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Comment ID CDC-2025-1080-0002
Comment: CDC needs to explore standards based reporting (e.g. FHIR APIs) from aviation communicable disease reporting systems.
As a result, aviation disease reporting surveillance needs to allow automated reporting of aviation communicable disease reporting events that could align with modernizing NEDSS to standards based APIs (e.g. FHIR APIs) and support structured death notifications which align with the Medicolegal Death Investigation FHIR IG.
Such public health interoperability will ameliorate the timeliness of outbreak response and coordinate with state and public health agencies which participate in NEDSS.
CDC Response: CDC appreciates this comment and agrees that automated reporting and public health interoperability could improve timeliness of outbreak response and coordination with state and public health agencies. We will take this into consideration as we work towards modernizing and advancing health information exchange with CDC and partner data systems.

Comment ID CDC-2025-1080-0003
Comment: Opposition to CDC Proposed Data Collection Expansion
Agency: Centers for Disease Control and Prevention (CDC) Docket: CDC-2025-1080/CDC-2026-0001 Comment Submitted By: Concerned Citizen

I. Executive Summary
This comment respectfully objects to the Centers for Disease Control and Prevention's proposed expansion of national public-health data collection activities under the Paperwork Reduction Act review process. While effective disease surveillance is an important governmental function,
 the proposal raises significant concerns regarding:
•	statutory authority
•	federalism and state sovereignty
•	privacy and civil liberties protections
•	administrative burden on state and local public-health agencies
•	long-term governance of centralized health data systems
Federal agencies must demonstrate both clear statutory authorization and necessity when expanding data-collection programs that affect millions of Americans. The current proposal does not sufficiently demonstrate these requirements. Without stronger safeguards, the proposed collection risks creating a federalized health-surveillance infrastructure that exceeds the
statutory limits imposed by Congress.

II. Statutory Authority Concerns
The CDC operates under authorities granted primarily through the Public Health Service Act (42 U.S.C. §201 et seq.). While this statute authorizes disease monitoring and prevention programs, it does not provide unlimited authority to create centralized surveillance infrastructures that collect broad categories of data from state agencies. Federal agencies must act within the bounds of authority delegated by Congress. The Supreme Court has consistently held that agencies may not assume powers not clearly granted by statute. Relevant precedent includes:
 
· West Virginia v. EPA, 597 U.S. 697 (2022) - establishing the major questions doctrine, which requires clear congressional authorization for agency actions of significant economic or political consequence.
· Utility Air Regulatory Group v. EPA, 573 U.S. 302 (2014) - reaffirming that agencies may not rewrite statutes to expand regulatory authority.

If the proposed data-collection system materially expands federal surveillance infrastructure, the CDC must demonstrate clear statutory authorization for doing so.

III. Paperwork Reduction Act Compliance
Under the Paperwork Reduction Act (44 U.S.C. §3501 et seq.), federal agencies must ensure that information collections: are necessary for the proper performance of agency functions minimize burden on state and local entities avoid duplicative or unnecessary reporting requirements
State and local public-health agencies already maintain extensive reporting systems. Expanding federal reporting obligations risks creating redundant administrative burdens. Congress enacted the PRA specifically to prevent the growth of unnecessary federal data-collection mandates. Failure to demonstrate necessity or minimize burden may violate PRA requirements.
 
IV. Federalism and State Sovereignty 
Public health has historically been a state-level responsibility under the Tenth Amendment.
The Supreme Court has repeatedly recognized that states retain primary authority over health policy and public-health administration. See:
· Jacobson v. Massachusetts, 197 U.S. 11 (1905)
· NFIB v. Sebelius, 567 U.S. 519 (2012)
While the federal government may assist with coordination and funding, federal programs that effectively transform state agencies into federal data-collection arms raise serious federalism concerns. States must retain meaningful control over the scope and use of public-health
data generated within their jurisdictions.

V. Privacy and Civil Liberties Concerns 
Large-scale health data collection implicates important privacy protections. The federal government must ensure that any national surveillance systems comply with:
· Privacy Act of 1974 (5 U.S.C. §552a)
· Health Insurance Portability and Accountability Act (HIPAA) established constitutional privacy principles

The Supreme Court has recognized constitutional protections related to personal autonomy and bodily integrity. Cruzan v. Director, Missouri Department of Health, 497 U.S. 261 (1990)
confirmed that individuals possess a constitutionally protected liberty interest in bodily autonomy and medical decision-making. Large federal health-data repositories must therefore include strong safeguards against misuse or unauthorized disclosure.

