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a b s t r a c t 

Objectives: Systematic testing of antenatal clinic attendees using dual HIV and syphilis rapid diagnostic 

tests (RDT) can improve syphilis screening and reduce mother-to-child transmission. We assessed the ef- 

fect of the dual HIV/syphilis RDT on syphilis care and adverse birth outcomes (ABOs), including congenital 

syphilis (CS) in Central Uganda. 

Methods: Eleven antenatal clinics were selected from Kalungu and Masaka districts. First-visit records 

were extracted on syphilis testing, positivity and treatment over two 9-month periods, pre- and post- 

introduction, with a 3-month buffer. Syphilis cascade indicators were calculated for the two periods. The 

World Health Organization CS Estimation Tool evaluated impact on CS cases and ABOs. 

Results: A total of 6011 records were extracted, 2660 pre-test introduction and 3351 post-introduction. 

Syphilis testing increased from 49.1% pre-test to 84.0% post-introduction, an increased testing rate ra- 

tio of 1.71 (95% confidence interval 1.64-1.78). Treatment coverage modestly increased post-introduction 

(rate ratio = 1.19, 0.94-1.50), resulting in an absolute rate difference of 31.4% (20.5-41.6%, P < 0.001). This 

resulted in a modeled 41% decline in CS cases and 39% decline in ABOs. 

Conclusions: This is the first demonstration of the impact of dual HIV/syphilis RDT in routine antenatal 

clinics in Uganda, which could reduce CS and ABOs. 

© 2025 The Author(s). Published by Elsevier Ltd on behalf of International Society for Infectious 

Diseases. This is an open access article under the CC BY license 

( http://creativecommons.org/licenses/by/4.0/ ) 
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Syphilis, caused by the spirochaete Treponema pallidum sub- 

pecies pallidum, if untreated during pregnancy can be vertically 

ransmitted to the fetus, known as congenital syphilis (CS), and 

an result in adverse birth outcomes (ABOs) such as fetal loss or 

tillbirth, neonatal death, prematurity, or low birthweight [ 1 ]. To 

each the goal of global elimination of mother-to-child transmis- 

ion, the World Health Organization (WHO) has indicators of 95% 

overage for first antenatal care visit (ANC1), 95% syphilis testing of 

ntenatal care (ANC) attenders, and treatment of 95% of seroposi- 

ive women using long acting benzathine penicillin G (BPG) [ 2 , 3 ].

hese targets aim to achieve the impact indicator of 50 or fewer 
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ases of CS per 10 0,0 0 0 live births, using the WHO case surveil-

ance definition of a live birth or fetal death at less than 20 weeks 

f gestation or less than 500 grams (including stillbirth) born to a 

oman with positive syphilis serology and without adequate treat- 

ent [ 2–4 ]. Globally, CS is the second leading cause of infectious 

tillbirth [ 5 ], with an estimated global incidence rate of 523 per 

0 0,0 0 0 livebirths in 2022, an increase from 425 per 10 0,0 0 0 live-

irths in 2020 [ 6 ]. 

Despite the development of treponemal rapid diagnostic tests 

RDTs) for syphilis and their implementation in antenatal settings, 

ates of syphilis testing in pregnant women at ANC1 have re- 

ained lower than those for HIV [ 7 ]. Previous studies have shown 

hat challenges to effective syphilis program implementation in- 

lude ensuring adequate supplies of test kits, which are hindered 

y service delivery weaknesses [ 8 , 9 ]. The advent of dual HIV and

yphilis RDTs has been shown to be cost-effective compared with 

eparate HIV and syphilis tests and offers to close the gap between 
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IV and syphilis testing coverage [ 9–12 ]. In addition, to improve 

