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Abstract 

Background: UK national guidance recommends systematic screening for latent tuberculosis infection (LTBI) in 
under-served populations, including people experiencing homelessness and people who use drugs. This is not rou-
tinely implemented in the UK, and the reasons for this policy-practice mismatch remain underexplored.

Methods: Semi-structured qualitative interviews were conducted with 19 healthcare professionals from across the 
UK. Participants were recruited using purposive sampling and snowballing, identifying individuals with excellent 
knowledge of their regions practice and policy of LTBI management. The interviews were conducted online, and were 
audio recorded, with transcripts thematically analysed using a two-stage inductive coding process to explore per-
ceived barriers and enablers to LTBI screening.

Results: Most participants had previous experience managing LTBI in under-served populations, but none were con-
ducting systematic screening as per national guidance. We identified service provision challenges and low prioritisa-
tion of LTBI as the key explanatory themes driving this policy-practice mismatch. Lack of resource, and the complexity 
of clinical decision making were two key service level barriers. System and service inertia, and lack of cost effective-
ness evidence led to LTBI being deprioritised. Service integration and promotion of WHO targets for TB elimination 
were highlighted as potential solutions.

Conclusion: Integrating LTBI testing and treatment with existing health services for under-served populations could 
improve feasibility and efficacy. Promotion of UK TB elimination goals and generation of regional evidence to support 
commissioning for LTBI care is vital. Without such a multi-pronged approach inertia is likely to persist and the zeitgeist 
will remain: “it’s too hard”.
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Background
Latent tuberculosis infection (LTBI) is defined as the 
evidence of immune sensitisation to tuberculosis (TB), 
suggesting infection with Mycobacterium tuberculo-
sis, but with no clinical features of active disease. It is 
estimated that a quarter of the world has LTBI, with 

approximately 5–10% going on to develop active TB [1]. 
Treatment options are available to reduce the risk of pro-
gression, which therefore have an important role in the 
goal to eliminate TB. Systematic screening of individu-
als at high risk for acquiring infection (recent contacts) 
or progression to disease (immunocompromised) is rou-
tine throughout the UK and other high income countries, 
with screening of migrants from high burden countries 
also conducted in some places, an approach found to be 
cost-effective [2].
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The National Institute for Health and Care Excel-
lence (NICE) guidance [3] in the UK recommends that 
under-served populations, including people experienc-
ing homelessness and people who use drugs [4], receive 
systematic screening for LTBI as part of a broader 
approach to improve health outcomes. However, despite 
epidemiological support showing these groups to have 
consistently higher rates of TB infection (16.5% in Lon-
don [5]), disease, and mortality when compared to the 
general population [6], screening is not conducted in the 
UK. This disproportionate effect of TB on under-served 
groups is, in fact, found globally and is independent of 
country-level burden of TB [1, 5, 7–11]—World Health 
Organisation (WHO) guidance, therefore, also recom-
mends systematic screening in these key populations 
globally [1].

The UK has a low incidence of TB and is targeting dis-
ease elimination [12], an activity co-ordinated by regional 
TB Control Boards (TBCB). These are teams compris-
ing public health and clinical healthcare professionals, 
although the COVID-19 pandemic has had a serious 
impact on their function. Routine reporting from the 
TBCBs highlight geographical and social heterogeneity 
in the prevalence of LTBI in the UK (Table 1) [6], posing 
challenges for a uniform approach.

In recent years in the UK there has been an increased 
recognition, and improved management of active TB in 
under-served populations. Published in 2020, Tackling 
TB in under-served populations outlined “exemplars of 
good practice” including housing provision, cross-sector 
collaboration, and forming integrated care plans with 
other services [10]. However, care models for active 
and latent TB are different and translating these “exem-
plars of good practice” will require an understanding of 

LTBI-specific challenges. Previous research in this area 
has focused on barriers within migrant communities 
[13], or in high burden settings [14], and are not likely to 
be directly applicable to the under-served populations in 
the UK and other high-income countries.

In this paper we report findings from qualitative data 
generated with TB providers across the UK, exploring 
regional experiences with LTBI management in under-
served populations. An understanding of the barriers and 
enablers to delivering national guidance – the systematic 
screening of LTBI in under-served groups – is crucial to 
enable change in policy and practice.

