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1. Executive summary
Tuberculosis (TB) continues to be a significant public health problem in Wandsworth. This needs assessment has established that Wandsworth remains a high incidence borough for TB, and has the highest incidence in the SWL sector. There is substantial variation in TB incidence across the borough, with much higher incidence rates in wards with large ethnic minority populations. Anticipated changes to the demography of the borough suggest that these will contribute to increasing TB incidence over time. 

Emerging challenges include the increasing incidence of multidrug-resistant (MDR) TB, which is expensive to treat and poses a serious public health threat. Developments in how services are commissioned across London offer an opportunity to enhance the efficiency and effectiveness of TB services in Wandsworth. 
The results of this analysis suggest that it is necessary to invest in TB awareness raising activities both within communities and with frontline health care providers in the areas of the borough most affected. These activities will support early identification of TB cases and high treatment completion rates which are key to reducing incidence as well as reducing the health impact of TB. Although there will be costs associated with these activities, these should be offset by reduced incidence of TB and in particular reduced incidence of MDR-TB. 

A three-year action plan has been developed to facilitate achievement of the following priorities in TB prevention and control in Wandsworth:

a. Reduction in the incidence of TB within Wandsowrth  
b. Maintain low levels of drug resistance within the borough.

c. Provision of high quality treatment and care for all people with TB
The objectives of the action plan include the following:

a. To commission a high quality TB service for the population of Wandsworth. 

b. To achieve national and local targets with respect to performance of TB services
c. To raise awareness of TB amongst health care providers and the general population in order to achieve earlier diagnosis and to enhance case finding 

d. To support treatment completion in patients diagnosed with TB

e. To address stigma associated with a TB diagnosis amongst minority ethnic groups

2. Introduction

2.1 Policy context
There are several important policy documents with respect to TB control in the UK. The Chief Medical Officers TB Action Plan: Stopping TB in England, launched in 2004, sets out the actions that need to be taken if TB is to be brought under control (Department of Health, 2004). The CMO set out 10 recommended actions; increased awareness, strong commitment and leadership, high quality surveillance, excellence in clinical care, well organised and co-ordinated patient services, first class lab services, highly effective disease control at population level, an expert workforce, leading edge research and international partnership. 

The CMO’s action plan from 2004 also suggested several indicators of what success against TB would look like. These include:

· A progressive decline (of at least 2 % per year) in rates of tuberculosis in population groups born in England.

· A reduction in the incidence of disease among people who entered the country and became resident here within the previous five years.

· No more than 7% of new cases resistant to the anti-tuberculosis drug isoniazid and 2% multi-drug resistant.
· A reduction in the number of human cases of bovine (cattle) TB in people under the age of 35 years and born in the UK

The report stated further that based on evidence and experience TB control is likely to be achieved if:

· All patients with suspected pulmonary TB are seen by the TB team within two weeks of first presentation to health care

· At least 65 per cent of patients with pulmonary TB have the diagnosis confirmed by laboratory culture of the organism

· All patients diagnosed with TB have the outcome of their treatment recorded, and at least 85 per cent successfully complete their treatment
In 2006 NICE issued a guideline on the Clinical Diagnosis and Management of tuberculosis and measures for its prevention and control (National Collaborating Centre for Chronic Conditions, 2006). This guideline makes recommendations on activities undertaken by professionals in the NHS with the aims of diagnosing primary cases of tuberculosis, identifying secondary cases, treating active disease, controlling latent infection and preventing further transmission. 

In 2007 the Department of Health produced a Toolkit for planning, commissioning and delivering high-quality services in England (Department of Health, 2007). This provides a framework and templates for PCTs to use to provide appropriate TB services for their populations. 

2.2 Goals, targets and indicators for TB control
In 2003 the World Health Organization declared TB ‘a global emergency’. 

The global targets and indicators for TB control were developed within the framework of the Millennium Development Goals (MDGs), as well as by the Stop TB partnership and the WHA (World Health Organisation, 2009). 

The targets include the following:

· By 2015: the incidence of TB should be falling (MD G Target 6.c), 
· By 2015: The global burden of TB (per capita prevalence and death rates) will be reduced by 50% relative to 1990 levels. 
· By 2050: The global incidence of active TB will be less than 1 case per million population per year
· At least 70% of incident smear-positive cases should be detected and treated in DOTS programmes and 
· At least 85% of incident smear-positive cases should successfully complete treatment.
The Stop TB Strategy launched by WHO in 2006, sets out the major interventions that should be implemented to achieve the global targets.

These are divided into six broad components: 
(i) pursuing high-quality DO TS expansion and enhancement; 
(ii) addressing TB/HIV, MDR -TB and the needs of poor and vulnerable populations; 
(iii) contributing to health-system strengthening based on primary health care; 
(iv) engaging all care providers; 

(v) empowering people with TB, and communities through partnership; and 
(vi) enabling and promoting research. 
There are five principle indicators that are used to measure the outcomes and impact of TB control: incidence, prevalence and deaths (impact indicators) and case detection and treatment success rates (outcome indicators). 
3. Clinical information on TB

TB is caused by a bacterium called Mycobacterium tuberculosis (‘M. tuberculosis’ or ‘M.Tb’). It is spread by one person inhaling the bacterium in droplets coughed or sneezed out by someone with infectious tuberculosis. Not all forms of tuberculosis are infectious. Those with TB in organs other than the lungs are rarely infectious to others, and nor are people with just latent tuberculosis. Some people with respiratory tuberculosis are infectious, particularly those with bacteria which can be seen on simple microscope examination of the sputum, who are termed ‘smear positive’. The risk of becoming infected depends principally on how long and how intense the exposure to the bacterium is. The risk is greatest in those with prolonged, close household exposure to a person with infectious TB  (National Collaborating Centre for Chronic Conditions, 2006).

3.1 Risk factors for development of TB
There are particular groups of people who are known to be at higher risk for the development of TB. These include those who are exposed to TB and those who are less able to fight latent infection, as detailed below. 

· Those who have lived in, travelled to or received visitors from areas of the world where the prevalence of TB is high. People born abroad were fifteen times more likely to contract tuberculosis as people born in England and Wales. The majority of cases in people born abroad occur after they have lived in the UK for several years.
· Those who live in ethnic minority communities originating from places where TB is very common. The risk of TB is significantly higher in people from minority ethnic groups. 

· The close contacts of infectious cases
· Those with immune systems weakened by HIV infection or other medical problems
· The very young and the elderly, as their immune systems are less robust
· Those with chronic poor health and nutrition because of lifestyle problems such as homelessness, drug abuse or alcoholism
· Those living in poor or crowded housing conditions, including those living in hostels (National Collaborating Centre for Chronic Conditions, 2006).
4. Epidemiology
4.1 Global incidence, prevalence and mortality
In 2008, there were an estimated 9.4 million incident cases of TB (incidence rate of 139 cases per 100 000 population), 11.1 million prevalent cases of TB (prevalence rate of 164 cases per 100 000 population), 1.3 million deaths from TB among HIV-negative people and an additional 0.52 million TB deaths among HIV-positive people. Almost 30 000 cases of multidrug-resistant TB (MDR -TB) were notified in 2008; this is 11% of the total number of cases of MDR -TB estimated to exist among cases notified in 2008 (World Health Organisation, 2009).
Globally most new TB cases occur in Africa and Asia, with the Americas, European and Eastern Mediterranean regions accounting for only small fractions of global cases. In high incidence countries the increasing TB incidence is closely linked to the spread of the HIV epidemic.

