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PREFACE

The following Guidelines have been developed by the Calddbaipartment of Public Health
(CDPH), Tuberculosis Control Branch (TBCB) and the fGalia TB Controllers Association
(CTCA). These Guidelines provide statewide recommenddfbortisberculosis control in
California. If these Guidelines are altered for lacse, then the logo should be removed and
adaptation from this source document acknowledged.

No set of guidelines can cover all individual situations taa and will arise. When questions
arise on individual situations not covered by these guidelooesult with your local TB
Controller or TBCB.

Note, as of October 1, 2009, the 2007 Tecal Instructions were further revised and cai
found on the CDC website http://www.cdc.gov/ncidod/dg/pdf/tuberculosis-ti-2009. pdf

PURPOSE
The overall goal of these guidelines is to promote promptiileteof tuberculosis (TB) disease
among newly arriving immigrants and refugees and preventifuiure cases.

BACKGROUND

In 2008, almost one-third of foreign-born tuberculosis (TB) £&s¢éhe United States were
diagnosed in California, and more than three quarteai Gfalifornia cases were among the
foreign-born. From 2007-2008, 10,825 of 30,017 (36 percent) new inmtsgréth a class B TB
notification to the United States (US) had Californidheesr destination. Recommendations from
the Centers for Disease Control and Prevention (CDCjrenddvisory Council for the
Elimination of Tuberculosis (ACET) have emphasized theesung of immigrants and refugees
from areas of the world with a high prevalence of TB asitical opportunity for TB case
detection and prevention.

Overseas pre-immigration screening is a strategy to fgemtmigrants and refugees at risk for
TB disease. This overseas screening and notification grecdgsigned to exclude immigrants or
refugees with infectious TB from entering the United&taand to ensure that recent arrivals
with active or latent TB infection receive medical seegi. The systematic and efficient
implementation of the TB notification program in eachgdigtion will enhance the timely
evaluation of immigrants and refugees for TB. The prongaittnent of any active cases
discovered will protect the public by lessening the likelihoo@iBftransmission in the
community.

It is essential for tuberculosis control programs to feaveffective strategy for identification and
evaluation of immigrants and refugees with TB nottima During 2005-2008, a total of 17,858
immigrants and refugees with a TB notification ardiwe California, and three to seven percent
were diagnosed with active TB within one year of arrivlkese active TB cases represented
nearly 5 percent of incident cases in California dutitad time period, and in California, 35
percent (2001-2007 average) of foreign-born TB cases diagnod®a avyear of US arrival are
persons with a TB notification.

In terms of the number of active TB cases detectegjidie of follow-up of persons with a TB
notification (40 cases per 1000 immigrants evaluated) ext¢batef contact investigation (10
cases per 1000 contacts evaluated). TB notification followlagopaovides TB programs an

important means to prevent future cases since approxiniqiercent of persons evaluated



have inactive TB (TB4) or TB infection (TB2) for whicteatment is indicatéd While this
immigration screening program may not result in an immedgage decline in US cases,
domestic follow-up of persons with TB notifications, inclugliatent tuberculosis infection
(LTBI) treatment, is highly cost-effective.

Overseas Screening and Treatment

The CDC provides direction and technical assistance tel gaas throughout the world that are
charged with medical screening of applicants for permamsidence in the US. The screening
includes a TB assessment. The technical instructids} fdr screening and medical exam for
TB have recently been enhanced and are available at:
http://www.cdc.gov/ncidod/dg/pdf/tuberculosis-ti-2009. pdiThe revised Tls published in 2007
are being implemented in a stepwise manner. At this potithe both the newly revised TlIs
(2007) and the previous Tls issued in 1991 are in operatioffénediit countries globally. The
countries currently using the new TIs are listedtad://www.cdc.gov/ncidod/dg/panel_2007.htm
Below is a description of both old and new instructions gnéde panel physicians in TB
screening procedures. Notably, the new instructions hawve@ased sensitivity for case
detection through use of sputum culture in addition to smear.