VI. Scientific and Policy Considerations 
Effective public-health policy depends on maintaining public trust. Centralized data collection without clear limits can erode confidence in public institutions and discourage voluntary participation in health programs. Research has shown that perceived surveillance or misuse of health data may reduce participation in public-health initiatives. Relevant research includes:
 
· Gostin & Wiley, Public Health Law: Power, Duty, Restraint (3rd ed., 2016)
· Institute of Medicine, For the Public's Health: Investing in a Healthier Future (2012)

Public-health programs function best when transparency, necessity, and privacy protections are clearly established.

VII. Requested Actions
In light of the concerns described above, the CDC should:
· Clarify the specific statutory authority supporting the proposed data-collection expansion.
· Demonstrate that the proposal satisfies the requirements of the Paperwork Reduction Act.
· Provide stronger safeguards governing privacy, data retention, and secondary use of collected information.
· Ensure that states retain meaningful authority over the data they generate.
· Conduct additional public consultation before implementing any expanded national surveillance framework.

VIII. Preservation of Rights and Remedies
This comment is submitted for the purpose of preserving all rights to challenge agency action that exceeds statutory authority or violates procedural requirements under the Administrative Procedure Act (5 U.S.C. §706). Federal agency actions that are:
· arbitrary or capricious
· contrary to constitutional rights
· taken without observance of procedures required by law may be set aside by reviewing courts.

IX. Conclusion
Public-health surveillance plays an important role in protecting communities from disease and health threats. However, federal data-collection programs must remain consistent with statutory authority, constitutional protections, and principles of federalism. The CDC should revise the proposal to ensure that it complies fully with the Paperwork Reduction Act, respects state authority, and protects the privacy rights of individuals whose data may be collected.
 
CDC Response:
Thank you for your comment. Although CDC appreciates the concerns raised by your comment, it disagrees that this activity raises statutory or federalism concerns. Specifically, CDC disagrees that this activity aims to “create [a] centralized surveillance infrastructures that collect[s] broad categories of data from state agencies” or that it “effectively transform[s] state agencies into federal data-collection arms.” Rather, the purpose of this information collection it to collect necessary information needed for CDC to conduct public health response and follow up in the event an individual with a confirmed or suspected communicable disease is known to have traveled via air  into the United States or across state borders while infectious or potentially infectious, presenting a risk of disease spread to others on the plane. This activity is well supported by CDC’s statutory authority and does not intrude upon state-level responsibilities because it involves potentially infectious individuals who travel into the United States or across interstate borders. Furthermore, this activity does not place any particular burden on state agencies because it pertains to information collected from the aviation industry for public health contact investigations.
Under Section 361 of the Public Health Service Act (PHSA) (42 U.S.C. 264), HHS, and by delegation CDC, may make and enforce regulations necessary to prevent the introduction, transmission or spread of communicable diseases from foreign countries into the United States and between U.S. states and possessions. Existing regulations at 42 CFR Parts 70 and 71 authorize port health officers and other personnel to inspect and undertake necessary control measures with respect to conveyances, and persons to protect the public’s health. 

