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Foreword

As the 20" century comes to a close, it seems appropriate to reflect on the many major public
health accomplishments that have occurred in the last 100 years. The "Sanitation Revolution-'...
safer drinking water, unadulterated foods and drugs, better housing... have all led to major
advances in life expectancy and quality throughout the nation. At the foundation of these
advances is the work of dedicated epidemiologists and public health professionals seeking to
understand the major.causes of death and premature disability in the population and using that
information to reduce the impact of disease and injury.

While the millennia brought us great advances against communicable diseases, the last years
bore witness to both a re-emergence of threats once thought vanquished and an emergence of
new, frightful conditions. Add injuries, cancer, birth defects, harmful environmental or
occupational exposures to the mixture, and you might imagine that the dawn of the 21% century
has become a complex environment in which public health will struggle to make a difference.

The work of public health epidemiologists is hard, sometimes tedious, and almost never as
glamourous as portrayed in movies, novels, or television. There are no easy investigations, no
instant solutions, and no "magic bullets.” Collecting, analyzing and assessing the trends and
patterns of common as well as exotic diseases are vital to the public's health. It is from these
data that researchers and policy makers can answer scientific questions, forward knowledge,
and make policies that improve the health of our country and of Texas. Your epidemiologists find
it extremely rewarding.

This "Epidemiology in Texas, 1999 Annual Report" represents some of the more compelling work
done by epidemiologists and others at the Texas Department of Health during 1999. The work is
done in direct collaboration with staff at local health departments throughout the state and the
many health care professionals and institutions who share their experiences and findings.

We hope you find this report useful as we all work together for a healthier Texas in the Year 2000

and beyond.

Dennis M. Perrotta, PhD, CIC
State Epidemiologist



Epidemiology in Texas

1999

Contributors

Texas Department of Health

Associateship for Disease Control and Prevention

Sharilyn Stanley, MD, Associate Commissioner
Lucina Suarez, PhD

Immunization Division
Robert D. Crider, Jr., MS, MPA, DivisonDirector
Sharon Duncan
Monica Gamez
Kristin Hamlett, MA
Jan Pelosi, MPH
Laura Tabony, MPH

Bureau of Communicable Disease Control
Eric Svenkerud, MD, MPH

Infectious Disease Epidemiology and Surveillance Divison
Kate Hendricks, MD, MPH&TM, DivisionDirector

David Bergmire-Sweat, MPH

Steve Enlow

Dwayne Haught, AC, RN, MSN

LisaMarengo, MS

OlgaNuno, MD, MPH

Neil Pascoe, RN, BSN

James Perdue

Julie Rawlings, MPH

Beverly Ray, RN

Kathleen Shupe-Ricksecker, PhD

Tejpratap Tiwari, MD

Mardi VanEgdom

TuberculosisElimination Division
CharlesWallace, PhD, MPH, Division Director
Jeffery P. Taylor, MPH

Zoonosis Control Divison

Jane C. Mahlow, DVM, MS, Division Director
Jm Schuermann
PamelaJ. Wilson, RVT, MEd, CHES

Vi



Epidemiology in Texas

1999

Bureau of Epidemiology
DennisM. Perrotta, PhD, CIC, Bureau Chief
John Hellsten, PhD

Cancer Registry Divison
Nancy Weiss, PhD
David R. Risser, PhD, MPH

Environmental Epidemiology and Toxicology Division
Judy Henry, MS, Co-Division Director
John Villanacci, PhD, Co-Division Director -
JulieBorders, MS
Richard Harris
Dawn Hesalroad
Stic Harris, MPH
Keith Hutchinson, MA
Betty Newmann
Rachel Rosales, MSHP
DianaSalzman
Melissa Samples-Ruiz
Kdler A. Thormahlen, MS
Teresa Willis

Injury Epidemiology and Survelllance Program
David Zane, MS, Program Director
BrendaMokry, MEd
Tammy Sgjak, MPH

Bureau of HIV and STD Prevention
Rose Brownridge, MD, Acting Bureau Chief

HIV and STD Epidemiology Divison

Sharon Mdville, MD, MPH, Division Director
MarciaBecker, MPH, M(ASCP)SH
Ed Weckerly, MS

Bureau of Laboratories

David Maserang, PhD, Bureau Chief
Kenneth C. Jost, Jr., M(ASCP)
Mary Ann Patterson, M(ASCP)

TheUnivergty of Texas Health Center at Tyler
Richard J. Wadllace, Jr., MD

vii



Epidemiology in Texas 1999

Acknowledgments

Under the direction of aguidanceteam consisting of program and division directors, bureau
chiefs, and the Associate Commissioner for Disease Control and Prevention, the Epidemiologyin
Texas 1999 4dnnual Report was produced by a project team of representativesfrom each
contributing program. The guidance team and authors would like to recognize thefollowing
project team membersfor their excellent work.

MarciaBecker, MPH, M(ASCP)SH ChristineLeos

HIV and STD Epidemiology Divison Bureau of Laboratories

Monica Gamez LisaMarengo, MS

Immunization Divison Infectious Diseases Epidemiology and
SurveillanceDivision

Debbie Hack

Bureau of Epidemiology Mary Ann Patterson, M(ASCP)

Bureau of Laboratories
Susan Hammack, MEd (Editor)
Public Health Professiona Education Ann Tyree, MS
TuberculosisElimination Divison
Keith Hutchinson, MA
Environmental Epidemiology and Mardi VanEgdom
Toxicology I nfectiousDisease Epidemiology and
SurveillanceDivision
Janice Jackson, MPH (Team Leader)
Immunization Divison Ed Weckerly, MS
HIV and STD Epidemiology Divison
JeannelLain
Zoonosis Control

In additionto the project team membersand authors, the following people aso contributed their
time and expertise.

Richard Klein

Barry Mitchell, MPH, M(ASCP)SH
Maureen Orr, MS

Tom Peskuric

Rich Ann Roche, MSCRP
KatherinevonAlt

Kirk Wiles, RS

Kirbi Woods

viii



Epidemiology in Texas 1999

Contents

FOreword . ... ... Y,
CoNtribULOrS . - - - oo e e e Vi
Acknowledgments - - - - .. oo vili
Preface . . ... Xil
Reports

Animal Bites and Attacks . - - - - o o o 1
Antibiotic Resistant Pathogen Isolate Surveillance ...................... 3
Cancer: An Overview of 1996 . . . . . o oo it e 6
DeNguUe . .. 12
Escherichia coli O111:H8 Outbreak Among Drill Team Campers . .. ... ... .. 13
Escherichia coli O157:H7 . . . . - it e e e e 16
Escherichia coli 0 157:H7 Outbreak in Karnes County .. ................. 18
Enteroviruses. nonpolio .......................................... 21
Environmental Health Issues Near Power Plant . . . ..................... 23
Hazardous Substances Emergency Events Surveillance ... .............. 26
Hepatitis A . ... .. 30
Hepatitis B ... ... ... . 32
Hepatitis C ... ... .. .. 35
HIVIAIDS . . 38
Influenza 1999-2000 . . . . ... .. ... 45
Injury Prevention Objectives: Healthy People 2000 . ... ................. a7
Lead —Elevated Blood Lead Levelsin Adults . ........................ 51
Lead Poisoningin Children . ............ .. ... ... ... . 54
Malaria . ... ... 57
Measles . ... . .. 59
Meningococcal Disease Surveillance . . . .......... ... ... . L 61
Mycobacterium abscessus: A Health-Care-Related Outbreak . .. .......... 62
Neural Tube Defect Surveillance and Folic Acid Intervention .. ........... 64
Pesticide Poisoning—Acute Occupational Pesticide Exposure Surveillance . 67
Poison Center NetwWork . - . o« oo i o e e e 70
Rabiesin ANiMals - - . - - o oo e e e e e 72
SalmonelloSiS . . ... 74
Sexually Transmitted DiS€aSeS . . - . . - .o v it 77
Shigellosis . .. .. 82
Silicosis and Asbestosis Survelllance . .......... ... L 84
Submersions Occuring in Swimming Pools. 1998 ...................... 86
Tick-Dorne DISEASES - . « - - o o v e 89

