the study concerning the examined RS, which was 
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6% of the RS expected in the areas covered in the 
studied city. It is important to consider that the 
responsibility of the entire healthcare team is not 
being exempted in this activity; however, given 
the particularities of the work of the CHWs with 
the community, this could be an extended strategy 
to improve the suspected TB rates in the territory.

In this sense, this form of organization may 
also directly affect some collective actions under 
the responsibility of the CHWs, such as the part-
nerships with the community for the ACF and 
the discussion with the communities about TB, 
considered “regular and unsatisfactory”, which 
leads to the assumption that the lack of autonomy 
on the part of the CHWs to initiate an investigatory 
process of RS may be a motivational element that 
affects the development of these collective actions. 
In this sense, studies mention that the collective 
actions performed by the CHWs need strengthen-
ing concerning the valorization and community 
development, as well as the educational and pre-
ventive actions that positively affect the health of 
the community.23-24

Such limitations cease to involve a communi-
cative action in the society, the ongoing dialogue 
of the existing social groups and people in general, 
which would seek the restructure of the collective 
action in support to the health and improvement 
of the living conditions, reinforcing the new care 
model proposed by the Integral Health Care,25-26 
that is, people viewed in their biological, psycho-
logical and social dimensions.27

Authors point out that, although the CHWs 
seek to work with health promotion actions in 
order to legitimize their work, the healthcare 
team sometimes disqualify the care actions of the 
CHWs when they do not recognize in them the 
skills for the development of care that is differ-
ent from that focused on the programmatic logic, 
restricting them to the repetition of the current 
model.28 These results confirm the findings of this 
study which show that, although the CHWs feel 
prepared to develop some practices required for 
the TB control, their execution was shown to be 
insufficient, perhaps due to the difficulty of the 
teams in valuing the worker in the development 
of individual and collective actions for the active 
search of TB suspects.

The action of health education about TB in 
the communities provided by the CHWs showed 
good performance in the studied city, but there 
were weaknesses in the articulation of the dis-
cussions about TB between the CHWs and the 

community and in the partnerships with the com-
munity for the ACF. This contradiction may be re-
lated to the view that the CHWs have about health 
education, to the extent that the non-establishment 
of bonds and articulation with the community in 
the discussions about TB seem to indicate that the 
transfer of knowledge, passivity and little autono-
my are key elements that involve the educational 
process. This understanding about education can 
be one of the obstacles for the consolidation of a 
new care model, since the CHWs are not able to 
encourage the organization of the community to 
exercise their citizenship and the inclusion into a 
social change dimension,5 thus reproducing in the 
community the care model of the healthcare unit 
they are linked to. 

Concerning the support of the healthcare 
team members to the CHWs, satisfactory scores 
were identified in relation to the support given 
by another healthcare professional of the unit in 
which they work in circumstances of suspected 
TB and in relation to the act of informing nurses 
about the RS identified in the territory. These 
two indicators show that the CHWs are able to 
identify a professional from the healthcare team 
as a reference for the development and support 
of their activities, and this is generally the nurse. 
However, the weaknesses in the articulation with 
the community show that, due to the fact that 
they do not hold a specific field of knowledge 
that allows them more work autonomy,5 which is 
necessary for these collective actions, they would 
need supervision for their development, since 
the work with the community requires a specific 
methodology.

It is important to note that the supervision of 
the CHWs is the nurses’ responsibility, generally 
performed regularly once a week, as also seen in 
the scenario of this study, which may not provide 
enough time for discussions about health issues in 
the territory and areas under the competence of the 
CHWs. Therefore, it appears that the lack of time 
for continuous supervision may cause difficulties 
in the process and operationalization of the ACF 
by the CHWs.

In addition to nurse supervision and support 
from staff members, the discussions about the TB 
control actions in the PHC units are important 
forums to exchange experiences and seek solutions 
based on the healthcare needs of the population. 
Periodic discussions with all staff members sup-
port the exchange of ideas, the consolidation of the 
bond and the search for solutions to the difficulties 
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experienced.29 Thus, supervision, in conjunction 
with internal discussions about issues related to 
TB need to go beyond healthcare services to en-
sure partnerships with the community and allow 
the construction of a new care model, in which 
the work focused on TB is a process connected to 
health surveillance, not only in regards to occa-
sional activities resulting from campaigns. 

Based on this, the CHWs have an important 
political role related to the organization of the com-
munity and change of their conditions;5 however, 
in this study, their performance in the actions of 
ACF was more connected to the technical dimen-
sion, related to the care provided to patients and 
their families, reproducing the biomedical model 
existent in the healthcare services and reinforcing 
the difficulties in the reorientation of the model 
focused on health surveillance. In relation to TB, 
the political dimension of the work performed by 
the CHWs is sine qua non condition when the TB 
control in the community is definitely intended.30

CONCLUSION
There is strong evidence that the current 

care model limits the development of a more col-
lective work, articulated with the real needs of 
the community. This is reproduced in the micro 
space of the CHWs’ work, restricting the actions 
recommended by the Ministry of Health for the 
investigation of TB, and is reflected in an activ-
ity more focused on the technical rather than the 
political dimension.

The weaknesses found in relation to the su-
pervision of nurses and qualification of the CHEs 
contribute to the low value given to the incor-
poration of the ACF actions in the routine of the 
healthcare services, thereby contributing for the 
TB to continue being a problem and a challenge 
for Public Health. In this sense, the political com-
mitment and the need to promote further invest-
ments in the CHE are essential for a new TB care 
model, valuing the CHWs as unique members of 
the healthcare team for the ACF in the territory.

The study has limitations in that only the 
perception of the CHWs in relation to their skills 
and practice to perform the ACF is presented, 
and these aspects may be overestimated by them. 
Another limiting factor is related to the use of sec-
ondary data (number of required sputum smear 
microscopy for diagnosis) made available by the 
local laboratory, which not always was properly 
completed. Furthermore, it was not possible to 

capture the subjectivity related to the work of the 
CHWs together with the healthcare team, which 
would be possible through a qualitative approach.
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