
implemented its own Earned
Income Tax Credit (EITC), par-
ticipated in the Affordable Care
Act’s Medicaid expansion, and has
not preempted local governments
from implementing health-
promoting legislation such as paid
sick days, a higherminimumwage,
stricter firearm regulations, or re-
quiring that calorie counts be
posted. In sharp contrast, Mis-
sissippi has retained a negligible
cigarette tax, does not offer its own
EITC, did not participate in
Medicaid expansion, and has pre-
empted local laws in all four areas
listed previously. The diverging
mortality trends suddenly become
much less mysterious.

RECENT EVIDENCE
States shape their population’s

health andmortality, irrespectiveof
residents’ own characteristics and
local environments. Indeed, a large
and robust literature has repeatedly
shown the importance of states for
their residents’ well being.

Two recent studies also show
that states are particularly impor-
tant for individuals who are so-
cioeconomically disadvantaged,

such as women and low-educated
individuals. A 2016 study of adult
mortality across states found
compelling evidence that states
matter more for women’s mor-
tality than for men’s.6 The study
estimated how much adult mor-
tality varies across the 50 states,
then partitioned that variation into
the part attributable to individuals’
characteristics (e.g., race) and the
part attributable to states’ charac-
teristics (e.g., tax policy). For men,
roughly 34% of their variation in
mortality across states was attrib-
utable to men’s attributes and 23%
to the states. For women, roughly
30% was attributable to women’s
attributes and 53% to the states.
A 2017 study of disability across
US states found that states have
their greatest impact on the
probability of having a disabil-
ity among the least-educated
adults.7 States where having
a low level of education is often
a “poverty sentence” are par-
ticularly unhealthy places to live.
The study concluded that the
fewer resources that individuals
have to build a healthy life, the
more important their state of
residence becomes in shaping
their health.

WHERE DO WE GO
FROM HERE?

The macrolevel mortality
trends require macrolevel expla-
nations. They also require in-
terdisciplinary perspectives.
Demography, sociology, and epi-
demiology remain central to the
debate, but so too do political
science, history, and geography.
Longer time horizons must also be
examined. Explanations for the
historical mortality decline would
not have been discernible from
a decade-long comparison of
causes of death; neither will ex-
planations for more recent trends.
Furthermore, macrolevel expla-
nations such as deregulation, de-
volution, and preemption are not
listed on death certificates. New
and innovative study designs that
can capture these broader factors
are required. Lastly, better data are
required. Publicly available mor-
tality data often do not even
contain state of residence. When
they do, they do not contain state
of birth or interstate migration
histories. These data are available,
however, in the restricted-use
versions of many of these data sets
(e.g., the National Health In-
terview Survey) and should be

made publicly available. Despite
these obstacles, we must rethink
and reexamine the reasons for
worrisome contemporary
mortality trends. It is time to hy-
pothesize upwards.

Jennifer Karas Montez, PhD
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Gaps in Federal and State Screeningof
Tuberculosis in the United States

Tuberculosis (TB) control in
the United States has largely
been a success story. Over the
past 20 years, the total in-
cidence of the disease has de-
creased bymore than 60%, with
fewer than 10 000 new cases
reported in 2015.1 The burden
of TB in the United States is
low compared with incidence
worldwide, where it is the
leading cause of death from

infectious disease. However,
TB incidence in the United
States continues to be marked
by persistent racial and ethnic
disparities, as well as a recent
stagnation in the overall in-
cidence rate.2 TB control pol-
icy in the United States, with
a focus on both active and la-
tent TB, is no longer concerned
with containing widespread
epidemics, and new strategies

need to be incorporated to
realize further improvements.3

However, the US response to
TB is shaped by two challenges:
fragmentation of responsibilities
between state and federal gov-
ernments and gaps in TB
screening in state and federal
regulations and laws, which result
from fragmentation.
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FRAGMENTATION IN
FEDERAL AND STATE
RESPONSIBILITY

One of the striking charac-
teristics of the United States is the
fragmented nature of its political
system, especially related to
managing public health. The
federal government has several
responsibilities related to screening
for active TB. First, whereas the
Executive Branch and Congress
have broad authority to establish
and enforce immigration policy,
the Centers for Disease Control
andPrevention (CDC) is primarily
responsible for the juncture of
immigration and disease man-
agement. The CDC requires
that, prior to receiving approval
for permanent residency in the

United States, migrants be exam-
ined by panel physicians for active
TB.4 Individuals already within
the United States who request to
become permanent residents must
also undergo similar testing from
a civil surgeon for active TB.

