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Supplemental methods 

I. Survey methods 

A. National Health and Nutrition Examination Survey 
We defined IGRA positivity as those individuals with “1” values for the LBXTBIN variable in the National Health and Nutrition Examination Survey. We determined diabetes status using the LBXGLU, DIQ280, and DIQ010 variables. Persons with LBXGLU > 124 mg/dL,  DIQ280 > 6.4,  or  DIQ010 value “1”, were considered to have diabetes. 

B. National Health Interview Survey
To define diagnosed diabetes, we selected all individuals that had “YES” value for the DIABETICEV variable in the National Health Interview Survey, regardless of their value for the DIADIAGPREG variable. Individuals who had “YES” value for the DIADIAGPREG variable, but “NO” for DIABETICEV were not included in the analysis. 


II. Description of deterministic, transmission dynamic model 
Model structure
The MITUS model is a deterministic compartmental model of TB. Figure 1 presents the schematic of the MITUS model structure. The model subdivides the population into discrete strata describing important mechanisms of TB transmission, natural history, and treatment. The model is further stratified into additional dimensions describing (i) prior TB disease and mycobacterium tuberculosis (Mtb) infection treatment, (ii) heterogeneity in TB risks between US-born and non-US-born populations, (iii) age-based differences in disease mechanisms and risk factor prevalence, and (iv) disparity in TB risks among marginalized populations. This model was based on earlier TB models of TB 1, with the addition of two generic risk strata to allow flexibility in simulating the impact of preventive treatment in different populations. The first of these strata is TB progression risk, representing the risk of developing TB disease after acquisition of Mtb infection. The second of these strata is all-cause mortality risk, which aims to capture the competing mortality risk due to the intervention population’s risk factor. 
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Figure 1: Structural schematic of the MITUS model, showing model compartments and transitions. 
i) The TB progression risk dimension represents the differential risk of latent tuberculosis infection progressing to TB disease associated with differential immune activity. 
ii) The mortality risk dimension represents the differential all-cause mortality risk associated with an individual’s immune activity.
iii) Socio-economic disadvantage dimension includes assortative mixing within the population, higher TB contact rates, an elevated mortality rate, higher LTBI screening rates, and higher active TB treatment default. 
iv) Assortative mixing was included in both nativity and socioeconomic disadvantage dimensions. A fraction of contacts is withheld for “with-like” interactions; this value is calibrated and applied to future model runs. Each nativity and socio-economic disadvantage stratum has a unique contact rate and probability of transmission per effective contact.

Key MITUS model assumptions
A small fraction of individuals with Mtb infection are assumed to progress immediately to TB disease. All remaining infected individuals enter a pair of latent tuberculosis infection (LTBI) states and experience a declining reactivation risk over time 2,3. Individuals with distant infection also have reduced LTBI test positivity. Mtb infection treatment is assumed to reduce but not eliminate TB progression risk 4,5, and treated individuals could experience a future Mtb reinfection. 
The MITUS model includes international immigration, emigration of non-US-born residents, and interstate net migration of both US-born and non-US-born residents. International migrants are assumed to have higher TB burden than current US residents, but domestic migrants are assumed to have the same TB burden, by age and other TB risk factors. Future international immigration volume is assumed to increase at an annual rate of 0.4% from 2019 levels, based on net immigration projections from the US Census Bureau 6. TB burden among persons entering the United States is assumed to decline at 1.5% per year. Future rates of interstate migration and international emigration are fixed at 2019 levels. TB transmission risks are calculated dynamically based on TB disease prevalence and population mixing patterns. 
Model calibration
The MITUS model was originally developed to project future TB trends and outcomes in the United States 7. A Bayesian calibration approach 8,9 was used to combine data sources and calibrate the model to data on U.S. demography, reported TB epidemiological data, natural history evidence, and health services data spanning 1950–2019. Log-likelihood functions were used to compare model estimates to reported data for each of the calibration data targets. We used incremental mixture importance sampling to sample the posterior distribution for the step function parameters of each epidemiological mechanism. This procedure yielded 1,000 parameter sets consistent with the reported TB data while representing the joint uncertainty in the effects of the calibrated parameters. To incorporate the potential impact of COVID-19 on tuberculosis in the United States we performed a secondary calibration of the MITUS model. We mapped four mechanisms (changes in immigration, accurate diagnosis and treatment initiation rates, interpersonal contact rates, and mortality among persons with TB disease) to their corresponding parameter input the MITUS model and allowed these to vary over 2020-2023. We fit the model to reported data on annual TB outcomes: total TB cases, percentage of annual TB cases among non-US-born individuals, percentage of non-US-born cases among recent arrivals, and TB deaths.

