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Table 1.  NTIP Summary Report
	[bookmark: _Hlk201575838]National TB Program Objective
	2025 Target
	2024 Results
	2030 Target
	2025 Results

	
	
	
	
	Q1
	Q2
	Q1 + Q2

	Objectives for Reducing Annual TB Incidence (incidence per 100,000 population)

	TB Incidence
	
	2.3
	1.48
	0.53
	0.46
	1.0

	U.S.-Born Persons
	0.4
	0.8
	0.37
	0.18
	0.22
	0.40

	Non-U.S.-Born Persons
	8.8
	25.5
	11.33
	6.03
	4.17
	10.2

	U.S.-Born Non-Hispanic Black or African American Persons
	1.0
	2.6
	0.95
	0.19
	0.67
	0.87

	Children Younger than 5 Years of Age
	0.1
	1.7
	0.36
	0.49
	0.74
	1.22

	Objectives on Case Management and Treatment (percent)

	Known HIV Status
	99.0
	93.8
	98.0
	97.2
	90.3
	93.8

	Treatment Initiation
	96.0
	90.4
	91.0
	94.1
	93.3
	93.7

	Recommended Initial Therapy
	97.0
	95.1
	96.0
	97.2
	93.5
	95.4

	Sputum Culture Results Reported
	99.0
	99.2
	98.0
	92.6
	95.7
	94.2

	Sputum Culture Conversion
	83.0
	87.2
	80.0
	25.0
	11.1
	18.1

	Completion of Treatment
	95.0
	52.9
	92.0
	33.3
	13.3
	23.3

	Objectives for Laboratory Reporting (percent)

	Turnaround Time – Culture
	78.0
	26.4
	68.0
	25.0
	38.1
	31.6

	Turnaround Time – Nucleic Acid Amplification Test (NAAT)
	97.0
	93.2
	95.0
	82.4
	88.2
	85.3

	Drug Susceptibility Results
	100
	97.5
	98.0
	95.7
	78.3
	87.0

	Universal Genotyping
	100
	96.7
	98.0
	95.7
	100.0
	97.9

	Objectives for Contact Investigations (percent)

	Contact Elicitation
	100
	95.6
	100
	--
	--
	--

	Examination
	94.0
	91.8
	90.0
	--
	--
	--

	Treatment Initiation
	92.0
	95.6
	92.0
	--
	--
	--

	Treatment Completion
	93.0
	88.4
	93.0
	--
	--
	--

	Objectives for Examination of Immigrants and Refugees (percent)

	Examination Initiation
	72.0
	33.2
	60.0
	31.0
	21.2
	26.1

	Examination Completion
	78.0
	38.9
	68.0
	29.6
	25.8
	27.7

	Treatment Initiation
	87.0
	71.1
	80.0
	40.0
	--
	40.0

	Treatment Completion
	87.0
	81.2
	92.0
	100.0
	--
	100.0

	Objectives on Data Reporting (percent)

	RVCT
	100
	94.9
	100
	89.1
	80.4
	84.8

	ARPE
	100
	88.9
	100
	--
	--
	--

	EDN
	93.0
	61.8
	86.0
	39.0
	32.5
	35.8


Case rates for Q1/Q2 are calculated using case counts for the quarter and population estimates.
Source:	 NTIP (updated 9/27/25)
Additional Performance Objectives

Table 2.  Additional National TB Program Objectives
	National TB Program Objective
	2030 Target
	2025 Results

	
	
	Q1
	Q2
	Q1 + Q2

	Objectives on Program Evaluation

	Evaluation Activities
	100.0
	100.0
	100.0
	100.0

	Evaluation Focal Point
	100.0
	100.0
	100.0
	100.0

	Objectives on Human Resource Development

	Development Plan
	100.0
	100.0
	100.0
	100.0

	Training Focal Point
	100.0
	100.0
	100.0
	100.0



Table 3 identifies factors that have previously and currently affected the program’s performance toward the NTIP targets.
Table 3. Factors Affecting Programmatic Performance Towards NTIP Targets
	NTIP Objective
	Factors Affecting Performance

	Known HIV Status
	(1) The Tennessee Department of Health, Division of Laboratory Services, is unable to perform HIV testing on children <2 years of age.
(2) HIV is routinely not offered to individuals who are dying or are in hospice.
(3) Parents/guardians routinely refuse testing for individuals <18 years of age.

	Treatment Initiation
	(1) Non-public health providers may collect specimens for AFB testing when an etiology is unknown and there is not high enough suspicion of TB to start anti-TB medication.

	Recommended Initial Therapy
	(1) Medication intolerance of one or more standard anti-TB medications resulting in discontinuation of that drug(s).
(2) Reluctance to initiate ethambutol (EMB) in children.

	Sputum Culture Results Reported
	(1) Data entry delays.
(2) Patient expired prior to having sputum specimens collected.

	Sputum Culture Conversion
	(1) Data entry delays.
(2) Sputum cultures not ordered by non-public health providers.

	Completion of Treatment
	(1) Data entry delays.

	Turnaround Time - Culture
	(1) Delays in sending specimens to the Tennessee Department of Health, Division of Laboratory Services from commercial laboratories.

	Turnaround Time – Nucleic Acid Amplification Test (NAAT)
	(1) Delays in providers requesting NAA testing.
(2) Data entry delays.
(3) Misinterpretation of laboratory results (culture vs. NAAT).

	Drug Susceptibility Testing
	(1) Molecular PZA testing is done by the Texas public health lab, which results in a delay in receiving results.

	Universal Genotyping
	(1) Failure of commercial labs to send isolates to the Tennessee Department of Health, Division of Laboratory Services, for genotyping.

	Examination Initiation (Immigrants and Refugees)
	(1) Due to staff shortages in TB clinics throughout Tennessee, appointments for evaluation are not able to meet the 30-day timeframe of this objective.

	Examination Completion (Immigrants and Refugees)
	(1) Delays in evaluation initiation result in the completion of the examination being greater than set forth in this objective.
(2) Delays in completing the evaluation due to pending lab results (e.g., sputum cultures).