Second, the federal govern-
ment has the organizational and
content expertise to provide rec-
ommendations to state and local
government agencies and poli-
cymakers related to infectious
disease. The CDC has a central
role in identifying active TB
outbreaks within the United
States and supporting contain-
ment efforts that are led by state
and local health departments.
Lastly, the federal government has
the resources, including financial
and staffing, to help manage TB.

These resources are necessary,
as state governments—many of
which are required to balance their
budgets—often do not provide
sufficient funding to achieve TB
elimination goals. Federal agencies
support the goals of TB control by
encouraging or requiring state and
local governments to screen for
TB, especially for individuals at
increased risk, if they receive cer-
tain federal grants.

However, in practice, the day-
to-day public health manage-
ment of active and latent TB,
including responsibility for
treatment, is under the authority
of state and local governments.
With 50 states and thousands of
local public health departments,
one result of this fragmented
responsibility formanagingTB is
geographic variation in regula-
tions and laws. This variation
dictates which populations
are targeted for screening of
active or latent TB, the fre-
quency of screenings, and
follow-up procedures. Wide
state-to-state variation in TB
control makes it difficult to
implement best practices for
high-risk populations or
screening approaches.

STATE VARIATIONS IN
SCREENING

Typical TB screening pro-
cedures test for the presence of
any TB infection, either active or
latent. Our analysis of state leg-
islation and regulations found
that official TB screening policies
for either type of TB vary widely
across the states, if they exist at all
(Table 1). This variation in pre-
vention, identification, and
management of TB is especially
pronounced within high-
incidence settings, including
hospitals, correctional facilities,
and schools. The highest

percentage of states that explicitly
require TB screening for all
workers is within the health care
industry. However, only 18 states
specifically mention that all
health care workers are to be
screened, with an additional
seven states requiring only that
health care workers in the hos-
pital setting be screened for TB.
Correctional facilities similarly
demonstrate inconsistent state
regulations, with only 13 states
requiring all staff and all inmates
to undergo screening for any type
of TB. Within public schools,
only 14 states require all em-
ployees to be screened for TB
before employment begins, and
only four states require TB
screening among schoolchildren
before they are allowed entry.

The CDC, in their role as
content experts, has widely ad-
vocated for the use of risk-based
policies for occupation-based TB
screening. The risk of TB infection
is not the same across different
work environments. Risk-based
screening gives facilities autonomy
to develop screening policies based
on context-specific factors, taking
into account the typeof facility, the
risk of TB infection among clients
served, and the probability of
exposure to pathogens. Fol-
lowing a risk-based screening
approach would mitigate in-
consistent screening require-
ments within high-risk
occupations and settings, but
only five states have adopted this
approach.

FEDERAL GAPS IN
SCREENING

Gaps in federal TB screening
regulations also exist, particularly
related to nonimmigrant visitors.
About 20% of the world’s mi-
grants settle in theUnited States,6

with 450 000 persons admitted

TABLE 1—Analysis of Tuberculosis (TB) Screening Policies Across
the 50 US States

TB Screening Policy No. of States

Health care facilities and workers

All health care workers 18

Hospital personnel only 7

Personnel at a nonhospital care facility (e.g., nursing homes,

long-term care facilities, surgery centers)

36

Correctional facilities

All staff at correctional facilities 13

All inmates 13

School-based screening

All school employees 14

All child care providers (e.g., day care facilities) 10

All schoolchildren 4

Community centers

Personnel at community-based substance abuse treatment

centers

12

Personnel at homeless shelters 4

Risk-based screening alone 5

Immigrant-based screening

Foreign-born teachers and students 1

Students arriving from “high risk countries” 1

Foreign-born students at state universities or residential

educational facilities

1

Foreign-born children admitted to child care centers 1

Note. Results are based on overview of TB policies from 50 states. All TB
screening policies are not represented in the table.