III. Economic analysis methods 
A. Health impacts
Life-years saved
We first calculated the total life-years lost from TB for each scenario. We did so by taking the cumulative number of TB deaths in each age group from the transmission model (between 2024 and 2100) and multiplying this value by a life expectancy estimate for that age group. We then summed these totals across all age groups. Life expectancy inputs for each age group are shown in Table S1. Estimates of life-years saved were calculated by subtracting the total life-years lost to TB in the intervention scenario from the total life-years lost to TB under the ‘no treatment’ scenario.
	Age Group 
	Life expectancy 10

	0–4 years
	78.7

	5–14 years
	72.0

	15–24 years
	62.2

	25–34 years 
	52.7

	35–44 years
	43.4

	45–54 years
	34.2

	55–64 years
	25.7

	65–74 years
	18.0

	75–84 years
	11.3

	85–94 years
	6.19

	95 years+
	3.18


TABLE S1: Remaining life expectancy for the general population by age group,* for calculation of life-years and QALYs saved.








*The age-weighted average of life expectancies by 5-year age groups in 2018 was calculated to produce the 10-year age bands presented above. In order to account for the reduced life expectancy associated with diabetes, we reduced life expectancy by 12% for those with diabetes 11. 

QALYs saved
We calculated the total QALYs lost to TB for each scenario. These were calculated as the sum of:
(i) QALYs lost due to TB death: these were considered equal to the total life-years lost from TB, as described above.
(ii) QALYs lost during TB disease and TB treatment: these were calculated as the product of total life-years lived with TB disease, including time spent on TB treatment, and the disutility of TB disease.
(iii) QALYs lost during Mtb infection treatment: these were calculated as the product of total individuals initiating Mtb infection treatment, the probability of hepatoxicity for this group, and the estimated QALYs lost per episode of hepatoxicity. Persons either initiated treatment with 3 months of weekly doses of 900 mg of isoniazid and 900 mg of rifapentine (3HP), 3 months of daily doses of 300 mg of isoniazid and 600 mg of rifampin (3HR), or 4 months of daily doses of 600 mg of rifampin (4R). 
Values and sources for QALY inputs are shown in Table S2. Estimates of QALYs saved were calculated by subtracting the total QALYs lost to TB in the intervention scenario from the total QALYs lost to TB under the ‘no treatment’ scenario. 
In order to account for the QALY reduction due to diabetes, the estimates of QALYs lost due to TB death among the diabetic populations were scaled proportional to the reduced utility rate in Table S2.  

TABLE S2: Additional inputs for QALY calculation.
	Input
	Value
	Source

	Life expectancy at the time of TB death
	See Table S1
	10

	Utility weights 
	
	

	Mtb infection treatment with no toxicity
	1
	Assumed

	Mtb infection treatment with toxicity
	0.75 (0.56–0.94) 
	12

	TB disease pre-treatment,
 TB treatment month 1
	0.75 (0.64–0.83)
	12,13

	TB treatment month 2 through completion
	0.89 (0.79-0.98)
	13

	Diabetes without complications
	0.79 (0.68–0.89)
	14

	Other parameters
	
	

	Duration of Mtb infection treatment toxicity
	14 (10.50–17.50) days
	15

	Duration of TB disease prior to TB treatment
	3 (2.25–4.75) months 

	Assumed

	Duration of TB treatment
	9 (6.75–11.25) months*
	16

	Probability of toxicity during Mtb infection treatment
	0.003** 
	17


Notes: 
*We assumed that a 6-month TB treatment regimen takes, on average, 9 months to complete due to interruptions in care. 
** We assumed a common cost of adverse effects for both isoniazid-containing regimens (3HP and 3HR). This cost is based on hepatoxicity due to the use of isoniazid as evidenced with consideration of 3HP in Sterling et al.17 Given a lack of differential toxicity between the regimens, we assumed common proportion of toxicity in 3HR and 3HP. We assumed no toxicity from the 4R regimen, as it does not use isoniazid. 