TB incidence rates peaked in 2004 and are now falling, although the number of incident cases is increasing due to global population growth. The fall in incidence rates mean that the MDG target 6.c was met in 2005. Global TB prevalence has been in decline since 1990, however in the Africa and European regions rising incidence in the 1990s mean that it is unlikely that these two regions will reach the target of halving the 1990 prevalence rate by 2015, therefore the global target will not be reached. The global TB mortality rate increased in the 1990s but this trend reversed around 2000 and TB mortality rates are now in decline. In the African and European regions although TB mortality rates are now in decline it is unlikely that they will meet the target of halving mortality from 1990 levels by 2015, therefore globally this target will not be met either.  
4.2 TB epidemiology in the United Kingdom
TB incidence has been increasing in the UK since 2000 (Table 1). England has the highest rates of TB in the UK and much of this is driven by TB incidence in London which is higher than in any other part of the UK (Figure 1) (Health Protection Agency London and NHS London, 2009). 
Table 1: TB case reports and rates by country, UK, 2000-2007

	Year
	England
	Northern Ireland
	Scotland
	Wales
	United Kingdom

	
	Number of cases
	Rate (per 100,000)
	Number of cases
	Rate (per 100,000)
	Number of cases
	Rate (per 100,000)
	Number of cases
	Rate (per 100,000)
	Number of cases
	Rate (per 100,000)

	2000
	6075
	12.3
	57
	3.4
	403
	8.0
	182
	6.3
	6717
	11.4

	2001
	6296
	12.7
	57
	3.4
	351
	6.9
	187
	6.4
	6891
	11.7

	2002
	6669
	13.4
	67
	3.9
	393
	7.8
	158
	5.4
	7287
	12.3

	2003
	6691
	13.4
	57
	3.3
	367
	7.3
	170
	5.8
	7285
	12.2

	2004
	7011
	14.0
	81
	4.7
	392
	7.7
	191
	6.5
	7675
	12.8

	2005
	7763
	15.4
	75
	4.3
	365
	7.2
	191
	6.5
	8394
	13.9

	2006
	7828
	15.4
	61
	3.5
	381
	7.4
	184
	6.2
	8454
	14.0

	2007
	7736
	15.1
	66
	3.8
	408
	7.9
	201
	6.7
	8411
	13.8

	2008
	7970
	15.5
	59
	3.3
	452
	8.7
	174
	5.8
	8655
	14.1


 Sources: Enhanced Tuberculosis Surveillance, Enhanced Surveillance of Mycobacterial Infections, Office for National Statistics mid-year populations estimates. Data as at September 2009 Prepared by: Health Protection Agency Centre for Infections, www.hpa.org.uk, accessed 20 January 2010. 

Figure 1: TB case reports and rates by region, England, 2008
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Sources: Enhanced Tuberculosis Surveillance, Office for National Statistics mid-year populations estimates. Data as at September 2009. Prepared by: Health Protection Agency Centre for Infections, www.hpa.org.uk. 
4.3 TB epidemiology in London

All TB cases in London are recorded on the London TB register (LTBR) which is the main TB data source for the Health Protection Agency (HPA). Over the past 20 years incidence of TB has doubled in London, with the rolling average incidence of TB during the three years 2005-2007 at 44/100,000, compared to 34/100,000 during 1999-2001. In 2007 39% of all TB cases in England and Wales lived in London (Health Protection Agency London and NHS London, 2009). 

TB incidence varies widely within London from a low of 8 per 100,000 population in Havering and Richmond PCTs, to a high of 110 per 100,000 population in Newham PCT in 2007 (Figure 2). South West London (SWL) has had the lowest rates at 27 per 100,000 population in 2007 although within SWL, Wandsworth and Croydon PCTs have had higher incidence rates. 

Figure 2: Incidence per 100 000 population of new cases in London residents by PCT of residence, Enhanced TB surveillance, 2007

[image: image2.emf]Source: TB in London, 2007. Health Protection Agency and NHS London, 2009
The majority of cases occur in young adults aged 15-44 years and incidence rates within this age group have been rising. Incidence in those aged 25-34 years have risen over the last 8 years from 47/100,000 to 70/100,000 in 2007. Over the same period incidence in the 15-24 year age group has risen from 41/100,000 to 53/100,000. 

TB incidence varies substantially across ethnic groups, with the highest rates in the Black African and Indian subcontinent ethnic groups, who were mostly non-UK born although many have been resident in the UK for more than 5 years. 79% of cases in 2007 occurred in those who were known to have been born abroad. In the White population incidence rates are lower and cases occur in older age groups, most were aged >45 years in 2007. The highest incidence rates are among those of the Black African ethnic group (210/100,000) compared with 159/100,000 for the Indian, 153/100,000 for the Pakistani and 102/100,000 for the Bangladeshi ethnic groups, compared with 7/100,000 for the White ethnic group. 

The incidence rate is much higher in the 15-44 year age group at 436/100,000 for Black Africans and 579/100,000 for those of Indian ethnicity, compared with 57/100,000 for London as a whole. In 2007, the TB incidence rate in those who were UK born is more than 10 times lower than that in those who were born outside the UK (10/100,000 vs. 133.5/100,000). 

It is not just recently arrived migrants who develop TB; in 2007 55% of adults and 32% of children with TB had been in the UK for 5 or more years. 

Those at increased risk in UK-born Londoners include the homeless, problem drug users and prisoners. Although they constitute a small number of cases relative to those born overseas they have been shown to contribute to active ongoing transmission within the city. 

In 2007, 9.2% of cases had resistance to any first-line drug, and 1.2% were multidrug resistant. London had high levels of isoniazid resistance in particular – 8.6% in 2007 compared to 6.8% nationally (Health Protection Agency London and NHS London, 2009). 

4.4 TB epidemiology in South West London 
In 2008 there were 342 TB cases in SWL with an incidence rate of 25.4/100 000 population. Wandsworth has for a number of years had the highest incidence rate of TB in SWL, in 2008 this was 39 cases per 100,000 population (Table 2). The incidence rate has been close to or at 40 per 100,000 population for a few years which has prompted recent proposals for the introduction of universal BCG immunisation in the borough (Table 3). Although Croydon has almost the same number of cases of TB as Wandsworth, their incidence rates are lower. 