	Treatment Initiation (Immigrants and Refugees)
	(1) Drug shortages.
(2) Transportation issues.
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Evaluation Results 

Table 4 outlines a summary of the program’s evaluation plan.

Table 4. Summary of Program Evaluation Plan
	Rationale and Background
	National Objective
	Targets

	Rationale: Early treatment initiation when infectious (i.e., AFB sputum smear-positive) active TB is suspected is important in disrupting the chain of transmission and ensuring a successful outcome that results in minimal disruption to the individual’s daily activities and treatment cure.

Background: From 2022 – 2024, the program did not meet the 2025 target of 96.0%
	National Objective: For TB patients with positive acid-fast bacillus (AFB) sputum smear results, increase the proportion who initiated treatment within 7 days of specimen collection.
	National Target 2025: 96.0%
National Target 2030: 91.0%
Program Target 2030: 80.0%

	
	Evaluation Objectives and/or Key Evaluation Questions, Proposed Activities, Data Sources, Timeline for Completion, and Program Progress

	Evaluation Objective/Key Questions
	Proposed Activities
	Data Source(s)
	Timeline for Completion
	Program Progress

	How will performance measures be collected?
	Data extraction from the state surveillance system

	· RVCT variable 21: Sputum Smear Date Collected and Result
· RVCT variable 30: Date Therapy Started
	July 15, 2025
	Quarter 1 (2025): 17 individuals in cohort
Quarter 2 (2025): 15 individuals in cohort

	
	Identify individuals who did not meet the indicator for treatment initiation.
	· NTIP
	July 15, 2025
	Quarter 1 (2025): 88.2%
Quarter 2 (2025): 93.3% 

Line list generated of those individuals not meeting the NTIP indicator.

	
	Data extraction from hospital records
	· Hospital records
	
	Reasons identified for not meeting NTIP indicator are:
2025TNTN2025028: Sputum smear collected on 1/26/25 was received at the state lab on 1/31/25 and reported as positive on 2/3/25.  Treatment was not started until the GeneXpert confirmed TB on 2/4/25.
2025TNTN2025018: Individual did not meet the indicator due to missing/incorrect data.  Data were corrected and this case now meets the NTIP indicator.
2025TNTN2025065: Sputum smear was collected on 5/2/25 while individual was hospitalized.  Individual was discharged from the hospital on 5/8/25.  The positive AFB smear and positive PCR were reported on 5/9/25; however, the health department was not notified until 5/12/25 and started treatment on 5/13/25.

	
	Date extraction from the health department medical records
	· Health department medical records
	July 15, 2025
	

	How will the program respond to the evaluation questions:
	
	
	
	

	a. What is the average timeframe between specimen collection and treatment initiation for individuals diagnosed by health departments in Tennessee?
	
	State surveillance system
	October 1, 2025
	Ongoing

	b. What is the average timeframe between specimen collection and treatment initiation for individuals diagnosed providers or while hospitalized?
	(1) Identify individuals with positive AFB sputum smear results whose specimen collection and/or were diagnosed by private providers or while hospitalized
	· State surveillance system
· Health department medical records
· Hospital records
	October 31, 2025
	Ongoing

	
	(2) Calculate the average timeframe between specimen collection and treatment for individuals whose positive AFB smear-positive specimen was collected and/or were diagnosed by private providers or while hospitalized.
	· State surveillance system
· Health department medical records
· Hospital records
	June 30, 2026
	Ongoing

	c. Are there trends for certain providers that collect a specimen and do not or delay treatment initiation?
	Identify providers who collect a specimen and do not or delay treatment initiation and note any trends.
	· State surveillance system
· Health department medical records
· Hospital records
	October 31, 2025
	Ongoing

	d. What barriers, if any, exist to starting patients on treatment within seven days of specimen collection?
	Review health department and hospital records to identify any documented barriers to initiating treatment within seven days of specimen collection.
	· Health department medical records
· Hospital records
	October 31, 2025
	Ongoing

	How will the program use the findings for continuous program quality improvement?
	Develop a list of providers/organizations that do not initiate treatment within seven days of specimen collection.

Collaborate with those providers to stress the importance of treatment initiation within seven days of specimen collection.
	· Surveillance data
· Client medical records
· Lab results
	December 31, 2026
	Ongoing

	How will partners participate in the evaluation and performance measurement planning process?
	Identify internal and external partners.

Communicate with external partners about the Tennessee Reportable Disease List and how to report to public health.
	· Surveillance data
· Client medical records
	December 31, 2026
	Ongoing



Data Management Plan
Table 4 outlines the Data Management Plan (DMP) for the program.
Table 4: Data Management Plan
	Dataset Title
	Study Type/Design
	Frequency of Data Collection
	Data Collection Timeframe
	Where Data Will Be Maintained During the Study Period
	Responsible Person/Contact Information

	RVCT Data
Variables 21 and 30
	Quantitative analysis
	Quarterly
	2025 – 2026 
	NBS Datamart
	Ben Katz
615-253-1369
Ben.Katz@tn.gov

	NTIP Performance Data
	Quantitative analysis
	Quarterly
	2025 – 2026 
	NTIP
	

	NTIP Line List Data
	Quantitative analysis
	Quarterly
	2025 – 2026 
	Secure network drive
	

	NTIP Client Medical Records
	Qualitative analysis
	Monthly
	2025 – 2026 
	Secure network drive
Secure filing cabinets
	Jason Cummins
615-741-5818
Jason.Cummins@tn.gov 

	Description of Standards for Collecting Data

	Describe the data collection/generation methods
	RVCT Data: RVCT surveillance data are entered by regional and central office TB staff.  Line list data will be generated from the state surveillance system by accessing the NBS Datamart.  Data output will be in a .csv or .xls file.

	
	NTIP Performance Data: NTIP performance data will be accessed via the SAMS NTIP site.  Reports for the state performance for the treatment initiation indicator will be generated.

	
	NTIP Line List Data: NTIP line list data will be generated from the SAMS NTIP site (Line List option).  The output is a .csv file.  Additional data elements (e.g., client last name, first name, DOB) will be added to this .csv file using data generated from the state surveillance system.

