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Tuberculosis (TB) control in the United States has largely been a success story. Over the past 

20 years, the total incidence of the disease has decreased by more 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 incidence rate.2 TB control 

policy in the United States, with a focus on both active and latent 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 governments and gaps in TB 

screening in state and federal regulations and laws, which result from fragmentation.

FRAGMENTATION IN FEDERAL AND STATE RESPONSIBILITY

One of the striking characteristics 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 and Prevention(CDC) is primarily responsible for the juncture 

of immigration and disease management. The CDC requires that, prior to receiving approval 

for permanent residency in the United States, migrants be examined 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 government has the organizational and content expertise to provide 

recommendations to state and local government agencies and policymakers related to 

infectious disease. The CDC has a central role in identifying active TB outbreaks within the 

United States and supporting containment efforts that are led by state and local health 
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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 certain federal grants.

However, in practice, the day-to-day public health management 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 for managing TB is geographic variation in regulations and laws. 

This variation dictates which populations are targeted for screening of active or latent TB, 

the frequency 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 procedures test for the presence of any TB infection, either active or 

latent. Our analysis of state legislation 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 prevention, 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 hospital 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 employees 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 advocated 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 type of facility, 

the risk of TB infection among clients served, and the probability of exposure to pathogens. 

Following a risk-based screening approach would mitigate inconsistent screening 

requirements 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 migrants settle in the United States,6 with 450 000 

persons admitted each year on immigrant visas and 50 000 to 70 000 admitted as refugees.7 
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Moreover, nearly 66% of TB cases in the United States are among foreign-born persons.2 

However, screening for communicable diseases, including active TB, is required only 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 university students.

POLICY IMPLICATIONS

There are two important policy implications that arise from the current landscape of gaps in 

federal and state TB screening. First, future improvements will require states, as the locus of 

screening and infection 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 populations may 

need special screening considerations. For example, Minnesota, which is a leading state for 

relocating refugees, offers postarrival screening for active and latent TB infection for all 

refugees. Finally, even with limited resources, states can take steps to strengthen the 

infrastructure of their public health systems. Whether through increased funding or the 

implementation of innovative public health programs that support monitoring, screening, and 

treatment 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 emergencies on an ad-hoc basis, a dedicated fund created by the 

federal government can improve the responsiveness 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, regardless 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.
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