Under the 1991 CDC Technical Instructions for Tuberculosis Siergeapplicants over the age
of 14 receive a chest radiograph (CXR) overseas beforditrg¥o the United States. If the CXR
suggests active TB, sputum smears are obtained and the applidassified as shown in
Appendix 1.

In 2007, CDC released new Tls for TB assessment. Arrabgnge in the screening algorithm is
that patients who are suspected to have TB based onniigration CXR or clinical exam are
required to have sputum smears, cultures, and susceptieditng. Treatment is to be completed
using directly observed therapy (DOT) prior to immigratiétatients are not to be cleared for
travel until sputum cultures are negative. In addition, utitenew TIs, those aged 2-14 are
screened with tuberculin skin test (TST). If the tieexcis 5 mm or greater a CXR must be done;
if active disease is ruled out, these children areifiedss B2. Contacts to known cases in the
applicant’s family or living group are also screened Wi8T and classified as B3. The
instructions and comparison tables of the 1991 and 2007 Tl are pdidishe
http://www.cdc.gov/ncidod/dg/panel_2007.htrAppendix 2 shows the screening steps used
under the 2007 Tls. The 2007 tuberculosis classifications, aasvaltomparison table of the
classification used in Tl 1991 and Tl 2007, are shown in Appehdix

Please be aware that the CDC guidance for panel physicians who condu&asvecseening
differs significantly from the guidance for civil surgeons whoestigersons already in the U.S.
adjusting their visa status. The civil surgeons guidelines areablaiht
http://www.cdc.gov/Ncidod/da/civil_tb_ti_2008.htm

Waivers

Persons with Class A conditions cannot enter the US uthlegdave a waiver. Infectious TB is
a class A condition. The waiver provision allows applicants nguileg treatment for pulmonary
or laryngeal tuberculosis to petition for entiWaivers can be pursued by any immigrant or
refugee who can show that they have a compelling medisalctal reason for entry. The health
officer in the receiving jurisdiction must agree to ac@pindividual with a waiver. Waivers are
not frequently pursued. Applicants suspected of having culegative tuberculosis disease do
not need to obtain a waiver to enter the US.



Receipt of Class B TB notifications (B notification)
Local Health Jurisdictions (LHJ) may receive B notifieas from a variety of sources including
the following:
1. Electronic B notifications via the CDC web-based B ruattfon reporting
system (Electronic Disease Notification - EDN)
2. Paper copies of B notifications and overseas medicasforaied from
California Department of Public Health/ Tuberculosis @arBranch
(CDPH/TBCB)
3. Immigrants/refugees who walk in for evaluation withorior notice of B
notification with or without their paperwork
4. Transfers from other jurisdictions and states (maydmtrenic or paper
notification)

Domestic Follow-Up

When a person with Class A/B1 TB moves to the United Stited HJ is notified electronically
via the EDN. For jurisdictions not participating in thebwsased notification network,
notifications are typically received by mail or fax froneir state health department. The
immigrant is instructed by the staff at the federal qutame station at the port of entry to report to
the LHJ within one month of arrival.

Receiving Notifications and Reporting Domestic Outcome$€DN

EDN is a national web-based system developed and suppor@d®yhat provides overseas TB
screening and treatment information and domestic follpvinformation. EDN is able to produce
reports on individuals and groups of immigrants and refugees

At quarantine stations, A/B notification paperwork isiested from applicants and sent to the
CDC where the data is entered into EDN. The notificais then automatically sent to
participating LHJs. The LHJs who have EDN access obtaiessary information electronically
and contact the patient for an appointment. DomestievEuation results are entered into EDN
by participating local and state health department sEIN can be used to generate select
reports and examine outcomes of TB evaluations. The Tubsixualassification coversheet that
now comes with the A/B notification paperwork is shown in Agipe4. The EDN B

Notification follow-up worksheet, which is filled out by LalcHealth Jurisdictions to report
domestic TB evaluation results, is included in Appendix 5.