	
	NTIP Client Medical Records: Client records are requested by the central office for all individuals with suspected or confirmed TB disease.  These medical records are primarily used by the program’s nurse consultants to monitor adherence, treatment, labs, etc.  For those individuals not meeting the program evaluation indicator, specific information related to the NTIP indicator will be collected from those records and maintained on a secure network folder.

	Describe measures to ensure data quality
	The two program epidemiologists will monitor surveillance data quality bi-weekly for completeness and accuracy. For data available in the state laboratory information system (LIMS) and onsite medical records, these epidemiologists will verify accuracy or enter missing data.

	Providing Access to Data

	Describe what level of access (free public access, restricted access, no access) of data will be provided and when it will be made available (must be within 30 months of a one-off collection; 12 months for close of cycle for an ongoing collection)
	Central office TB staff, including the program director, nurse consultants, and epidemiologists, will have access to these data, which will be securely housed on the state network. The program epidemiologist who serves as the program’s evaluation focal point will generate a missing and unknown report (MUNK) line list quarterly and provide it to regional TB program managers via secure email.  

Program evaluation results will be shared with leadership and regional TB program managers on a biannual basis.

	Describe when, where, and how the data will be available (e.g., URL for downloading public access dataset, discoverability and procedures for gaining access to restricted dataset)
	For individuals not meeting the evaluation NTIP focus or any other NTIP objective, regional TB program managers may request line lists that include PII at any time. One of the program’s epidemiologists will generate those line lists and send them to regional TB program managers via secure email.

On a quarterly basis, aggregate data (no PII included) will be provided to non-public health providers who contribute to individuals not meeting the NTIP indicator.  

	If free public access to the data is not to be provided, give a justification
	Limited public access of aggregate data will be available to non-public health providers that collect specimens for AFB testing and/or initiate treatment for individuals with confirmed TB disease.

	For data that will be released, describe procedures for data security, privacy/confidentiality (removal of PII, data use agreements, website security, etc.)
	Because aggregate data (no PII) will be released, data use agreements or additional security measures are not needed.  

	Description of Standards Accompanying Data Release

	Describe the established standards to be used to ensure usability and interoperability of data (e.g., ICD codes, CSV files, etc.)
	NTIP data are updated based on standard HL7 messaging of state TB data to CDC.  

All data exports will be initially generated as .csv files and shared as needed with regional TB program managers following previously outlined steps and methods.  

	Describe the documentation that will be available regarding data source (e.g., population studied, response rate, etc.)
	RVCT variable definitions and descriptions on how to complete each variable have been provided to regional TB program staff and will continue to be provided as inaccurate or missing data are identified by the program epidemiologist.  

	Describe the documentation that will be made available for analysis (e.g., dictionary, sample code)
	RVCT Variables: Variable 21 includes Sputum Smear Result, Date Collected, and Date Reported, while variable 30 marks the Date Therapy Started. Regional TB program staff responsible for entering RVCT data into the state surveillance system have been provided with the RVCT user manual, which contains descriptions of each variable. Additionally, all new regional TB program staff members who will enter surveillance data will receive an overview of the RVCT and its data variables.

NTIP Data: Line lists of cases not meeting NTIP indicators will be provided to regional TB program managers, along with a description and definition of the indicator, including inclusion and exclusion criteria.

	Archival and Long-Term Data Preservation

	Describe the planned long-term preservation (how long the data will be stored, when the data can be accessed, who has access) or the justification for no long-term preservation
	RVCT Data: RVCT data are maintained indefinitely in the NBS Datamart.

Client Medical Records: Client medical records will be maintained according to the state records retention policy, which requires medical records maintained by the central office to be maintained for two years. All medical records are scanned into a secure network folder and maintained indefinitely.  

	If applicable, name the planned final location of the data (publicly accessible repository, institutional or governmental repository, etc.) and describe how it can be accessed (including link or contact information for archived data)
	All data that includes PII will remain housed on a secure state network drive.  
RVCT Data: RVCT data are stored permanently in the NBS Datamart.

Client Medical Records: Client medical records will be kept according to the state records retention policy, which requires medical records maintained by the central office to be kept for two years. All medical records are scanned into a secure network folder and stored indefinitely.
Data provided to regional TB program managers, including any PII, will also be maintained on a secure state or local network drive.



Work Plan
Table 5 describes the activities, successes, barriers, and benchmarks related to the program’s work plan.
Table 5. Strategies and Activities – Priority Activities Update
	Strategy 1: Diagnosis and treatment of persons with TB disease

	Outcome
	Programmatic Activities
	Successes
	Barriers
	Benchmarks

	Increase the use of NAAT.
	Explore the opportunity for GeneXpert testing on all newly identified individuals with suspected or confirmed TB disease.
	During this project period, a total of 219 GeneXpert tests were performed on 66 unique individuals.  Conversely, there were 114 GeneXpert tests on 93 unique individuals.  

There has been an increase in the use of GeneXpert tests used by hospitals to utilize results in assisting with the determination to release from isolation.
	The program and lab explored the feasibility of performing a GeneXpert on all newly identified individuals with suspected or confirmed TB disease.  It was determined that this was not feasible because (1) the lab is unable to track “newly” identified individuals in a consistent manner and (2) the GeneXpert package insert states that the GeneXpert is intended for individuals who have received no anti-TB therapy or less than three (3) days of therapy.
	Perform GeneXpert testing on 100% of individuals with a new smear-positive result.

Perform additional GeneXpert testing by request within seven (7) days of processing.

	Increase the number of TB cases with an HIV result.
	Encourage inpatient HIV testing of individuals with suspected or confirmed TB disease.
	None
	Hospitals do not often collect HIV unless there are certain risk factors that place the individual at risk for HIV.
	Within one business day of notification of individual with suspected or confirmed TB disease that is hospitalized, regional TB program managers will request HIV testing be performed.

	
	Ensure “opt-out” HIV testing for individuals tested with a QFT.
	From January 1 – June 30, 2025, there were 99 suspected or confirmed TB investigations entered into the state surveillance system.  Of those individuals, 85 (85.9%)had a known HIV result 
	HIV testing at the Tennessee State Lab can only be performed on individuals >2 years of age.
	Ensure that 90% of individuals with confirmed TB disease that have a QFT will have a HIV test performed by December 31, 2026.