Traumatic Brain Injuries. 1997 ... .. ... . 90



Epidemiology in Texas 1999

Traumatic Spinal Cord Injuries. 1998 . . ....... ... . i 93
TUDEICUIOSIS . . . . 96
TYPNUS .. . 98
Varicella . ... 99
ViDMOSIS .« v i o e e 102

Regional Statistical Summaries

PublicHealthRegion1l ... ........ . i 105
PublicHealthRegion2 ... . ... .. ... .. . .. .. . . .. . . . . . ... 111
PublicHealthRegion 3 . . .. . . ... ... .. . . . . 117
PublicHealthRegion4 .. ... ... ... 123
PublicHealthRegion5 .. ....... ... 129
PublicHealthRegion6 .. ........... 135
Public HealthRegion7 . . ... ..o s 141
PublicHealthRegion 8 .. ........... 147
PublicHealthRegion 9. .. ... ... . o 153
PublicHealth Region B0 . . . ... ... 159
PublicHealthRegion 11 . . ... ... . 163
Texas Departmentof Criminal Justice .............. .. ... ... ........ 169

Reported Cases of Selected Diseases

Table I: 1990-1999 | . . .. . .. . . 171
Table [I: Rates, 1990-1999 . . . . . .ottt 172
Table Il Monthof Onset, 1999 . ... .. i i e 173
Table IV: Age Group, 1999 . . . . ... . . . . ... 174
Table V: Rates by Age Group, 1999 . ... ... i 175
Table VI: Public Health Region, 1999 ............. .. ... ... . ... .... 176
Table VII: Rates by Public Health Region, 1999 . ..................... 177
Appendix

Reportable Conditionsin Texas (1999) ........ ... ... .. .. . ... 179

Xi



e £ AN e e 2

REPORTS

Electron micrographd rotavirus. Rotavirusescauseacute, oftenfebrile
gastroenteritismost oftenin children, but may affect other age groups.
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Animal Bites and Attacks

The Zoonosis Control Divisiontracks severe animal
bites and attacksin Texas. For the purposeof
reporting, asevereattack isdefined as onein which
the animal repeatedly bites or vigorously shakesits
victim, and the victimor aperson intervening has
extreme difficulty terminatingthe attack. A severe
biteis defined as a puncture or laceration madeby an
animd’'s teeth that breaksthe skin, resultingin a
degree of trauma that would cause most prudent and
reasonable peopleto seek medical carefor treatment
of thewound, without considerationof rabies
prevention alone. For purposesof thisreport, the

terms"' severebite’ and "' severe attack™ will be used
interchangeably.

A total of 684 reportswerevoluntarily submitted by
local health departments, animal control agencies, and
emergency health care providersto the Zoonosis
Control Division, Texas Department of Hedlthin
1999. Reportsweresubmitted from 83 of Texas 254
counties. A review of desth certificatesfor theentire
statefor 1999 reveal ed no desths associatedwith
animal attacks.

Victim Characteristics

Biteshy caninesare asignificant source
of morbidityin all age groups, but the
highest likelihood of severeinjuryis 160
among the pediatric age group. Children 140
under 11 yearsof age weremorethan 4
timesaslikely to sustain aseverebitethan 120
were adolescentsand adults(Figurel) and  4qq
nearly 4 timesmorelikely tosustain a -
head injury from a serious attack. While
children under 11 years of age accounted 60
for only 45% of the bitevictims, they
sustained 75% of dl head injuries.
Injuriesto the head and neck are 20
extremely serious becausethey can result

80

40

in disfiguringwounds aswdl aslife- <06

threateninginjuriesinvolving hemorrhage
and cranial trauma.

Animal Characteristics

Dogswereinvolved in 599 of the 684 incidents
(88%). Other speciesincluded bat (1), cat (69), feral
hog (1), ferret (1), fox (1), prairiedog (1), rabbit (1),
raccoon (4), rat (3), squirrel (2), wolf (1), and wolf-
dog hybrid (1). Slightly over one-third (35%) of
biting dogs and cats were vaccinated against rabies.

Thetendency of adogto biteis aproduct of many
factorsincluding genetic predispositionto
aggressiveness, maltrestment, late or inadequate
socidizationto people, quality of care, and behavior
of the victim. Nine breeds constituted over 60% of the
dogsinvolvedin severe attacks (Table 1). However,
since population estimatesby breed are not available,
it is unknown whether thesefigures represent breed
predisposition to aggressivenessor simply the
popularity of these breeds. Small breeds;of dogs and
cats wereinfrequently reported since they are seldom
capableof inflicting severe wounds.

Figure 1. Victim's Age in Animal Attacks

No. of Reports

1115 21-25 31-35 41-45 51-55 61-65 71-75 81-85 >80
16-20 26-30 36-40 46-50 56-60 66-70 76-80 86-90

Age Groups (In Years)
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While the exact proportionof sterilized versusintact
animasin the overal caninepopulationin Texasis
unknown, a study conductedin 1997 by the Zoonosis
Control Divisionsurveyed the reproductivestatus of
almost 25,000 dogs. Thissamplewas drawn bothfrom
dogsthat were licensed and dogs that were impounded in
animal shelters. The study reveded that 2,788 (23%) of
maledogs and 3,756 (31%) of femaedogsin the
sample had been surgically sterilized. A comparisonof
the sex and reproductivestatus of dogsinvolvedin
severebites with the study population indicated that
neutering males appearsto reducetherisk of serious
attacks or bitesby afactor greater than 2.

Over one-third (37%) of the attacksinvolved
circumstancesthat provoked the dog to attack.
Provocationshould bethought of intermsof an anima's
innate responseto human actionssuch as teasing,
startling, or abusingthe animal; handling its puppiesor
kittens; playing roughly withthe anima; or interfering
with theanimal whileit is eating, guardingitsterritory,
fighting with another animal or pursuingafemalein
estrus.

Zoonosis Control Divison (512) 458-7255

Table I . Frequency of Dog Breeds

Involved in Severe Attacks or Bites on

Humans

Breed No. %
Chow 68 12.9
Rottweiler 57 10.8
German Shepherd 41 7.8
At Bull 39 74
Chow Cross 39 74
Labrador Retriever 27 5.1
Blue Hedler 19 3.6
Mixed Breed 18 3.4
Labrador Retriever Cross 17 3.2
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Antibiotic Resistant Pathogen Isolate Surveillance

Surveillance System

In 1998 aBoard of Hedlth rule changerequired that al
microbiology laboratoriesin Texasreport, at least on a
quarterly basi s, vancomycin-resistant Enterococcus
?ecies(MICg 16 mcg/mL), penicillin-resistant

treptococcus pneumoniae(MICz 0.1 meg/mL), total
numbersof Enterococcus species, and Streptococcus
pneumonineisolated/cultured at their site.
Vancoenycin-intermediateresi stant nphylococcus
aureus and vancomycin-intermediateres stant
coagulase negative Snphylococcus species(MIC2 8
mcg/mL) areto be reportedimmediately via phone or
fax.