ntenatal screening coverage for syphilis, a study in sub-Saharan 

frica confirmed that dual HIV/syphilis RDTs can be effectively in- 

orporated into antenatal testing algorithms to enhance effort s to- 

ards elimination of mother-to-child transmission of these infec- 

ions [ 13 ]. In Uganda, advances have been made towards elimina- 

ion of vertical HIV transmission with routine ANC1 testing data 

ndicating > 95% of pregnant women were tested for HIV, but only 

3% for syphilis in 2017 [ 14 , 15 ]. Serosurveillance between June 

nd September 2015 among 2500 mothers at delivery and their 

ewborns from the postnatal ward of Mbarara Regional Hospital, 

ound active syphilis, with a Treponema pallidum agglutination as- 

ay (TPHA, detecting treponemal infection exposure) test and a 

apid plasma reagin (RPR, detecting active syphilis, with greater 

han 1:8 titer) test, prevalence at 4.1% with newborn RPR preva- 

ence estimated at 3.8% [ 16 ]. The Uganda Ministry of Health (MOH) 

eleased the Consolidated Guidelines for the Prevention and Treat- 

ent of HIV and AIDS in September 2018, which recommended us- 

ng the WHO pre-qualified SD-Bioline HIV/Syphilis Duo (Abbott Di- 

gnostics Korea Incorporated) as the combined test for HIV and 

yphilis (treponemal) antibodies in antenatal clinics [ 17 , 18 ]. The 

ual HIV/syphilis RDTs were rolled out nationwide in all MOH an- 

enatal department health centers between September 2018 and 

anuary 2019. 

Although past research has examined syphilis RDT implementa- 

ion in Uganda [ 19 ], this study aimed to examine the impact of the

ual HIV/syphilis RDT implementation on testing, treatment, and 

dequate treatment coverage (care cascade) in real life and mod- 

led its effect on rates of CS and syphilis-related ABOs. 

ethods 

tudy settings 

To compare pre- and post-RDT introduction testing and ade- 

uate treatment coverage, we conducted a retrospective observa- 

ional health center-based review of ANC registers from different 

evels of health centers in Kalungu and Masaka districts in Central 

ganda. Kalungu is a rural agricultural district, whereas Masaka 

orders Lake Victoria, which is made up of fishing and roadside 

ommunities. Within each district, we stratified antenatal services 

y service level (Supplementary Figure 1). The study aimed to sam- 

le two antenatal services from the eligible health centers at the 

arish (level II), sub-district (level III), and district (level IV) levels 

n each district (S1/Supplementary Methods). 

To be eligible for inclusion, antenatal clinics needed an atten- 

ance record for both study periods (see below) of at least 100 

ew ANC1 registrations over a 12-month period or an average 

f 10 new registrations per month over 18 months. In total, 11 

ealth centers were included in the analysis: six in Masaka and 

ve in Kalungu, where only one level IV was eligible for inclusion 

S1/Supplementary Methods). 

tudy procedures 

The introduction of dual HIV/syphilis RDT in Central Uganda 

tarted in September 2018 through January 2019. Antenatal atten- 

ance records were reviewed for all clinics for the 9-month period 

efore the introduction of the dual test (period 1: January-October 

018) and the 9-month period post-test introduction (period 2: 

anuary-October 2019), separated by a 3-month buffer period (no 

ata collection) allowing for adoption of the new test (Supplemen- 

ary Figure 2). Prior to test introduction, Uganda MOH guidelines 

ecommended syphilis screening either with the use of a TPHA test 

r RPR (though without titration) test depending on service level 

 20 ]. 
2

At each health center, data were extracted from the Uganda 

ealth Management Information System attendance records stored 

n physical register books, and included antenatal attendance num- 

ers, documented syphilis testing, positivity, and treatment re- 

eived. Attendees’ inclusion criteria for analysis were limited to 

NC1 attendances with a visit date documented within period 1 

r 2, with records missing visit dates dropped for analysis. 

Data was collected by trained researchers into tablets that were 

inked to a protected server, retrospectively from September to 

ovember 2019 at all eligible health center antenatal departments. 

xtracted register data included ANC registration number, visit 

umber, testing for syphilis at visit, documented test results, and, 

f positive, any corresponding treatment. Data were anonymized by 

tudy numbers instead of patients’ names and combined with the 

ntenatal department number as a unique identifier. 