	Increase the number of cases with a DST result.
	Ensure reference isolates are being sent to the state public health lab for DST.
	Non-public health labs in the state of Tennessee were provided a copy of the current Tennessee Reportable Conditions List with detailed information for laboratories.
	Turnover at laboratories results in information not being received by the appropriate personnel.
	Provide 2026 updated Tennessee Reportable Conditions List by July1, 2026.

	
	Provide education to non-public health labs regarding isolate submission to the state public health lab.
	
	
	

	Increase the number of TB cases on/responding to appropriate treatment.
	Utilize CDC’s MDDR service to receive rapid molecular DST results and adjust regimen accordingly.

Therapeutic drug monitoring for all individuals placed on anti-TB therapy within the first two (2) weeks of treatment.
	From January 1 – June 30, 2025, the Tennessee Department of Health state lab sent 11 specimens on 11 individuals for MDDR testing.  Two of those specimens showed a katG mutation and two showed a rpoB mutation.

In addition, during the first six (6) months of 2025, a total of 134 TDMs were drawn on 81 unique individuals.
	Circumstances such as budget cuts and staffing have delayed sending specimens for MDDR and receiving those results.

For individuals that were hospitalized during the first two weeks (or longer) of therapy, collecting therapeutic drug levels was difficult because hospitals are not familiar with TDMs, and public health staff are not allowed to draw blood on hospitalized individuals.
	Send 100% of isolates to CDC for MDDR testing that meet the following criteria:
· Suspected resistance
· Born in a country with a high rate of drug resistance

Increase the proportion of individuals with suspected or confirmed TB disease that have TDMs drawn within two weeks of treatment to 95% by 2030.

	Increase the use of an appropriate regimen for TB cases.
	
	
	
	

	Earlier diagnosis of TB cases.
	
	
	
	

	Strategy 2: Conduct contact investigations for infectious TB cases

	Outcome
	Programmatic Activities
	Successes
	Barriers
	Benchmarks

	Increase the number of contacts elicited and examined.
	Ensure that contact investigations are conducted for all infectious TB cases and that all infectious TB cases have contacts elicited
	Contact investigations were conducted for all infectious TB cases.
	Some reasons that contacts were not elicited for preliminary 2024 ARPE cohort cases were:
· Patient refused to identify contacts, and
· Contacts previously identified during a source case investigation
	Meet the NTIP indicator to increase the proportion of TB patients with positive AFB sputum-smear results who have contacts elicited to 100%.

	
	Review contact investigation data and review cohort review data to assess completeness of contact investigations.
	There were no cohort reviews or programmatic assessments conducted from January 1 to June 30, 2025, to review cohort data and assess the completeness of contact investigations.  

	Increase the number of contacts initiating and completing treatment.
	Ensure initiation and completion of treatment for contacts diagnosed with TB infection.
	Initiating treatment: Preliminary 2024 ARPE data show that 95.6% of contacts initiated treatment for TB infection, which is an increase from the final 2023 ARPE data.
Completion of treatment: Preliminary 2024 ARPE data show that 88.4% of those contacts that started treatment completed.  However, the rate of completion of TBI treatment has declined from 2021 to 2023.
	Medication shortages have resulted in the prioritization of individuals (those who are exposed to an infectious case of TB and those who are not) who receive treatment.  Those who were not prioritized were deferred for treatment and often do not return to initiate treatment.  
	Increase the proportion of contacts to sputum AFB smear-positive TB cases diagnosed with latent TB infection (LTBI) who start treatment to 85.0% by 2030. (Program defined target)

For contacts to sputum AFB smear-positive TB cases who have started treatment for LTBI, increase the proportion who complete treatment to 65.0% (Program defined target)

	Complete ARPE Reports and Submit to NTIP.
	Report contact investigation data on ARPE reports.
	The program’s Evaluation and Training Focal Point developed a REDCap database for regional TB program staff to enter ARPE data into.
	The following are perceived barriers to completing the ARPE reports:
· Staff shortages
· Staff time needed to review and collate contact investigation data
· Staff competing priorities
	Submit 100% of ARPE data for the required cohort year by the deadline

	Strategy 3: Test and treat populations at higher risk for TB and TB infection

	Outcome
	Programmatic Activities
	Successes
	Barriers
	Benchmarks

	Increase the number of non-U.S.-born persons diagnosed with TB infection who initiate and complete treatment.
	In 2018, the Tennessee TB Elimination Program began collecting surveillance data for individuals diagnosed with and/or treated for TB infection in public health departments across Tennessee.  

In 2024, the program began transmitting surveillance data for TB infection to CDC.
	2024: In 2024 there were 881 non-U.S.-born individuals that were diagnosed with TB infection by public health departments in Tennessee.  Of those, 753 (85.5%) initiated treatment for TB infection and 575 (76.4%) completed treatment.
January – June 2025: During this time period, there were 480 non-U.S.-born individuals diagnosed with TB infection by public health departments in Tennessee.  Of those, 432 (90.0%) initiated treatment for TB infection, and at the time of this report, 188 (43.5%) have completed treatment.
	Staffing issues have delayed data entry of TB infection investigations into the state surveillance system.  In addition, drug shortages have resulted in prioritization of individuals for treatment of TB infection.

Investigation data is only entered into the state surveillance system for those individuals diagnosed with TB infection by health departments in Tennessee or those that are referred for TB infection treatment by private providers.  Data does not reflect those individuals that are diagnosed and treated by private providers.
	85.0% of non-U.S.-born individuals diagnosed with TB infection in public health departments in Tennessee will initiate treatment for TB infection.

75% of non-U.S.-born individuals diagnosed with TB infection at local health departments in Tennessee that initiate treatment will complete treatment.

