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Executive Commentary

Tuberculosis in the United States

Since 1953, when CDC began conducting public
hedlth survelllancefor tuberculosis(TB) inthe
United States, the TB caserate has declined more
than tenfold from 53 cases per 100,000t0 5.1 per
100,000in 2003 (Table 1). During 2003, atotal of
14,874 TB caseswerereported to CDC from the
50 statesand the District of Columbia(DC),
representing a1.3% decrease from 2002 and a
44.2% decrease from 1992, when the number of
casesand case ratemost recently peaked during a
resurgenceinthe United States. The 1.3% decline
in2003isthesmallest yearly declinesince 1992.

During 2003, atotal of 12 statesand DC reported
ratesabovethe nationa average (5.1 cases per
100,000 population), and 24 states met the defini-
tionfor low incidence (< 3.5 cases per 100,000
population) (Table 20). 1n 2003, 19 statesre-
ported increasesin case counts. Threeof those
states, California, New York, and Texas, accounted
for 42.4% of the overall 2003 national casetotal.
Among those areasreporting < 100 casesin 2003,
only Alaskaand DC had rateshigher thanthe
nationa average (Table28).

Tuberculosisdeathsincreased 5%in 2002 (the
most recent year for which datawere available) to
802, from 764 in 2001. Thisisthefirsttime TB
deathshaveincreased inthe United Statessince
1989 (Table 1).

In 2003, the proportion of total casesoccurringin
foreign-born personswas 53%, comprising a
majority of casesfor the second consecutiveyear.
In addition, the caserate among foreign-born
personsisnow morethan eight timeshigher than
among U.S.-born persons(Tableb5).

To addressthe high rateamong foreign-born
persons, CDC iscollaborating with public health
partnerstoimplement TB control initiativesamong

recent internationa arrivalsand resdentsa ong the

border between the United Statesand Mexico and
to strengthen TB programsin countrieswith ahigh

incidenceof TB disease.?

Age, Race, and Ethnicity

Thedeclining numbersof TB casesand TB case
rates during thelast decade varied by factorssuch
asage, race/ethnicity, and country of origin. The
largest declinesoccurred in children under 15 years
of age (from 3.0 per 100,000in1993t0 1.5in
2003), aswell asin adultsaged 25to 44 years
(from 11.6t06.0), 45t0 64 years(from 12.5to
6.3), and 65 yearsand older (from 17.8t0 8.4),
each group having decreased approximately 50%.
The caserate declined by 25% inthose 15t0 24
yearsof age (from5.1to0 3.8) (Table4).

In 2003, Asianshad the highest TB rate, 29.3,
whichwasdown from 45.0 per 100,000 in 1993.
(Race category Asian wasfirst reported in 2003;
from 1993 to 2002 the category wasreported as
Asianor Pacific Idander). Asiansalso had theleast
percentage decline over the decade (35%). Rates
declined morethan 50% over the decadein the
other racia/ethnic groups. among non-Hispanic
blacksfrom 29.1in1993t0 11.6 in 2003, among
Hispanicsfrom 20.6 to 10.3, among American
Indiansand AlaskaNativesfrom 14.5t0 8.1, and
among non-Hispanic whitesfrom 3.6to 1.4 (Table
2). For thefirst time, Hispanics (28%) equaled
blacks (28%) astheracia/ethnic group withthe
largest percentage of cases(Table2).

Two race categorieswereaddedtothe RVCT in
2003, Native Hawaiian or Other Pecific Idlander
and MultipleRace. Thoseinthefirst category,
Native Hawaiian and Other Pacific Idander, had the
second-highest TB caserate (21.8), and Multiple
Race (casesfor which two or moreraceswere
reported) had thelowest caserate (1.0) for only 37
Cases.
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Nativity

In 1993, 69% of reported caseswereamong U.S.-
born persons (7.4 cases per 100,000) while 29%
wereinforeign-born persons(33.6 per 100,000).
In comparison, in 2003, 53% of reported cases
occurred among foreign-born persons, and the
respective caserateswere 2.7 per 100,000 for
U.S.-born personsand 23.6 for foreign-born
persons(Table5).

During 2002-2003, the gap between the number of
casesamong U.S.- and foreign-born persons
widened. Casesamong personsbornintheU.S.
decreased by 393 (from 7,296 in 2002 t0 6,903 in
2003). Among foreign-born persons, casesin-
creased by 243, (from 7,6591n 2002t0 7,902in
2003) (Table5). Thisrepresentsa5% decreasein
cases among U.S.-born personsand a3%in-
creasein casesamong foreign-born personsduring
2002-2003.

Ratesvaried by racia/ethnic group and nativity.
U.S.-born blacks had the highest rate of any U.S.-
born racia/ethnic population,? and comprised the
largest number of TB casesamong personsbornin
the United States. Blacksrepresented 45% of TB
casesin U.S.-born personsand morethan one
fourth of all cases(Tables17 and 18).

Thenumber of stateswith >50% of their annual
total of reported TB casesamong foreign-born
personsincreased fromfivein 1993to 24in 2003.
Of these 24 states, 11 (California, Connecticut,
Hawaii, lowa, Massachusetts, Minnesota, Ne-
braska, New Hampshire, New Jersey, Utah, and
Vermont) had >70% of their annual total of cases
among foreign-born persons(Table 23).