Data were entered onto password-protected Android tablets us- 

ng Open Data Kit (San Diego, California) data collection instru- 

ent, with daily quality assurance cross-checks conducted on 5% 

f the data collected. 

An audit of each health center was conducted at the end of pe- 

iod 2 to measure availability of the dual HIV/syphilis test, RPR 

est, and BPG stock. We defined “adequate in-stock” for the dual 

est and RPR as enough for 20 patients in 1 month and BPG as 

he quantity to treat 10 patients per month according to the 2016 

ganda MOH treatment guidelines [ 21 ]. 

yphilis testing and treatment cascade analysis 

The primary study outcomes were estimation of the change 

n testing coverage, test positivity, treatment coverage, and ade- 

uate treatment coverage, i.e. the discrete indicators used by the 

HO to measure the progress of syphilis elimination and collec- 

ively known as the syphilis care cascade, during ANC1 visits be- 

ween the two study periods [ 2 , 4 ]. Testing coverage for mater- 

al syphilis was defined as the proportion of attendees who re- 

eived syphilis testing, and test positivity was the proportion of 

ested women who were given a positive result. Treatment cover- 

ge was the proportion of positive cases receiving at least one dose 

f BPG, whereas adequate treatment coverage was determined by 

he product of testing coverage and treatment coverage. 

tatistical methods 

We calculated rates of testing coverage, test positivity, treat- 

ent coverage, and adequate treatment coverage between study 

eriods, stratified by district and health center level. Rate ratios 

ere generated for testing coverage, test positivity, and treatment 

overage, whereas absolute rate differences were used for the anal- 

sis of adequate treatment coverage. To compare study periods, 

e used chi-square tests or Fisher’s exact test (when the expected 

requencies were lower than 5) to test the null hypothesis of no 

hange in coverage. 

Testing coverage, test positivity, treatment coverage, and ad- 

quate treatment coverage were all expressed per 100 and pre- 

ented as percentages (%) or as rates with 95% confidence intervals 

ased on the Wilson score interval. 

Sample size calculation required obtaining data from 20 0 0 

NC1 registrations in each of period 1 and 2 to detect a minimum 

.4-fold (80% power) to 1.5-fold (90% power) increase in adequate 

reatment coverage between period 1 and period 2, assuming a 

aseline coverage of 50%. 

stimating the impact on CS and syphilis-related ABO 

From collected data on testing coverage, test positivity, and 

reatment coverage, the number of CS and ABO cases over each 
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Table 1 

Results of first antenatal care visit testing, positivity, treatment, cure, CS and syphilis-related ABO results and rates from period 1 (9 months pre-introduction of dual 

HIV/syphilis rapid diagnostic test) compared with period 2 (9 months post-introduction) overall in two districts of Central Uganda. 

Total (Health Centers = 11) 

Period 1 Period 2 Period 2 / Period 1 

Indicator n Rate % a (95% CI) n Rate % a (95% CI) Rate ratio (95% CI) P -value 

Testing Tested (1) 1307 49.14 2816 84.03 1.71 < 0.001 

Attendees (2) 2660 (47.24-51.04) 3351 (82.76-85.24) (1.64-1.78) 

Positivity Positive (1) 55 4.21 113 4.10 0.95 0.833 

Tested (2) 1307 (3.25-5.44) 2816 (3.35-4.80) (0.70-1.31) 

Treatment Treated (1) 34 61.82 83 73.45 1.19 0.174 

Positive (2) 55 (48.61-73.48) 113 (64.64-80.72) (0.94-1.50) 

Adequate treatment b 30.37 61.72 31.35 < 0.001 

(22.96-37.50) (53.49-68.81) (20.46-41.60) 