Methods
Study design and participants
This qualitative study aimed to explore regional variation 
in policy and practice in LTBI management for under-
served populations, with a focus on understanding bar-
riers to enacting national guidance, and to inform future 
pilot studies. It has been carried out and reported in line 
with COREQ guidelines for qualitative research [15].

LTBI management in the UK is often nurse-led, pro-
vided in secondary care settings (e.g. hospital-based) 
alongside community staff (e.g. TB nurse specialists). 
Study participants were sampled from healthcare work-
ers identified through discussion with national leads, and 
snowballing, as having an extensive working knowledge 
of their local practice and policy for the management of 
LTBI in under-served populations. We aimed to recruit 
a heterogeneous group, including clinicians (respiratory, 
infectious diseases, public health) and specialist nurses 
from across the UK. Potential participants were con-
tacted by email through existing clinical networks, given 
information about the study, and informed, written 
consent was obtained by asking participants to return a 
signed, completed form.

Participants were recruited from a wide geographi-
cal area including Wales, Scotland and all nine adminis-
trative regions in England (Fig.  1). Although many held 
responsibility over large areas, the healthcare structure 
for TB management in the UK meant they were not con-
sidered to necessarily ‘represent’ their entire region, as 
practice and policy were expected to vary within regions.

Data collection
Data was collected using semi-structured interviews 
conducted online using video-call technology, between 
February and April 2022 by a single researcher (AG), a 
male clinician with experience in qualitative research 
and the management of LTBI. The interviews took 
between 30–70  min, were audio-recorded and tran-
scribed, with the transcriptions anonymised for analy-
sis alongside field notes taken at the time of interview. 

Table 1 Regional epidemiology for TB in England (UKHSA 2020 
Report)

a  Social Risk Factors: current or history of illicit drug use, current heavy alcohol 
use, current or history of homelessness, current or history of imprisonment

Region Number 
of TB 
notifications

Rate per 100 000 
(95% CI)

 >  = 1  SRFa

London 1655 18.5 (17.6 – 19.4) 13.1%

West Midlands 580 9.8 (9.0 – 10.6) 17.7%

North West 524 7.1 (6.5 – 7.8) 10.8%

South East 506 5.7 (5.2 – 6.2) 11.9%

East of England 413 6.3 (5.8—7.0) 12.9%

Yorkshire & Humber 356 6.5 (5.8 – 7.2) 16.0%

East Midlands 310 6.4 (5.7 – 7.1) 14.7%

South West 234 4.2 (3.6 – 4.7) 17.6%

North East 84 3.1 (2.5 – 3.9) 16.4%

England 4725 8.4 (8.2 – 8.6) 13.9%
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The interviews were structured around a topic guide, 
developed through discussions with experts in the 
field (Supplementary Material). Topic guide domains 
comprised: past and present regional practice for the 
management of LTBI in under-served populations and 
perceptions of barriers or enablers to LTBI implemen-
tation. Given the known deficit in systematic screening 
of LTBI among under-served groups, the interviews 

sought to quickly establish current practice, before fur-
ther exploring reasons for mismatch between practice 
and policy.

Recruitment continued in parallel with analysis until 
the researchers felt no new information was generated, 
and that an interview had been conducted with at least 
one participant from each region. During the process 
small, iterative changes were made to the topic guide, 

Fig. 1 Map of TB control administrative regions



Page 4 of 10Gray et al. BMC Health Services Research         (2022) 22:1464 

with additional questions introduced to further explore 
topics of importance arising in the first few interviews.

Data analysis
Transcripts were not returned to participants for verifi-
cation prior to analysis. Transcripts were read through 
independently by two researchers (AG, JS), to familiar-
ise themselves with the data, and then to conduct initial 
coding. Each transcript was reviewed and coded sev-
eral times, at different stages throughout data collec-
tion, to ensure coding was comprehensive. These codes 
were then developed into themes independently by 
the same two researchers. These themes were reviewed 
and refined, in line with the inductive thematic analysis 
framework outlined by Braun & Clarke [16], through a 
series of group discussions (AG, JS, MH, HE, AS). This 
process continued iteratively until the themes felt com-
prehensive and made sense intuitively.