RECOMMENDATIONS FOR FOLLOW -UP AND ASSESSMENT OF PERSONS
WITH CLASS B1/B2 TUBERCULOSIS

Prioritization and Evaluation of Persons with Different TB Notification Classes

Priority 1: Class A (1991 and 2007 TIs)

Persons who arrive with a class A waiver are personskniivn infectious TB. This group
represents the highest priority for prompt evaluation. @tosp is likely to remain a very small
fraction of arrivers with TB notifications.

Priority 2: Classes B1 and B2 (1991 TIs), and Class B1 (20Q7 Tls

The next priorities for evaluation are persons with B1 addlBssifications who were screened
in countries that are still using the 1991 TIs. Thosk wiB1 classification under the 2007 TlIs
should also be prioritized. Priority group 2 includes watge TB cases, culture-negative TB
suspects, extrapulmonary TB, and treated TB cases thyatetapse. It is critical for programs to
focus available resources on prompt evaluation of these persons.

Priority 3: Classes B2 and B3 (2007 TIs)
The next priorities for evaluation are those with Lateuiberculosis Infection (LTBI) (B2 2007
class) and contacts (B3 2007 class).

Of note, those arriving with any B (B1 or B2) classificatia who were screened in countries
that have not implemented the enhanced screening (2007 Tisjth TB culture represent a
high priority for domestic evaluation. The 1991 instructions require acid-fast bacilli (AFB)
smear only for case detection and thus we expect maes whetified with use of culture in the
US for those applicants/B waiver cases coming from cosrdtik using the 1991 guidelines.
For this reason, persons with B notifications scredreddre implementation of the enhanced
instructions should be prioritized over those screened uhd@007 Tls. Operationalizing this
prioritization may vary by jurisdiction and will be inBaced by the local health jurisdiction care
structure and available resources.

ENSURING RAPID NOTIFICATION AND FOLLOW -UP OF PERSONS WITH
TB NOTIFICATIONS

A. Due to the mobility of many newly arrived immigrants aefiigees, local TB program
staff should attempt to locate and evaluate individuatoas as possible following their
arrival. Also, efforts to locate and evaluate individualth B notification quickly are
likely to be more cost effective than TB treatmerd artensive contact investigations if
they are later discovered to have disease.

1- LHJ staff should initiate follow-up within 14 days of rgateof notification.

2- If attempts to contact the new entrant are unsuccesghihvt4 days, a home
visit is recommended depending on LHJ resources and notficedtegory
priority.

B. Recommended activities for locating persons with TB natiioes are as follows:

1- TB control and local heath programs should use a vasfedygtive outreach
strategies to locate persons with TB notifications, depenaoin available



resources, which may include letters, telephone callshame visits. A sample
letter from a TB program to a new arriver with a TBiffmation is shown in
Appendix 6.

2- Effective communications can promote greater patient &mg improve
evaluations and treatment outcomes. Thus the followingdlbeuconsidered
when making contact with the patients:

a) Outreach strategies should consider the language and to#eds of
newly arrived persons. For example, whenever possible, publithhe
staff who speak the person’s primary language should telephene
new arrival. (Note. The CDC noatification form spedfieountry of
birth).

b) Any correspondence should ideally be written in English and the
patient’s primary language.

c) Public health staff who do not speak the patient’s langsiageld be
teamed with a trained and culturally sensitive integsreshenever
feasible.

3- If a person has moved, obtain new locating informatian,(eome address and
telephone number, place of employment). LHJ staff mayirobtes information
from a variety of sources, including the person’s sporfaonly members, the
local post office, community based organizations, or votyrdgencies. If
locating information is missing, the program may conf®®EB for assistance.
Information collected on movement should be entered iBtd Br contact
CDPH and the destination county.

