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TB case with wider public health implications 
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Rationale for public health action: 
To ensure that wider public health implications (e.g. in education, workplace, prison 
etc) are identified and managed. 

 

Presentation 
Information may come from the laboratory, TB nurse, or other clinician. 

 

Guide to Risk Assessment 

 Not all cases of TB are infectious.  Further public health action is needed ONLY if 
the case is infectious (i.e. patient has a productive cough and AAFB seen in sputum 
or BAL) and has spent time in a community setting where action may be needed to 
find a primary source, detect secondary spread, or manage anxiety. It is better to 
take time to get an accurate picture of the situation than to act precipitately. 

 NICE guidance (March 2011) provide the framework for risk assessment.  Also see 
Supporting Information for risk assessment in schools and nurseries. 

 Guidance for PHE Centre Health Protection Teams on responding to TB incidents 
and outbreaks in prisons and other places of detention, July 2014 sets out the 
process for responding in those settings. 

It may be necessary to visit the workplace or school to obtain an accurate assessment of 
the closeness of contact in that setting. 

www.nice.org.uk/CG033 
 
PHE role in respect of TB in 
prison 
https://www.gov.uk/governm
ent/uploads/system/uploads
/attachment_data/file/32866
0/TB_guidance_for_HPTs_J
uly_2014.pdf 
 

 Initial Actions  

 Take normal details of case, concentrating on the presence or absence of a cough, 
nationality of case, and any known links to other case(s) of TB. Establish the place 
of work or education, and the place of residence. (Some of these details may not be 
available until the TB nurse has seen the patient and begun contact-tracing among 
family and social contacts). 

 Verify infectivity (sputum smear and culture status) and date of onset for any cough. 

 Confirm that the case knows the diagnosis and is aware that there may be a need 
for action in the workplace/school/other setting. 

 Note which contacts the TB service has already identified as needing screening 
(family and close social contacts).  If any contacts live outside the catchment area 
of the local TB service, the HPT will pass on information to the relevant service 
(directly if it is within NSC and via PHE colleagues if outside this area). 

 Clarify that the responsibility for risk assessment in community settings, and for 
identifying the need for wider screening in those settings, rests with the HPT. Agree 
the mechanism for sharing information about the risk assessment and any need for 
action with the TB service and other relevant people.  This may be done by 
convening an IMT. 

 

***Discussion Alert***  

 Identify named Case Manager and Investigating officer and record the agreed 
action plan on the HPZone case record. 

 If it is agreed that all that is needed is to inform and advise contacts of the signs 
and symptoms of TB, the associated leaflet can be sent with a covering letter.  
Leaflets are available in several languages. 

 

Anglia Health Protection Team 

Anglia and Essex Centre, PHE 

www.gov.uk/phe 

http://www.nice.org.uk/CG033
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/328660/TB_guidance_for_HPTs_July_2014.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/328660/TB_guidance_for_HPTs_July_2014.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/328660/TB_guidance_for_HPTs_July_2014.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/328660/TB_guidance_for_HPTs_July_2014.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/328660/TB_guidance_for_HPTs_July_2014.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/328660/TB_guidance_for_HPTs_July_2014.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/328660/TB_guidance_for_HPTs_July_2014.pdf
http://www.gov.uk/phe


Communications 
If there are any sensitivities about the case or the setting (for example, the case 
works with young children) brief:  

 Unit Director 

 Director of Public Health 

 Regional Communications Team  

 

Records 

 Record case on HPZone. The case assessment should be entered as an 
Infection with Tuberculosis as the specific diagnosis.  

 There are case definitions on HPZone, but broadly it is confirmed if the clinical 
team has started the person on treatment and possible if they are waiting for 
further results.  Probable TB does not have any meaning on HPZone and should 
be avoided.  

 If the organism is subsequently identified as an atypical mycobacterium the 
diagnosis should be changed to reflect this. 

 If the decision is made to carry out screening in a community setting, create a 
Situation (Exposure) for that exercise and link the case (plus any other cases 
identified by screening) to that Situation. 

 Ensure that any electronic and/or paper records comply with Anglia HPT Records 
Management Protocol. 

 

Follow up 

 Schedule an action for Deborah to check that the case has been entered on ETS.  

 N.B. ETS is the primary surveillance tool for TB – cases that we are aware of 
should be entered on ETS but there is no need to add cases known only to ETS 
and having no wider public health implications onto HPZone. 

 Add the culture results when available (may take six weeks or more). 

 

 



 

Supporting Information 
 

 

London TB Leads (July 2009) schematic for risk assessment in a school or nursery 

 
1. Is the index case a smear positive teacher? 

If YES, consider screening all pupils in his/her class(es) since symptoms started, or (if history is 

unclear) in the 3 months before diagnosis. 

2. Is the index case a smear negative child? 

If YES, review the results of household screening. If a source of infection has not been identified, 

consider screening in the school/nursery to find the index case.  

3. Is the index case a smear positive child? 

If YES, review the results of household screening.  

If there is evidence of transmission within the household, consider screening in the school/nursery as 

the child may be more likely to be infectious. 

If there is no evidence of transmission within the family, consider screening in the school or nursery to 

find the index case. For older children, clubs and other social activities should also be considered as a 

possible source of infection. 

 

General principles for TB contact screening (adapted from NICE Guidelines) 

1. Use the “stone in the pond” approach, starting with those having a cumulative total of eight hours or 
more close contact with the index case in a week. Widen the screening if there is a high (>10%) 
prevalence of latent TB in the group screened with no other explanation (e.g. part of a group with 
expected high prevalence rates such as prisoners). 

2. According to the British Thoracic Society, people whose bronchial washings are smear positive should 
be managed as non-infectious unless i) their sputum is also smear positive or becomes so after 
bronchoscopy, ii) they are on a ward with immunocompromised patients, or iii) they are known to have 
or suspected of having MDRTB.  

3. In other situations, no special measures need be taken in identifying contacts of a case of resistant 
(including multi-drug resistant) TB unless there is evidence to suggest that a strain is particularly 
infectious. 

4. In general, adults are more infectious than children (higher bacterial load and more effective cough) and 
an adult is more likely to infect a child than vice versa. However all close contacts need to be screened 
regardless of age. 

5. Casual contacts of cases who are smear negative and culture positive do not normally need to be 
screened. The provision of information is sufficient unless the contact is at higher risk (for example, is 
immunocompromised). 

 
 