Results
Participant demographics
Thirty four individuals were contacted, 16 from the initial 
list of potential participants, and 18 through snowballing. 
17/34 (50%) participants agreed to and completed inter-
views, two of whom invited a second person from their 
team to join the same interview, resulting in 19 partici-
pants in total (Table 2). 12 contacted individuals did not 
respond, three declined to participate but offered details 
of another colleague, and two agreed, but a suitable time 
was not found. Table 2: Participant characteristics.

Many clinicians (9/13) were clinical leads for TB at 
their NHS-trust – a role that encompasses regional 
responsibilities for TB prevention and care – with the 
remainder being experienced TB clinicians with longi-
tudinal knowledge of their departmental practice. TB 
Clinical Nurse Specialists (CNS) in the UK are often 
responsible for management of people with LTBI, and so 
whilst they were not clinical leads for their departments, 

they also had excellent knowledge and experience on this 
topic, including participating in their regional TB Con-
trol Board (TBCB) meetings. Public Health clinicians 
generally had no day-to-day involvement in patient care 
but were usually responsible for regional TBCB strategy, 
and the co-ordination of TB outbreak management.

Regional LTBI management
All participants reported routine, systematic screening 
for contacts of people with active TB, new healthcare 
workers, and patients starting on biologic agents, with 
some screening new migrants if commissioned. Some 
participants reported LTBI screening in other groups 
including patients receiving dialysis, solid-organ trans-
plants, and prior to chemotherapy. No participants 
reported systematic screening of any under-served pop-
ulation, although many teams did have previous experi-
ence with research- or charity-funded projects, run as 
pilot studies in homeless hostels, prisons, and drug and 
alcohol services. None of these pilots were on-going, 
either due to lack of funding or COVID-19 related pres-
sures. We found no published literature describing these 
pilots.

All participants reported using 3HR (three months 
of daily rifampicin and isoniazid) as the first line treat-
ment option, using 6H (six months of daily isoniazid) 
as a second option. Experience with 4R (four months of 
daily rifampicin) or 3HP (three months of weekly rifap-
entine and isoniazid), regimens potentially well suited to 
under-served populations and those requiring observed 
treatment, was limited to sporadic use in one region. No 
services used peer support in testing or treatment.

Why is there a policy‑practice mismatch?
The interviews explored barriers and enablers to the sys-
tematic application of NICE guidance to investigate the 
mismatch with current practice, and we present results 
against two over-arching themes: service provision chal-
lenges and prioritisation.

Service provision challenges “It’s hard!”

“I think it has been neglected because it was felt to be 
too hard” (#5).

An overarching narrative across the data was that pro-
vision of an LTBI service to under-served populations 
was just “too hard”, with analysis of accounts generating 
three underpinning themes: lack of resource, the inher-
ent complexity of LTBI diagnosis and treatment in these 
groups, and potential solutions involving integrating with 
other services.

Table 2 Participant characteristics

Characteristic Number (%)

Role
 Clinician (non-public health) 13 (68%)

  —Consultant in Respiratory Medicine ‑ 7/13 [6 = clinical lead]

  —Infectious Diseases Consultant ‑ 6/13 [3 = clinical lead]

 Public Health Clinician 3 (16%)

 TB Clinical Nurse Specialist 3 (16%)

Gender
 - Male 121212121212(63%)

 - Female 7 (37%)



Page 5 of 10Gray et al. BMC Health Services Research         (2022) 22:1464  

Lack of resource
Most participants cited lack of resource as a major bar-
rier. There was general recognition that providing LTBI 
care to under-served populations required significantly 
more resource when compared to the general popula-
tion, largely due to the increased nursing time required 
to ‘chase’ people who did not attend appointments: 
“TB nurse time is the sticking point” (#1). Comparisons 
were made to managing active TB in these key popula-
tions, which typically took up a lot of nursing time, but 
was appropriately funded and considered to offer more 
important patient and public health outcomes (e.g. 
reducing risk of death, risk of transmission). A deficit of 
specific resources, such as x-ray machines in prisons, was 
also mentioned as a barrier to screening provision.

