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1. Executive Summary 
 
 
This report is based on the results of a questionnaire which was sent to all 
Primary Care Trusts (PCTs) across England. The survey follows on from a British 
Thoracic Society (BTS) survey of secondary care tuberculosis (TB) services in 
March 2007 and the publication of: 
 
• Department of Health TB Action Plan - Stopping Tuberculosis in England: An 

Action Plan from the Chief Medical Officer (October 2004)1 
 
• NICE Guidelines - Clinical diagnosis and management of tuberculosis, and 

measures for its prevention and control – National Institute for Health and 
Clinical Excellence (NICE) tuberculosis clinical guideline (March 2006)2 

 
• TB Toolkit - Tuberculosis prevention and treatment: a Toolkit for planning, 

commissioning and delivering high-quality services in England (June 2007)3  
 
The survey was commissioned by the All Party Parliamentary Group on Global 
TB and the BTS (hereinafter referred to as “we”).  
 
The primary care questionnaire was designed to explore some of the themes 
of these policy documents and to ascertain the level of implementation 
which had been achieved by PCTs across the country. This report analyses 
the responses, gives a “score” or rating to each PCT according to the extent 
to which the policies have been implemented, and makes a series of 
observations and recommendations about the future of TB services in primary 
care. 
 
• Overall response rate and scoring 
 
Of the 152 PCTs contacted, 101 (66%) returned completed questionnaires. In 
those responding, there was little correlation between the overall ‘score’ 
received and the burden of TB within the PCT’s catchment area. In other 
words, areas with a high incidence of TB generally failed to score better than 
areas of low incidence. However, there were significant variations in how 
PCTs scored when grouped in their Strategic Health Authority (SHA) regions.  
 
• Population changes 
 
86% of PCTs stated that they anticipated a change to their population 
demographic and 68% thought that this would lead to a rise in the local 
incidence of TB. Not a single respondent thought there would be a fall in TB in 

                                                 
1http://www.dh.gov.uk/en/Aboutus/MinistersandDepartmentLeaders/ChiefMedicalO
fficer/Features/FeaturesArchive/DH_074748 
2 http://www.nice.org.uk/CG033 
3http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyA
ndGuidance/DH_075621 
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their area.  Given these responses, we were particularly concerned to note 
that 67% of respondents stated that they had no plans to deal with the 
expected rise in TB cases.  
 
• TB lead within the PCT 
 
The TB Toolkit recommends that each PCT should appoint a TB Lead. Only 50% 
of PCTs responding to our survey claimed to have an individual identified as 
their TB Lead, a role to be filled by an individual in a position to take strategic 
decisions and influence commissioning arrangements at board level. Of that 
50%, many PCTs identified as their Lead, either a person who was not actually 
employed within the PCT (for instance, a consultant respiratory physician) or 
an individual who, whilst employed by the PCT (for instance, a TB nurse), 
seemed unlikely to be in a board level position to have the influence 
envisaged by the TB Toolkit.  
 
• Screening for TB of new arrivals to the country 
 
The screening of all new immigrants is part of the NICE guidelines, and is 
highlighted in both the Action Plan and the TB Toolkit. However, only 55% of all 
PCTs said a new entrant screening programme was in place. One PCT with a 
very high TB rate (over 50 new cases annually per 100,000 population) said 
that the new entrant screening programme had been scrapped. 
 
Furthermore, the responses received almost universally said that information 
received from the port health service was scrappy, patchy, and insufficient to 
enable them to put in place the necessary screening mechanisms and 
processes. 
 
• Defined Service Level Agreements 
 
Only 30% of PCTs said that there was a Service Level Agreement (SLA) in 
place, despite this being a key recommendation in the TB Toolkit. In any 
event, we suspect that this is a substantial overestimate, confusing broader 
SLAs for medicine generally (within which TB is subsumed) with specific SLAs 
for TB.   
  
• Funding 

 
36% of responding PCTs stated that TB funding was specifically identified 
within the contracting process. However, given funding is often integrally tied 
into SLAs and this percentage represents a higher proportion than those who 
said there was a SLA in place, we would have to question the accuracy of 
this response.  
 
Surprisingly, the proportion of PCTs in high TB incidence areas who had 
specific TB funding was no different from that in low incidence areas.  
 
• Relationship with local partners 
 




































































