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Technical Notes

National Surveillance for Tuberculosis

All reporting areas (i.e., the 50 states, the District of
Columbia, New York City, Puerto Rico, and other
U.S. jurisdictionsin the Pacific and Caribbean)
report tuberculosis(TB) casesto CDCusinga
standard case report form, Report of aVerified
Caseof Tuberculosis(RVCT).! Reported TB cases
areverified according tothe TB casedefinitionfor
public hedth surveillance (MMWR 1997;46[No.

RR 10]:40-41).

Casesmay beverified using thelaboratory or the
clinical casedefinition. A casemay beverified by
thelaboratory case definition either by (1) isolation
of Mycobacteriumtuberculosisfromaclinical
specimen, OR (2) demongtration of acid-fast bacilli
(AFB) inaclinical specimenwhen aculture hasnot
been or cannot be obtained.

A casemay beverified by theclinical casedefinition
inthepresenceof ALL of thefollowing clinical
criteria (a) apositivetuberculin skin test result, (b)
other sgnsand symptoms compatiblewith TB, such
asan abnormal, unstable (worsening or improving)
chest radiograph, or clinical evidenceof current
disease, (C) treatment with two or more antituber-
culosismedications, and (d) acompleted diagnostic
evaluation. When patientsarediagnosed with TB
but do not meet the case definition (e.g., anergic
patientswithaclinical pictureconsstentwith TB
but without |aboratory evidence of M. tuberculo-
S9), reporting areasa so have the option of verify-
ing TB casesbased on provider diagnosis.

In January 1993, in conjunctionwith stateand local
health departments, CDC implemented an ex-
panded surveillance systemfor TB that would
collect additional datato better monitor and target
groupsat risk for TB disease, to estimate and
follow theextent of drug-resistant TB, andto

evaluate outcomesof TB cases. TheRVCT form
for reporting TB caseswasrevised to collect
information on occupation, theinitial drug regimen,
humanimmunodeficiency virus(HIV) test results,
history of substance abuse and homel essness, and
residencein correctional or long term-carefacilities
at thetimeof diagnosis. RVCT Follow Up Report-
1 wasadded to collect drug susceptibility resultsfor
theinitial M. tubercul osisisolatefrom patientswith
culture-positivedisease.

To evauate the outcomes of TB therapy, RVCT
Follow Up Report-2 was added to collect informa-
tion on the reason and date therapy was stopped,
thetypeof health care provider, sputum culture
conversion, theuseof directly observed therapy
(DOT), and theresultsof drug susceptibility testing
for thefinal M. tubercul osisisolate from patients
with culture-positivedisease.

Since 1993, RVCT data have been reported to
CDC using software specifically devel oped for
expanded TB surveillance(i.e,, SURVS-TB, 1993-
1997; TIMS, 1998-2003). Theinstructionsfor
completing the RV CT formsand the definitionsfor
al dataitemswereincluded inthe software user’s
guide. Thesummary datapresentedinthispublica-
tionfor 2003 (and for 2001, Tables 39-44) and
thetrend datafor 1993-2003 (Tables 1-14) were
received at CDCviaTIMSby March 30, 2004.

Completion of Tuberculosis Therapy

Tables12, 41, 43, and 44 present rates of comple-
tion of TB therapy (COT). Datacollected by
RVCT Follow Up Report-2 on date and reason
therapy stopped (e.g., patient completed therapy,
moved, waslost) were used to calcul ate rates of
COT. Casesweredtratified by theindicated length
of therapy, based on American Thoracic Society/
CDC treatment guidelines’

!Other U.S. jurisdictions include American Samoa, the Commonwealth of the Northern Mariana | slands, the Federated States of
Micronesia, Guam, the Republic of the Marshall Islands, the Republic of Palau, and U.S. Virgin Islands.
2ATS/ICDC. Treatment of tuberculosis and tuberculosisinfection in adults and children. Am J Respir Crit Care Med 1994;149:1359-74.
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ineffect during the period covered, and thepatient’s
initial drug susceptibility test results, age, and site of
disease. Theadequacy of thetreatment regimen
(e.g., thesufficiency of theduration of therapy, the
appropriateness of the prescribed TB drugs) was
not evauatedinthisanalyss. Acquired drugresis-
tance during therapy with the need for alonger
duration of therapy wasa so not consideredinthis
andyss.