Table 2: Number of cases in SWL by Local Authority, 2004-2008

	Local authority
	2004
	2005
	2006
	2007
	2008

	Croydon
	120
	113
	102
	117
	112

	Kingston upon Thames
	22
	29
	25
	29
	29

	Richmond upon Thames
	12
	19
	20
	14
	13

	Sutton and Merton
	86
	86
	93
	90
	81

	Wandsworth
	94
	125
	82
	115
	110

	Total
	334
	372
	322
	365
	345


Source: South West London Health Protection Unit Annual Review 2008. Data source: London TB register, Health Protection Agency.
Table 3: TB incidence rate per 100,000 population by PCT of residence and year of notification in SWL

	PCT
	2004
	2005
	2006
	2007
	2008

	Croydon
	35.3
	33.0
	30.3
	34.5
	32.8

	Kingston upon Thames
	14.5
	19.0
	16.0
	18.4
	18.1

	Richmond upon Thames
	6.6
	10.2
	11.1
	7.8
	7.2

	Sutton and Merton
	23.3
	23.1
	24.3
	23.4
	20.8

	Wandsworth
	34.0
	44.4
	29.4
	40.8
	38.7

	SWL total
	25.3
	27.8
	24.1
	27.1
	25.5

	London Total
	42.1
	46.3
	44.5
	43.0
	44.4


Source: South West London Health Protection Unit. Data source: London TB register, Health Protection Agency
4.5 TB epidemiology in Wandsworth 
In Wandsworth a high percentage of the population is aged between 20 and 44 years (Figure 3) and this proportion is expected to increase over time. 
Figure 3: Age breakdown for Wandsworth population showing proportion in each age group for males and females
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Source: GLA Round 2008 Population Projections Low

It is known that the risks of developing TB are higher in ethnic minority populations, as described earlier. The following figures (Figure 4, Figure 5) show the distribution of ethnic minority populations in Wandsworth wards. There are high concentrations of Asian ethnic groups in the south of the borough.  Overall 18% of the population in Tooting, Graveney and Furzedown wards is Asian and 13% is Black. 
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The highest concentrations of Black ethnic groups is in the north of Wandsworth and in the south of the borough. Figure 6 shows the most deprived areas of the borough and there is some overlap with those areas that have high proportions of ethnic minority groups. 

Figure 6: Map of deprivation in Wandsworth
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Source: IMD 2007

4.6 Incidence rates of TB in Wandsworth

As detailed in Table 3, incidence rates of TB in Wandsworth have been above or at 40 per 100,000 population for several years. A more detailed analysis has shown however that at the ward level there are substantial variations in TB incidence rates with some wards in the centre of the borough having rates that are below 20 per 100,000 population and other wards having rates above 60 per 100,000 population (Figure 7). These calculations were based on data from 2002 to 2008 as there are small numbers of TB cases in each ward in each year. Three-year average TB incidence rates were calculated by ward for this period. 
Figure 7: TB incidence rates with 95% confidence intervals by ward in Wandsworth, 2002 - 2008
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Source: Dr Ravi Balakrishnan, based on data extracted from LTBR September 2009

Further analyses of the demographic and other factors were conducted on data extracted from the LTBR on 13/11/2009 for Wandsworth PCT for all patients diagnosed with TB between the dates of 01/01/2006 to 13/11/2009. There were a total of 383 cases of TB notified over this period, a further 21 cases were denotified after having been identified as not being TB. Data for 2009 are incomplete.  

4.6.1 Age and sex
In all years except 2008 there are more cases in men than women, overall 54% of cases occurred in men (Table 4). 

Table 4: Distribution of TB cases by sex in Wandsworth PCT, 2006 to 2009

	 Year
	Male (% of total)
	Female (% of total)
	Total

	2006
	44 (53.7)
	38 (46.3)
	82

	2007
	66 (57.4)
	49 (42.6)
	115

	2008
	55 (50.0)
	55 (50.0)
	110

	2009
	42 (55.3)
	34 (44.7)
	76

	Total
	207 (54.0)
	176 (46.0)
	383


The age distribution of TB cases is detailed in Figure 8. For women and men respectively, 54% and 52% of cases occur in patients between the ages of 20 and 40 years. 
Figure 8: Distribution of TB cases by sex and age group in Wandsworth PCT, 2006 to 2009
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4.6.2 Children and adolescents with TB
There are small numbers of children and adolescents who are diagnosed with TB every year; and there has been wide variation in the number of children diagnosed. Between 2006 and 2009, there were a total of 34 cases of TB in children younger than 18 years. Of the 11 cases that occurred in children under the age of 10 years 82% (n=9/11) were born in the UK, however in TB cases in children between the ages of 10 and 18 years, 48% (n=11/23) were born in the UK. 
4.6.3 Ethnicity 

Information on ethnic group was available for all cases. Overall the majority of cases were of Black-African ethnic origin, and were predominantly non UK-born. The second largest number of cases were of Indian or Pakistani origin and were similarly predominantly non UK-born. Most (45.3%) of the UK-born cases were White. 
Table 5: Ethnicity and place of birth of TB cases, Wandsworth 2006 – 2009
	Ethnicity
	Place of birth
	Total
	% of population in ethnic group*

	 
	UK-born
	Non UK-born
	 
	

	 
	Number of cases
	% of all cases
	Number of cases
	% of all cases
	Number of cases
	% of all cases
	

	Black-African
	11
	17.2
	113
	36.2
	127
	33.2
	3.8

	Black 
Caribbean/other
	10
	15.6
	9
	2.9
	19
	5
	5.7

	ISC
	11
	17.2
	124
	39.8
	135
	35.3
	5.3

	White
	29
	45.3
	24
	7.7
	56
	14.6
	7.8

	Other /unknown
	 
	 
	 
	 
	<10
	 
	 


*Source: Census 2001
4.6.4 Country of birth
Table 6: Numbers and proportions of UK and non UK-born TB cases, Wandsworth 2006 - 2009

	
	2006
	2007
	2008
	2009
	Total

	
	N(%)
	N(%)
	N(%)
	N(%)
	N(%)

	Non UK-born cases
	71 (87%)
	97 (84%)
	83 (76%)
	61 (80%)
	312 (82%)

	UK-born cases
	10 (12%)
	16 (14%)
	25 (23%)
	13 (17%)
	64 (17%)

	Unknown
	1 (1%)
	2 (2%)
	2 (2%)
	2 (3%)
	7 (2%)

	Total
	82 (100%)
	115 (100%)
	100 (100%)
	76 (100%)
	383 (100%)


Overall 82% of TB cases reported were not born in the UK (Table 6). This is in line with the proportions seen in London (Health Protection Agency Centre for Infections, 2009). The age distribution of cases differs markedly depending on the place of birth (Figure 9). Non UK-born cases show a peak in the young adult age groups, while there are more consistent numbers of cases born in the UK in each age group. 
Figure 9: Distribution by age group of UK-born and non UK-born TB cases in Wandsworth, 2006 - 2009
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4.6.5 Non-UK born TB case reports by world region of birth.