	Increase in testing and treatment of high-risk populations.
	The program has prioritized the following high-risk populations for evaluation and treatment for TB infection:
· Recent arrivals with a TB B classification
· Status adjusters
· Humanitarian parolees
	During the first six months of 2025, the program received 403 non-status adjusters with a TB B classification. Of those,  127 (31.5%) initiated an evaluation, 85 (66.9%) completed an evaluation, 16 (18.8%) initiated treatment, and 12 (75.0%) completed treatment.
	Due to staffing shortages, evaluation of individuals with suspected or confirmed TB disease is prioritized over evaluation of individuals with a TB B classification.  

In addition, social barriers such as transportation in this population result in delays in evaluation or not being evaluated at all.  
	65.0% of individuals with a TB B-classification will be evaluated.

Of those evaluated and diagnosed with TB infection, 40.0% will initiate treatment for TB infection.

Of those diagnosed with TB infection and started on treatment for TB infection, 65.0% will complete treatment.

	
	
	 During the first six months of 2025, the program received 174 status adjusters with a B-classification.  Of those, 58 (16.1%) have either initiated or completed an evaluation.  Of the 34 (58.6%) that have completed an evaluation, 17 (50.0%) have initiated treatment for TB infection.  Of those, 14 (82.4%) have completed treatment for TB infection.
	Due to staffing issues and competing priorities, regional TB programs were told to consider evaluation of status adjusters lower priority compared to those immigrants and refugees with a TB B classification.
	35.0% of status adjuster will be evaluated for TB infection.

Of those evaluated and diagnosed with TB infection, 40.0% will initiate treatment of TB infection.  

Of those individuals diagnosed with TB infection and started on treatment, 50.0% will complete treatment.

	
	
	During the first six months of 2025, the program tested 100 humanitarian parolees from Columbia (7.0%), Cuba (4.0%), El Salvador (9.0%), Guatemala (5.0%), Haiti (2.0%), Honduras ( 26.0%), Nicaragua (2.0%), Ukraine (17.0%), and Venezuela (28.0%).

Of those, nine (9.0%) had a positive QFT result.  Of those nine, eight (88.9%) initiated treatment.  Of that, one (12.5%) completed treatment, three (37.5%) remain on treatment at the time of this report, two (25.0%) chose to stop, and two (25.0%) were lost to follow-up.
	Staffing issues have resulted in this population being a lower priority for evaluation and treatment for TB infection.  
	Continue to provide QFT testing for humanitarian parolees throughout 2026.

	Strategy 4: Program planning, monitoring, evaluation and improvement

	Outcome
	Programmatic Activities
	Successes
	Barriers
	Benchmarks

	Utilize best practices.
	Identify current best practices in Tennessee and other TB programs.  
	None
	Develop a best practices document by December 31, 2026.

	Increase the performance towards NTIP indicators.
	· Provide regional TB program managers with NTIP objectives and progress toward meeting the NTIP objectives.
· Provide regional TB program managers with missing and unknown (MUNK) reports.

	Regional TB program managers were provided with MUNK reports on a quarterly basis.
	None identified
	· At least quarterly, provide regional TB program managers with a report of program performance toward meeting the NTIP objectives.
· At least quarterly, provide regional TB program managers with a line list of those individuals not meeting the NTIP indicators.
· At least quarterly, provide regional TB program managers with a MUNK report.


	Increase the awareness of evaluation findings and the implications of findings.
	Review NTIP data to identify the evaluation focus area.
	All NTIP data were reviewed for the previous three cohort years and the program evaluation targeting treatment initiation within seven days of specimen collection for AFB smear-positive patients was identified as the program’s evaluation focus area.  
	None identified
	Monitor NTIP indicators and surveillance data throughout the program evaluation's lifecycle to determine the impact of program evaluation activities.

	Minimize the effect of drug shortages on the program.
	Explore options for drug procurement during drug shortages.
	Ongoing discussion with the State Director of Pharmacy and the Department of Health Leadership to explore the option of identifying a contract with a second drug distributor to be used during drug shortages.
	Department of Health policies may not allow for a contract with a second drug distributor.
	Continue discussions about identifying a second distributor for the department to utilize during drug shortages.

	
	Develop a contingency plan during drug shortages/supply issues.
	A drug shortage contingency plan was submitted with the original grant application.
	
	

	Identify a program evaluation focal point.
	Ben Katz, Epidemiologist 2
3rd Floor, Andrew Johnson Tower
710 James Robertson Parkway, Nashville, TN 37243
p. 615-253-1369  f. 615-770-7587 email: Ben.Katz@tn.gov 

	Strategy 5: Surveillance

	Outcome
	Programmatic Activities
	Successes
	Barriers
	Benchmarks

	Increase the accuracy and completion of surveillance data, genotyping, and WGS data.
	Bi-weekly review of new investigations for suspected and confirmed TB disease that are entered into the state surveillance system for completion and accuracy.  
	 During the first six (6) months of 2025, the program hired a second Epidemiologist 2 whose primary responsibility is monitoring data accuracy and completeness for TB infection investigation and serving as backup for the program’s other Epidemiologist 2, whose primary responsibility is ensuring the accuracy and completeness of TB investigation data.
	Delays in data entry result in delays in counting cases in the state’s morbidity count.

New staff who are assigned to data entry without receiving training on surveillance data entry result in data incompleteness and data inaccuracy.
	· Ensure that 100% of the required data elements for TB case investigations are complete and accurate prior to transmitting data to CDC.
· Review 100% of case investigation data prior to linking surveillance data and genotyping data..

	Increase the number of cases that have a genotype result and are linked to surveillance data.
	State laboratory staff send the TB program an Excel spreadsheet of isolates being sent for genotyping.  The program director or one of the epidemiologists links the isolate to surveillance data within one day of receiving the spreadsheet.
	In the first quarter of 2025, 95.7% of cases had a genotype result connected to surveillance data.

For quarter two of 2025, 100% of cases had a genotype result linked to surveillance data.
	For the one isolate that did not meet the indicator in quarter 1 of 2025, MTBC was confirmed by a non-public health laboratory that never sent the isolate to the state lab for confirmation, which resulted in no genotype result.
	100% of cases will have a genotype result linked to surveillance data..

	Review genotype data to evaluate the completeness of contact investigations.
	Genotype data and any matches from the past three years are sent to each regional TB program manager.  