Estimated CS c CS cases 59 2109.40 44 1248.58 0.59 0.010 

Births 2797 (1638.87-2711.31) 3524 (931.42-1671.92) (0.40-0.87) 

Estimated ABO 

c ABO cases 31 1108 ·33 24 681.04 0.61 0.093 

Births 2797 (781.91-1568.87) 3524 (458.09-1011.41) (0.36-1.04) 

ABO, adverse birth outcome; CI, confidence interval; CS, congenital syphilis. 
a Rate calculated as: numerator row value (1) divided by denominator row value (2) for the corresponding indicator, rate per 100 
b Adequate treatment calculated as: product of testing rate x treatment rate; absolute rate difference shown rather than a rate ratio 
c Rate calculated as: numerator row value (n) divided by denominator row value (N) for the corresponding indicator, rate per 10 0,0 0 0. 
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tudy period was calculated using the WHO Congenital Syphilis Es- 

imation Tool (S1/Supplementary Methods) [ 22–24 ]. 

To estimate the number of CS and syphilis-related ABOs cases 

verted after the test introduction in Uganda nationally, we used 

he observed 9-month care cascade data applied to the respective 

nnual 2018 (taken as population pre-intervention) and 2019 (post- 

ntervention) live births numbers for Uganda (as reported from the 

nited Nations Population Division) to calculate the total number 

f CS and syphilis-related ABOs cases in each period [ 24 , 25 ]. 

thics 

Ethical approval was obtained from the Institutional Review 

oard of the Uganda Virus Research Institute (UVRI) (Number: 

C/127/19/06/725) and the Uganda National Council for Science 

nd Technology (UNCST) (Number: HS2620), with regulatory per- 

ission obtained from District Health Officers. 

esults 

Of the 6011 eligible total ANC1 attendee records in both dis- 

ricts, 2660 were obtained from period 1 and 3351 from period 2; 

 further 1396 records straddling both periods were not eligible 

or study inclusion due to missing antenatal visit dates and were 

xcluded from analysis. Records missing antenatal visit dates were 

ostly from health center level III (1383, 99.1%), with levels II and 

V contributing seven (0.5%) and six (0.4%), respectively. 

yphilis cascade indicators 

Table 1 presents the syphilis cascade indicators overall for the 

wo study periods, Table 2 presents the indicators by health center 

evel, and Supplementary Table 1 presents the indicators by dis- 

rict. Figure 1 shows the change in absolute numbers and rates of 

esting and treatment by period and by health center level. 

yphilis testing 

Syphilis testing coverage showed an overall 1.71-fold increase 

95% confidence interval: 1.64-1.78) from 49.1% (47.2-51.0%) pre- 

est introduction (period 1) to 84.3% (82.8-85.2%) post-test intro- 

uction (period 2) ( Table 1 ). Increased testing numbers were ob- 

erved in all strata, both by district and by health center level 

n period 2 compared with period 1. By health center level, there 

as significant increased coverage of 6.99-fold (5.47-8.94) for level 
3

I, 2.45-fold (2.17-2.76) for level III, and 1.22-fold (1.19-1.26) for 

evel IV ( Table 2 ). In both districts, testing coverage significantly in- 

reased between the two periods (Kalungu: rate ratio = 1.51, 1.42- 

.60; Masaka: rate ratio = 1.88, 1.77-1.99) (Supplementary Table 1). 

Audits were conducted in all health centers during period 2, ex- 

ept for one level III health center in Masaka. Of the 10 centers 

isited at the time of the audit, 9/10 had adequate RDT in stock, 

hereas 5/10 had adequate RPR in stock. 

yphilis test positivity 

In period 1, a total of 55 (4.2%) women tested positive (by TPHA 

r RPR), and in period 2, a total of 113 (4.1%) tested positive by 

DT ( Table 1 ). Overall, test positivity decreased slightly between 

he study periods (rate ratio = 0.95, 0.70-1.31). By health center 

evel, there was a 66% decrease (rate ratio = 0.34, 0.14-0.79) in test 

ositivity in level II, but an over 100% increase for level III (rate ra- 

io = 2.1, 0.66-6.77), whereas in level IV, test positivity remained 

imilar over time (rate ratio = 1.00, 0.69-1.47) ( Table 2 ). Test pos-

tivity changed in opposite directions in the districts, with no sig- 

ificant difference by study period (Supplementary Table 1). 