When asked to expand on why management of TB in 
under-served populations was so labour-intensive, par-
ticipants accounts orientated toward describing under-
served populations as ‘hard-to-reach’: “we don’t have the 
capacity to ask TB nurses to go chase them” (#7); “they 
are, by their very nature, slightly chaotic” (#2). Some, 
however, offered the idea that it might be the TB services 
that were ‘hard-to-reach’ for these clients:

“and actually physically getting them to come up 
to the clinic. A lot of issues with high DNA (did not 
attend) rates one has to be very creative about think-
ing about how you can offer services that are going to 
be accessible to that group” (#10)

The study was conducted against a backdrop of the 
Covid-19 pandemic. This was noted by most participants 
as a ‘resource distractor’ from provision of TB care. The 
pandemic disproportionately required the services of 
public health, infectious disease, and respiratory health-
care professionals, with low priority tasks including LTBI 
often the first service to be paused: “like everything else 
[LTBI management] has been vastly disrupted by the 
COVID pandemic, and we’re just sort of waiting, you 
know…” (#12).

A lack of funding, linked to an absence of local or 
national commissioning for LTBI management in this 
group, was identified by all participants as a key barrier 
to service provision:

“it’s always the commissioning policy side of things 
that stops us, or makes it hard for us to do what we 
think is very obvious that needs to be done” (#6)

Although several services had previous pilot experi-
ence providing LTBI to under-served populations, no one 
reported generating data to evidence an argument for 
commissioning. Whilst some pilots had been unsuccess-
ful due to challenges linking people into care, others had 
reportedly worked well. This tension between attributing 

a service deficit to limited funding and not generating the 
evidence to support increased funding is further explored 
in theme two: prioritisation.

Complex decision making
Even if well resourced, participants still had concerns 
over the ability of a service to easily and effectively iden-
tify individuals who would gain benefit from LTBI treat-
ment. In addition to the well-recognised limitations of 
an IGRA (interferon-gamma release assay) in predicting 
risk of progression to active TB [17], some participants 
reported an anxiety regarding the overlap of symptoms 
between active TB and drug use/withdrawal (e.g. cough, 
sweating) and the increased likelihood of abnormal radi-
ology due to increased rates of smoked drug use (e.g. 
crack lung) and cigarette smoking in this population: 
“they’ve got dodgy chest x-rays, they all have a cough, so 
they’re going to need a bit of thinking about before you 
whack them on some latent treatment” (#16). The per-
ceived reduced specificity of these tools (e.g. symptom 
screening, radiology) made decision making more diffi-
cult. There were no solutions offered by participants for 
these concerns; we as authors are not aware of an evi-
dence base to support or refute these hypotheses.

Decision making regarding treatment options was 
also complex, with participants raising concerns about 
risks of treatment including specific drug-drug-interac-
tions more common in under-served populations (e.g. 
rifampicin-opiate) and the increased risk of drug-induced 
hepatotoxicity in people drinking excess alcohol:

“getting the IGRA done, and then come back and 
talk about treatment and give treatment in a safe 
way... LFT check is difficult... Drinking heavily, con-
cerns about giving them rifampicin and … it’s tough! 
I don’t have an answer for that…” (#17)

While there was acknowledgement that “these regimens 
don’t really lend themselves to being given easily” (#5), 
the complexities of the patient population were also per-
ceived as a barrier to care provision – in relation to main-
taining communication (consistent mobile phone access, 
for example) but also due to concerns about ‘chaotic’ 
use of illicit drugs and interactions with drug treatment 
medications: “pretty reluctant to embark on a treatment 
of something that we couldn’t monitor and we couldn’t 
work out whether it was causing problems with, you know, 
methadone” (#1).

Here lies a tension, regarding assessing and commu-
nicating the risks and benefits of a potentially toxic but 
also preventative treatment: “persuading the client that 
it’s important is difficult” (#17). While this is an issue for 
all patient groups, it can be particularly challenging when 
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people from underserved populations are faced with 
more immediate priorities:

“…whether the individuals themselves wish to take 
action in a setting where they’re not really that inter-
ested in preventative therapy… … maybe that’s a 
value judgement… probably much more interested 
in getting food and etc” (#5)

Integration with other services
Service integration was cited by many participants as 
a potential solution to the barriers discussed above. 
Embedding LTBI provision within other services which 
work effectively with under-served populations could 
reduce resource- and complexity-related constraints to 
care. Given the multiple issues faced by key populations 
– physical, psychological, social—a holistic approach was 
recommended by many:

“These groups, they are not your traditional patients, 
and I guess a more holistic approach needs to be 
adopted, and I think that change in mindset takes a 
bit of time” (#2).