In addition, this is not a new activity. The information collection request (ICR) under 0920-0488 does not propose expanding to any new information collections. It is aggregating public health information collection tools related to aviation that are already approved under other OMB control numbers into one OMB control number. This ICR outlines which OMB control numbers the information collections are associated with in the Supporting Statement A. The information collections in this request aim to strike the appropriate balance between burden and public health protection of Americans. This request fully complies with the regulation 5 CFR Part 1320, Controlling Paperwork Burdens on the Public, and more specifically 1320.5 that outlines the general requirements. 
[bookmark: _Hlk171518103]Personal identifiers (name, address, telephone number, cell number, etc.) collected will be maintained under the Privacy Act and the applicable System of Records Notice is 09-20-0171, Quarantine- and Traveler-Related Activities, Including Records for Contact Tracing Investigation and Notification under 42 CFR Parts 70 and 71 (Attachment L). CDC uses this notice for people subject to the terms of the quarantine regulations under Part 70 and 71.
Information submitted will be entered into a computer system PHARS (formerly referred to as QARS) for analysis, for processing to complete the passenger information data set, for swift dissemination to the state and local health departments through a secure CDC system called Epi-X (Epidemic Information Exchange), and for later retrieval if necessary. Electronic media will be protected by adequate physical, administrative, and procedural safeguards to ensure the security of the data. Access will be restricted to agency employees with a bona fide “need to know” in order to carry out the duties of their positions or to accomplish the purposes for which the data were collected. Source documents, printouts, and portable storage devices will be safeguarded by storing them in locked cabinets in locked offices when not in use.
Information collected under this control number may be disclosed to appropriate state or local public health departments and cooperating medical authorities to follow up on conditions of public health concern; to private contractors assisting CDC in analyzing and reviewing records; to investigators under certain limited circumstances to conduct further investigations; to organizations to carry out audits and reviews on behalf of HHS; to the Department of Justice for litigation purposes; and to a congressional office assisting individuals in obtaining their records. An accounting of the disclosures that have been made by CDC will be made available to the subject individual upon request. Except for these and other permissible disclosures expressly authorized by the Privacy Act, no other disclosure may be made without the subject individual’s written consent.
CDC is submitting this information collection request for another 30-day public comment period. 


Comment ID CDC-2025-1080-0004
Comment: CDC-2025-1080 (Aviation Activity Illness & Death Reporting) — paste this:
CDC-2025-1080 | OMB 0920-0488 | James Hunter Poole, CEO, Obelisk Tech Systems | CAGE: 9S0L8 | HUBZone | ITAR-Registered | CMMC L2 | Thomasville GA

BURDEN ATTACK: 
· International Airline Manifest Order = 150 min x 350 airlines = 875 hrs. 
· Domestic Manifest = 90 min x 500 = 750 hrs. 
· These two forms = 1,625 hrs = 54.5% of the entire 2,981-hour program — for data that already exists electronically in CBP APIS, DHS PNR, SABRE, and Amadeus. 
· CDC has not justified why 90–150 minutes is required when airline systems generate manifests in seconds. 
DUPLICATION: CBP Advance Passenger Information System already receives electronic pre-departure manifests from all international carriers — same data CDC collects manually. Data-sharing agreement with CBP would reduce international manifest burden to zero. 
TECHNOLOGY FAILURE: Paper manifest compilation for a fully electronic aviation industry is indefensible in 2026. 
COTS: CBP APIS data-sharing and direct airline API integration would reduce 90–150 min manifest burden to under 5 minutes. 
COST REALITY: Airline Medical Officers at $150–300/hr x 150 min = $375–750/event x 350 = $131,250–$262,500 annual airline industry cost entirely excluded from CDC's no-cost claim. 
LEGAL: Under Trade Facilitation and Trade Enforcement Act and CBP APIS regulations, airlines already transmit electronic manifests to the federal government — CDC's parallel manual process has no independent legal justification when CBP data-sharing is available. 
SMALL BUSINESS: Regional and charter carriers with limited administrative staff bear disproportionate 150-minute manifest compilation burden — RFA analysis required. Five comment documents attached.