Source. Adapted and expanded from The Centers for Law and the Public’s
Health.5
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each year on immigrant visas and
50 000 to 70 000 admitted as
refugees.7 Moreover, nearly 66%
of TB cases in theUnited States are
among foreign-born persons.2

However, screening for commu-
nicable diseases, including active
TB, is requiredonly for immigrants
and refugees seeking permanent
US residence. For the millions of
individuals who arrive in the
country on temporary visas for
work or study, no TB screening is
conducted. Thus, states are left
with the responsibility of filling in
the screening gaps for this high-risk
population. Currently, only a
handful of states have adopted
additional postarrival screening
measures for foreign-born persons,
including foreign-born teachers
and primary, secondary, and uni-
versity students.

POLICY IMPLICATIONS
There are two important policy

implications that arise from the
current landscape of gaps in federal
and stateTB screening. First, future
improvements will require states,
as the locus of screening and in-
fection control, to take a more

proactive approach against TB.
This can be done by embracing
the CDC-supported risk-based
screening policy, which gives local
health divisions and facilities the
autonomy to develop their own
screening procedures based on their
specific context. Additionally, states
can carefully consider which pop-
ulations may need special screening
considerations. For example, Min-
nesota, which is a leading state for
relocating refugees, offers post-
arrival screening for active and la-
tent TB infection for all refugees.
Finally, evenwith limited resources,
states can take steps to strengthen
the infrastructure of their public
health systems. Whether through
increased funding or the imple-
mentation of innovative public
health programs that support
monitoring, screening, and treat-
ment of TB, complex health
problems require increased capacity
at the state level.

Second, the federal government
can take a more prescient and
comprehensive approach to funding
and screening for TB. TB remains
a global threat, and as the world
grows more connected, the risks of
future disease outbreaks in the
United States increase. Rather than

addressing public health emergen-
cies on an ad-hoc basis, a dedicated
fund created by the federal gov-
ernment can improve the re-
sponsiveness of the United States to
future infectious disease outbreaks.
Additionally, given that a large
proportion of TB cases in the
United States continue to occur
among foreign-born populations,
supplementary postarrival screening
regulations in this population, re-
gardless of visa status, represent
a critical opportunity to reduce the
burden of TB in the United States.
Policymakers and practitioners
should be lauded for prior efforts
to curb TB transmission in the
United States, but continued and
creative efforts are necessary for
future improvements.

Phillip M. Singer, MHSA
Grace A. Noppert, PhD
Charlotte H. Jenkins, BA
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Can the FDA Help Reduce Drug Prices
or the Cost of Medical Care?

The new US Food and Drug
Administration (FDA) commis-
sioner Scott Gottlieb has worked
for pharmaceutical companies for
most of his career, so it may have
surprised some public health
advocates when he responded to
congressional pressure by taking
on the hot issue of drug pricing as
one of his first priorities.

In his blog written for the
FDA Web site, Commissioner
Gottlieb echoes the view of
many public health advocates
when he says:

Too many patients are being
priced out of the medicines they
need. While FDA doesn’t have
a direct role in drug pricing, we
can take steps to help address this
problem by facilitating increased
competition in the market for
prescription drugs through the
approval of lower-cost, generic
medicines. (bit.ly/2sqamP7)

“We’re working on a Drug
Competition Action Plan,” he
explained, and although there are
no details yet, he states that a
major strategy is for the FDA to

approve safe and effective generic
medicines more quickly, even if
that requires preventing brand-
name pharmaceutical companies
from “gaming the system.” He
gave examples of companies

preventing generic drug com-
panies from gaining access to
sufficient doses of brand-name
drugs that they need for testing as
well as various other legal ma-
neuvers that are used to delay
generic drugs from obtaining
FDA approval.

I agree with Commissioner
Gottlieb that these sound like
useful strategies, because generic
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