4- If the person has already returned to his/her countrysgsksor/family/friends
to notify LHJ staff if the person returns to the U.Ssdme LHJs, staff will
periodically (e.g. monthly for six months) call or visit {serson’s family or
friends to determine if (s)he has returned. This i€ddant on LHJ resources
and priority of TB notification category. The infortien should be relayed to
TBCB and CDC via EDN.

5- For high priority persons, LHJ staff can use incentives (grocery vouchers,
etc.) to improve adherence with follow-up.

6- If the individual cannot be located or fails to make cdantait the health
department or refuses examination, the LHJ should congideesting, where
available, the assistance of local or state public héalthinvestigators,
voluntary agencies, and community-based organizations. idyslso consider
using legal orders if a TB suspect requires evaluation.

ENSURING ADEQUATE EVALUATION AND TREATMENT OF PERSO NS
WITH TB NOTIFICATIONS

The primary goal of the evaluation of immigrants with A&lBssification is to ensure that all
active TB cases are identified. A secondary goaliddmotify persons with latent TB infection
(LTBI) who are eligible for treatment to prevent progr@sso active disease.

In many LHJs immigrants and/or refugees with TBfieattions are evaluated at local TB
program or refugee clinics. When this is not possiblel_Hhkshould work with the private
sector to assure evaluations are performed accordiatesi recommendations. Domestic



evaluations of newly arrived immigrants should alsgbieded by and based on an understanding
of the overseas Tls and the implications of follow-up forciatrol of TB in the U.S.

A. Evaluation of individuals with any B naotification should inaddu

a. Review of the overseas paperwork and patient interview &vrdete pertinent
history, including known TB exposures, treatment, and estyniy performed for
TB disease and TB infection and relevant co-morbidities.

b. Review of overseas CXR(s).

c. Identification of missing or incomplete paperwork. Missmigrmation should
be noted, and additional information sought from the apprepfanel
physicians via CDPH and CDC. Please contact the CDPNGiHication
Epidemiologist with these requests.

d. Perform an evaluation that includes sputum cultures on aligrants and
refugees with an abnormal CXR suggestive of TB. Thi$ aramount
importance to identify active TB and interrupt transius.

B. Specific evaluation recommendations:

a. Culture-proven TB, treated overseas (pre-entkyider the 2007 Tls, culture-
proven TB must be treated to completion following US stedwdaf treatment,
under conditions of DOT. However, circumstances may existaxthe exact
treatment conditions cannot be verified in the countryrigfin. Until sufficient
data becomes available on newly arriving immigrantseceand screened
overseas, a cautious approach to evaluation is recommesdetipas:

i.  Assess the adequacy of overseas information (e.g. com@geteine
DOT documentation; appropriateness of treatment regioren f
susceptibility pattern; documentation of culture conversitn) e
Determine whether DOT was provided by panel site or provider
outside of the panel site as the quality of DOT may vargrbyider.

. Evaluate for current symptoms and perform a physical sisees.

iii. If overseas treatment appears adequate (e.g. consisie A
standards) and patient is without signs or symptomstiveadisease.

1. Repeat CXR if more than three months have elapsed sinc
overseas CXR or if immigrant is human immunodeficieniaysv
(HIV) positive, immune suppressed, less than five yearsoolid
the overseas CXR is of poor quality or is unavailable.

2. Collect three specimens for smear and culture on a#mga
with prior TB treatment. At this time the long ternfieetiveness
of treatment at different panel sites is not known, s@inde
relapse rates may exceed three percent, domestic follow-up
including culture of those new arrivers treated foroM8rseas is
recommended.

3. If CXR has worsened and suggests TB, start treatareht
implement appropriate isolation measures.

4. For those not started on TB treatment, schedule anfallo
appointment to repeat CXR, sputum cultures and evalaate f
relapse. Repeat CXR and sputum cultures during the 6 — 12



5.

month period following U.S. arrival at the intervals sugges

below.

