Follow-up of BHIVA TB and HIV co-infection audit
Introduction
Of 132 sites which took part in the 2008-9 audit, 63 (48%) completed a short follow-up questionnaire in January-February 2010.  Of these, 56 (89%) remembered receiving their individual site’s report of the audit (sent in July 2009).  These reports had been discussed as follows:

· 50 (79%) with clinical colleagues in own department

· 23 (37%) with TB clinicians outside own department – including only 15 out of 31 sites where TB care for HIV patients was provided by another department (eg thoracic/respiratory medicine).
· 4 (6%) with the medical director of the trust

· 3 (5%) with other senior trust management

· 3 (5%) with commissioners.
Changes relevant to audit recommendations

Need for all clinicians treating TB patients to routinely offer, recommend and provide HIV testing:

· 19 (30%) respondents said local TB services had started testing routinely since the audit, though two commented that this was still not applied consistently by all TB clinicians.
· 9 (14%) said local TB services still did not test routinely.  One commented that the respiratory team did not consider local prevalence of HIV high enough for routine testing.
· 26 (41%) said that no change was necessary because local TB services already tested routinely before the audit.  This was inconsistent with audit data for 2 sites.

· 9 (14%) were unsure or did not answer.

Need for clarity as to who is responsible for notifying TB cases in HIV positive patients, and to ensure that all such cases are notified:

· 7 (11%) respondents said action had been taken since the audit to improve this

· 44 (70%) said no action was necessary because this standard was already met, including 19 where the audit data suggested a possible lack of clarity

· 12 (19%) were unsure or did not answer.

Positive sputum smear microscopy results to be received within 24 hours on six day/week service:

· 8 (13%) respondents said action had been taken since the audit to improve this
· 10 (16%) said this standard was not met locally and no action had been taken to address this.  In comments, two indicated that this was in discussion with the laboratory and two said there was a five day/week service.
· 25 (40%) said no action was necessary because this standard was already met

· 20 (32%) were unsure or did not answer.

Conclusions
These data should be interpreted cautiously as the response rate was low and those who remembered receiving their audit report may have been more likely to respond.  Although there was good awareness of the audit findings, it is of concern that not all sites discussed their reports internally and with TB colleagues.  Some positive changes have occurred although these may not be directly attributable to the audit recommendations.  There are still problems in relation to TB services not testing routinely for HIV and delays in receiving sputum smear results.

Recommendations

All BHIVA audit participating departments should discuss their report at a suitable team meeting; even where the report shows no cause for concern at the individual site, such discussion is an opportunity to reflect upon success.

Where relevant aspects of care are delivered in liaison with another department, the audit report should also be discussed with clinical colleagues in that department.