B. Health services costs 
For each scenario we estimated health services costs related to treatment of Mtb infection and TB disease. These were calculated from incremental differences in health service provision estimated by the MITUS transmission dynamic model cumulated over the study’s analytic horizon and unit costs estimated for each of these services, adjusted for future healthcare spending.  Details on the calculation of each cost outcomes are shown below.
Health service costs of Mtb infection testing and treatment
Mtb infection testing and treatment costs were calculated as the sum of the costs associated with:
(i) Mtb infection testing: total individuals tested multiplied by a unit cost of testing. All Mtb infection testing was assumed to be performed with IGRA. 
(ii) Ruling out TB disease: total individuals testing positive for Mtb infection, multiplied by the costs of TB disease screening (estimated as the cost of two chest x-rays).
(iii) Mtb infection treatment: total individuals initiating Mtb infection treatment multiplied by a unit cost of Mtb infection treatment. This unit cost was calculated as the average cost of 3HP, 4R, and 3HR regimens, weighted by the distribution of regimens used. 
Values for these inputs are shown in Table S3. All health cost estimates taken from published sources were updated to 2022 US dollar values using Bureau of Economic Analysis Personal Consumption Expenditures (PCE) indices for outpatient healthcare services.


TABLE S3: Inputs for Mtb infection testing and treatment costs in USD 2022.
	Input
	Value
	Comment/source

	Cost of IGRA
	$61.98
	18
Current Procedural Terminology (CPT) 86480

	Cost of ruling out TB disease before treatment initiation  via chest x-ray (2 view)
	$34.61
	19
CPT 71046

	Total cost of treatment with 3HP 
by self-administered treatment (SAT) 
	$557.26
	


	Medication costs 
	$278.57
	20
Isoniazid
NDC 00555-0071-02
Rifapentine
NDC 00088-2102-24

	Cost of clinic visits
	$230.00
	15
See note below*, **

	Adverse events of 3HP (medical)
	$48.69
	15
See note below***

	Total cost of treatment with 3HR by SAT
	$1054.27
	

	Medication costs
	$775.58
	20
Isoniazid
NDC 00555-0071-02
Rifampin 
NDC 24658-0802-60

	Cost of clinic visits
	$230.00
	15
See note below*, **

	Adverse events of 3HR (medical)
	$48.69
	15
See note below***

	Total cost of treatment with 4R by SAT***
	$1275.91
	

	Medication costs
	$1,010.88
	20
Rifampin 
NDC 24658-0802-60

	Cost of clinic visits
	$265.03
	15
See note below *, **

	Distribution of treatment of Mtb infection regimens
	
	

	Fraction treated receiving 3HP
	0.25
	21

	Fraction treated receiving 3HR
	0.07
	21

	Fraction treated receiving 4R
	0.68
	21


*  Values were converted from 2010 to 2022 dollars using the ratio of PCE separate indices for outpatient healthcare services for each of these years (1.44) 22. 
** Cost of clinic visit is assumed to be inclusive of supplies for the associated visits.
*** We assumed a common cost of adverse effects for both isoniazid-containing regimens (3HP and 3HR). This cost was based on hepatoxicity due to the use of isoniazid as evidenced with consideration of 3HP in Sterling et al 17. Given a lack of differential toxicity between the regimens, we assumed a common proportion of patients experiencing toxicity with 3HR and 3HP. We assume no toxicity from the 4R regimen, as it does not use isoniazid. 
Health service cost of TB disease treatment
TB treatment costs were calculated as the number of individuals receiving TB treatment multiplied by a fixed unit cost of $25,285 23. Of note, the transmission model does not stratify cases by drug resistance and therefore assumes a single unit cost for TB treatment. For this reason, the disease cost averted which is associated with TB cases averted by Mtb infection treatment may be overestimated by 10–15%. This is because the averted cases did not include Multidrug-resistant TB (MDR-TB), even though the unit cost is calculated as a weighted average that included MDR-TB. The average cost of TB treatment included the cost of diagnosing TB disease. 
Non-TB future healthcare costs (included under health services and societal perspectives)
We calculated future healthcare costs for those persons surviving the TB episode. These persons incurred costs that they would not have if they had not survived the episode. These costs are calculated by multiplying the deaths averted under a scenario by an estimated lifetime annual healthcare spending. Annual healthcare spending varied by age group and range from $2,397–30,106 ($599–37,633) for the general population and $3,388–55,713 ($2,541–69,642) for the population with diabetes 24. These costs were converted from 2019 USD to 2022 USD using the ratio of PCE separate indices for total healthcare services for each of these years (1.39) 22.