This antibiotic res stancesurveillance system dlows
the Texas Department of Hedlthto acquire
information critical for future decisionmaking.
However, the informationgenerated is limited by the

(1) inherentinability to differentiatebetween pathogen
colonizationand infection; (2) geographicvariability
in completenessof reporting; (3) variability in testing
methodology; and (4) interfacility variability in routine
culturing practices. For example, hospitals with the
capacity to test sengitivity — and which routinely
actively monitor rates of colonization as compared
withinfection — are overrepresentedin this
surveillancesystem database. According to one recent
survey, about 30% of clinical microbiology
laboratoriessweyed in Texasmay not betesting all
clinicaly significant isolatesto detect penicillin
resistant Streptococcus pneumoniae.

Reporting Facilities
For the period January 1, 1999 through December 31,

1999, 119 laboratories mailed or faxed,completed
antibioticresistance reports. Themgjority of these

Table 1. Distribution or P2ports of Vancomycin Resistant Enferococcus

Species Isolates*

Reporting
Counties Counties/Counties VRE ES % VRE
PHR inPHR with Hospital Isolates Isolate Isolates 95% CI
1 41 5/28 172 2,358 7 6-8
2 30 5/24 5 1,007 5 0-1
3 19 8/19 243 7,451 3 3-4
4 23 6/18 46 2,659 2 1-2
5 15 3M3 1 108 1 0-5
6 13 712 386 5,874 7 6-7
7 30 6/22 64 4,766 1 1-2
8 28 3/20 249 4119 6 5-7
9 30 2/20 9 363 2 1-5
10 6 0/3 - - -- -
11 19 410 27 1,220 2 1-2
State 254 491189 1,202 29,925 4 4-4

*Data from incomplete reports (missing numerator or denominator) were excluded.

PHR - Public Health Region

VRE - Vancomycin Resistant Enferococcus species
ES - Enterococcus species total number

Cl - Confidence Interval
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Table 2. Distribution of Reports of Penicillin-Resistant Streptococcus

Pneumoniae Isolates*

Reporting
Counties Counties/Counties PRSP SP % PRSP
PHR inPHR with Hospital Isolates Isolate Isolates 95% Cl
1 41 6/28 203 463 44 39-48
2 30 4/24 43 77 56 44-67
3 19 8/19 203 947 21 19-24
4 23 718 98 358 27 23-32
5 15 313 5 13 38 14-68
6 13 M2 ‘ 177 618 29 25-32
7 30 6/22 274 1006 27 24-30
8 28 3/20 55 245 22 17-28
9 30 2/20 2 88 2 0-8
10 6 0/3 - - - --
11 19 310 39 107 36 27-46
State 254 491189 1099 3922 28 27-30

"Data from incomplete reports (missing numerator or denominator) were excluded.
PHR - Public Health Region
PRSP - Penicillin Resistant Streptococcus pneumoniae
SP - Streptococcus pneumoniae

Cl - Confidence Interval

Table 3. Distribution of Resistant Bacterial Isolate Reports by

Age Group, Bacteria Type, and Sex*

VRE Reports

PRSP Reports

Age Female Male Female Male
Group No. % No. % No. % No. %
0-4 13 1 14 2 150 27 234 35
5-9 4 >1 3 1 65 12 84 12
10-19 8 1 7 1 43 8 38 6
20-29 22 2 23 4 22 4 21 3
30-39 44 5 41 7 36 6 40 6
40-49 75 8 80 13 37 6 43 6
50-59 95 11 89 14 49 9 52 8
60-69 147 16 111 18 38 7 57 8
70-79 223 25 146 23 68 12 72 11
80+ 261 30 110 17 48 9 35 5
Total 892 624 556 676

*Data from incomplete reports (missing numerator or denominator) were excluded.
PHR - Public Health Region
PRSP - Penicillin Resistant Streptococcus pneumoniae
SP - Streptococcus pneumoniae
Cl - Confidence Interval
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|aboratorieswere
small- to medium-

Table 4. Distribution of Resistant Bacterial Isolates by Site of Culture

sized city hospital % VRE % PRSP

|aboratorieswhich Site of Culture Isolates Site of culture Isolates

sarved multiple Urine/Foley catheter 37 Sputum 21

counties; 8 were Rectal 12 Blood 20

free standing Stool 10 Ear 18

laboratories. Wound 8 Nose 12

Forty-lineof 189 Unspecified 8 Trachea/bronchi/pleura 7

(26%) counties gflortlx;es on g g!aSOphar ynx g

with hospital INUSES

fociltieowere Other . 5 Unspecified 4
ted Other unsterile body fluid 4 Eve 4

represented. Catheter (IV, central ling) 3 CSF 2

Abscess 2 Other sterile body fluid 1

Reports Total 100 Total 100

Inthefirst 2 VRE - vancomycin resistant Enterococcus species

quartersof 1999, . PRSP - penicillin resistant Streptococcus pneumoniae

many of thereports

received were

incompleteand did

not includetotal number of isolates (resistantand
nonresistant) and did not indicate whether therewere
no isolatesfor aparticular peciesthat quarter.
Statewide, 4% (95% confidenceinterval [CI]= 3.8-
4.2) of Enterococcusspeciesisolatestested were
resistant to vancomycin, and 28% (95% Cl=26.6-
29.4) of Sreptococcuspneumoniae isolates were
resistant to penicillin (intermediate+ resistant totals)
during 1999. Thedistributionof vancomycinresistant
Enterococcusspecies (VRE) and penicillin resistant
Sreptococcus preumoniae (PRSP) isolates by Public
Hedlth Region site of the reportinglaboratory is
shownin Tables1 and 2. Thedistribution of resistant
isolates by age and sex isshownin Table 3 and the
percentagesof VRE and PRSP isolatesby the

, anatomicsiteof theculturearefound in Table4. In
1999 there were no confirmed reports of theisolation
of vancomycin-intermediate resistant Snphylococcus
aureus and coagulase negative Saphylococcus

Species.
Death Certificate Review
A review of death certificatesfor this period revealed

that 9 deathswere attri butedto VRE and noneto
PRSP. All of the deaths attributedto VRE occurred in

elderly patientswith severe underlying conditionssuch
asrend failureand cancer.

Summary

These are baselinedataregarding antibiotic resistance
for the stateof Texas. Statewide, 4% of Enterococcus
gpeciesisolatestested wereresistant to vancomycin;
this proportion is much lower than national estimates
based on data from intensive care unit patients (24%

in 1998). During 1999, 28% of Sreptococcus
pneumonine isol ates were resistant to penicillin
(intermediate *+ resistant totals), a percentagethat is

~ higher than the national estimate (24% for 1998).

Overdl, the cultures from individuals > 60 years of
age accounted for most (66%) V RE isolates; the most
common (37%) sitefor VRE isolates was the
urine/foley catheter. In contrast, childrenyounger than
5 years of age accounted for approximately onethird
(31%0) of PRSP isolates; sputum was the most
common (21%) sSite.