Comment 1 — Manifest Burden Crisis & Lifecycle
Comment: 
I. Manifest Burden — 150-Minute International, 90-Minute Domestic: The Primary Attack
CDC's Aviation Activity Illness and Death Reporting program requests 2,981 total annual burden hours. Hidden within this figure is a catastrophic single-form burden: the International Airline Manifest Order requires 150 minutes per response from 350 Airline Medical Officers = 875 burden hours. The Domestic Airline Manifest Order requires 90 minutes per response from 500 Airline Administrative Officers = 750 hours. Together these two manifest compilation forms account for 1,625 of 2,981 total hours — 54.5% of the entire program burden — for forms whose primary data already exists in real-time electronic airline reservation and passenger management systems.
· International manifest: 150 min x 350 responses = 875 hrs — highest single-form burden in this collection
· Domestic manifest: 90 min x 500 responses = 750 hrs — second highest
· Combined manifest burden = 1,625 hrs = 54.5% of total program burden for data already in airline systems
· CDC has not justified why 90–150 minutes is required when passenger data exists electronically in SABRE, Amadeus, and airline DCS systems
II. Lifecycle Burden - Contact Investigation Cascade
Each manifest order triggers downstream contact investigation obligations: state and local public health staff receive manifest data, conduct passenger contact attempts, document outcomes in CDC reporting forms, and submit Contact Investigation Outcome Reporting Forms (5–10 min each) across General, Measles, Rubella, and TB categories. The lifecycle burden extending from a single manifest order through full contact investigation completion may represent 3–5x the initial manifest compilation burden. CDC's 2,981-hour estimate captures only the initial reporting event without estimating the full investigation lifecycle cascade.
Requested: CDC must disaggregate manifest burden by airline type and size; estimate full contact investigation lifecycle burden; justify 90–150 min estimates against actual airline system capabilities.
CDC Response: 
CDC acknowledges that the estimated time required for an Airline Medical Officer or equivalent, or a Computer and Information Systems Manager, may be an overestimation. However, due to limited visibility into airline-specific protocols and the variability across carriers, CDC has chosen to use a conservative estimate. In developing these estimates, CDC considered the time needed to review the request, search internal data systems, obtain any necessary notifications or approvals, and respond. Although CDC typically requests responses within 24 hours, nearly 50% of manifest responses are received after this timeframe, which further supports the use of a conservative estimate.
Aircraft contact investigations are typically initiated when a state or local health department identifies an individual who traveled by air while known or suspected to have a communicable disease of public health concern. Health departments request CDC’s technical assistance to obtain and share passenger contact information so that potentially exposed individuals can be identified. Because these investigations are initiated for the benefit of, and often at the request of, health departments, the burden associated with conducting contact investigations falls outside the scope of this information collection request.

Comment 2 — Manifest Burden Crisis & Lifecycle
Comment: 
III. Methodology Flaws — No Electronic System Capability Assessment 
CDC estimates 150 minutes to compile an international airline manifest and 90 minutes for a domestic manifest. These estimates were presumably derived from paper-based manifest compilation processes. CDC has not disclosed whether it evaluated the time required to extract equivalent data from electronic airline reservation systems, departure control systems, or automated passenger manifest generation tools available in modern airline operations. Airlines operating on SABRE, Amadeus, WorldSpan, or proprietary reservation systems can generate passenger manifests with seat assignments and contact information in minutes — not 90–150 minutes. 
CDC burden estimates appear based on paper manifest compilation, not electronic data extraction capability. No methodology disclosure confirms whether CDC surveyed airlines on their manifest generation system capabilities. OMB should require CDC to conduct an electronic manifest generation capability study before renewing 90–150 minute estimates. 
IV. Cost Reality — Airline Medical Officer Labor Cost Excluded 
CDC claims no cost to respondents beyond time. International Airline Manifest Orders are completed by Airline Medical Officers or equivalent Computer and Information Systems Managers. At market rates of $150–300/hour for airline medical and IT operations staff, 150 minutes per international manifest = $375–$750 per compliance event x 350 annual responses = $131,250– $262,500 in annual airline industry compliance costs entirely excluded from CDC's disclosure. Domestic manifests at 90 min x 500 responses x $100–200/hr = $75,000–$150,000 additional excluded cost. 
V. Economic Impact at Scale 
Total manifest compilation economic burden: $206,250–$412,500 annually for airline industry respondents — none disclosed to OMB. At the 2,981-hour total program burden, applying sector appropriate labor rates (airline medical officers, IT managers, public health staff) produces total annual program economic burden of $250,000–$600,000 — orders of magnitude above the "no cost" claim in CDC's notice. Requested: CDC must include realistic labor cost estimates for airline medical and IT staff; conduct electronic manifest capability study; correct economic burden disclosure

CDC Response: 
Thank you for your comment. CDC disagrees that its estimates are methodologically flawed or do not adequately represent cost estimates. The vast majority of manifest information is submitted to CDC electronically via secure, password-protected email. Although CDC provides airlines with the option to submit information by mail, only one instance of paper submission has been reported in the past three years. CDC recognizes that airlines maintain passenger information through information technology systems; however, as noted in the response to Comment 1, burden estimates account for the time required to review requests, search internal data systems, obtain any necessary approvals, and respond to CDC.
Estimated cost burden to respondents is not included in federal register during a 60-day public comment period but is detailed in the Supporting Statement A of the 30-day public comment period submission, as it is in this 30-day submission for OMB Control Number 0920-0488. CDC estimates the total cost burden to respondents to be approximately $170,003.