yphilis treatment 

Documented treatment of positive cases increased modestly 

overall rate ratio = 1.19, 0.94-1.50) ( Table 1 ), similarly in both 

istricts (Supplementary Table 1). By health center level, non- 

ignificant decreases were observed between the periods in treat- 

ent coverage in both level II (rate ratio = 0.73, 0.24-2.24) and 

evel III (rate ratio = 0.92, 0.84-1.01), whereas non-significant in- 

reases in treatment coverage were observed in level IV (rate ra- 

io = 1.18, 0.90-1.55) ( Table 2 ). 

During audit visits, , 4/10 health centers did not have adequate 

n-stock BPG for the next month, including three in four at level II 

nd one in four at level III. 

yphilis adequate treatment 

Overall, the coverage of adequately treated syphilis cases more 

han doubled from 30.4% (23.0-37.5%) in period 1 to 61.7% (53.5- 

8.8%) in period 2, an absolute difference of 31.4% (20.5-41.6%, P 

 0.001) ( Table 1 ), which was similar in both districts (Supplemen- 

ary Table 1). 

The absolute difference in adequate treatment coverage im- 

roved at all levels of service delivery: level II (13.6%, 3.1-28.8%, 

 = 0.011), level III (47.3%, 32.9-71.3%, P < 0.001), and level IV 

21.1%, 4.3-36.8%, P = 0.014) ( Table 2 ). 
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Numerators (n) are for the women tested or treated in the relevant column

Denominators (N) for Tested are for the women presenting at ANC visit 1; and for Treated are for the women found positive by the syphilis test

Figure 1. Test and treat cascade indicators for maternal syphilis screening in Central Uganda, by period (pre- and post-RDT introduction) and HC level. 

HC, health center; RDT, rapid diagnostic test. 
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mpact of dual HIV/syphilis test on CS and other syphilis-related ABO 

The WHO Congenital Syphilis Estimation Tool indicated an over- 

ll 41% reduction (rate ratio = 0.59, 0.40-0.87) in CS cases, from 

109.4 (1638.9-2711.3) in period 1 to 1248.6 (931.4-1671.9) in pe- 

iod 2 ( Table 1 ). Syphilis-related ABO cases showed a 39% re- 

uction (rate ratio = 0.61, 0.36-1.04) in between the study peri- 

ds, from 1108.3 (781.9-1568.9) in period 1 to 681.0 (458.1-1011.4) 

 Table 1 ). The CS rate ratio was significantly reduced for level 

I (rate ratio = 0.31, 0.19-0.52), but increased non-significantly 

or level III (rate ratio = 1.47, 0.49-4.43), and decreased non- 

ignificantly for level IV (rate ratio = 0.66, 0.36-1.21) (Supplemen- 

ary Table 2). 

Similarly, estimated syphilis-related ABOs decreased signifi- 

antly only at level II (rate ratio = 0.31, 0.15-0.64) (Supplemen- 

ary Table 2). There was a differential impact by district: the dis- 

rict with lower pre-test introduction syphilis positivity had the 

argest decrease in CS rates (Kalungu: seropositivity 3.7%, CS rate 

atio = 0.34, 0.16-0.72; Masaka: seropositivity 4.7%, CS rate ra- 

io = 0.74, 0.47-1.16) (Supplementary Table 3). 