Country of Origin and World Region

From1999 through 2003, thetop five countries of
origin of foreign-born personswith TB were
Mexico, the Philippines, Viet Nam, India, and
China(Table6). However, fluxesinimmigration
patternsareleading to changesin thedistribution of
TB caseshby global region of origin (asdesignated

by theWorld Health Organization[WHQ]).2 In
2003, of the 7,902 cases of TB inforeign-born
persons, 44.7% occurred among personsfromthe
Americas(Central and South Americaor the
Caribbean), and 31% werein personsfromthe
Western Pacific. Theseregionsaso hadthelargest
number of casesin 1993 (48% and 40%, respec-
tively). During 1993 through 2003, the number of
casesincreased among personsfromthe Eastern
Mediterranean (3% in 1993 and 4% in 2003) and
approximately doubled among personsfrom
Southeast Asia(6% in 1993 and 11%in 2003),
whilethe number of casesamong personsfrom
Africamorethantripled (2%in 1993 and 7%in
2003) (Table 19).

Multidrug-Resistant TB

Since 1993, when the case report was expanded to
includedrug-susceptibility results, the proportion of
patientswith primary MDR TB (no previous TB,
and multidrug-resistant, defined asresistanceto at
least isoniazid and rifampin) decreased from 2.5%
to 1.0% each year during 1998-2001, withan
increaseto 1.2% in 2002. In 2003, the proportion
declined to 0.9%. Thenumber of overall primary
MDR TB casesdropped below 100 for thefirst
timeever, and only 25 of those caseswerein U.S.-
born persons. Boththe U.S.-born and foreign-born
have seen decreasesin the percentage of caseswith
primary MDR TB, dthoughthedeclineintheU.S--
born hasbeen greater. Since 1999, the percentage
of U.S.-born personswith MDR TB hasremained
at approximately 0.6%. However, of thetotal
number of reported primary MDR TB cases, the
proportion occurring inforeign-born persons
increased from 26% (105 of 410) in 1993 to 72%
(65 of 90) in 2003 (Table 10).

Tuberculosis Therapy

The proportion of TB patients placed on arecom-
mended initial trestment regimen (i.e., isoniazid,
rifampin, pyrazinamide, and streptomycin or etham-
butal [4]), increased during 1993 through 2003
(Table12). Theproportionsof patientswho
completed treatment within 1 year,



and of personswho weretreated with directly
observed therapy (at least for aportion of treat-
ment), al so increased from 1993 through 2001, the
latest year with available outcomedata(Table 12).

Summary

During 1993 through 2003, TB caseratesinthe
United Statesdecreased for U.S.-born and foreign-
born persons; however, the decrease among
foreign-born personswaslesssubstantial. Both
groups have seen decreasesin the number and
proportion of caseswith primary MDR TB, al-
though thedeclineintheU.S.-born hasbeen
greater. Theoveral improvement isconsistent with
thefinding of anincreasing proportion of patients
recelvinginitia four-drug regimens, completing
treatment within 1 year, and being treated with
directly observed therapy (DOT).

Despitethe decreased caserate among foreign-
born persons, morethan half of the TB casesinthe
United Statesin 2003 occurred in thispopulation,
and the case rate was more than eight times greater
inthis population than among U.S.-born persons.
To addressthehighrate, CDC iscollaborating with
other nationa and international public health organi-
zationsto 1) improve overseas screening of immi-
grantsand refugeesby devel oping systematictools
for monitoring and eval uating the screening process,
2) improvethe current notification systemthat aerts
local health departmentsabout thearrival of immi-
grantsor refugeeswith suspected TB to assist
patientsin obtainingamedical evauationand, if
necessary, in compl eting acourse of necessary
drugs; 3) improve coordination of and communica-
tion about TB control activitiesbetween the United
Statesand Mexico to ensure compl etion of treat-
ment among TB patientswho crossthe border; and
4) test recent arrival sfrom high-incidence countries
for latent TB infection and ensure compl etion of
treatment. Inaddition, CDC continuesto
strengthen collaborationswithinternationd partners,
includingtheWHO, toimprove TB control inhigh-
incidencecountries.

Accderating progressinnationa TB dimination
activities, however, will require broader prevention
effortsaimed at eva uating and addressing unmet
needsin other population risk groupssuch as

AfricanAmericans, personslivingwith HIV, and
personslivingin poverty with limited accessto
medical careand adequate housing and nutrition.

Inaddition, low-incidenceareasin the United
States need continued support to ensurethey
maintai n the capacity and expertiseneeded to
respond to caseswhen they occur.®> CDC has
recently updated itscomprehensivenationa action
plantoreflect thealignment of itsprioritieswiththe
2000 Institute of Medicinereport on TB®andto
ensurethat priority prevention activitiesare under-
takenwith optimal collaboration and coordination
among nationa and internationa public health
partners.” Commitment and participationby CDC
ineffortstowardscurtailing thegloba TB epidemic
remainsacritica component of thenationa plan.
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