Comment 3 — Manifest Burden Crisis & Lifecycle
Comment: 
VI. Massive Duplication — CBP, DHS, TSA, and Airline Systems Already Hold This Data International airline passenger manifests — including passenger names, seat assignments, passport information, and contact details — are already collected by: CBP through the Advance Passenger Information System (APIS) requiring electronic submission before departure; DHS National Targeting Center through Passenger Name Record (PNR) data from all international carriers; TSA through Secure Flight program passenger name and identification data; and airline Departure Control Systems (DCS) maintaining real-time passenger and seat assignment data. CDC's manual manifest order process duplicates data already in CBP, DHS, and TSA federal systems. Under PRA, agencies cannot collect information already available through existing federal systems. 
· CBP APIS already has international passenger manifests with seat assignments — same data CDC manually collects 
· DHS PNR data already has passenger contact information for international flights • CDC has established no data-sharing agreements with CBP or DHS to access existing manifest data
· Manual manifest orders are PRA-prohibited duplication of data already in federal systems 
VII. Statutory Authority — 42 CFR 70.11/71.21 Do Not Require Manual Compilation 
42 CFR 70.11 authorizes CDC to require reports of death or illness aboard aircraft. 42 CFR 71.21(b) authorizes illness/death reports from aircraft on international flights. Neither provision requires manual paper manifest compilation when equivalent data is available electronically. CDC's regulatory authority to require illness/death reporting does not authorize imposing a 150-minute manual manifest compilation burden when CBP already holds the same data in an accessible federal system. The burden of the manifest order exceeds what is necessary to implement CDC's statutory mandate. 
VIII. Practical Utility — Contact Investigation Outcome Rates Not Disclosed 
CDC collects manifests from 350 international and 500 domestic flights annually but does not disclose: what percentage of manifest requests result in successful passenger contact, what percentage of contacted passengers provide actionable public health information, or whether manifest-based contact investigations produce outcomes that passive surveillance cannot achieve. Without contact investigation success rate data, OMB cannot evaluate whether the 1,625-hour manifest burden is proportionate to the public health outcomes achieved. 
Requested: CDC must conduct CBP/DHS/TSA data crosswalk; establish API data-sharing agreements to replace manual manifest orders; disclose contact investigation success rates
CDC Response: 
CDC works closely with the U.S. Department of Homeland Security (DHS) to prevent the introduction, transmission, and spread of communicable diseases into the United States. As part of this partnership and outlined in data sharing agreements, DHS does provide CDC with access to information collected via CBP’s Advance Passenger Information System (APIS) for  inbound international flights, however, airlines are not required to submit many of the data elements needed for contact investigations, such as phone number with country code, alternative phone number with country code, email address, and address while in the United States. These elements are not required by DHS and, therefore, are often missing. Additionally, APIS rarely contains information about passengers’ seat numbers which is critical to determining where disease exposures may have occurred. Knowing seat numbers allow CDC to only contact those determined to be at risk, and not the entire plane. 
For domestic flights, CDC cannot utilize CBP sources due to data-sharing restrictions. CDC does work with TSA to have access to passenger data, however, data are only available for a short period of time which often ends before CDC has been alerted by the health department. Additionally, these data are only accessible one individual at a time by name, limiting the ability to identify nearby exposed contacts. Given these limitations, CDC relies heavily on the information provided by the airline manifest supplemented with other non-federal sources for exposures occurring on domestic flights. 
CDC has and will continue to make efforts to utilize existing data systems to the fullest extent possible to support compilation of accurate, timely, and complete air passenger contact information for both inbound international and interstate domestic flights. 
State and local health departments are responsible for contacting passengers within their jurisdictions. CDC facilitates this process by serving as a conduit between the conveyance operator and the state health department. Once provided with the exposed passenger’s contact information, the investigation falls within the individual state protocols for further investigation. CDC does not track successful passenger contact, percentage of passengers provided actionable public health action, etc. CDC is interested in this information but, as a federal agency, we cannot compel states to take action on the information provided. 
Many states choose to follow-up on the contact information provided by CDC, and we work closely with those states to better understand the cost–benefit of public health actions, such as contact investigations, through outcome reporting forms and related analyses. CDC program evaluators publish findings in the peer-reviewed literature when sufficient outcome data have been reported to support robust evaluation. These program evaluations often lead to protocol changes. One example is our discontinuation of aircraft contact investigations for passengers infectious with mumps based on evaluation of flight-related mumps contact investigation data [Nelson KR, et al. Travel Med. Infect. Dis. 2012;10(4):165-71]. CDC is available to address any questions OMB may have to the best of its ability.