C. Productivity costs (included under societal perspective)
In addition to health services costs, we calculated the loss in economic productivity associated with morbidity and mortality related to the intervention and to TB disease. These are calculated from incremental differences in health outcomes and health services estimated by the transmission dynamic model, and age-stratified estimates of economic productivity loss. Details on the calculation of these outcomes are shown below. 

Productivity costs of Mtb infection treatment
For each scenario, the productivity costs associated with treatment of Mtb infection are calculated from the cost inputs shown in Table S4. Adverse event costs associated with treatment of Mtb infection are estimated for isoniazid-containing regimens; the probability of toxicity was 0.003 17.

TABLE S4: Inputs for productivity losses associated with Mtb infection treatment in USD 2022.
	Input
	Value (2022 USD)
	Comment / Source

	Initial clinic visit
	$53.73
	15 See note below*

	Follow-up clinic visit
	$31.50
	15 See note below*

	Adverse events of Mtb infection treatment with 3HP or 3HR
	$6.48
	15 See notes below*,**

	Adverse events of Mtb infection treatment with 4R
	$0
	See note below ***


*  These values were converted from 2010 dollars to 2022 dollars using the ratio of Bureau of Labor Statistics Average Hourly Earnings of Production and Nonsupervisory Employees index for patient productivity (1.45) 25. 
** We assumed the patient productivity per day is $220 (2016 USD) and average hospitalization stay is 7 days. The average cost of adverse events with 3HP can be calculated as the product of these values and the probability of hospitalization with 3HP toxicity. This value was then converted to 2022 dollars using the ratio of Bureau of Labor Statistics Average Hourly Earnings of Production and Nonsupervisory Employees index for patient productivity for each of these years (1.203) 25.
*** While we allowed for differential Mtb infection treatment regimens, which have different probabilities of adverse events, we assume a common cost of these adverse effects across 3HP and 3HR as they both include isoniazid, which has some risk of hepatotoxicity. We assumed no hepatotoxicity from the 4R regimen, thus included no adverse event costs. The costs of adverse events for 3HP and 3HR have been weighted by the probability of hepatotoxicity (Table S2), which was assumed equivalent for both 3HR and 3HP.

Productivity costs of TB disease 
The productivity costs of TB disease are calculated as the sum of productivity losses from mortality and morbidity. Mortality costs for each scenario are calculated as loss of productivity given the age-specific life expectancy at TB death and the remaining age-specific annual productivity estimates. Morbidity costs are calculated as the average time loss due to outpatient TB services and the average hospitalization cost, derived as the product of the probability of hospitalization, average duration of hospitalization, and age-specific productivity estimate. The total productivity costs of TB disease are the sum of both of these values minus future non-healthcare expenditures as estimated by the U.S. Bureau of Labor Statistics 26. Values used in these calculations are shown in Table S5. 

TABLE S5: Inputs for productivity costs associated with TB disease (2022 USD)
	Input 
	Value
	Source

	Probability of hospitalization with TB
	0.49 
	27

	Average duration of hospitalization with TB
	24 (18–30) days
	15

	Time losses due to outpatient services
	6.8 (5.0–8.5) days
	15

	Annual productivity by age
	
	28

	15–24 years old
	$25,812
	

	25–34 years old 
	$82,798
	

	35–44 years old
	$111,389
	

	45–54 years old 
	$106,693
	

	55–64 years old
	$87,027
	

	65–74 years old 
	$48,709
	

	75-84 years old
	$20,502
	

	85–94 years old
	$7,270
	

	95+ years old
	$2,380
	

	Lifetime productivity by age
	
	28

	0–4 years old
	$1,569,689
	

	5–14 years old
	$1,872,878
	

	15–24 years old
	$2,331,056
	

	25–34 years old 
	$2,470,037
	

	35–44 years old
	$2,112,788
	

	45–54 years old 
	$1,508,652
	

	55–64 years old
	$882,714
	

	65–74 years old 
	$404,293
	

	75–84 years old
	$154,328
	

	85–94 years old
	$31,703
	

	95+ years old
	$6,602
	

	Future non-healthcare spending
	
	26

	0–4 years old
	$8,513
	

	5–14 years old
	$18,485
	

	15–24 years old
	$37,231
	

	25–34 years old 
	$57,663
	

	35–44 years old
	$72,250
	

	45–54 years old 
	$74,736
	

	55–64 years old
	$60,396
	

	65–74 years old 
	$42,834
	

	75–84 years old
	$27,721
	

	85–94 years old
	$15,962
	

	95+ years old
	$9,342
	


Note: annual and lifetime labor productivity estimates for future years were adjusted for a projected real income growth of (0.5% annually). Annual and lifetime productivity estimates are converted from 2016 dollars to 2022 dollars using the ratio of Bureau of Labor Statistics Average Hourly Earnings of Production and Nonsupervisory Employees index for patient productivity for each of these years (1.28). 25
II. Sensitivity analyses 
TABLE S6: Parameters varied in one-way sensitivity analysis 
	Input 
	Mean value
	Evaluated range
	Source