When findings were extrapolated to national level using birth 

utcomes in 2018 and 2019, if testing had increased 1.71 times 

ith the test rollout, and treatment had increased 1.19 times, and 

eeping syphilis test-positivity rates found in Southwest Uganda, 

t was estimated the intervention could have prevented a total 

f 13,858 (13,499-14,137) CS cases and 6 6 64 (6196-7131) ABOs 

ases when comparing 2019 (using period 2 results) to 2018 (using 

eriod 1 results) (Supplementary Table 3). This would equate to 

verting 2157 (1913-2401) infants with clinical CS, 574 (402-746) 

remature births or low birthweights, 2703 (2401-3005) stillbirths, 

nd 1140 (940-1340) neonatal deaths in 2019 (Supplementary Ta- 

le 3). 

iscussion 

This study shows that, following the introduction of dual 

IV/syphilis RDT in Central Uganda, syphilis testing coverage in- 
4

reased to 84% (a 71% relative increase) and adequate syphilis 

reatment coverage to 62% (a doubling rate). These effects were 

bserved in both districts with different background test-positivity 

ate differences, and at all health center levels, albeit with differ- 

nt magnitude. The positive effect of RDT introduction on testing 

as the highest (seven-fold increase) where syphilis testing was 

reviously low (i.e., level II health centers). Consequently, the es- 

imated impact for CS and syphilis-related ABOs was potentially 

arge with estimated reductions of 41% and 39%, respectively, thus, 

otentially paving the way towards elimination of CS in Uganda, if 

hese effort s were sust ained and applied nationally. 

The study results are consistent with a study of dual 

IV/syphilis RDT introduction in China, which similarly compared 

re- and post-implementation at ANC1 and observed an increase 

n testing from 76-90% post-test [ 26 ]. Although primary outcomes 

valuated testing rates before and after the test, we noticed a more 

odest increase in treatment rates, which has been shown in other 

ow-resource settings [ 27 ]. As reported by Althabe et al. [ 28 ] in the

emocratic Republic of Congo and Zambia, interventions targeting 

oth testing and treatment may face challenges improving treat- 

ent rates even when testing improves. In our study, treatment 

mprovements were limited potentially by BPG stockouts, partic- 

larly at level II centers, and possibly by insufficient recording. 

esting without ensuring treatment capacity fundamentally limits 

 screening program’s effectiveness. At the time of our health 

enter audit, Uganda MOH 2016 recommendations were that BPG 

e available in levels II to IV health centers, although injectable 

rugs are not generally administered at peripheral antenatal 

linics without a clinician available [ 21 ]. The findings underscore 

he importance of not only ensuring provision of supplies but also 

roviding adequate training and supervision to frontline health 

orkers operating ANC services. They confirm that improved 

yphilis screening is only useful for reducing CS and ABOs if 

atients testing positive (and their partners) are then treated 

 29 ]. 

Although a number of studies have reported a strong positive 

mpact of the introduction of treponemal test on testing and treat- 
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ent rates, few have directly measured impact on CS and other re- 

ated birth outcomes, most being modeling studies [ 27 ]. Similarly, 

ur use of the WHO Congenital Syphilis Estimation Tool shows that 

he test intervention could significantly reduce the number of CS 

ases to help meet the WHO elimination target of less than 50 CS 

ases per 10 0,0 0 0 live births. The model indicated an estimated 

1% decrease in CS cases in period 2 to a rate of 1248.6 (931.4- 

671.9) per 10 0,0 0 0 live births, which is comparable to the, yet 

nacceptably high, average in the WHO African region (estimate 

f 1119 per 10 0,0 0 0 live births in 2016) [ 23 ]. These findings indi-

ate that, while Uganda is falling short of meeting elimination tar- 

ets, proper dual HIV/syphilis RDT implementation with increased 

reatment rate could make a large impact in reducing CS cases na- 

ionally. To maximize the benefits of improved testing, treatment 

ates must be enhanced by addressing drug supply chain chal- 

enges, particularly BPG shortages, strengthening provider training 

n syphilis treatment protocols, and clarifying prescribing author- 

ty at different levels of the health care system to ensure providers 

an initiate treatment upon positive results. 