Participants reflected on the success of prior pilots in 
which additional supports were provided or LTBI screen-
ing was embedded in with other services. Housing and 
benefit support, for example, was cited as a way in which 
to effectively engage people with TB screening and treat-
ment uptake:

“We also looked at wider issues, you know some 
of them have drug and alcohol [issues], or wound 
management ... housing benefits ... So, it was a 
major success” (#5)
“We’ve had lots of successes, I think with some 
patients treated for active TB where the TB nurses 
have really provided quite a holistic service, have 
supported patients with accommodation in hostels 
or you know all sorts of issues, not necessarily infec-
tion control ones” (#10)

A ‘one-stop-shop’ was seen to provide a better ser-
vice for the patient, be more feasible, cost efficient, and 
more likely to attract funding and commissioning for TB 
related care:

“if you want to sell anything to local stakeholders 
just with TB, you will not find any buyers because 
it’s small numbers, you will have to sell it as part of 
a package for these vulnerable populations” (#7)

Participants highlighted several potential services with 
which LTBI management could be integrated, includ-
ing hepatitis C (HCV), specialist primary care, and drug 
& alcohol services. HCV treatment teams were widely 

lauded as having excellent engagement with underserved 
populations, good funding, and strong leadership. Spe-
cialist primary care settings for people experiencing 
homelessness were reported to benefit from being in 
the right place, usually the city centre “they can walk to 
clinic if they want, it’s not logistically difficult” (#4), which 
facilitates service engagement, providing opportunity for 
integrated disease management.

“The Hep C team… they’ve tagged onto our new 
setup for migrant screening, but perhaps we can 
take that the other way and try and get into [their 
setup]” (#14)

It was also noted by several participants that integrat-
ing into services that had reasonably fixed relationships 
with patients (e.g. opioid substitution therapy services, 
prisons), could be helpful enabling ongoing engagement 
and reducing loss to follow-up among key populations: “I 
guess in terms of incarcerated individuals, I guess the bar-
riers to that are going to be smaller, because you’ve obvi-
ously got, as it were, a captive audience” (#2).

Prioritisation
These solutions, including recourse to the term “cap-
tive audience” arise in a context whereby LTBI is rarely 
prioritised and often overlooked in public health policy, 
commissioning, and clinical practice. While active TB 
case management was accorded greater attention than 
LTBI, many participants felt that LTBI was also depri-
oritised in relation to non-communicable disease man-
agement (cancer and cardiovascular disease) in general 
populations. As noted above, de-prioritisation and lack 
of funding was linked to a dearth of evidence to influ-
ence commissioning priorities: “… it would be nice to 
know what the actual cost-effectiveness of what you were 
doing was…” (#15). While previous pilots were talked of 
with some pride, there was no reference to evaluation 
of this work, or evidence generation to promote sus-
tainable implementation: “I have not seen anywhere the 
economic evaluation” (#9). This appears counterintuitive 
when considering the remit of service provision pilots 
yet might reflect the perceived clinical inertia and lack of 
leadership, as reported below.

Inertia and drive
Participants spoke of a lack of ‘top-down drive’ and sup-
port for LTBI management, generally from the local 
TBCBs. Even prior to Covid-19 related disruption, many 
cited the functionality of these groups as variable, with 
limited interest outside of outbreaks and limited com-
munication with the associated clinical teams: “we really 
only communicate if there’s an outbreak…” (#1); “there’s 
a traditional disconnect between public health and the 
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clinicians” (#3). It was acknowledged that TBCBs were 
faced with significant challenges due to operating over 
a large geographical area with a mix of low-prevalence 
rural and higher-prevalence urban areas: “so the control 
board I think is a bit dysfunctional because what it’s try-
ing to cover is so disparate” (#16). Nonetheless, it was felt 
by many that TBCBs lacked the strong leadership and 
organisation required to implement real change:

“in my five years here…, I have never seen any-
thing from our control board to give direction as 
to what we should be doing in terms of our local 
strategy” (#15).

There also appeared to be significant inertia from cli-
nicians, who were often sceptical regarding whether 
screening was worth doing, broadly due to two factors. 
Firstly, there was a perception that LTBI incidence would 
be low in under-served populations: “I think historically 
there aren’t a great number of cases from that group” (#1); 
“…it’s just not high on the priority, and because, I think, it’s 
small numbers” (#6). Secondly, that in people diagnosed 
with LTBI, the rates of treatment completion would be 
low. It was notable that whilst some of this scepticism 
was based on previous personal experience, much of this 
sentiment seemed to be grounded in general perceptions 
about under-served populations at large.