Of those not born in the UK there were data on the country of birth in 303 cases. Sub-Saharan Africa is the most common region of birth in TB cases that were not born in the UK, followed closely by South Central Asia which is predominantly the countries of the Indian sub-continent (Figure 10). This is different from the picture for the UK overall where 52.2% of non-UK born cases are from South Central Asia and 31.5% are from sub-Saharan Africa (Health Protection Agency London and NHS London, 2009). 
Figure 10: Non UK-born TB cases by world region of birth, Wandsworth, 2006 - 2009
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When we look in more detail at the countries of birth of non UK-born TB cases in Wandsworth, the largest numbers of cases are from Somalia, Pakistan and India which together account for 55% of non UK-born cases (Table 7). Again the picture in Wandsworth is slightly different from the UK picture where the largest numbers of non UK-born cases are from India (26% of cases) and Pakistan (17% of cases) (Health Protection Agency Centre for Infections, 2009). 
Table 7: Most frequent countries of birth for non UK-born TB cases, Wandsworth 2006 – 2009
	Country of birth
	Number of cases
	% of cases

	Somalia
	63
	20.8

	Pakistan
	52
	17.2

	India
	51
	16.8

	Bangladesh
	10
	3.3

	Nigeria
	11
	3.6

	Kenya
	10
	3.3

	Southern Africa
	14
	4.7

	Africa Other 
	19
	6.3

	Western Europe
	9
	3

	Others
	64
	21.2

	Total
	303
	100


4.6.6 Non-UK-born tuberculosis case reports by time since entry to the UK to tuberculosis diagnosis

In 278 of the 312 cases that were non UK-born data were available on the time since entry to the UK to the TB diagnosis (Figure 11). 40% of these cases had been in the UK for 5 years or less and 67% of cases had been in the UK for 10 years or less. This pattern is in line with the UK picture (Health Protection Agency Centre for Infections, 2009).
Figure 11: Time since entry into the UK to TB diagnosis, Wandsworth 2006 - 2009
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4.6.7 Site of infection

Majority of cases (54%, 207/383) were pulmonary TB (Table 8). Cases presenting exclusively with extra-pulmonary disease accounted for 46% of all cases, which is in line with the UK picture. 69% of cases born in the UK had pulmonary disease compared with 51% of those that were non UK-born. Of the extra-pulmonary sites of disease the most commonly reported were extra-thoracic lymph nodes (20%), pleural (7%) and intra-thoracic lymph nodes (6%). 
Table 8: Tuberculosis case reports by site of disease
	Site of disease*
	Number of cases
	Percentage of all cases+

	Pulmonary
	207
	54

	Extra-thoracic lymph nodes
	78
	20.4

	Other site
	34
	8.9

	Pleural 
	28
	7.3

	Intra-thoracic lymph node
	23
	6

	Bone 
	23
	8

	Gastrointestinal or peritoneal
	14
	3.7

	Miliary
	11
	2.9

	CNS 
	9
	2.3

	Genitourinary/Cryptic disseminated
	10
	2.6


*With or without disease at another site. +Total percentage will exceed 100% due to infections at more than one site. 

4.6.8 Bacteriological results

There were a total of 207 cases with pulmonary disease notified. Of these in 67.6% (140/207) the sputum smear test result was known and 30.4% were smear positive. The proportion of pulmonary cases with a known sputum smear test was lowest in 2006 at 51% but has been consistently higher than 70% since then. The proportion of smear positive pulmonary cases has increased from 24.5% in 2006 to 35.5% in 2008 and looks to remain at this level in 2009. The proportion of sputum smear positive pulmonary TB cases in the UK was 56% in 2008 (Health Protection Agency Centre for Infections, 2009).
There were a total of 307 cases from 2006 to 2008 (data from 2009 have been excluded for this as they are not complete). Of these there were culture results available for 26.4% (81/307) of cases. All were culture positive for Mycobacterium tuberculosis, there were no cases of Mycobacterium bovis or Mycobacterium africanum identified. 
Similarly for the period 2006 to 2008, of those with pulmonary disease, 28.5% (49/172) had a culture result available. There were 135 cases that were classified as non-pulmonary disease, 23.7% (32/135) of these had a culture result available.  This is significantly lower than UK levels of 67% of pulmonary cases culture confirmed and 45% of extra-pulmonary cases culture confirmed (Health Protection Agency Centre for Infections, 2009). Possible explanations for this low level include that the data are not entered into the LTBR once they become available (A Roche, Personal communication). 
4.6.9 Drug sensitivity
Of the 307 cases from 2006 to 2008 (data from 2009 have been excluded for this as they are not complete), there were 115 cases where drug sensitivity data from culture were available (Table 9). In 15 of these cases there was resistance to at least 1 first-line drug (13% of all culture confirmed cases) and 3.5% were multi0drug resistant. Streptomycin was the most commonly resisted drug with 10 cases (8.7%).  (SWLHPU, 2008).
Fourteen (14) of the 15 cases that had resistance to 1 or more drugs were non UK-born. Of these 15 cases, data were available on time since entry into the UK for 12 cases, 60% of which were in the UK for 7 or more years before the TB diagnosis. 33% of the cases that were non UK-born were from sub-Saharan Africa, 20% were from the Indian subcontinent. 
Eight (8) of the 15 cases were pulmonary. 80% of cases were under 35 years of age. 

4.6.10 Treatment completion rates

Treatment completion rates were calculated for 2006 to 2008, data for 2009 were incomplete so were not included. It is a national target, also included in the London TB metrics, that PCTs and providers should achieve as a minimum an 85% treatment completion rate. 
Table 9: Treatment completion rates for Wandsworth, 2006 - 2008

	 
	2006
	2007
	2008

	Completed treatment 
	69
	98
	93

	Total patients
	82
	115
	110

	Treatment completion rate
	84.1%
	85.2%
	84.5%


4.6.11 DOT

139/383 (36.3%) of patients were treated with DOT. The ethnicity distribution of patients on DOT was not significantly different from the ethnic distribution overall. Similar proportions of patients on DOT were born in the UK as those not on DOT. 
4.6.12 Providers of care to Wandsworth patients

Most TB cases (76%) in Wandsworth are treated at St Georges hospital. Inpatient admissions were required for 24% (68/289) of the patients treated at St Georges hospital, compared to 52% (15/29) at Chelsea and Westminster Hospital and 48% (11/23) at Kingston Hospital. 

Table 10: Providers of care to Wandsworth patients 2006-2008
	Hospital responsible for episode of care
	Number of cases
	Proportion of cases

	St George's Hospital
	291
	76

	Chelsea & Westminster
	29
	7.6

	Kingston Hospital
	24
	6.3

	St Thomas' Hospital
	13
	3.4

	Other provider
	26
	6.9

	Total
	383
	100


1.1 TB mortality

Wandsworth has the highest TB related mortality in SWL with a mortality rate higher than the overall London and England rates, and three times the rates of any of the other PCT in the sector. Overall though these mortality rates are based on small numbers and this will have an impact on the interpretation of the figures in Table 11. As Figure 12 shows, mortality rates have decreased rapidly in Wandsworth, in contrast to the slow declines seen in London and England. 
Table 11: TB mortality rates per 100,000 population for 2005-2007

	PCT
	Males
	Females
	Persons

	Croydon
	0.4
	0.4
	0.4

	Kingston upon Thames
	0.4
	0.4
	0.4

	Richmond upon Thames
	0.4
	0.7
	0.6

	Sutton and Merton
	0.5
	0.7
	0.6

	Wandsworth
	1.5
	0.5
	1.0

	London
	1.2
	0.7
	0.9

	England
	0.8
	0.5
	0.6


Source: Clinical and Health Outcomes Knowledge Base (www.nchod.nhs.uk)
Figure 12: TB mortality rates (directly standardised) per 100,000 population
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Source: Clinical and Health Outcomes Knowledge Base (www.nchod.nhs.uk) Accessed 10 March 2010.
1.2  TB incidents in Wandsworth

During 2008 there were 8 TB incidents that occurred in Wandsworth. Four of these incidents occurred within a hospital setting, 2 incidents were in schools, 1 in a nursery and 1 in Wandsworth Prison. There were a total of 27 household contacts and 267 other contacts were screened as a result of these incidents. 
There is additional screening of contacts that occurs at St Georges Hospital when cases are put on treatment through the chest clinic, that are not reflected in the data above. 