For patients with non-extensive, non-multidrug
resistant (MDR) TB disease treated prior to US
entry, a follow-up appointment at one year post-
arrival is recommended if resources permit.
Follow-up evaluations every six months for two
years are recommended if TB was extensive or
multiple drug-resistant. Extensive disease is defined
as bilateral, cavitary, multilobar pulmonary disease
or disseminated to multiple noncontiguous sites.
These evaluations should include collection of two
sputum specimens at six-month intervals.

Immigrants should also be instructed regarding sigds a
symptoms of active TB and where to seek follow-up care, as

needed.

iv.  If overseas TB treatment was not adequate or is ngtdottumented

1. Repeat CXR.

2. Collect three sputum samples for smear and culture.

3. Follow-up: if sputa are all culture negative and treatrgenot
started follow-up evaluations at six month intervals for yesr
(for patients with a history of non-extensive, non-MDR ;T@&)
two years (for patients with a history of extensivé/@R TB)
is recommended; and may include collection of two sputum
specimens at six-month intervals.

Immigrants should also be instructed regarding sigds a
symptoms of active TB and where to seek follow-up care, as

needed.

b. Active TB, not treated overseddnder the 1991 TIs, immigrants with class B1

and B2 TB are not required to have treatment priarateet; under the 2007 Tls
immigrants with class B1 TB may travel prior to treatmif they are culture
negative or are suspected of extrapulmonary TB only.

i.  For suspected extrapulmonary TB

Evaluate for current signs and symptoms.

Perform or refer for appropriate diagnostic testing (grgph
node biopsy for cervical adenitis).

Have a low threshold to repeat CXR.

Start treatment based on clinical assessment and sgrecim

1.
2.
3.
4.

results.

ii. For suspected pulmonary TB

Evaluate for current signs and symptoms.

Repeat CXR.

If CXR is abnormal and consistent with possible dd@lect
three sputum exams for smear and culture.

Start treatment based on results of clinical assggsand/or
culture results.

1.
2.
3

4.



5. If treatment is not started, patients should besessed when
culture results become final to assess disease claggfac
ili. If active TB is ruled out by negative cultures andfCis stable, LTBI
treatment should be considered. Decisions about treatandni Bl
will depend on TST or IGRA findings and adequacy of any previ
treatment. If LTBI treatment is not started, patsmbuld be educated
about signs and symptoms of TB and risk of future TB. Guidglon
testing and treatment for LTBI are available at
http://www.ctca.org/quidelines/IIA2targetedskintesting. pdf
iv.  If suspicion for active TB remains aftegative cultures, empiric
treatment for clinical TB with four anti-TB drugsauld be considered,
with reassessment performed at two to three maeattistermine
whether response to TB treatment occurred.

c. Latent TB InfectionUnder the 2007 TIs, children 2-14 years of age who have a
TB skin test measuringl®mm and whose CXRs are without evidence of active
TB, are classified as B2, LTBI. For arrivers with,Bd Bl class, consider
repeating CXR under the following circumstances. If >3th®since overseas
CXR, repeat CXR if the patient is a child <5 yearsg#,as
immunocompromised, or has symptoms of TB. If >6 monthe<nerseas
CXR, repeat CXR if LTBI treatment will be started.

Programs may consider the following options for follow-up based
accessibility of testing and program resources.

Option 1. Treat for LTBI based on overseas TST result.
Option 2. Re-test with a TST for verification of overseseling.

Option 3. Test with IGRIAterferon-gamma release assay).
1. If IGRA is positive, treat for LTBI.
2.f IGRA is negative, do not treat.
3. pesific factors to consider in treatment decisions inclT&
induration >15 mm, overseas BCG receipt, time since BCG
vaccine, and recent TB exposure.