Regional TB staff are asked to review genotype results and genotype matches, report on any known epidemiologic links, and review contact investigations to identify potential missed contacts.
	100% of genotype results were sent to regional TB program managers during quarters one and 2 of 2025.
	Staff shortages delay reviews of contact investigations to identify potential missed contacts.
	Send 100% of genotype results to regional TB program managers within two business days of receiving results.

	Increase in the reporting, accuracy, and completeness of TB infection (TBI) surveillance data.
	Bi-weekly review of new TB infection (TBI) investigations entered into the state surveillance system for completion and accuracy.  
	The program hired a new epidemiologist 2 who serves as the program’s TB infection surveillance lead.

The newly hired epidemiologist 2 has created a Tableau dashboard that monitors timeliness, accuracy, and completeness of TB infection surveillance data.
	Staffing shortages have resulted in delays in entering TB infection investigations into the state surveillance system.  
	Continue to review 100% of investigations entered into the state surveillance system and identify common data entry errors.

	Report new and updated surveillance data in a timely, accurate, and complete manner.
	Maintain an updated Tableau dashboard to monitor the timeliness of data entry.
	Tableau dashboards help monitor timeliness of data entry.
	Delays in data entry due to staff shortages in regional TB programs.
	Upon confirmation of a confirmed case of TB disease, transmit the investigation to CDC with five (5) business days.

	Link genotyping and WGS results in a timely and accurate manner and are used to identify possible epi links.
	Genotype data and any matches from the past three years are sent to each regional TB program manager.  

Regional TB staff are asked to review genotype results and genotype matches, report on any known epidemiologic links, and review contact investigations to identify potential missed contacts.
	100% of genotype results were sent to regional TB program managers during quarters one and 2 of 2025.
	Staff shortages delay reviews of contact investigations to identify potential missed contacts.
	Send 100% of genotype results to regional TB program managers within two business days of receiving results.

	Collate and submit ARPE data in an accurate and timely manner.
	ARPE data were collected and collated into a REDCap database and submitted by the program’s evaluation focal point.
	The program’s evaluation focal point developed a REDCap database project that is provided to each regional TB program manager for completion of regional TB ARPE data.
	Some regional TB staff members had difficulty utilizing the REDCap database that was used to collect ARPE data.
	Report 100% of ARPE data by the deadline provided by CDC.

	Continue to collect TBI surveillance data and report to CDC in a timely manner.
	Review TB infection surveillance data on a bi-weekly basis to ensure accuracy and completeness.

Ensure that all confirmed cases of TB infection are assigned a state case number and reported to CDC in a timely manner.
	The epidemiologist that serves as the program’s TB infection surveillance lead has access to most regional electronic medical records and can assist with data entry and complete/edit missing or inaccurate data.   
	Staff shortages delay reviews of contact investigations to identify potential missed contacts.
	Report 100% of cases of TB infection to CDC within 14 business days of confirmation.

	Strategy 6: Human resources development (HRD) and partnerships

	Outcome
	Programmatic Activities
	Successes
	Barriers
	Benchmarks

	Increase the availability of relevant, culturally-competent training and education.
	Develop and maintain a database of all training and education opportunities available through NTCA and Centers of Excellence (COE)
	
	
	

	Increase TB knowledge in the community.
	None
	None
	Due to an increase in cases and staff shortages, more important priorities were identified that needed to be focused on.
	To be determined

	Identify the training and education gaps among regional TB staff.
	The program’s education and training focal point is linked to CDC and COE training opportunities and distributes these training opportunities to regional TB program staff.
	The program has identified a new education and training focal point who is also one of the program’s regional nurse consultants.
	Staff turnover has made it difficult to assess the training needs of staff.
	Develop a training and education needs survey in REDCap by the end of year one of the grant cycle and administer it to all regional and local TB program staff.  

Communicate 100% of applicable training opportunities to regional TB program staff within five business days of learning of the opportunity.  

	Strategy 7: Laboratory strengthening

	Outcome
	Programmatic Activities
	Successes
	Barriers
	Benchmarks

	Specimen receipt: monitoring timely submission of specimens from health departments.
	
	
	
	

	AFB-smear: improve the smear reporting process to meet the national benchmark. 
	
	
	
	

	NAAT: maintain reporting of NAAT results within 48 hours of specimen receipt.
	
	
	
	

	ID of MTBC: show improvement of MTBC identification annually by bringing identification from liquid media.
	
	
	
	

	Growth-based DST: improve growth-based DST annually by 10%.
	
	
	
	

	Initiate molecular sequencing testing.
	
	
	
	

	IGRA: maintain above 75% of IGRA reporting within four days of collection.
	
	
	
	




New Budget Period Objectives

	Strategy 1: Diagnosis and treatment of persons with TB disease
	

	Outcome 
	Objective
	Timeframe
	Proposed Activities

	Ensure case management and treatment of persons with active TB.
	100% of individuals with suspected or confirmed TB disease will have a regional/metro TB program assigned.
	December 31, 2025
	· Conduct programmatic assessments of regional TB programs.
· Review client medical records on a monthly basis to determine if a regional case manager has been assigned.

	Increase the use of NAAT.
	90% of NAAT requests (i.e., not performed via reflex testing by the state laboratory) will be made within seven days of report of smear result.
	December 31, 2025
	· Notify regional TB clinicians and program managers about the updated Cepheid package insert requiring GeneXpert testing to be performed within seven days of smear reporting.
· Communicate with regional clinicians regarding situations where a GeneXpert on a negative smear specimen might be beneficial.

	Collaborate with HIV and STD programs to ensure that newly diagnosed TB cases are tested for HIV and referred for HIV services if infected with HIV.
	Coordinate with state and regional HIV and STI programs to identify gaps in communication.
	November 31, 2025
	· Hold statewide meetings with STI and HIV programs to identify gaps in communications and areas for improvement.
· Establish ongoing meetings with STI and HIV state sections.

	Partner with CDC Division of Migration Health (DGMH) to support international and bi-national TB quarantine efforts.
	· Notify DGMH of all individuals with identified infectious TB disease who plan to travel internationally.
· Notify DGMH of all individuals who traveled internationally during the identified infectious period.
	Within five (5) business days of learning of travel or plans to travel.
	· Provide regional TB program managers with information that should be collected for individuals who plan to travel or who have traveled during the infectious period to send to DGMH.