I nfectious Disease Epidemiology and Surveillance

‘Divison (512) 458-7676
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Cancer: An Overview of 1996

Introduction

Cancer remainsaseriousheathproblen  Figure 1. Total Cancer Incidence Rates*, Texas vs. US
inTexas. Intheyear 2000, itisestimated SEER Program, 1996

that 75,600 Texanswill be diagnosed with

cancer and 33,400 will die from the 500
disease. Althoughoverall cancer mortality
rates have begun to decline, bothin Texas

Rates per 100,000

and in the nation, the aging and growth of 400
the Texas population will increasethe
number of new cases and deathsin the 300
coming years.

200

Thedirect health care costs for patients

with cancer arein the hundredsof millions 100
of dollarsannually. Themedical,

emotional, and economic costs of cancer

are staggering. With the continued growth Total Population All Races Males  All Races Females
in population, the aging of the population,
theincreasein medical treatment
expenses, and current trendsin cultural
and lifestyle behavioral risk factorsthat
are conduciveto cancer, these

costs are expected to escal ate. Thefirst step in decreasingthe burden of
cancer in Texasisto definethe patternsof

cancer incidenceand mortality among
Texasresdents. The Cancer Regisiry
Divison(CRD) of the Texas Department
o Hedlth (TDH) collectsreportsof

500 [ates per 100,000 primary maignant neoplasmsoccurring
among stateresidents. The principal
sourceof casereporting for incidencedata
is Texas hospitals, with reportsa so
received from radiation and surgical
centers.

Total Cancers

"Rates have been age-adjustedto the 1970 US standard population SEER:
Surveillance, Epidemiology, and End Results

Figure 2. Total Cancer Incidence Rates* by Race/
Ethnicity, 1996

400
300

200 The Cancer Registry Division routinely

publishesinformation on cancer incidence
and mortality among Texas residents.
Thisreport highlights cancer incidence
datafor 1996, the most recent year for
which statewide cancer reportingis
consdered complete.

100

Anglo Hispanic African American  Other Races
Race/Ethnicity
*Rates have been age-adjustedto the 1970 US standard population
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Overall Findings

A total of 69,474 newly diagnosed primary
malignant cancerswerereported to the CRD
in 1996. Males accountedfor 52% (36,108)
and femalesfor 48% (33,365) of the primary
malignant cancer cases.

Figure 3. Ten Leading Cancer Sites Among Males,
All Races, 1996

Cancer Site

Prostate 2

Lung & bronchus '
Colon & rectum
Urinary bladder

In 1996 the average annual age-adjusted
incidenceratefor al cancerswas 442.8 cases
per 100,000 population for males, which is
40% higher than the overdl ratefor females
(316.8/100,000) (Figure1). Cancerincidence
rates vary widely by race/ethnicity (Figure?2).
Incidenceratesfor total cancerswere highest
among African Americans (425.2/100,000),
followed by Other Races (413.4) and Anglos
(384.8). Hispanicshad thelowest overall
cancer rate, 273.0 cases per 100,000
population. Although cancer ratesfor most
anatomic sites were generally lower among Hispanics,
there were some notableexceptions. Hispanicwomen
in Texas had the highest rate of cervica cancer
(16.8/100,000), twicethat for Anglowomen
(8.41100,000). Ratesof liver cancer also

were particularly high among Hispanic males
(13.71100,000), over 3 timeshigher than that for
Anglo males(4.3/100,000). Only malesin the Other
Races category had a higher liver cancer rate
(18.8/100,000).

Total cancer incidenceincreased with agefor both
maes and females. Althoughtheincreasebeganat a
dightly younger agein Texasfemales, it was much
more rapid and rose to much higher ratesin Texas
males. Thisincreaseis partly dueto thevery highrate
of prostatecancer in older men. Overall, Texas cancer
incidencerates werelower than the national rate based
on datafrom the SEER Program of the National
Cancer Ingtitute(Figure 1). Thismay beduein part to
the large Hispanic population in Texas (as compared
with the nation), which generally has lower cancer
ratesthan other race/ethnicity groups.

Kidney & Renal Pelvis
Leukemias

Melanoma

Pancreas

NHL
Oral

0 2 4 6 8 10
No. of New Cases (in thousands)

Mg, e

P
b

o

it
2P

Cancer Incidence By Sex

In Texas, asinmost of theworld, malesexperience
higher overall rates of cancer than do females. For
example, lung and bronchus cancer was the second
leading cause of cancer incidencein both males and
females, but theincidencerate for males
(87.9/100,000) was over twicethat of females
(43.2/100,000). This pattern of higher ratesin males
was seenfor dmost dl of the cancer sitesthat were

not gender specific.

In addition to lung cancer, which accounted for 19.4%
of all cancersinmales, other |eading types of cancer
among Texas maeswere prostate (26.2%), colon and
rectum (10.9%), bladder (5.2%), and non-Hodgkin’s
lymphoma (NHL) (4.1%) (Figure 3). Amongfemales,
breast cancer was the most commontype of cance,
accountingfor 30.5% of al cancer infemales,
followed by lung cancer (13.2%) (Figure4). Other
leading types of cancer in femalesincluded colon and
rectum (11.1%), corpus and uterus NOS (Not
Otherwise Specified) (5.0%), and ovary (4.0%). The
5 most common types of cancer accounted for 65.8%
and 63.8% of al cancersin males and females,
respectively.
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Table 1. Five Most Common Cancer Sites and Percent of Total Cancers Diagnosed by

Race/Ethnicity and Sex, 1996

Male Female
Rank Cancer Site No. % Rank Cancer Site No. %
Anglo Anglo
1 Prostate 7,063 26.3 1 Breast 7645 311
2 Lung & Bronchus 5458 203 2  Lung & Bronchus 3616 147
3  Colon & Rectum 2910 10.8 3  Colon & Rectum 2793 113
4 Urinary Bladder 1,585 5.9 4 Corpus & Uterus NOS 1,208 4.9
5 Non-Hodgkin's Lymphoma 1,083 40 5  Non-Hodgkin's Lymphoma 987 4.0
Total Cancers 26,823 Total Cancers 24,621
Hispanic Hispanic
1 Prostate 1,089 2238 1 Breast 1,370 291
2  Lung & Bronchus 643 134 2  Colon & Rectum 409 8.7
3 Colon & Rectum 564 11.8 3  Cervix 367 7.8
4 Non-Hodgkin's Lymphoma 260 54 4 Lung & Bronchus 300 6.4
5 Kidney & Renal Pelvis 213 4.5 5  Corpus & Uterus NOS 259 5.5
Total Cancers 4,784 Total Cancers 4,704
African American African American
1 Prostate 1,124 29.0 1 Breast 993 28.9
2 Lung & Bronchus 848 219 2  Colon & Rectum 456 133
3  Colon & Rectum 390 10.1 3 Lung & Bronchus 431 12.6
4 Oral Cavity & Pharynx 142 3.7 4  Cervix 169 49
5 Larynx 132 34 5  Corpus & Uterus NOS 164 4.8
Total Cancers 3,877 Total Cancers 3,433
Other Races Other Races
1  Prostate 185 29.6 1 Breast 184 303
2  Lung & Bronchus 68 10.9 2  Colon & Rectum 54 8.9
3  Colon & Rectum 59 9.5 3 Lung & Bronchus 48 7.9
4 Oral Cavity & Pharynx 30 438 4  Cervix 36 59
5  Liver & Intrahepatic Bile Duct 29 46 5  Corpus & Uterus NOS 30 4.9
Total Cancers 624 Total Cancers 607

NOS-Not Otherwise Specified
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Table 2. Five Most Common Cancer Sites and Percent of Total Cancers Diagnosed by