	Mtb infection care cascade

	IGRA test sensitivity

	U.S. born individuals 
	0.78
	0.65–0.91
	29

	Non–U.S.-born individuals 
	0.79
	0.70–0.90
	29

	IGRA test specificity

	U.S. born individuals 
	0.98
	0.96–0.99
	29

	Non–U.S.-born individuals 
	0.99
	0.96–1.0
	29

	Fraction accepting Mtb infection treatment
	0.77
	0.70–0.85
	30

	Fraction completing Mtb infection treatment
	0.76
	0.57–0.95
	21

	Probability of cure with Mtb infection treatment completion
	0.93
	0.90–0.96
	31

	Population risk of developing TB	

	Risk ratio of Mtb infection prevalence* 
	
	
	

	Non-U.S.–born Asian persons with diabetes 
	2.25
	0.15–5.03
	32

	Non-U.S.–born Hispanic persons with diabetes 
	1.90
	1.05–2.84
	32

	U.S.–born Asian persons with diabetes 
	1.48
	0–3.46
	32

	U.S.–born Hispanic persons with diabetes 
	1.47
	0.76–2.32
	32

	Mortality rate ratio (with diabetes)
	1.93
	1.84–2.03
	33

	TB progression rate ratio (with diabetes)
	1.60
	1.47–1.73
	34

	Unit costs

	Total cost of Mtb infection testing 
	$96.59
	+/- 25%
	

	Average cost of Mtb infection treatment 
	$945.53
	+/- 25%
	

	Cost of TB treatment
	$25,285
	+/- 25%
	

	Utility weights

	Mtb infection treatment with toxicity
	0.75
	+/- 25%
	12

	TB disease pre-treatment and TB treatment month 1
	0.75
	0.64–0.83
	13

	TB treatment month 2 through completion
	0.89
	0.79-0.98
	13



* Population-specific Mtb infection prevalence in the transmission dynamic model is defined relative to the general population prevalence using risk ratios. 

Supplemental results

I. Mtb infection and diabetes prevalence estimates 
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Figure S2: Estimated diagnosed diabetes prevalence among the Hispanic and non-Hispanic Asian population stratified by age group and origin of birth. 
Self-reported diabetes prevalence was estimated using the National Health Interview Surveys for 2020–2022. Individuals were determined to have diabetes if they indicated they had been diagnosed with diabetes by a health professional, other than only during pregnancy.
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Figure S3: Age distribution of intervention populations with diagnosed diabetes stratified by race-ethnicity and origin of birth.
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Figure S4: Estimated Mtb infection prevalence among the Hispanic and non-Hispanic Asian population stratified by age group, origin of birth, and diabetes status. 
IGRA positive and diabetes positive proportions were calculated from the National Health and Nutrition Survey 2011-2012. Mtb infection prevalence was calculated by adjusting IGRA positive for test sensitivity and specificity. A person was considered to have diabetes if they either reported a previous diagnosis by a healthcare professional, had a HgA1C > 7%, or had fasting plasma glucose > 125 mg/dl and reported at least 8 hours of fasting. Gestational diabetes was removed.


II. Incremental costs from additional costing perspectives

	
Intervention population
	Incremental health services costs
	Incremental productivity costs
	Incremental societal costs
	Discounted incremental societal costs*

	Non-U.S.–born Asian persons with diabetes 
	24.37
(15.22–33.57)
	-2.36
(-4.88–
-0.06)
	22.01
(12.63–31.79)
	29.35
(20.14– 38.67)

	Non-U.S.–born Hispanic persons with diabetes 
	21.97
(13.88–30.27)
	-3.87
(-6.89–  
-1.08)
	18.11
(9.65–27.00)
	24.57
(16.22– 32.98)

	U.S.–born Asian persons with diabetes 
	11.31
(7.54 – 15.28)
	-0.09
(-0.26– 
0.07)
	11.22
(7.46– 15.17)
	11.54
(7.78–15.48)