	Strategy 2: Conduct contact investigation for infectious TB cases

	Outcome 
	Objective
	Timeframe
	Proposed Activities

	Document reasons for cases with no or <10 contacts identified during a contact investigation.
	Conduct at least one (1) cohort reviews with the two largest regions that account for the largest TB morbidity in the state. 
	December 31, 2026
	· Schedule cohort reviews.
· Identify issues with contact investigations during the “systems issue” portion of the cohort review.

	Ensure thorough contact investigations.
	· Increase the number of local and regional TB staff who have received contact investigation training to 90%.
	December 31, 2026
	· Identify local and regional TB staff who have not received contact investigation training.

	Strategy 3: Test and treat populations at higher risk for TB and LTBI

	Outcome
	Objective
	Timeframe
	Proposed Activities

	Identification of high-risk populations
	· Identify at least one (1) high-risk population for each statewide TB region.
	December 26, 2026
	· Provide regional TB and LTBI data to each regional TB program.
· Provide QFT testing data to each regional TB program manager.
· Meet with each regional TB program manager to discuss possible high-risk individuals within each region.

	Strategy 4: Program planning, monitoring, evaluation and improvement

	Outcome
	Objective
	Timeframe
	Proposed Activities

	Utilize best practices
	· Develop a list of program best practices and distribute to regional TB program managers.
	December 26, 2026
	· Review regional TB program data to establish best practices.

	Strategy 5: Surveillance

	Outcome
	Objective
	Timeframe
	Proposed Activities

	Ensure timely data entry for investigations of individuals with suspected or confirmed active disease.
	· Increase the percentage of investigations entered within five (5) business days of report date to 80%.
	December 26, 2026
	· Develop Tableau dashboard to monitor timeliness of data entry.

	Ensure data completeness and accuracy for surveillance data for individuals with suspected or confirmed TB disease.
	· Increase the percentage of investigations with complete and accurate data to 95% prior to including in the state morbidity count.
	December 26, 2026
	· Develop a “Data Entry Best Practices” document and distribute to regional TB program managers.
· Identify common data entry errors and communicate to regional TB program managers.

	Ensure data completeness and accuracy for surveillance data for individuals with confirmed TB infection.
	· Increase the percentage of TBI investigations with complete and accurate data to 95% prior to inclusion in the state morbidity count.
	
	· 

	Strategy 6: Human resources development (HRD) and partnerships

	Outcome
	Objective
	Timeframe
	Proposed Activities

	Increase the number of TB training and education opportunities for local and regional nursing staff.
	· Develop at least one (1) TB training for new local and regional health department staff.
	December 31, 2026
	· Meet with the Tennessee Department of Health Community Health Services (CHS) training and education point-of-contact to identify basic TB trainings needed for new local and regional nursing staff.
· Include trainings on TN TRAIN platform














Additional Programmatic Successes and Challenges
Table 6 outlines the additional programmatic successes and challenges.
Table 6: Additional Programmatic Successes and Challenges
	Successes
	Challenges

	· Addition of a new Epidemiologist 2 that serves as the program’s TB infection surveillance lead and serves as a back-up to the other program epidemiologist, as well as back-up for the program’s EDN coordinator.
	· Ensure that the ongoing needs of regional TB clinics are met by the X-ray service vendor.  

	· A five-year contract was finalized for an X-ray service vendor for regional TB clinics.  
	· Delays in the installation of new digital X-ray equipment in one of the regional TB clinics have resulted in sending patients to outside providers for chest X-rays prior to being seen in the TB clinic.

	· Increase in enrollment and participation of local and regional TB staff in training courses provided by the Southeastern National TB Center (SNTC).
	· Staff shortages in the region that accounts for the largest percentage of the state’s TB morbidity.  

	· Resumption of use of INH for treatment of TB infection once the supply was adequate.
	· Limited use of GeneXpert testing (respiratory specimens only)

	· Completion and distribution of the 2025 TB Program Manual.
	· Increase in the number of B-notifications received and status adjusters.  

	· Gradual implementation of new isolation guidelines.  Targeted implementation has resulted in the release from isolation for some individuals to resume work, which decreased the financial long-term burden on the individuals.  
	· Large contact investigations involving pediatric contacts.

	· Successful initiation and completion of the 4-month HPMZ regimen.
	· Staff turnover and the need to perform just-in-time case manager training on short notice.

	· During the first six month of 2025, the Tennessee TB Program received 174 B-notifications that were status adjusters.  Of those 174, 45 (25.9%) had an evaluation initiated.  Of those, 22 (48.9%) started treatment and 68.2% have completed at the time of this report; 51.1% started treatment and remain on treatment at the time of this report.  
	· At the time of this report, the Tennessee TB Program has received a total of 577 notifications of individuals with a B TB classification.  This represents a 131.7% increase compared to the same time period in 2024. Because of this increase and staffing shortages, the TB Program has provided guidance on prioritization of these individuals based on the TB classification, with B1 individuals being the highest priority for evaluation and status adjusters being the lowest priority.  



CDC Program Support to Recipients

HUMAN RESOURCES DEVELOPMENT (HRD)
Table 7 outlines the activities that are part of the program’s HRD plan.
Table 7: HRD Activities
	Activity
	Narrative

	Description of HRD funds
	During this project period, HRD funds were used to register 15 central office and regional TB program staff for the virtual 2025 National TB Conference.