InTable41, the second column showsthetotal
number of casesreported during 2001. The
remaining columnsare grouped under three head-
ings. therapy of 1 year or lessindicated, therapy
greater than 1 year indicated, and overal. For
patientswithaninitial isolateresstant torifampin
and for pediatric patients (age under 15 yearsold)
with meningeal, boneor joint, or miliary disease,
datawereincluded under the category of greater
than 1 year of therapy indicated. For all other
patients, including thosewith culture-negative
disease, those with an unknown culture status, and
thosewith culture-positive disease but unknown
initial drug susceptibility test results, datawere
included under the category of 1 year or lessof
therapy indicated. Table 12 presentsdataonly for
the category of therapy of 1 year or lessindicated.

InTable41, each group under anindicated length
of therapy hasaninitia column showing the number
of casesin personswhowerealiveat diagnosisand
prescribed aninitial regimen of oneor moredrugs,
and who did not die during therapy. Thisnumber
was used asthe denominator in COT rate calcula-
tions.

COT rates, shown as percentages, wereonly
calculated for areasreporting reason therapy
stopped for at |east 90% of casesshowninthe
overal column. For thegroup with anindicated
length of therapy of 1 year or less, ratesare shown
for both COT in 1 year or less(COT <1 year) and
for COT, regardlessof duration (i.e., duration of
therapy <1year, >1 year, or unknown). For COT
<1year, thenumerator included only those patients
completing therapy in <365 days (based on the
datestherapy started and stopped). Patientswith

missing dateswereclassified as* treatment not
completed” for thiscalculation.

Ratesof COT, regardlessof duration, were calcu-
lated by dividing the number of patientsreported as
having compl eted therapy by the number of patients
listed inthefirst column of each group. Patients
with an outcome other than completed therapy (i.e.,
moved, lost, refused treatment, and other) were
classfied as*“treatment not completed.” Patients
with an unknown outcomewereaso classfied as
“treatment not completed.” For theremaining two
groupsof indicated therapy length (greater than 1
year and overdl), only ratesof COT, regardlessof
duration, are presented. Table 12 providesrates
for COT <1 year and for COT, regardless of
duration, only for thegroupwith anindicated
therapy of 1 year or less. Tables43 and 44 present
ratesof COT by ethnicity and non-Hispanicrace,
and by statefor thosein whom therapy lessthan
oneyear wasindicated.

Site of TB Disease

Miliary diseaseisclassfied asbothan
extrapulmonary and apulmonary formof TB
(Tables8, 9, 26, 27, and 47). In publicationsprior
t01997, miliary diseasewasclassfied as
extrapulmonary TB unlesspulmonary diseasewas
reported asthe major siteof TB disease.

Reporting of HIV Infection

Table 37 showsinformation on HIV statusfor
personswith TB aged 25-44 years, the age group
inwhich 74% of AIDS casesoccur (CDC. HIV/
AIDSSurveillance Report 2002;14). Theinfor-
mationon HIV statusfor TB casesreportedin
2003 isincomplete. Reasonsfor incomplete
reporting of HIV test resultstothenational TB
surveillance systeminclude concerns about confi-
dentidity, whichmay limit theexchange of data
between TB and HIV/AIDS programs; lawsand
regulationsin certain statesand local jurisdictions
that have been interpreted as prohibiting the HIV/
AIDS programfrom sharing the



HIV statusof TB patientswiththe TB program, or
from reporting patientswith TB and AIDStothe
TB program; and reluctance by health care provid-
erstoreport HIV test resultsto the TB surveillance
program staff. Inaddition, health careproviders
may not offer counselingand HIV testing to some
TB patients because of alack of resourcesor of
appropriately trained staff, or dueto the perception
that selected patients(e.g., foreign-born persons)
arenot at risk for HIV infection.

DataontheHIV infection statusof reported TB
casesshould beinterpreted with caution. These
dataarenot representative of al TB patientswith
HIV infection. HIV testingisperformed after a
patient receives counseling and givesinformed
consent. Sincetestingisvoluntary, someTB
patientsmay declineHIV testing. TB patientswho
aretested anonymously may choose not to share
theresultsof HIV testingwiththeir hedlth care
provider. TB patientsmanaged in the private sector
may receiveconfidential HIV testing, but results
may not bereported to the TB programinthe
health department. In addition, many factorsmay
influenceHIV testing of TB patients, includingthe
extent towhich testing istargeted or routinely
offered to specific groups(e.g., 25- to 44-year-old
males, injecting drug users, homeless persons), and
theavailability of and accessto HIV testing ser-
vices. Thesedatamay represent an over- or
under-representation of the proportion of TB
patientsknown to be HIV-infected in areporting
area