“… it was very labour intensive for very little reward 
really. I mean, you’re trying to get a population 
that’s doesn’t really want to engage with anything… 
… we weren’t very successful in treating very many of 
them” (#11)
“… in all honesty I think it’s a heck of a lot of work for 
little benefit” (#11)

Targeting TB elimination
All participants were fundamentally positive about the 
opportunity to diagnose and treat latent TB in under-
served populations: “…it’s a good idea. You know, they’re 
a group at risk… why wouldn’t you?” (#16). However, 
given the interview context in which we were refer-
ring to a nationally recommended service, it is unlikely 
that contrary views would have been expressed. Further 
exploration of participant support for LTBI testing led to 
discussions about TB elimination, and the role of LTBI 
management achieving this goal: “obviously I can see the 
benefits of reducing the pool of latent TB infection in order 
to eventually reduce your burden of active TB” (#11). 
Additionally, many went on to argue that aggressively 
identifying and treating latent disease may reduce the 
numbers presenting with active disease at a local level, 
potentially reducing their services future workload. The 
management of active TB in under-served populations, 

including directly observed treatment and often particu-
larly labour-intensive contact tracing, was considered a 
real challenge, with participant accounts emphasising 
that TB reduction initiatives for this population should 
be prioritised: “an active case in those populations is such 
a nightmare that just preventing one…” (#4).

Participants recognised that to achieve national goals 
for TB elimination, the management of LTBI needed to 
be scaled up. This was considered particularly crucial for 
under-served populations, with the proportion of people 
with TB and more than one social risk factor increasing 
over the last few years [6]:

“I do think that it’s [LTBI management] worthwhile 
and I think if you’re gonna eliminate TB, I think it’s 
a strategy that [needs to] focus on the higher risk 
groups or under-served groups” (#15)

The need for equitable care for those traditionally—and 
currently—under-served, was also noted as a concern:

“we are making no difference in the populations who 
are most disproportionately affected by TB, and 
I think that’s a major problem” (#9); “they are as 
deserving as any other group we have who are likely 
to progress to TB and actually with more ramifica-
tions in terms of health” (#5).

Notable is the reference to patient ‘deservedness’ in 
the quote above, potentially indicating a barrier rela-
tively unexplored – the role of stigma in preventing the 
prioritisation of targeted care provision for marginalised 
populations.

Discussion
This study explored the policy-practice mismatch for the 
management of LTBI in under-served populations, draw-
ing on qualitative interviews with healthcare provider 
stakeholders. Results from thematic analysis are pre-
sented against two themes—service level challenges and 
low prioritisation – with participant identified enablers 
including integration with other services and alignment 
with TB elimination strategy.

Providing LTBI care to under-served populations was 
identified as challenging for several reasons. Diagnos-
tic, therapeutic, and practical challenges make it diffi-
cult to accurately identify the appropriate subgroup for 
treatment, for whom the benefits will likely outweigh 
the risks, and for whom completion of treatment is 
feasible with the current model of care. Of these chal-
lenges, the most commonly cited concern was the 
ability to safely manage the risk of treatment related 
toxicity. This was partly ascribed to the recognised 
increased risk of hepatotoxicity or drug-drug inter-
actions (e.g. rifampicin-methadone) in under-served 



Page 8 of 10Gray et al. BMC Health Services Research         (2022) 22:1464 

populations [18] due to increased rates of alcohol and 
opiate use, but also to the perceived reduced ‘reliability’ 
of individuals in these groups.

We, as researchers, believe that clients should not 
be considered as “hard-to-reach”, with clinic non-
attendance often due to a range of issues including 
stigma [19]. With this lens, we feel that whilst risks 
of treatment were perceived by participants as higher 
in under-served populations, the real issue is the ina-
bility of current care models to adequately mitigate 
against them. High completion rates of LTBI treatment 
have been successfully achieved in community-based 
approaches both in homeless [20] and incarcerated 
populations [21].