1.3 TB in hard to reach groups

This group includes drug and alcohol users, the homeless, asylum seekers and refugees. All users of the services provided to this group are given a full health screen when they first come into contact with the service and this includes screening questions for TB. Services are provided to this group by a harm reduction nurse as well as the health team for the homeless, asylum seekers and refugees. 

For asylum seekers and refugees, if there is a suspicion of TB, patients are referred to their GP for further investigation and management. Some of these patients may have been screened prior to their arrival in Wandsworth depending on their port of entry; however there is currently no requirement for systematic screening of all asylum seekers and refugees.

If necessary sputa samples can be taken and sent off for analysis at their contacts with the harm reduction nurse, although all subsequent follow up care will be managed by the health services and the Find and Treat team as needed. 

The Mobile X-ray Unit (MXU) has between December 2008 and October 2009 visited the borough on 3 occasions and provided a total of 116 screens for TB in the homeless and drug and alcohol users groups, although this may include some patients who were screened more than once. There was only 1 suspected TB case identified through this screening who after further investigation, was found to not have TB. A further screening event will be held in Wandsworth in March 2010. 

Table 12: Number of screens performed by the mobile X-ray unit in Wandsworth

	Date of visit
	Number of people screened

	December 2008
	54

	March 2009
	36

	October 2009
	26

	Total
	116


The hard to reach groups tend to be a highly mobile and transient group and are difficult to follow up. In addition patients may have multiple health and social problems. With the asylum seeker and refugee groups there is also often confusion about what patients are entitled to in terms of care not only amongst the patients but also the health care workers who are treating them. Stigma remains an issue in some of these patient groups. 

1.4 Provision of BCG
Following advice from the Joint Committee on Vaccination and Immunisation (JCVI), in 2005 BCG vaccination policy moved from a universal schools-based vaccination programme to a programme targeted on particular risk groups. This change in policy reflected the changing patterns in the epidemiology of the disease. JCVI reviewed its advice on BCG in early 2007 and advised that the advice for a targeted risk based programme remained appropriate. It recommended that focus should be on those at greatest risk of exposure, including: 
· all infants (aged 0 to 12 months) living in areas of the UK where the annual incidence of TB is 40/100,000 or greater 
· all infants (aged 0 to 12 months) with a parent or grandparent who was born in a country where the annual incidence of TB is 40/100,000 or greater 
· previously unvaccinated children aged one to five years with a parent or grandparent who was born in a country where the annual incidence of TB is 40/100,000 or greater. These children should be identified at suitable opportunities, and can normally be vaccinated without tuberculin testing 
· previously unvaccinated, tuberculin-negative children aged from six to under 16 years of age with a parent or grandparent who was born in a country where the annual incidence of TB is 40/100,000 or greater. These children should be identified at suitable opportunities, tuberculin tested and vaccinated if negative 
· previously unvaccinated tuberculin-negative contacts of cases of respiratory TB (following recommended contact management advice) 
· previously unvaccinated, tuberculin-negative new entrants under 16 years of age who were born in or who have lived for a prolonged period (at least three months) in a country with an annual TB incidence of 40/100,000 or greater. 
Since the change in policy the numbers of vaccinations provided have gradually increased, although there has been a decline in 2008-09. It is expected that the number of immunisations in children over the age of 1 year should gradually decline as more children are vaccinated in the neonatal period. 
Table 13: Number of BCG vaccinations provided in Wandsworth, 2005 to 2008

	 
	2005-06
	2006-07
	2007-08
	2008-09

	All ages
	 
	 
	1010
	623

	Age under 1 year
	146
	468
	356
	284

	Age over 1 year
	 
	 
	654
	339


Source: KC50 returns, The Information Centre for Health and Social Care. http://www.ic.nhs.uk/statistics-and-data-collections/health-and-lifestyles/immunisation Accessed 07 April 2010 
Unpublished data from the local immunisation team show a substantial increase in BCG immunisation numbers for the under 1’s (N=1017) and for those over 1 year (N=448) for 2009/10 (Dr Balakrishnan, Personal communication).
1.5 TB in Wandsworth prison

1.5.1 Overview of Wandsworth Prison

HMP Wandsworth is the largest London prison and, after refurbishment in 2008 has an operational capacity of 1631 prisoners. It has a separate vulnerable prisoner training unit (VPU), holding mainly sex offenders, as well as a drug rehabilitation unit. The prison is described as a category “B” prison, which places it just below maximum security. There is an average of 7300 prisoners who pass through the prison in a year, with a daily turnover of approximately 70 persons. There are daily approximately 23 newly sentenced or remand prisoners who enter the prison. 

More than half (64%) of prisoners housed here are sentenced. The remainder includes 14% on remand awaiting trial and a small percentage (2%) of immigration detainees. The prison population at HMP Wandsworth is young, with more than half of prisoners under age 35 years, and less than 2% over age 65.

The largest single ethnic group within the prison is “white” (49%).  Proportionally, there are fewer prisoners of “white” ethnic origin than present in the population of Greater London (68%).  “Black Caribbean” prisoners (20%) form the second largest group and overall, “Black” ethnic groups (33.5%) are disproportionately represented compared to their population in Greater London (13.4%). Prisoners of all “Asian” ethnic groups and “other” ethnicities are in lower proportions in Wandsworth prison than the Greater London population and those of ‘Chinese” ethnicity are slightly higher.

1.5.2 Health services in Wandsworth Prison

Health services in HMP Wandsworth were being provided by Secure Healthcare until recently when they went into administration. The contract was then taken over by Community Services Wandsworth (CSW) who are currently running a consultation on how these service should be re-organised.The current service within HMP Wandsworth is similar to a level 1 primary care service that would be found in the community. Primary care is delivered in the residential wings through daily surgeries with GPs sharing delivery of the service operating on a part-time basis. Harmony currently provides out of hours GP cover.  The range of core services provided in a level 1 centre includes:

· GP services

· Nurse or therapist-led services

· Pharmacy 

· Dentistry

· Other community services, chiropody, optical, etc.

The prison has a small impatient wing and it is planned that there will be 2 dedicated TB isolation cells, although this is not a dedicated isolation unit meeting HPA requirements. MDR-TB patients will still have to be treated at St Georges Hospital. 

1.5.3 Screening for TB in Wandsworth prison

When new prisoners arrive at Wandsworth prison a very short health screen is done on the first night and a fuller health assessment is conducted the following day with a GP. Patients who are suspected of having TB are then tested or referred for further investigation. 

Screening for TB in the prison population used to be conducted intermittently by the Mobile X-ray unit. In January 2008, a mobile TB screening unit conducted a five-day session during which 633 prisoners were screened (56% of the main prison population) and three referrals made. Wandsworth Prison, along with the other 5 prisons in London, is due to be fitted with a digital X-ray machine that will allow screening of all new entrants into the prison for TB. This was due to be operational in September 2008 but as a result of delays should now be installed by April 2010 and fully operational by June 2010. 

EMIS has recently been introduced in Wandsworth Prison. Prior to this health records have been paper based and the ability to access and analyse data in the prison has been limited. 