Tabulation and Presentation of TB Data

Thisreport primarily presentssummary datafor TB
casesreported to CDCin 2003. Datafromthe
RVCT Follow Up Report-2 (i.e., completion of
therapy, use of directly observed therapy, and type
of health care provider) are presented for cases
reportedin 2001. Inaddition, trend dataare
presented in Tables 1 through 14. TB casesare
tabulated by theyear inwhich thereporting area
verified that the patient had TB and included the
patientinitsofficial annua TB casecount. Totals

for the United Statesonly include datafrom the 50
states, the District of Columbia, and New York
City. Agegroup tabulationsare based onthe
patient’sagein the month and year the patient was
reported to the health department as a suspected
TB case. State or metropolitan areadatatabula
tionsare based on the patient’sresidence at diagno-
sisof TB (seeAppendix B: “Recommendationsfor
Counting Reported TuberculosisCases’).

Tables 46 through 50 present data by metropolitan
statistical areas(M SAS) with an estimated 2003
population of 500,000 or more. MSAsaredefined
by thefederal Office of Management and Budget,
and the definitionseffective as of December 2003
wereused for thispublication (www.census.gov/
population/'www/estimatesmetrodef.ntml). The
MSA definitionsapply to al areasexcept thesix
New England states; for these states, the New
England County Metropolitan Areas(NECMAYS)
areused. MSAsarenamed for acentral city inthe
MSA or NECMA, may includesevera citiesand
counties, and may cross state boundaries. For
example, the TB casesand caserates presented for
the Digtrict of Columbiain Table20includeonly
personsresiding within the geographic boundaries
of theDistrict. However, the TB casesand case
ratesfor Washington, D.C. MSA (Table46),
include personsresiding withinthe several counties
inthemetropolitan area, including countiesin
Maryland, Virginia, and West Virginia.

Rates

Rates are expressed asthe number of casesre-
ported each calendar year per 100,000 population.
Population denominatorsused in calculating TB
rateswere based on officia censusand midyear
(July 1) postcensal estimatesfromtheU.S. Census
Bureau. Specificaly, inTables1and 20, theU.S.
total and state populationsfor 2002 and 2003 were
obtained fromthe U.S. Census Bureau Annual
Population Estimates, located at http://
eire.census.gov/popest/data/states/tables/NST-
EST2003-01.pdf. 1n 2003,



two modificationsweremadetothe RVCT form: 1)
multiplerace (two or moreracesreported for a
person) entrieswerealowed, and 2) the previous
category of Asan/Pacific Idander wasdivided into
“Adan” and“Native Hawaiian or Other Pecific
Isander.” Tocalculateratesin Tables2, 3,4, and
16, denominatorsfor year 2003 were obtained
frommidyear U.S. Censuspopul ation estimates by
age, race, sex, and Hispanic origin, located at http://
WWW.eire. census.gov/popest/data/national/ tables/
NC-EST2003-SRH.POP. InTables2 and 3,
populationsfor Hispanic ethnicity and non-Hispanic
racefor 2000, 2001, and 2002 were obtained from
NCHS bridged population estimates, |ocated at
http://mww.cdc.gov/nchs/about/major/dvs
popbridge/popbridge.htm. InTable5, the popula-
tionsfor U.S.-born and foreign-born personsfor
1993 through1999 were obtained from Quarterly
Estimates of the United Sates Foreign-born and
Native Resident Populations: April 1, 1990 to
July 1, 1999 (http://eire.census.gov/popest/
archives/national/us-nativity.php). Denominatorsfor
computing the 2000 rateswere based on April
2000 U.S. Censusfigures. Denominatorsfor
computing U.S.-born and foreign-born 2001,

2002, and 2003 rateswere based on extrapol ations
fromthe U.S. Census Current Population Survey,
March 2001, March 2002, and March 2002,
respectively, located at http://www.census.gov/
popul ation/socdemo/wwwi/fore gn/datatbls.html to
themidyear (July 1) total population estimates.

Mortality Data

Officia TB mortdity statisticsfor the United States
arecompiled by theNational Center for Health
Statistics(NCHS), CDC. Theannua mortality rate
iscalculated asthe number of desthsdueto TBin
that year, divided by the estimated populationfor
theyear, multiplied by 100,000 (Table1). The
numbersof deathsfor 2001 (final) and 2002
(preliminary) were obtained from the Nationa
Center for Health Statistics, National Vital Satis-
tics Report, Vol. 52, No. 13, February 11, 2004.
Thenumber of deathsfor 2003 wasnot available at
thetimeof thispublication.