Comment 4 — Technology Failure, Interoperability & COTS
Comment: 
IX. Technology Failure — Paper Manifest Process in a Fully Electronic Airline Industry The aviation industry operates one of the most sophisticated real-time data management ecosystems in existence. Every international flight generates structured electronic passenger data across multiple systems: Global Distribution Systems (GDS) — SABRE, Amadeus, Travelport — holding passenger names, seat assignments, and contact information; airline Departure Control Systems (DCS) maintaining real-time boarding and manifest data; Passenger Service Systems (PSS) with full booking and contact records; and CBP APIS/AQQ electronic manifest submission infrastructure. CDC's 150-minute manual manifest compilation process is a technological artifact from before electronic aviation data systems existed. Requiring Airline Medical Officers to manually compile data that exists in structured electronic form in multiple airline and government systems is indefensible in 2026. 
• GDS systems can generate passenger manifests with seat assignments in seconds, not 150 minutes 
• CBP APIS already receives electronic manifest data from all international carriers — CDC should access APIS, not duplicate it 
• PRA requires agencies to minimize burden through automated collection — manual manifest orders fail this standard categorically 
X. Interoperability Failure — CDC Disconnected from CBP APIS and DHS PNR 
CBP's Advance Passenger Information System (APIS) receives electronic pre-departure passenger manifests from all international carriers to the United States. DHS National Targeting Center receives Passenger Name Record (PNR) data from all international flights. CDC's aviation illness surveillance program operates with zero integration with either system — requiring airlines to compile and transmit the same manifest data through a separate CDC channel that CBP and DHS already receive electronically. This interoperability failure multiplies airline burden and produces slower, less complete, and less accurate data than the electronic systems already in place. 
XI. Lack of Pilot Testing — Electronic Manifest Integration Never Evaluated 
CDC has not disclosed whether it has evaluated or piloted electronic manifest data access through CBP APIS, DHS PNR, or direct airline API integration. Given that CBP receives real-time electronic manifests from every international carrier as a condition of U.S. arrival authorization, a data-sharing agreement between CDC and CBP would theoretically reduce the 875-hour international manifest burden to near zero. CDC has not disclosed why this approach has not been implemented. 
XII. COTS Solution — CBP APIS Data-Sharing and Airline API Integration 
Two COTS approaches would eliminate the manifest burden entirely: (1) CDC-CBP data-sharing agreement enabling CDC to query CBP APIS for passenger manifests when a reportable illness is identified — zero incremental airline burden; (2) Direct airline API integration enabling CDC to query airline passenger service systems through a standardized API when contact investigation is triggered — 2–5 minute burden per event replacing 90–150 minutes. U.S. small technology firms are capable of building the API integration layer under existing procurement pathways at minimal cost. 
Requested: CDC must evaluate and implement CBP APIS data-sharing agreement; pilot direct airline API integration; reduce manifest burden from 90–150 min to under 5 min through electronic data access
CDC Response: 
As in CDC’s response in Comment 3, while CDC does have access to some CBP and TSA systems, at this time the information provided in these systems is not complete enough to be able to implement contact investigations. CDC will continue to work with CBP and TSA to explore how to facilitate collection and sharing of more complete contact information via electronic channels.  