	Training courses/presentations provided
	Date
	Topic
	Delivered by

	
	January 9, 2025
	TB Program Managers Forum: Budget Revisions and Extension Request
	Jason Cummins

	
	February 18-19, 2025
	Regional TB Program Case Manager Training
	Jenna Hext
Jennifer Green

	
	March 31 – April 25, 2025
	Grader and Tennessee Representative for Southeastern National TB Center (SNTC) LTBI Nurses Course
	Jenna Hext 

	
	March 26, 2025
	Tennessee World TB Presentation
	Ben Katz

	
	April 9-10, 2025
	April Hill Day: Congressional Briefing – TB Program Challenges
	Jason Cummins

	
	May 7, 2025 
	TB Program Introduction and TB Statistics
	Shelby Davis

	
	May 9, 2025
	TB Contact Investigations for Tennessee Department of Health Executive Leadership Team
	Jason Cummins

	
	June 5, 2025
	TB Program Managers Forum: Evaluation and Performance Measurement and Data Management Plan (EPMP) Report
	Jason Cummins

	
	June 13, 2025
	TB Overview for 9th/10th grade Vanderbilt Summer Academy Students
	Jason Cummins

	
	June 26, 2025
	TB Overview for 9th/10th grade Vanderbilt Summer Academy Students
	Ben Katz

	Training courses attended 
	Date
	Topic
	Delivered by:
	Number of Attendees

	
	January 9, 2025
	TB Program Managers Forum: Budget Revisions and Extension Request
	National TB Coalition of America (NTCA)
	1

	
	February 5, 2025
	Johns Hopkins International Conference on Drug Pricing and Affordability
	Johns Hopkins University
	1

	
	March 24, 2025
	World TB Day Symposium
	UCSF Center for Tuberculosis and Curry International TB Center
	1

	
	March 26, 2025
	Stop TB USA TB Hill Day Media Training
	Stop TB USA
	1

	
	March 28, 2025
	New York City World TB Day
	New York City TB Program
	1

	
	April 24, 2025
	Novel 4-Month Regimen – Drug Susceptible TB
	Heartland National TB Center
	3

	
	April 2025
	Contact Investigations Course
	Southeastern National TB Center (SNTC)
	8

	
	May 22, 2025
	Undressing DRESS: When Medications Dress to Kill
	Heartland National TB Center
	6

	
	May 29, 2025
	Tuberculosis: A Disease Neglected, Misunderstood, but Deadly
	Emory Project Echo
	6

	
	June 5, 2025
	TB Program Managers Forum: Evaluation and Performance Measurement and Data Management Plan (EPMP) Report
	National TB Coalition of America (NTCA)
	1

	
	June 18, 2025
	TB GIMS Update
	CDC
	2

	Educational resources purchased or leased
	None

	Educational materials developed
	(1) 2025 Tennessee TB Elimination Program (TTBEP) Manual
(2) Tennessee TB Elimination Program Standard Operating Procedure for the Use of QuantiFERON®-TB Gold Plus Test for TB Infection 
(3) Tennessee TB Elimination Program Standard Operating Procedure for the Use of Isoniazid-Rifapentine (3HP) Regimen for Treatment of TB Infection
(4) Tennessee TB Elimination Program Standard Operating Procedure for Use of Electronic Directly Observed Therapy
(5) Tennessee TB Elimination Program Standard Operating Procedure for Prior Authorization Requests
(6) 2025 Tennessee TB Elimination Program Standards of Public Health Practice

	Description of collaboration with partners, such as those serving high-risk partners
	During the first six (6) months of 2025, the Tennessee TB Program continued to work with the Tennessee Office for Refugees (TOR) to communicate to humanitarian parolees about testing with a QFT at local health departments in Tennessee.

	Attendance at TB ETN conference and focal point meetings
	The was no ETN Conference held during the reporting period for this report.  

	Salary for training and education personnel
	Jennifer Green, BSN, RN | Nurse Consultant
Tennessee TB Elimination Program Education and Training Focal Point
3rd Floor, Andrew Johnson Tower
710 James Robertson Parkway
Nashville, TN 37243
c. 615-970-2245  f. 615-770-7586  e. Jennifer.Green@tn.gov
Salary: $85,560



LABORATORY STRENGTHENING

Organizational Chart



Laboratory Contact
Matthew Martin
Assistant Director, Microbiology
Tennessee Department of Health, Division of Laboratory Services
630 Hart Lane, Nashville, TN 37216
Ph. 615-262-6460  F. 615-906-3203  e. Matthew.Martin@tn.gov 



















Laboratory Methods and Testing Algorithm

	Test Method
	Description
	Testing Frequency

	
	
	

	
	
	

	
	
	

	
	
	



Testing Algorithm

Workload Volume and TAT Data 
See worksheets submitted with this continuing application.

Work Plan

	Laboratory Element 1: Ensure availability of high-quality and timely core TB laboratory services.

	What are your laboratory objectives for Element 1 during the five-year Cooperative Agreement period?  All laboratories, regardless of volume, should provide objectives related to improving each of the national benchmark turnaround time recommendations
	How will your laboratory measure success related to these objectives?

	Laboratory Service
	Objective

	Specimen receipt
	

	AFB smear
	

	NAAT
	

	ID of MTBC
	

	Growth-based DST
	

	Molecular sequencing of DST (if applicable)
	

	IGRA (if applicable)
	

	Activities
	Measure(s) of Success
	Anticipated Outcomes
	Responsible Laboratory Staff
	Target Completion Date/Timeline
	Progress

	
	
	
	
	
	

	
	
	
	
	
	

	Laboratory Element 2: Promote continual advancement of laboratory efficiency and quality assurance laboratory-specific data.

	What are your laboratory objectives for Element 2 during this five-year Cooperative Agreement period?
*Laboratories, regardless of volume, should provide at least two measurable objectives and related strategies for Element 2.

	Objective 1:

	Objective 2: 

	Activities
	Measure(s) of Success
	Anticipated Outcomes
	Responsible Laboratory Staff
	Target Completion Date/Timeline
	Progress

	
	
	
	
	
	

	
	
	
	
	
	

	Laboratory Element 3: Communicate and collaborate with partners (e.g., healthcare providers, TB Programs, and other laboratories) to ensure optimal use of laboratory services and timely information flow.

	What are your laboratory objectives for Element 2 during this five-year Cooperative Agreement period?
*Laboratories, regardless of volume, should provide at least two measurable objectives and related strategies for Element 2.

	Objective 1: 

	Objective 2:

	Activities
	Measure(s) of Success
	Anticipated Outcomes
	Responsible Laboratory Staff
	Target Completion Date/Timeline
	Progress
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