Age at Diagnosis and Sex, 1996

Male Female
Rank Cancer Site No. % Rank Cancer Site No. %
15t0 34 Years Old 15to0 34 Years Old
1 Testis 258 228 1 Breast 288 198
2 Non-Hodgkin's Lymphoma 128  11.3 2  Cervix 218 15.0
3  Hodgkin's Disease 110 9.7 3 Thyroid 199 137
4  Brain & Other CNS 101 8.9 4  Ovary 107 7.4
5  Leukemia 87 7.7 5  Hodgkin's Disease 89 6.1
Total Cancers 1,132 Total Cancers 1,453
35t0 44 Years Old 35t0 44 Years Old
1 Non-Hodgkin's Lymphoma 205 124 1 Breast 1,293 429
2  Lung & Bronchus 169 103 2 Cervix 305 10.1
3  Colon & Rectum 161 9.8 3  Thyroid 201 6.7
4  Testis 113 6.9 4 Colon & Rectum 164 54
5  Oral Cavity & Pharynx 86 53 5 Ovary 149 4.9
Total Cancers 1,647 Total Cancers 3,017
45t0 54 Years Old 45t0 54 Years Old
1 Lung & Bronchus 672 18.0 1 Breast 45.0
2  Prostate 556 14.9 2  Lung & Bronchus 8.7
3  Colon & Rectum 438 117 3  Colon & Rectum 7.5
4 Oral Cavity & Pharynx 249 6.7 4  Corpus & Uterus NOS 235 49
5 Kidney & Renal Pelvis 211 5.7 5 Cervix 221 46
Total Cancers 3,730 Total Cancers 4,771
55t0 64 Years Old 55to0 64 Years Old
1  Prostate 2159 284 1 Breast 2,090 343
2 Lung & Bronchus 1629 215 2 Lung & Bronchus 952 15.6
3  Colon & Rectum 791 104 3 Colon & Rectum 552 9.0
4 Urinary Bladder 352 46 4  Corpus & Uterus NOS 399 6.5
5  Oral Cavity & Pharynx 320 4.2 5 Ovary 273 4.5
Total Cancers 7,593 Total Cancers 6,102
65t0 84 Years Old 65t0 84 Years Old
I  Prostate 6,190 314 1 Breast 3,848 257
2 Lung & Bronchus 4239 215 2  Lung & Bronchus 2,648 177
3  Colon & Rectum 2220 113 3  Colon & Rectum 1,988 133
4 Urinary Bladder 1,107 56 4  Corpus & Uterus NOS 756 5.1
5  Non-Hodgkin's Lymphoma 576 2.9 5  Non-Hodgkin's Lymphoma 689 46
Total Cancers 19,688 Total Cancers 14,961
85+ Years Old 85+ Years Old
1 Prostate 522 270 1 Colon & Rectum 609 220
2  Lung & Bronchus 285 147 2  Breast 524 18.9
3  Colon & Rectum 262 135 3 Lung & Bronchus 253 9.1
4 Urinary Bladder 143 7.4 4  Pancreas 148 53
5 Non-Hodgkin's Lymphoma 81 42 5  Non-Hodgkin's Lymphoma 123 44
Total Cancers 1,935 Total Cancers 2,772

Table does not include skin cancers or miscellaneous neoplasms when they occur among the top 5 cancers
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Cancer Incidence By Sex and
Race/Ethnicity

The5 most commonly diagnosed cancers among men
and women by race/ethnicity (Anglo, Hispanic,
African American, and Other Races) are presentedin
Tablel. Prostate and breast cancer werethe most
commonly diagnosed cancersin men and women
respectively, regardlessof racelethnicity. Similarly,
lung and bronchuscancer and colon and rectum
cancerswere thesecond and third leading types of
cancersin dl Texas men. Non-Hodgkin’s lymphoma
and urinary bladder cancers a so were |eading cancers
among Anglo ad Hispanic men. Patternsdiffered
dightly among Anglos and Higpanics, with urinary
bladder cancershaving amore predominant rolein
Anglo men and kidney and renal pelvis cancers

being more predominant among Hispanic men.

reported among men ages 35 to 44 years, makingit the
fourth most commonly diagnosed cancer in that age
group. Prostatecancer becamethe leadingtype of
cancer diagnosed among Texas men beginning with
the 55 to 64 year age group.

With the exception of the oldest agegroup (=85
years), breast cancer was the most commonly
diagnosed cancer for women 15 years of age or older.
Cervica and thyroid cancerswere more predominant
in women in the younger age groups (15 - 44 years).
Among women 85 yearsof age and older, colon and
rectum cancers surpassed both breast and lung and
bronchus cancers to becometheleadingtype of cancer
diagnosed in that age group.

Figure 4. Ten Leading Cancer Sites Among Females,

Cancer of theora cavity and pharynx wasthe
fourth leading causein African American men
and men in the other races category.

Among Anglo, African American, and women
of other races, cancers of thelung and bronchus
and colon and rectum were either the second or
third leading cancers diagnosed. In contrast,
cervical cancer accounted for moretotal cancers
in Hispanic women (7.8%) than did lung and
bronchus cancers(6.4%). Cervical cancersalso
were predominantamong womenin the Afiican
Americanand Other Races categories (4.9%
and 5.9% respectively).

Cancer Incidence By Sex and Age
at Diagnosis

The 5 most common cancer siteshy sex and age at
diagnosisarelisted in Table 2. Slightly morethan
three-fourths of the cancers diagnosed among Texans
in 1996 occurred in residents ages 55 years and ol der.
The pattern of cancersdiagnosed among younger
residentsdiffered from that in older Texans. Among
adolescent and young adult men ages 15 to 34 years,
testicular cancer was theleading cancer diagnosed.
Testicular cancer accountedfor 6.9% of cancers

Lung & Bronchus
Colon & Rectum
Corpus & Uterus

Kidney & Renal Pelvis

All Races, 1996

Cancer Site

Breast

Ovary
NHL
Cervix ¢+
Pancreas |
Leukemias |

0 2 4 6 8 10 12
No. of New Cases (in thousands)

Summary

Thisreport highlights 1996 cancer incidencedata
received by the Cancer Registry Divisonand
illustratesthat the cancer experiencefor Texas
residentsvaried by sex and race/ethnicity. Overal,
incidencerates were higher among males than females.
For males and females, thetop 3 types of cancer by
sex were generally the same regardl ess of
racelethnicity; however, the magnitudeof the
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incidencerates varied considerably. For most cancer
Sites, incidencerates were considerably lower among
Hispanicmale and femaes. A notableexceptionto
thistrend was cervical cancer, which was the third
leading type of cancer diagnosed among Hispanic
feinaes, accounting for more newly diagnosed cancers
than lung and bronchus cancersin this population.
More detailed cancer incidence dataiis presented in the
Cancer Registry Division's completereport, Cancer in
Texas, 1996. Toobtainacopy of thisreport, contact
the Cancer Registry Divison at the Texas Department
of Health, 1100 West 49 Street, Austin, Texas 78756
or cal (512) 458-7523 or toll-free at (800) 252-8059.
The Cancer in Texas, 1995 and 7996 reports also can
be accessed through the Cancer Registry Division
website at www.tdh.state.tx.us/ter.

Cancer Registry Division (512) 458-7523
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Dengue

Denguefever resultsfrom infection with 1 of 4 closely
related dengue serotypes(DEN-1,-2, -3, and -4). This
mosquito-borneillnessis characterized by fever,
headache, joint pain, muscle aches, and rash. The
mosquitoes that transmit the denguevirus are Aedes
aegypti and Aedes albopictus. Aedes mosquitoes
breed in water containerssuch as flower pots, bird
baths, old cansand tires. In Texas, denguevirus
transmission generaly occursfrom July through
December.