	U.S.–born Hispanic persons with diabetes 
	11.26
(7.51–15.17)
	-0.02
(-0.16–
0.10)
	11.23
(7.51–15.17)
	11.48
(7.73–15.38)



Table S7: Incremental intervention associated health service, productivity, and societal costs per 100,000 persons tested for Mtb infection for each population (in millions, USD 2022). Values in parentheses represent 95% uncertainty intervals.
The interventions presented above are non-competing interventions.  *Results estimated from a societal perspective, with 3% discount rate applied to future costs and health outcomes.  The intervention has large first year Mtb infection and treatment costs, followed by benefits of averted TB treatment costs in the future. Due to these future benefits being discounted, the discounted incremental TB health services cost (i.e., intervention costs minus the cost of TB cases prevented) is greater than the non-discounted incremental TB health services costs.
5
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Intervention population
	Discounted incremental 
Mtb infection
testing 
cost
	Discounted incremental 
Mtb infection treatment 
cost
	Discounted incremental 
TB treatment cost
	Discounted incremental health services costs
	Discounted incremental productivity costs
	Discounted incremental societal 
costs

	Non-U.S.–born Asian persons with diabetes 
	9.61
(5.96–
13.3)
	19.74
(12.40–
27.85)
	-4.60
(-6.95– 
-2.41)
	30.25
(21.24–
39.45)
	-0.89
(-2.69–
0.75)
	29.35
(20.14– 
38.67)

	Non-U.S.–born Hispanic persons with diabetes 
	9.61
(5.96–
13.3)
	16.93
(10.63–
23.87)
	-4.33
(-6.53–
-2.27)
	26.67
(18.67–
34.68)
	-2.09
(-4.19–
-0.10)
	24.57
(16.22– 
32.98)

	U.S.–born Asian persons with diabetes 
	9.55
(5.91–
13.25)
	1.97
(1.23–
2.75)
	-0.20
(-0.30– 
-0.10)
	11.50
(7.72–
15.44)
	0.05
(-0.06–
0.16)
	11.54
(7.78–
15.48)

	U.S.–born Hispanic persons with diabetes 
	9.55
(5.91–
13.25)
	1.86
(1.16–
23.87)
	-0.15
(-0.22–
-0.08)
	11.40
(7.65–
15.32)
	0.08
(-0.02–
0.17)
	11.48
(7.73–
15.38)


Table S8: Discounted* incremental intervention associated costs per 100,000 persons tested for Mtb infection for each population (in millions, USD 2022). Values in parentheses represent 95% uncertainty intervals.
The interventions presented above are non-competing interventions. *3% discount rate applied to future costs. The intervention has large first year Mtb infection and treatment costs, followed by benefits of averted TB treatment costs in the future. Due to these future benefits being discounted, the discounted incremental TB health services cost (i.e., intervention costs minus the cost of TB cases prevented) is greater than the non-discounted incremental TB health services costs.
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Figure S4: Estimated incremental costs (in millions, 2022 USD) per 100,000 persons tested for Mtb infection as part of targeted testing and treatment interventions among non-Hispanic Asian and Hispanic persons with diagnosed diabetes, as compared to the no intervention scenario, 2024–2100.  




III. Cost-effectiveness 

Cost-effectiveness from the societal perspective

Figure S5 shows the incremental cost-effectiveness ratio (ICERs) for each intervention scenario as compared to the baseline scenario from the societal perspective. The ICERs among non-U.S.–born Asian population and Hispanic populations with diagnosed diabetes were $79,081 ($52,785–$107,852) and $76,035 ($49,265–$107,005), respectively. Interventions among U.S.-born Asian and Hispanic populations with diagnosed diabetes were substantially higher: $873,831 ($549,446–$1,255,418) and $1,102,605 ($695,169–$1,576,240), respectively. 
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Figure S6: Incremental cost per quality-adjusted life year (QALY) gained from the societal perspective over 2024–2100 for one-time Mtb infection testing and treatment intervention among non-Hispanic Asian and Hispanic persons with diagnosed diabetes by U.S-born (USB) versus non-U.S. –born (NUSB) status, as compared to no intervention.
The interventions presented above are non-competing interventions. The results presented above reflect the mean total incremental costs and mean total QALYs gained for each intervention, which were used to calculate the incremental cost effectiveness ratios (ICERs).  Results estimated from a TB health services perspective in 2022 dollars, with 3% discount rate applied to future costs and health outcomes
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