Children < 15 with class B2, LTBI may be referred tvgte providers for
evaluation and treatment based on public health priortiesesources. Ideally
the health department would track the final American &tiorSociety (ATS)
classification.

d. ContactsUnder 2007 Tls, persons with a B3 classification are pemsboshad
close household exposure to a smear or culture-confirmed pariynoase of TB
and a TST_5mm or have a TST < 5mm but have not yet had repeat testing
eight weeks post-exposure. Contacts <3 years old or moampromised may
have started LTBI therapy prior to immigration.

Immigrants with a B3 classification should be inteneelwegarding timing,
setting, and last date of exposure. Review informatimutthe suspected
source case including smear, culture and susceptitehiylts.



1. If exposure is confirmed or appears likely, and the TSimm, treat
for LTBI as per current recommendations and based on sadpect
source case susceptibilities.

2. If source case information is not available, contact the
California TB Control Branch to retrieve available
information from CDC.

3. If exposure is not confirmed or seems unlikely and
TST >10 mm, proceed as described in Latent TB Infectionaect
above (Page 8, section B,c under “Ensuring adequate evaluation an
treatment of persons with B notifications”). Decisitm®ffer LTBI
treatment should be based on local resources and ipgorit

4. If IGRA is performed and the result is negative @33
vaccinated individuals, some programs may eledriogat.

5. Window prophylaxis is not indicated for most immigrantdwit
a B3 classification, since the time following ovasséB
exposure has frequently exceeded 10 weeks.

TRACKING AND MANAGING INFORMATION

LHJs should establish a mechanism to effectively log, track, and euvalte B notification
follow-up. To accomplish this, it is generally helpful to receive prmtess TB notifications and
follow-up information in a central coordinating locationgHimorbidity LHJs may find it helpful
to designate one person such as a TB notification adok the central contact person. In

jurisdictions where there is a separate refugee programayitact as a separate collection and
coordinating point for refugees.

Those programs who participate in EDN for notification egggbrting in California may utilize
EDN for tracking and reporting. Health departments tvkiic not participate in EDN receive
notifications by fax or mail from TBCB. Domestic evalaas should be returned to TBCB by
EDN, fax or mail, within 90 days of U.S. entry.

NATIONAL AND STATE STANDARDS FOR FOLLOW -UP AND EVALUATION

National Indicators

CDC/NTCA (National Tuberculosis Controllers Associatiaoykgroup has proposed
national indicators for TB Notification follow up, whicheadetailed in Appendix 7.

TB Notification Goal
All newly arrived refugees and immigrants with Class /BB will receive thorough and

timely TB evaluations and appropriate treatment to ensumapt detection of TB disease and
prevention of future cases.

TB Notification Objectives
LHJs should set realistic local objectives for the detineevaluation indicators in Appendix §
and measure program performance against these estalbdisipetd on at least an annual bagis.

10



Outcome Reporting

All LHJs should evaluate their performance in meetingaifves. To accomplish this, LHJ staff
may want to record and track all TB notificationseiged in a registry or log. The EDN
reporting system also allows for data output and creafianog/registry. Documentation should
reflect information that will be evaluated or otherwimseets local needs and may include the
information in Appendix 9. LHJs that participate in EDé&hg@roduce indicator reports and TB
evaluation outcomes to examine timeliness of evaluation qiodtirey.

11



RESOURCES

1. Link to EDN Frequently Asked Questions (FAQS)

http://cdphinternet/programs/tb/Documents/B-note%20 EDN%Z0s-pdf

2. Points of contact for assistance with EDN

EDN Help desk — CDC
Telephone: (866) 226-1617

Email: edn@cdc.gov

Assistance — TBCB

TB Notification Epidemiologist
Surveillance and Epidemiology Section
Telephone: (510) 620-3000

3. Troubleshooting/Questions about B Notification and EDN

The EDN helpdesk should be contacted for assistanbelwgtfollowing types of
guestions/problems:
1) Expired password
2) System performance (i.e. EDN system runs slowly asloes)
3) Obtaining and/or installing a digital certificate
4) Inability to access the Secure Data Network (SDN) (oebrag CDC data system
which includes the EDN application)