Dueto an Ae. aegypti eradicationcampaign, dengue
was uncommonin the 1950s and 1960s. Dengue
reemerged after the campaign was terminatedin
Texas, duringthe 1980s and first half of the 1990s,
therewere 3 small outbreaks. In 1980 therewere 63
cases of dengue (23 patients acquired their illnessin
Texas) andin 1986, 17 cases werereported (8 were
acquiredin Texas). During boththe 1980 and 1986
outbreaks, DEN-1 was the only serotypeisolatedfrom
patientswith locally acquired infections. In 1995, 29
dengue cases wereidentified (7 cases, in residentsof
Cameron and Hidalgo Counties, werelocally
acquired); DEN-2 and DEN-4 wereisolated from
patientswith locally acquired illnesses. During the
years between these outbreaks, only 10 denguecases
werereported; nonewerelocaly acquired. However,
between 1995 and 1999, locally acquired cases
continued to bereported, indicating that the dengue
virus has becomeestablishedin Texas.

In 1999 another large dengue outbreak occurred. A
total of 66 caseswerereportedin 1999; 62 caseswere
associated with the outbreak. Of the 66 cases, 32 were
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in Webb County residents. The remaining cases were
inresidentsof Bexar (2), Cameron (7), Collin(1),
Dallas(4), Gaveston (2), Harris (1), Hidalgo (10),
Nueces (1), Starr (1), Tarrant (1), Travis(2), and
Willacy (2) Counties. The dengue patientsincluded
26 males and 40 females aged from 7 through 86
years. Sixty-three(95%) patientswere Hispanic.
Signs and symptomsincluded fever (98%), headache
(77%), rash (74%), chills{70%), joint/bone pain
(68%), anorexia (65%), maaise(53%),
nausea/vomiting (48%), myalgias (42%), lumbosacral
pain (32%,), retro-orbital pain (29%), dysgeusia
(21%), and respiratory symptoms (17%). Sixteen
patientswere hospitalizedand therewas 1 death due
to dengueshock syndrome associated with the
outbreak.

Forty-eight of the 66 patientshad traveled outsidethe
continental United States during the 2 weeks prior to
onset of illness. Two patientshad beento Brazil and 1
each had been to Honduras and PuertoRico. The
otherswith atravel history had beento Mexico.
Eighteen (27%) patientsacquiredtheir ilinessas a
result of living or travelingin Cameron, Hidalgo,
Starr, Webb, or Willacy County, suggestingthat
dengueis now endemicin 5 South Texas counties.

I nfectious Disease Epidemiology and Surveillance
Division (512) 458-7676



Epidemiology in Texas

1999

Escherichia coli 0111:H8 Outbreak Among Drill Team Campers

Although rarely identified, Escherichincoli 0111 has
been the second most common pathogenic non-0157
Shigatoxin-producingE. coli (STEC) identifiedin the
United States among specimenssubmitted to the
Centersfor Disease Control and Prevention (CDC) for
serotyping fi-om 1983 through 1998." Only E. coli
026 is more commonly identified among non-0157
STEC. Thesebacteriacauseillnessin otherwise
hedlthy personsand are characterized by severe
abdomina crampingand bloody diarrhea; hemolytic
uremic syndrome (HUS) sometimesoccurs. STEC are
estimated to cause 110,000 illnessesannudly inthe
US, of which 50% may be dueto non-0157 serotypes,
suchas0111.2 However, mogt large STEC outbreaks

“in North Americahave resulted fi-ominfectionwith E.

coli O157:H7.

In June 1999 the Tarrant County Health Department
reported to the Texas Department of Health (TDH)
that agroup of teenagersattending a drill team camp
from June 9 through 11 had becomeill with nausea,
vomiting, severe abdomina cramps, and diarrhea
(someof which was bloody). Two young womenwere
hospitalized with hemolytic uremic syndrome (HUS),
and two others had gppendectomies. Routinestool
culturesfi-om 8 ill studentsfailed toyield a pathogen,
includingE. coli 0157. Stoolswere subsequently sent
to laboratories a the Texas Department of Health and
Centersfor Disease Control and Prevention (CDC),
where E. coli O111:H8 wasisolated from two
gpecimens. Thisreport summarizestheinvestigation
of thisoutbreak.

A cohort study of al studentsattending the 3-day
camp was conducted to identify the source of the
outbreak and to collect data describingthe epidemi-
ology of thisnovel pathogen. IlInesswas defined as
ather diarrhea (= 3 loosestoolsin any 24-hour period)
accompanied by abdominal cramps or bloody diarrhea
aoneoccurring within 14 days after thestart of the
camp. Camperswereinterviewedfor demographic
information, medical histories, symptoms, food and
beverage consumption, and exposures during the
camp.
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Sanitarians conducted athorough inspection of the
cafeteriathat served mealsto the campersand an
environmental inspection of the plumbing systemin
the dormitory wherethey resided. Food handlersand
other kitchen staff wereinterviewed about food
preparation practices, menus, delivery schedules, and
suppliersfor food items served to campers. Food
handlers also submitted stool specimens and rectal
swabsfor testing.

Survelllancefor non-0157 STEC illnessesin Texas
was enhanced through aertssent to all health
departments, hospitals, and clinical |aboratories.
Alertsabout the outbreak were also sent to selected
physicians (primarily infectious disease physiciansand
gastroenterologists). Enhanced statewidesurveillance
did not find other cases of E. coli O111:H8 infection
elsawherein Texas. However, 4 personswere
identifiedwith infectionsfrom other non-0157 STEC
that were unrelated to thisoutbreak (serotypes026,
029,073, and 0103).

Of the 650 campers comprising the cohort, 521 (80%)
werereachedfor interview. Of these, 130 (25%)
reported at |east one symptomof illness; 58 persons
(11%) met the case definition. The median age of the
58 ill personswas 16 years, and 95% werefemale.
Themedianlength of illnesswas 5 days, and 7% were
hospitalized; therewere no deaths. In additionto
diarrhea, whichwas part of the case definition, 100%
of ill personsalso reported abdomina cramping; 62%
reported nauses; 56%, headache; 38%, vomiting;
37%, bloody diarrhea; and 29%, fever with amedian
measured temperatureof 100°F (n=9).

Statistical analysisindicated that only 2 exposures
were significantly-and independently associated with
ilIness: consumptionof icefi-omthelargetrashcan-
stylelined barrels that the camp provided in the
donnitory lobby for filling water bottles (adjusted
oddsratio[AOR] 3.33, 95% confidenceinterval [Cl]
1.85-6.32, p=0.0001) and consumption of any salad
from the cafeteriasalad bar on at least one occasion
(AOR 3.50, 95% CI 1.23-8.97, p=0.02).
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Inspection of the camp's water systems showed no
evidenceof plumbing cross-connectionsor failures
that might haveled to exposuresto contaminated
water or waste. Coliform testing of icefi-omtheice
machinesused to fill the barrelswas negative.
Studentsreported dippingtheir drink containersas
well as arms, hands, and heads, intotheice. They also
reported observing floating debrisin theice barrels.
Inspection of the cafeteriaand kitchen revealed that
kitchen staff used potentially unsafetimes and
temperatures when preparing meals.