Comment 5 — Small Business, Security, Quality, Drag & Recordkeeping
Comment: 
XIII. Small Business / Regional Carrier Disproportionate Impact 
The manifest order burden falls on all airlines operating flights to the United States — including small regional carriers, charter operators, and international carriers with limited U.S. administrative infrastructure. A 150-minute manifest compilation burden represents a disproportionately higher share of a regional carrier's administrative capacity than it does for a major international carrier with dedicated medical and IT operations departments. CDC must produce a Regulatory Flexibility Act analysis specifically addressing the disproportionate burden on small and regional airline operators. 
XIV. Barrier to Entry — Compliance Burden for New Entrant Carriers 
Airlines seeking to establish new international routes to the United States face CDC manifest compliance requirements as a condition of operations. The 150-minute manual manifest compilation burden creates a startup compliance cost for new entrant carriers that established major carriers with existing manual compliance processes have already absorbed. This burden functions as a de facto barrier to entry for small and new-entrant international carriers. 
XV. Data Security — Manifest Data Transmission Architecture Undisclosed 
International airline manifests contain sensitive personal information — passport numbers, names, seat assignments, and travel history — for all passengers aboard an affected flight. CDC has not disclosed: the encryption standard for manifest data transmission, how transmitted manifest data is stored and protected at CDC, access controls governing who can query manifest data, data retention periods, or breach notification protocols. For ITAR-registered defense contractors and cleared personnel whose travel information may be included in aviation manifests, the security architecture of CDC's manifest handling system is a legitimate concern. 
XVI. Data Quality Degradation — Manual Compilation Produces Errors 
Manual manifest compilation from paper or disconnected airline records generates systematic data quality problems: transcription errors in passenger names, incorrect seat assignments, missing contact information for passengers who booked through third parties, and incomplete records for code-share flights. Electronic APIS and PNR data held by CBP and DHS is structured, validated, and complete — far superior in data quality to manually compiled CDC manifests. The current manual process degrades both quality and timeliness compared to available electronic alternatives. 
XVII. Operational Drag — 90–150 Minute Compliance Delay in Time-Critical Disease Response 
Public health response to in-flight disease events is time-critical — contact investigation delays reduce the probability of locating and testing exposed passengers before they disperse to their final destinations. A 90–150 minute manifest compilation process introduces response delays that directly reduce contact investigation effectiveness. Electronic APIS access would provide CDC with complete manifest data in minutes of a reportable event notification — dramatically improving public health response speed. 
XVIII–XX. Legal Authority, Multi-Agency Pattern & Recordkeeping 
Under the Tariff Act of 1930, Trade Facilitation and Trade Enforcement Act, and Electronic Data Interchange standards established for CBP APIS, airlines are already legally required to transmit electronic manifest data to the federal government before departure. CDC's separate manual manifest collection process operates outside this established legal and technical framework without justification. Across CDC aviation, land, and maritime surveillance programs, the pattern of maintaining manual parallel collection processes for data already in CBP, DHS, and TSA systems represents a systemic cross-agency interoperability failure. Additionally, airlines must retain manifest compilation records for potential CDC verification — creating ongoing recordkeeping burden excluded from the burden estimate under 44 U.S.C. 3502(2). 
Final Requested Action: CDC must: (1) establish CBP APIS data-sharing agreement to eliminate international manifest compilation burden; (2) pilot direct airline API integration for domestic manifests; (3) publish contact investigation success rate data; (4) produce RFA analysis for small and regional carriers; (5) disclose manifest data security architecture; (6) estimate full lifecycle contact investigation burden.
CDC Response: 
While some aviation and other travel companies may be considered small businesses, CDC anticipates that the majority of the burden will rest with larger passenger airline companies. Furthermore, many regional airlines are connected through code sharing agreements to larger passenger airline companies that can facilitate manifest requests for them. In all cases, the information requested has been kept to the absolute minimum in order to minimize the public burden and, for domestic flights, is generally consistent with reporting procedures and requirements established by the International Civil Aviation Organization (ICAO). 
CDC has outlined in the manifest order templates that airlines can submit the contact information via a record that is secure (e.g. password protected) electronic (preferred method, in spreadsheet format),or written (Mailing address will be provided upon request). This latter option is provided for the convenience of airlines but is rarely used.  
Data provided in DHS systems, like APIS and PNR, are incomplete for CDC’s purposes of facilitated contact investigations after disease exposures on aircraft. Obtaining manifest data from airlines is integral in helping CDC support state and local health departments’ initiation of contact tracing as quickly as possible. Furthermore, CDC understands airlines are already required to maintain this information for longer than most incubation periods and that maintenance of records for public health purposes would not be an additional burden.
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