1.6 Stigma consultation in Wandsworth

In 2009, several focus groups were held with community groups in Wandsworth in order to determine the impact of stigma on TB identification and management within the borough. In general the study found that the groups encountered were well informed about TB. There was a high level of trust in primary care providers although TB specific services were viewed with more suspicion. A general recommendation from the findings were that TB awareness activities should be linked to other general health promotion activities rather than be focused on TB as that may decrease participation (Anita Roche, personal communication). 
2. Provision of TB services in Wandsworth

2.1 Health promotion activities

There has been an awareness raising campaign run to coincide with World TB day in March which has included the distribution of posters and other materials to GPs, clinics and the prison. Local health service providers have in addition arranged activities to coincide with the day. In addition to the screening amongst hard to reach groups described above other training sessions are planned for frontline workers to coincide with the MXU’s visit to raise awareness of TB. 

2.2 TB service review in SWL

In 2008 a review of the TB services in South West London was conducted. This review involved interviews with each of the provider units in SWL around the service setup, funding streams, local issues and perceived needs. An epidemiological needs assessment was also conducted using a combination of data from the LTBR and local clinic data. 
As this was a sector wide review not all of the recommended actions are necessarily Wandsworth specific, however the recommendations broadly covered the following areas. Further details are included in appendix A.

· PCTs should invest in community or outreach services. Increasing capacity to work in the community would enable increased activities in high risk groups to identify new cases and to trace defaulters from TB care. To address this a bid for funding of an outreach worker to be based at St Georges Hospital was put into the investment bid round for 2010/11. A decision on this is awaited.
· Increasing education and awareness for primary care staff and community groups

· Supporting clinical management of TB cases for example with the establishment of case review boards to provide expert advice on the management of complex cases 
· Addressing the TB staff development needs

· Addressing commissioning and funding gaps, in particular the lack of a discrete SLA covering TB services, and the lack of an identified PCT TB lead as is recommended in the TB commissioning toolkit.

2.3 Programme performance data

In 2009/10 a TB service development manager for the SWL sector was in post. In addition to other activities, he produced a quarterly performance scorecard for the PCTs and providers in the sector. These are included as appendix B (The measurement criteria for the performance indicators are appendix B1, and the performance scorecard for Q1 2009/10 is appendix B2). 
Key points to note from these scorecards are the following:
· The PCT was ‘green’ rated for 5 of the performance indicators.
· The proportion of pulmonary TB smear positive tests was significantly lower at St George’s hospital than at other hospitals in the sector. 
· The proportion of patients receiving DOT was also lower. 

· At St Georges hospital, the ratio of nurses to notified patients (1:64 in Q1) is significantly higher than the recommended 1:40 ratio. 

3. Discussion and recommendations
This needs assessment sought to establish the burden of TB in the Wandsworth population. The epidemiological analysis shows that TB incidence in the borough remains at or above the threshold level of 40 cases per 100,000 population at which it is recommended that universal BCG immunisation is made available to all children born in the borough. 
The majority of TB cases in Wandsworth occur in people between the ages of 20 and 40 years, as is the case nationally. Wandsworth has a young population and the proportion of people between the ages of 20 and 44 years is expected to increase over time, potentially resulting in increased incidence. 
The epidemiological analysis also identifies parts of Wandsworth and particular populations groups that are significantly affected by TB. Areas that have high proportions of ethnic minority populations or populations that come from areas of the world with high TB incidence are at increased risk. This risk is clearly demonstrated in the ward level analysis which shows very high TB incidence in some areas of the borough. Even though these ethnic minority populations are well established, the risk of developing TB remains as the analysis shows that 60% of those born outside the UK who developed TB had been in the country for more than 5 years. It is necessary therefore to invest in community based TB awareness raising activities both within the communities affected and with frontline health care providers in these areas to prevent further increases in TB incidence. Early identification of TB cases is key to reducing incidence as well as reducing the health impact of TB. Feedback from the local stigma consultation suggests that the awareness activities in the community should not be TB specific but be part of other general health promotion activities in order to maximise community participation. 

The rising number of cases with resistance to one or more TB drugs presents an increasing public health and financial challenge and necessitates further emphasis on early identification of cases and high treatment completion rates. The proportion of pulmonary TB cases confirmed by culture falls well below the Chief Medical Officers Action Plan target of 65% and the HPA’s Strategic Plan target of 70%. Further investigation into the reasons for this is needed including addressing any relevant data and laboratory issues. 
The commissioning of TB services in Wandsworth and in London is expected to change with the introduction of the London TB commissioning unit. The development of this unit is an important step for the management of TB services in London, as it will make recommendations on the services to be commissioned and will provide support to PCTs to ensure the commissioning of an effective and efficient TB service. Although in the current financial climate, further investment in TB services may be difficult, without investment it can be expected that TB incidence will continue to rise. The costs of investment are likely to be offset by reductions in TB incidence and in particular reductions in the incidence of MDR TB of which the cost to treat is ten-fold greater than the costs of  treating any other TB case. 
The development of a TB strategy for Wandsworth is the next step in addressing the findings of this needs assessment. 
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5. Appendix A: Recommendations from SWL TB service review
In 2008 a review of the TB services in South West London was conducted. This review involved interviews with each of the provider units in SWL around the service setup, funding streams, local issues and perceived needs. An epidemiological needs assessment was also conducted using a combination of data from the LTBR and local clinic data. 

The review made the following recommendations:
· A formal career and educational development programme should be devised for TB staff.
· Gaps in service provision identified should be filled using appropriately skilled staff. 
· Clinical gaps
· A case review board could be established to provide expert advice on complex cases management. The membership of this board could be flexible dependent upon the case. Similar groups could exist for MDRTB, case management, screening and incident management if required. There are now 3-monthly case management teleconferences being held for complex cases.  This has been in place for about a year and is a sector wide initiative
· Introducing an opt-out HIV testing programme would increase the provision of HIV testing for TB patients. This is currently in place at Wandsworths main provider St Georges Hospital Trust. 
· Directly Observed Therapy (DOT) is used variably across SW London. Agreed criteria for commencing patient on DOT should be introduced. This should be allied to an effective risk assessment process to identify the case mix more effectively. A risk assessment process is currently in place in Wandsworths’ main provider St Georges Hospital Trust. 
· At some centres TB nurses have responsibility for both respiratory and TB patients, given the volume and complexity of TB patients, these services should be separated and funded appropriately. 
· Agreement is need on minimum standards of clinical care to ensure equitable service provision. This could be achieved through the design of an effective integrated care pathway
· Variability in levels of chemoprophylaxis may be due to capacity or practice and agreed criteria for chemoprophylaxis should be agreed. 

· Commissioning and funding gaps
· PCTs should invest in community or outreach services. Increasing capacity to work in the community would enable increased activities in high risk groups to identify new cases and to trace defaulters from TB care. To address this a bid for funding of an outreach worker to be based at St Georges Hospital was put into the investment bid round for 2010/11. A decision on this is awaited.
· PCTs should identify a TB lead, lead clinician and commissioning lead as is recommended in the TB commissioning toolkit. 