Thelaboratory investigationyielded E. coli O111:H8
fromthe stool of 2ill persons. Sweepsof colonies
grown fi-omthe 2 stool specimensfi-omwhichE coli
O111.H8 wasisolated reacted positively when
examined with acommercid enzymeimmunoassay
(EIA) kit for the presenceof Shigatoxin. TheE. coli
0111:H8 isolatesfiom these specimenscontained
gene sequencesfor Shigatoxins1 and 2 by
polymerasechain reaction (PCR). One other stool had
detectable Shigatoxin when tested directly with EIA,
but STEC werenot isolated. E coli 0157:H7 wasnot
isolated from any camper, foodhandler, food, or water
sample.

Thisisthelargest E. coli 0 111:H8 outbreak to be
reported intheUS. Theepidemiccurve
suggests a point-source outbreak (Figure
1). Themost significant risk factor
associated with illnesswas use of iceor
icewater from the 3 barrels of ice placed
in the dormitory lobby duringthe camp.
Theice barrelswere probably a
secondary vehiclethat facilitated the
spread of the bacteriaand not the primary
exposurethat introduced the pathogen to
thedrill team campers. Althoughan
association was observed with
consumptionof any salad during the 3
days, that association was statistically
wesker than the associationwithice
consumption. McNemar’s testsfor
agreement between interview responses
for 93 camperswho were interviewed
multipletimes showed that case-patients n=58
reported eating more salads, andcontrols

Number Il
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reported esting fewer saladsin later interviews. The
observed association of illnesswith salad consumption
may be dueto responsebias and may not be avaid
observation.

Other occurrences of E. coli 0111 infections have
included a household cluster of infectionsreported in
1990 fi-om Ohio® and outbresksin Australia, Japan,
and Europe.** Despiteinvestigationsinvolvinglarge
numbersof personsin well-defined settings, the
vehicleof transmission has only been
epidemiologically implicated and microbiologicaly
confirmed in one 1995 outbreak in South Australia,
whichwas due to mettwurst, a dried fermented
sausage.

Non-0157 STEC aredifficult toidentify in the
laboratory. Inthisoutbreak, acommercidly available
EIA kit was used to identify stool .specimens
containing Shigatoxin when they did not yield E. coli
0O157:H7. Isolatesof E. coli fiom these specimens,
which werefound to be producing Shigatoxin, were
then serotyped at CDC. Most clinical laboratoriesdo
not routinely screen stool specimensfrom al persons
with bloody diarrheaor HUS for other STEC when E.
coli 0157 isnot isolated, thereforethetrue burden of
disease attributableto non-0157 STEC is unknown.

Figure 1. Epi-Curve by Onset of lliness, June 1999

End of Camp

IR Bloody diarrhea (n=20)
Non-bloody diarrheaw/ abd cramps (n=38)

6/7 618 619 6110 6/11 6112 61136114 6115 6116 6117 6/18 6/19 6120 6/21
Date
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Escherichiacoli O1L57:H7

Although only reportablesince 1994, cases of
Escherichia coli (E. coli) O157:H7 appear at first
glanceto beon therisein Texas, with 105 reported
cases. Theincidenceratein 1999, however,isonly
dightly higher at 0.53 cases per 100,000 population
than last year's 0.43/100,000. Figurel demonstrates
incidencerates of reported E. coli 0157:H7 casesover
the past 6 yearsin Texas. When compared to other
foodbome pathogens, therateof E coli O157:H7
infectionis still far less common than that for

other foodborne diseases such as Shigella spp.
(11.41/100,000), Salmonella spp. (10.99/100,000), or
hepatitis A (12.58/100,000). Likeother foodborne
pathogens seasonal fluctuationsin cases have been
observedin Texas. Figure?2 illustrates seasonal
variations by monthly averagefrom the past 6 yearsof
data. Thenumber of casesincreasesin spring and
summer; the combination of warm wesather, poor food
handling practices, and alow infectious dose (10*
organisms) makesthis pathogen very easy to transmit.

Pathogenicity of E. coli O157:H7 isduetoits ability
to secrete shiga-like toxins (SLT). Itisimportant to
notethat some other serotypesof E. coli can produce
SLT with subsequent ilinesssimilar to E. coli
O157:H7. (Seetheassociated article
entitted E coli 0 111:H8 Outbreak

Among Drill Team Campersin this

report.) SLT producingnon-0157 E. coli
are often confused with normal enteric

flora, asthey haveno known distinct
biochemica markers. Althoughnot
reportable at this date, in 1999 Texas

noted one case each of thefollowing
serotypesof SLT producing E. coli:
026:H11, 029,073,0103, in additionto
the 58 case-defined cases of O111:HS.
Symptomsof E coli O157:H7 infection

(or any SLT producing bacteria) include
abdominal cramps, watery diarrheathat

may progressto severebloody diarrhes,
vomiting, and littleor nofever." Illness
usually resolveswithin 5 to 10 days

without sequelag, but rare complications
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like hemolytic uremic syndrome (HUS) may lead to
death.',’ Severecomplications most commonly occur
in children under 5 yearsof age and in the elderly.

In 1999 there was one major outbreak attributed to E
coli 0157:H7 contamination of a Kames County
water system. Thisoutbreak was responsiblefor 25
cases (23.9% total number of casesin Texas). Please
refer to the articleentitled E. coli O157:H7 Outbreak
in Karnes County for moreinformation.

Statewideanalysisof the 84 culture-confirmed case-
patientsof E. coli 0157:H7 that wereinterviewed
revealed that in 24/84 (28.6%) households diarrhea
was reported in other household members.
Anadysisof the onset datesof household members
reporting diarrheareveded that 10124 (41.7%)
culture-confirmedcases may have actually been
secondary cases. In 10/24 (41.7%) householdsthe
culture-confirmedindividua wastheprimary ill
person. Only 4/24 (16.7%) householdsreported
concurrent onset dates of illness, indicatinga possible
point sourceof contamination. Themost commonly
reported symptomsin culture-confirmedcases include:
77/105 (73.4%) with diarrhea of which 60/105

Figure 1. E coli 0157:H7 Incidence Rates, 1994-1999

6 Cases per 100,000
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(57.2%) becamebloody diarrhea ,
Hospitalizationwas necessary for 40/105
(38.1%) patientswith 10/105 (9.6%)
developing HUS and 31105 (2.9%) 1o Cases per 100,000
devel ophg thromboti ¢ thrombocytopenic
purpura. 1n 1999, 6/105 (5.8%) of all

Figure 2. Seasonal Distribution of E. coliO157:H7 Cases

cultureconfirmed cases resulted in death. ®

Although consumption of undercooked °

ground beef isthe most commonly 4

associated risk factor of E coli O157:H7

illness, other sources of fecally 2

contaminated foods (ie, dfalfasprouts,

cattle-manure-fertilizedproduce, 0 bl bl bl B Bl
inadequately chlorinated water, and Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec*

unpasteurized milk or fruit juices) can Months
causeillnessaswdl."»>*4 Additiondly,

E coli 0157:H7 can betransmitted when Based on a 6 Year Monthly Case Average, 1994-1999

aperson comes into direct contact with an *Increase due to outbreak in December 1999. Average cases without outbreak data=1.0

infected person or swallowscontaminated -
water while swimming,>*® Preventive measures B
include pasteurizing fruit juices and dairy products,
thoroughly cooking al ground beef until thejuicesrun

clear, avoiding cross contaminationof ready-to-eat

foods with raw meats and their juices, washing

organicaly grown fruits and vegetables, and properly

chlorinating potable water.
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Escherichia coli 0157:H7 in Karnes County (Waterborne)

Background

On December 13, 1999, the San Antonio Metropolitan
Health District notified the Texas Department of
Health (TDH) Infectious Disease Epidemiology and
SurveillanceDivision (IDEAS), about achild
hospitalized with bloody diarrhea and reported hearing
about other similar cases among Karnes County
residents. Staff from Public Hedlth Region 8
increased surveillancefor severeand bloody diarrhea
in Karnes County residentsand confii ed additional
current and recent cases. Initial interviews
failed to identify asinglecommonfood
exposurethat could explain all the cases.
Asof December 28,1999, Escherichin
coli 0157:H7 had been identified in stools
from 5 patientsby the TDH laboratory.
The patient isolateswere indistinguishable
by pulsed-field gel electrophoresis
(PFGE). TDH initiated a case-control
study in early January to identify the
vehicleof transmission and delinegate other
risk factors. Figure1 shows theepidemic
curvefor this outbreak.