In line with this are the potential solutions cited by par-
ticipants in this study, including integrating LTBI care 
with community-based healthcare settings such as opi-
ate substitution therapy services, an approach with high 
participation rates in one study [22]. Re-designing ser-
vices to this effect may improve the patient-service ‘con-
nection’, potentially increasing prescriber confidence, 
and turn this challenge into an opportunity to provide 
excellent patient-centred care whilst up-skilling other 
healthcare cadres. An additional solution, not cited by 
participants, is the use of 3HP, a weekly directly observed 
regimen with evidence of safety and excellent completion 
rates in people experiencing homelessness [23, 24].

Ineffective commissioning and lack of funding were 
identified by participants as a barrier to provision of UK-
based LTBI services. The lack of evidence on cost effec-
tiveness was cited as rationale for lack of funding, but 
reportedly successful pilots did not seem to have moved 
this issue forward. It is vital that any pilots in the future 
generate adequate data to inform funding decisions, but 
this study suggests that low prioritisation may be a major 
barrier to this. This lack of prioritisation was related to 
clinician or system inertia, including lack of leadership 
from the TBCBs, was at least in part blamed on COVID-
19. The pandemic has setback TB elimination goals by 
many years [25], but directing resources into LTBI is an 
important component to regaining lost ground in the 
fight against TB. In keeping with this, participants fre-
quently alluded to switching the narrative to highlight-
ing effective LTBI management as a requirement for 
the elimination of TB, with this focus improving drive 
from leadership and increasing investment to achieving 
adopted national and international goals for disease con-
trol. Even with such a change in priority, nationally com-
missioned work to answer cost-effectiveness questions, 
which allows regional adaptation to match local epide-
miology, is necessary. These findings should be viewed 
in the context of LTBI management entering national 
and international guidance relatively recently, with some 

countries yet to incorporate recommendations for TB 
infection treatment.

Our findings are consistent with similar, previous stud-
ies on barriers to LTBI service provision, with low pri-
oritisation having emerged has a key theme regarding 
LTBI management in Canada [26] and lack of resource, 
amongst other factors, cited in a UK study of primary 
healthcare professionals [27]. Previous research consid-
ering barriers to provision of other services to under-
served populations have also found similar results: in 
Europe, lack of service co-ordination was cited as a bar-
rier to mental health care provision for people experienc-
ing homelessness [28], and a systematic review assessing 
homeless peoples’ experiences of healthcare found ser-
vice level concerns including access to care to be a major 
theme [29].

It was notable that there were very few comments about 
potential practical solutions to service level challenges 
despite these topics being included in the topic guide. 
These include the use of rifapentine-based regimens, 
shown to improve outcomes in under-served populations 
[20, 24, 30], novel diagnostics such as c-TB, which may 
remove some practical challenges such as venepuncture 
[31], use of peer support / outreach workers [32, 33], and 
video-observed-treatment (VOT) [34, 35]. Workforce 
training to ensure optimal use of evidence-based strate-
gies may help target some of these short-comings. Pro-
tocolising a cost-effective model of care could allow scale 
up in allied service provider settings – e.g. opiate sub-
stitution therapy services. Additionally, the use of novel 
bio-markers to assess risk of progression to active TB 
could improve population stratification.

To our knowledge this is the first study to look specifi-
cally at barriers to providing LTBI care to under-served 
populations. Strengths of this study include good recruit-
ment, with participants with a range of healthcare back-
grounds, and from a wide geographical area. A broad 
range of topics were covered, and data saturation was 
achieved. The use of inductive thematic analysis, allow-
ing themes to emerge, also meant that results were data 
driven.

Limitations include the COVID-19 pandemic which 
has had a major impact on LTBI management in the UK, 
and our findings may not remain true in the future. Addi-
tionally, given the devolved nature of TB management 
in the UK, participants may not necessarily have repre-
sented their entire region, and we may have failed to cap-
ture the full extent of variation in practice.

Conclusion
In the UK context, finding and treating LTBI in under-
served populations is considered clinically and logisti-
cally challenging, of low public health value, and is an 
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under-resourced and deprioritised component of TB 
control. Achieving the UK’s commitment to TB elimi-
nation goals will require accelerating efforts to scale-
up both curative and preventive measures, including 
the management of LTBI. This will require targeted 
action and investment to strengthen the evidence base 
on integrated service delivery models, evaluate new 
treatment regimens and novel diagnostics, and allay 
workforce concerns. The current UK stance symbolises 
and potentially amplifies the extreme health inequities 
faced by populations at increased risk of TB in low inci-
dence countries.
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