The TBCB should be contacted for assistance with thewiig types of questions/problems:
1) Missing Department of State (DS) forms (DS) (DS-2053,3024, DS-3026) for B-
notification arrivers
2) Incomplete/incorrect information on the DS forms
3) Questions about using the functions in the EDN system
4) Requests for training for EDN users at local healtlsgictions
5) Requests to add or remove EDN users at a local heaidigtion

12
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Appendix 1

APPENDICES

1991 A/B Classification System

Immigrant/ Overseas CXR Overseas Restrictions
Refugee Sputum
Classification AFB Smears
A Waiver * Abnormal, suggestive of | Positive Wlay not enter the ULS. until started on anti-TB
active TB therapy and sputum smears are negative and:
17 Apply for a waiver signed by the local
health department in their intended U.S.
destination (A waiver), or
21 Complete TB therapy overseas
B1 Abnormal, suggestive of | MNegative Instructed to report to the local health
active TB department in the US for further medical
evaluation within 30 days of arrival
B2 Abnormal, suggestive of | Not done Same as abave
inactive TH

15




Appendix 2

Tuberculosis screening medical examination for applicants in countries with a

WHO-estimated tuberculosis rate of > 20 cases per 100,000 population
Source: CDC Immigration Requirements: Technical Instructions for Tuberculosis Screening and Treatment 2007

2 - 14 years of age > 15 years of age
Medical history Medical history
Physical examination Physical examination
Tuberculin skin test Chest radiograph

Medical history, examination,

TST > 5mm or chest radiograph

suggestive of tuberculosis or
HIV infection

Three sputum smears and
cultures for Mycobacterium
tuberculosis

Drug susceptibility testing on
positive culture

16



Appendix 3

2007 Tuberculosis Classifications and Descriptions

Classification

Description

No TB Classificatio

Applicants with normal tuberculosis screening examinai

(0]

Class ATB All applicants who have tuberculosis disease and have lbapted ¢
With waiver waiver.
No treatment
o Applicants who have medical history, physical exam, HWV
CXR findings suggestive of pulmonary tuberculosis but have
negative AFB sputum smears and cultures and are not
ClassB1 TB diagnosed with tuberculosis or can wait to have tubersulosi
Pulmonary treatment started after immigration
Completed treatment
o Applicants who were diagnosed with pulmonary tuberculgsis
and successfully completed directly observed therapy farior
immigration.
Class B1 Tl Applicants with evidence of extrapulmonary tuberculosiscubnent
Extrapulmonary the anatomic site of infection.
Class B2 TB Applicants who have a tuberculin skin t840 mm but otherwise have
LTBI Evaluation a negative evaluation for tuberculosis.
Class B3 Tl Applicants who are a recent contact of a known tuber@.case.

Contact Evaluation

Source: CDC Immigration Requirements: Technical Instrucien$uberculosis Screening and Treatment 2007

Comparison of the classification used in Tl 1991 and T2007

TB Class Descriptic

1991 Technical Instructior

2007 Technical Instructio

Active TB, infectiou:

A with waivel

A with waivel

Active TB, nor-infectious B1/B2 Bl
Latent TB infection (childrel | -- B2
ages 2-14)

TB Contac -- B3
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Appendix 4

[

Last name First name Alien Number

Birth Date (mm/dd/yyyy)

Check all applicable classifications and subcategories*

No TB Classification

Class A TB with waiver

Class B1 TB, Pulmonary
No treatment
Completed treatment (check all that apply)
Initial smear positive
Initial culture positive
Pre-treatment culture and DST results performed/available
Pre-treatment culture and/or DST results not performed/available

Class B1 TB, Extrapulmonary  Anatomic site of disease:

No treatment
Current treatment
Completed treatment

Class B2 TB, LTBI Evaluation

TST 10 mm (or 5 if HIV positive): mm induration
Not started on LTBI treatment

Currently on LTBI treatment (medications):