This study had a number of limitations. First, although our sam- 

ling tried to be representative with two centers in each stratum, 

ne district (Kalungu) only had one level IV health center for sam- 

ling, possibly skewing some of the comparisons. Furthermore, the 

xclusion of nearly 19% of records because of incomplete informa- 

ion may have affected our results, which is unfortunately a fre- 

uent situation when using real-world data. Study periods were 

lso limited to the 9 months before and after test introduction and 

ay not be indicative of the rate changes that could be sustained 

r improved with time. Similarly, there was no study control group 

o determine if any temporal variables had impacted between pe- 

iod 1 and 2 results, nor were confounding variables such as HIV 

tatus or gestational age being measured. Second, the use of differ- 

nt tests between periods makes direct comparisons of test pos- 

tivity between the periods difficult to interpret, as the tests have 

ifferent characteristics and detect syphilis at different stages of in- 

ection. Real prevalence of syphilis could not be determined in this 

tudy because we did not directly collect and test samples from 

regnant women, and we relied on clinic results being “correct,”

n the absence of a national quality assurance program. Third, we 

ere unable to link pregnant women’s data in the ANC registers 

o their entries with Delivery Ward register’s birth data to docu- 

ent their linked pregnancy outcomes and thus could not directly 

easure the incidence of CS and syphilis-related ABOs. Instead, 

e used the WHO Congenital Syphilis Estimation Tool, which may 

ver- or under-estimate true incidence depending on underlying 

ssumptions (e.g., about testing accuracy) [ 4 ]. Although this val- 

dated tool provides standardized estimates, future studies with 

inked mother-infant outcomes would provide stronger evidence of 

eal-world effectiveness. Furthermore, as our study was conducted 

s a two-district health center pilot with the typical structure of 

ganda’s health system (levels II-IV), extending to estimate the 

mpact nationally may also have resulted in overestimates of the 

est’s impact given the higher rates of syphilis in Central Uganda 

ompared with national surveys [ 14 ]. Fourth, although the partici- 

ating 11 health centers ensured representation in the study sam- 

le from all of level II, III, and IV of the health care system, calcula-

ions of the testing and treatment rate ratios were not weighted to 

eflect the relative frequencies of births taking place at each level 

n the country. Only a minority of births take place at higher-level 

acilities, and the study may therefore have oversampled ANC at- 

endees at higher health center levels, thereby potentially under- 

stimating the true impact of the test introduction in the country 

ecause the testing rate ratio was less pronounced in health cen- 

ers level III and IV. 

The study’s main strength is its empirical analysis of real-world 

ata in a representative sample of government health centers in 
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[

[

[

[

[

[

[  
ganda, with a relatively large sample size allowing an accurate 

ssessment of the impact of the dual HIV/syphilis RDT rollout on 

he syphilis cascade, combined with the use of the recommended 

HO Congenital Syphilis Estimation Tool to estimate impact on CS 

nd ABOs [ 4 ]. 

In conclusion, the dual HIV/syphilis RDT introduction in Central 

ganda significantly increased syphilis testing and adequate treat- 

ent rates, contributing to an estimated considerable decrease in 

S and ABOs rates within a short period. Since our study, the 

ests are part of the standard of care, with continued funding for 

he supply by the MOH. This supply may be supported by the 

act that in 2021, the Clinton Health Access Initiative, along with 

ther partners, provided support for access to dual HIV/syphilis 

DT at US $0.95 in low- and middle-income countries [ 30 ]. Pro- 

rammatic best practice suggests that periodic diagnostic availabil- 

ty and service provision assessments should be conducted to mon- 

tor a diagnostic test intervention effectiveness at multiple time 

oints [ 31 , 32 ]. We encourage future research to indeed monitor the 

ngoing testing, positivity, and treatment rates in Central Uganda 

sing our data as a baseline to evaluate the intervention over time. 

he importance of these findings is encouraging for tracking the 

rogress of CS elimination targets in Uganda. 
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