· PbR needs to be managed more effectively to ensure value for money.  Almost all funding currently enters the trusts through PbR and it is difficult to identify if non-PbR funding has been added at any point. 
· Introducing a contract specification for TB. There are no discrete contracts in place for TB and existing TB services are commissioned as part of the global sum SLA. PCTs, as recommended in the national TB commissioning toolkit, should introduce a discrete section to the acute contracts for the TB service. This specification should outline the standards that the providers will be expected to achieve and the services that will be provided in exchange for the funding. 
· Shadow indicative tariffs. In 2009/10 it is recommended that SW London introduce a shadow tariff for a number of activity areas to understand the benefits and challenges of designing locally negotiated tariffs for various elements of the TB service. Shadow tariffs could be introduced for the following areas:
· MDR-TB patients- national review has highlighted the risks to providers and commissionaires around using the D18 HRG for MDR-TB patients (DH 2007)
· Contact screening- contact screening is currently funded through the Thoracic medicine outpatient tariff, numbers are volatile and unpredictable, there is a reasonable level of activity by secondary care providers in primary care and the impacts of the cost of this are poorly understood. These patients cannot be demand managed
· Regular attenders for directly observed therapy are currently funded through the Thoracic medicine outpatient tariff. Numbers are both unpredictable and cannot be demand managed. A variety of different tariffs are currently used and some activity is not recorded
· All TB services should have a dedicated budget which should reflect the need for funding items other than staffing
· PCTs should not demand manage TB and it should not be subject to choice as per national guidance. 
· Data reporting
· The process of collecting data for 2007 and 2008 has identified the limited value of reporting on the NHS London standards for TB on a PCT by PCT basis. These standards should be used to performance manage providers with PCTs using a different set of standards to measure the impact and outcome of their commissioned services. The CMOs national action plan includes a number of measures that would give a reasonably effective way of measuring control of TB. These standards could be measured using existing data systems with a limited amount of additional work for PCTs. 
· From 2009/10, providers should be expected to return their quarterly performance data for analysis rather than this data being collected by the PCTs. The templates used in this report should be completed on a quarterly basis and returned to the network manager for collation and reporting to the PCTs. This is currently in place. 

· Management and coordination 
· A network manager should be appointed to take forward this challenging and ambitious agenda. This person will support PCTs to commission TB services and have a significant role in stimulating the market and developing providers.
6. Appendix B1: Measurement criteria for performance indicators

	Detail
	Status
	Definitions
	Data source
	PCT or provider

	Prompt diagnosis: All TB samples should be processed using liquid culture technology
	 
	Samples processed using liquid culture
	Self reported by provider trusts retrospectively for each quarter
	Provider, pct performance will be based upon the performance of the laboratory performing the majority of their samples 

	
	 
	Introduction of liquid culture planned and date of implementation within 07/08 known
	
	

	
	 
	Samples not processed using liquid culture
	
	

	Prompt diagnosis: all results on sputum smears should be available within 1 working day of the sample reaching the laboratory
	 
	Results on sputum available within 1 working day of sample reaching laboratory
	Self reported by provider trusts retrospectively for each quarter
	

	
	 
	Results on sputum available within 2 working days of sample reaching laboratory
	
	

	
	 
	Results on sputum available more than 2 days after sample reaching laboratory
	
	

	Identification of those with complex needs: a risk assessment, as defined by National Surveillance Standard, is carried out on each TB patient to identify those at risk of not completing their TB treatment
	 
	≥90% of notified TB patients have recorded risk assessment
	From clinic records, TB commissioning unit will review nursing notes within 3 weeks of the end of each quarter, clinics can self submit data if they wish. Denominator is all new notifications on the TB register during the quarter
	Provider

	
	 
	≥80 - 89% of notified TB patients have recorded risk assessment
	
	

	
	 
	<80% of notified TB patients have recorded risk assessment
	
	

	Treatment completion to achieve, as a minimum, 85% treatment completion rate at 12 months after commencing therapy (national target) using WHO equation                                                     % = (C/T) x 100                                                                                                                                                                                     % (percentage TB patients completed treatment) = C (number of TB patients (notifications) completing treatment/T (total number of TB notifications minus denotifications) x 100
	 
	Treatment completion ≥85%
	Data will be downloaded from the TB register 1 month after the end of the quarter. Clinics will need to ensure that the TB register is kept up to date.         
	PCT and provider

	
	 
	Treatment completion ≥80 - 84.9%
	
	

	
	 
	Treatment completion <80%
	
	

	Prevention of further infection: all defined contacts of TB should be identified and screened as per NICE Guidelines.  Services are able to report contact tracing specifically numbers seen, numbers offered chemoprophylaxis, numbers offered BCG and numbers diagnosed with TB

	 
	Services able to report activity and outcome 
	Clinics will be asked to submit the contact activity and outcome data on a quarterly basis within 3 weeks of the end of the quarter. Outcome data will be assessed quarterly and annually.
	Provider

	
	 
	Services able to report outcome
	
	

	
	 
	Services unable to report outcome or activity 


	
	

	Workforce: there should be a minimum of 1 specialist TB nurse for every 40 TB notifications and full clinic admin support in place

	 
	1 specialist TB nurse per 40 TB notifications annually and 1 WTE/full-time  admin  worker      
                                            
	Provider trusts will be assessed on number of WTE staff funded within their organisation. PCTs will be assessed on the levels of service commissioned within their contracts
	Provider and PCT

	
	 
	1 specialist TB nurse per 41 - 45 TB notifications annually  and admin support

	
	

	
	 
	1 specialist TB nurse per 46+ TB notifications annually or no admin support
	
	

	HIV: all TB patients to be offered HIV test
	 
	≥80% TB patients, 16 years or older, are recorded as having been offered an HIV test
	Providers will be asked to submit this data on a quarterly basis within three weeks of the then end of the preceding quarter. The TB commissioning unit will offer support to validate and collate this information
	Provider

	
	 
	≥50 - 79.9% TB patients, 16 years or older, are recorded as having been offered an HIV test
	
	

	
	 
	≤49.9% TB patients, 16 years or older, are recorded as having been offered an HIV test
	
	


7. Appendix B2: Performance scorecards
PCT performance
	PCT
	Wandsworth
	Sutton & Merton
	
	SW London

	85% patient’s complete treatment within 1 year of start of treatment   [1] 
	85%
	86%
	
	83% 

	Liquid culture is used for TB culture
	Yes
	Yes
	
	Yes

	Laboratories report smear turnaround within 1 working day
	Yes
	Yes
	
	Yes

	There is 1 nurse for every 40 notifications with full administrative support   [5]
	1:37
	1:51   [8]
	
	1:41

	Services are able to report their quarterly contact tracing activity and the outcome of these contacts
	Yes
	Yes
	
	Yes

	>80% of TB patients >16 years have a recorded offer of HIV testing   [9]
	
	
	
	

	>90% of patients have a recorded risk assessment for illicit drug use, alcohol misuse, homelessness, immigration and language    [10]
	
	
	
	


Commentary:

[1]   Total number of notifications in Q1 FY 08/09- Source LTBR]
[5]   Nurse resource within each clinic, using total notifications in calendar year 2008 [Jan-Dec] – Source LTBR]
[8]   Indicates under funding of TB Nurse resource by Sutton and Merton PCT [TB metrics accepted criteria is 1:40]
[9]   Data available during Q3
[10] Data available during Q3