TST conversion

Completed LTBI treatment (medications):

Class B3 TB, Contact Evaluation
TST Result: __ mm induration
Not started on preventive treatment
Currently on preventive treatment (medications):

Completed preventive treatment (medications):

Source case: Name
Alien Number
Relationship to contact
Type of source case TB (mark only one):
Pansusceptible TB
MDR TB (resistant to at least INH and rifampin)
Drug-resistant TB other than MDR TB
Culture negative
Culture results not available

Date contact ended:
(mm/ddlyyyy) 1|/

[

Name of Panel Physician Signature of Panel Physician

Date (mm/dd/yyyy)

Applicants may have more than one designated classificationheymay be Class B1
Extrapulmonary, Class B2 TB, LTBI Evaluation, and Class B3 TB, Contadti&on.
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Appendix 6

Sample letter from a TB program to a new arriver with a Bnotification waiver

[Insert Health Department Logo]

Date :

Dear :

Welcome to name of state!

We have been notified by the Division of Global Migration and Quarantine
through the Bureau of Immigration and Customs Enforcement ! that you are
now residing in name of jurisdiction and we are requiring that you have a
medical evaluation for tuberculosis within the next two weeks.

Please report to the Tuberculosis Clinic , address for clearance of your
tuberculosis waiver on date at time.

Our clinic hours are:
clinic hours

Please bring this letter, all x-ray films and any medical forms that you have with
you.

If you have already reported to this clinic or if you need to change your
appointment, please call phone number.

Sincerely,

Name of Sender
Title of Sender
Name of TB Control Program

! Formerly the INS
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Appendix 7

National Indicators

Sentinel indicators
Used to measure significant breakdown in the Class AtBication system.
A protocol should be developed for notifying the Division oGzl
Migration and Quarantine of these events, as they oclduese sentinel
events should prompt a trace-back of the overseas atedi@mination to
determine how these events could be minimized, or elindpate¢he future.

Notification indictors
Used to assess the timeliness and completeness ofipgowatifications to
state and local health jurisdictions.

Follow-up evaluation indicators
Used to assess the timeliness and completeness ofmiadofollow-up
evaluations by state and local health jurisdictions.

Outcome indicators
Used to assess the contribution of class A/B1/B2 dsrieathe total burden of
treatment of disease and infection, as per Americamaldic Society (ATS)
TB Classification 2,3, or 4, and were started on therap
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Appendix 8
National Objectives for Domestic Follow-up/Evaluation andOutcome Indicators

l. At least 90% of persons entering the jurisdiction with £la®r B1 TB will receive
an initial evaluation for TB disease/infection within anenth of receipt of B
notification.

Il. At least 90% of Classes A and B1 — B3 will have domestie¥duation form (EDN
worksheet) submitted to TBCB (or entered into EDNHiit90 days of arrival.

Il At least % of persons entering the jurisdiction with 81 TB who have
inactive disease (TB4) and who are eligible for treatrofattent infection will start
treatment.

V. At least % of persons entering the jurisdiction with CA81 TB who have
inactive disease (TB4) and who initiate treatment efnainfection will complete it.

V. At least % of persons entering the jurisdiction with CR81 TB who are
infected without disease (TB2) and who are eligible featiment of latent infection
will start treatment.

VI. At least % of persons entering the jurisdiction with CR81 TB who are

infected without disease (TB2) and who initiate treatroétdatent infection will
complete it.
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Appendix 9

Outcome Reporting: Recommended Documentation

Date notification received

Date person arrived in the U.S.

Name/age/country of origin/address/telephone number

Alien number - The Immigration and Naturalization Segsialien number
Type of notification (A, B1, B2 or B3)

Date of initial medical evaluation in the U.S.

Number of days from arrival date to date of initiehlkiation

Final ATS class

Time to complete evaluation

0. Report finalized and submitted to TBCB/CDC

BOooO~NoOGOMONE
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