PCT quarterly activity data [Table 2]
	↑ =increase   ↓=decrease   ↔ = no change
	Wandsworth
	Sutton & Merton
	SW

London

	Number of notifications [11]
	25
	↓14
	21
	↓1
	111
	↓15

	Number new patients on DOT [12]
	1
	4%
	3
	14.2%
	17
	15.3%

	Number Pulmonary Smear positive TB  [13]
	12
	48%
	16
	76.1%
	61
	55%

	Number CNS TB [14]
	0
	0%
	0
	0%
	0
	0%

	Number paediatric TB [15]
	0
	0%
	2
	9.5%
	6
	5.4%

	Number UK born  [16]
	3
	12%
	6
	29%
	19
	17.1%

	Vacancy factor (% posts filled)                       [17]     
	
	
	
	
	
	

	Number new patients on chemoprophylaxis   [17]     
	
	
	
	
	
	

	Number contacts screened this quarter          [17]     
	
	
	
	
	
	

	Number alcohol misuse                                  [17]     
	
	
	
	
	
	

	Number illicit drug misuse                              [17]     
	
	
	
	
	
	

	Number Homeless                                          [17]     
	
	
	
	
	
	

	Number language problems                           [17]     
	
	
	
	
	
	

	Number immigration problems                       [17]     
	
	
	
	
	
	


Commentary:

[11]   Compares variance in current quarter [Q1 FY 09/10] with same period in previous year [Q1 FY 08/09]- Source LTBR 

[12]   Data for Q1 FY 09/10 – source LTBR
[13]   Data for Q1 FY 09/10 – source LTBR
[14]   Data for Q1 FY 09/10 – source LTBR
[15]   Data for Q1 FY 09/10 – source LTBR [0-16yrs]
[16]   Data for Q1 FY 09/10 – source LTBR 

[17]   Data not yet available to sufficient depth to reproduce at PCT level  
Mitigations:

NHS Wandsworth: 

· Review with STG why Direct Observed Therapy [DOT] rate is low at chest clinic [table 2]; given size of hospital
· Review with STG why figures for Pulmonary TB smear positive tests is considerably lower [ STG comes bottom of the table, compared to peer organisations in SWL

· Community outreach activity severely restricted at St Helier clinic, without Outreach worker; Note: Outreach worker resource included in 09/10 CCI, but no funding allocated in current year
Remedial actions:

NHS Wandsworth: 

· Review and actively seek funding options to recruit Outreach worker at St George’s chest clinic and contribute towards improving DOT and links with the community; resource also included in 09/10 CCI. Outreach worker is vital if TB is to be controlled successfully within the district [Source- TB Commissioning toolkit and SWL TB review 2008]

· Review existing DOT process within clinic with St George’s Hospital [see table 2]

Provider performance 
	Standard 
	
	St George’s
	St Helier
	ALL SWL Providers

	National 
	85% patients complete treatment within 1 year of start of treatment        [16]
	85%
	75%  [18]
	82%  [20]

	National 
	Liquid culture is used for TB culture
	Yes
	Yes
	Yes

	National
	Laboratories report smear turnaround within 1 working day
	Yes
	Yes
	Yes

	National
	There is 1 nurse for every 40 notifications with full administrative support   [21]
	1:64
	1:28
	1:41

	London
	>80% of TB patients >16 years have a recorded offer of HIV testing
	
	
	

	London
	Services are able to report their quarterly contact tracing activity and the outcome of these contacts
	Yes
	Yes
	Yes

	London
	>90% of patients have a recorded risk assessment for illicit drug use, alcohol misuse, homelessness, immigration and language
	
	
	


Commentary:

[16]   Total number of notifications in Q1 FY 08/09- Source LTBR]

[18]   St Helier clinic: review low completion rate; could be attributed to patients being transferred abroad or treatment cycle is longer [eg MDR TB]

[20]   Overall completion rate for sector is lower than measurement level of 85% [TB metric] 

[21]   Resourcing at St George’s clinic is critical; Nurse resource within each clinic, using total notifications in calendar year 2008 [Jan-Dec] – Source LTBR]

Provider quarterly activity data
	↑ =increase   ↓=decrease   ↔ = no change 
	St Georges clinic
	St Helier clinic
	ALL SWL Providers

	Number of notifications [22]
	35
	↓32
	14
	↑2
	98
	↓23

	Vacancy factor (% TB specific posts filled)
	100%
	n/a
	100%
	n/a
	100%
	n/a

	Number of new patients on chemoprophylaxis  [23] [↑↓↔]
	7
	n/a
	19
	n/a
	48
	n/a

	Number of new patients on DOT [24]
	6
	17.1%
	3
	21.4%
	   22
	22.4%

	Number of contacts screened this quarter  [↑↓↔]   [25]
	74
	n/a
	88
	n/a
	474
	n/a

	Number of Pulmonary Smear positive TB [26]
	16
	46%
	11
	79%
	51
	52%

	Number of CNS TB [26]
	2
	6%
	0
	0%
	3
	3%

	Number of paediatric TB [27]
	4
	11.4%
	0
	0%
	7
	7.1%

	Number of UK born [27]
	3
	8.6%
	5
	36%
	17
	17.3%

	Number of alcohol misuse cases [27]
	2
	5.7%
	0
	0%
	6
	6.1%

	Number of illicit drug misuse cases [27]
	2
	5.7%
	0
	0%
	5
	5.1%

	Number of homeless cases [27]
	1
	2.8%
	0
	0%
	3
	3%

	Number of cases with language problems* [28]
	5
	14.2%
	2
	14.2%
	24
	24.4%

	Number of cases with immigration problems* [28]
	1
	3%
	0
	0
	21
	21.4%


  Commentary:

[22]   Compares variance in current quarter [Q1 FY 09/10] with same period in previous year [Q1 FY 08/09]

[23]   Data provided by clinic, variance to be shown in Q2
[24]   Source-LTBR


[25]   Data provided by clinic, variance to be shown in Q2

[26]   Source- LTBR
[27]   Data provided by clinics 

[28]   Data provided by clinics- * Mayday figures need checking, as sum is more than total number of notifications
Mitigations:

St George’s: 

· Nurse resource at critical level [status RED] at St George’s clinic, work especially with Sutton & Merton PCT to review funding for additional resource

· Review Directly Observed Treatment procedures- figures low compared to size of hospital 
· Review if recording of  DOT is robust at local level in the clinic
· Review completion rates and seek to improve on current level

· Information completeness of clinic data on LTBR
Remedial actions and expected changes:

St George’s: 

· An Outreach worker can contribute towards improving uptake in DOT- work with NHS Wandsworth to recruit resource
· Review  DOT procedure within clinic for robustness and factor in Outreach worker working with clinic team

· Aim towards achieving 99% of information completeness for clinic in LTBR
· Deadline of end of May each year to ensure that data for the previous year is entered onto LTBR to provide accuracy in readiness for download of previous year calendar data.

Figure � SEQ Figure \* ARABIC �4�: Proportion of Asian or Asian British ethnic groups in Wandsworth wards





Figure � SEQ Figure \* ARABIC �5�: Proportion of Black or Black British ethnic groups in Wandsworth wards








� A Health Protection Agency Strategic Health Aim states that at least 70% of patients with pulmonary tuberculosis should have the diagnosis confirmed by laboratory culture of the organism. 
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