6

Methods 1

In January 2000, TDH conducted 2 studies o L
to determinethe cause of the outbreak. In

thefirst, an age-matched case-control

study, acase-patient was defined as a

Karnes County resident whoseillnessoccurred in the
time period of November 25 through December 31,
1999, and included diarrhea (3 or more loosestoolsin
24 hours) lasting morethan 2 days. Case- patients
wereidentifiedthrough active surveillancein the
community, and by daily queriesof local private
physician practices and loca hospitals. In households
where more than one person met the case-patient
definition, only thefirst ill personwasinterviewed.
Case-patients were al so identified during the random
househol dinterviewswhen the study team was looking
for healthy controls.

Nov28 Dec5 Dec12 Dec19 Dec 26 Jan?2
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Control swere sel ected through a random tel ephone
dialing processfrom blocks of numbers provided by
thetelephonecompany. If acontacted household hed
family memberswho wereill with diarrhea anytime
from Thanksgiving through December 31,1999, the
householdwes not selected for controls. Instead, if a
household member had diarrheafor grester than 2
days, he/she was igibleto beincluded as acase-
patient and wasinterviewed assuch. Three age-
matched controlswere sdlected for each case-patient.

Figure I . Epidemic Curve for E. coli 0157:H7 Cases
in Karnes City

Jan 9

Results

Twenty-six patientsmet the case definition. Three
laboratory confirmed cases and one clinical case were
excluded from the study because patients either
refused to beinterviewed or becauise another case-
patient in the same househol d had an earlier onset
date.

Twenty-two case-patientsand 66 age-matched
controlswere enrolled in thestudy. The mean age of
case-patientswas 37.6 years as compared with 36.5
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yearsfor controls. Fifty-nine percent of the case-
patientswerefemale; 74% of controlswerefemale.
Thedifferencein mean age and sex distribution
between the 2 groups was not statistically significant.

The frequency of symptomsfor case-patientsis
summarized in Table 1. The average number of loose
stools per day ranged from 3to 20 with an average of

7.7 per day per case.

Table 1. Frequency of Symptoms

Symptom Frequency %
Fever 10 45
Diarrhea 22 100
Bloody diarrhea 11 50
Vomiting 12 57
Headache 10 45
Abdominal cramps 21 95
Nausea 17 77
Irritability 3 14
Chills 3 14
n=22

No statisticallysignificant differences between cases
and controlswerefound in the preferencefor
consumption of any individua food itemor for dining
at any named restaurantin the study. Similarly, no
statistically significant differencesin supermarket
preferencefor grocery shopping wereidentified.

All case-patientsand 46 (70%) controlsreceived their
water supply from the city distribution system. This
difference was highly significant (OR=1.9 <OR> «
with ap value=0.002). Case-patientsand controlsdid
not differin their exposure history to pets, cattle, or
other animals. Similarly, travel history did not differ
betweenthe 2 groups.

To test the hypothesisthat the outbreak was caused by
afallureinthe water distribution system, TDH
conducted a second cohort study comparingresidents
of Kames County with smilar residentsin the nearby
community of Kenedy. Thesetownsarewithin5
miles of each other, and membersof both communities
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shop and eat in the same restaurantsand grocery
stores. The2 townsare on different water systems,
however, making comparisonspossibleon that key
variable. Kenedy residents were caled randomly from
ablock d telephonenumbers provided by the
telephonecompany and asked about demographics,
recent ilInesses, wherethey purchasefood, and which
water system supplied their water. They were also
asked about their occupationsand whether they had
consumed any water from the Kames County water
distributionsystem from November 25 through
December 31, 1999.

Data were collected from 74 householdsin Karnes
County and 55 householdsin Kenedy. The2
communities experienced very different attack rates
for gastroenteritisin December 1999-January 2000.
Twenty of the 74 Kames County households (27%)
reported one or more members had either vomiting or
diarrheaduring the study period, compared.with only 8
of 55 (15%) Kenedy households. When calculating
theindividual attack ratesfor illnessin the 2
communities, 29 of 193 peopleresidingin the Kames
County householdswere known to beill (15%)
compared with only 10 of 159 Kenedy residents (6%).
Actud illnessratesmay vary and be underestimated
since peoplefrequently do not tell othersin their
householdthat they havediarrhea.

Statistical analyss in.the Kames County-K enedy
cohort study showed that drinking water from the
Karnes County municipa water systemwas
significantly associatedwithillnessin December
1999. Therelativerisk (RR) associated with the
drinking water was 4.63 with 95% confidence
intervals (Cl) 1.03-23.16 and ap value=0.01. No
other exposurehad asignificantly elevatedrisk.

Staff from TDH Public Health Region 8 in San
Antonio also discovered evidencethat the city had a
loss of free chlorinein the water distributionsystem
from November 25 through December 9. The Texas
Natura Resources Conservation Commission
evaluated this report and concluded that there was not
enough chlorineinthe distributionsystemto prevent a
bacterial outbreak duringthat timeperiod. This
exposureperiodfitsthe normal incubation period for
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E. coli ©O157:H7 and lendsfurther credenceto the
hypothesisthat thiswas awaterborneoutbreak.

Conclusion

The evidence suggeststhat the outbreak of bloody
diarrheadueto E coli 0157:H7 in Kames County
waslinked to afailurein thedisinfectionunit for the
city water distributionsystem. Thecity installeda
new water chlorinatorin January 2000 and has been
ableto maintain asafefree chlorineresdua sincethat
time. No new cases have been reported after January
2000.

Infectious Disease Epidemiology and Surveillance
Division (512) 458-7676
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Enteroviruses, nonpolio

Theenteroviruses are agroup of at least 67 recognized
virus serotypesincluding polioviruses, coxsackie A
and B viruses, echoviruses, and the numbered
enteroviruses. Wild-typepoliovirusesare no longer a
major threat in the United States; however, vaccine
strains are fiequently isolated from young children.

As aresult, polioviruses isolated in 1999 have limited
epidemiologica significanceand will not beincluded
inthisreport. Infections caused by nonpolio
enteroviruses (NPEVS) are associated with a variety of
symptoms but, contrary to what the name suggests, are
infrequently associated with entericdisease. Although
NPEV infectionsare usually mild or asymptomatic,
patientsmay present with fever and arash,
herpangina, conjunctivitis, and central nervous system
symptomsthat range fiom aseptic meningitisand
encephalitisto paralysis. The disease presentation of
NPEV infectionis unpredictablebecauseasingle
enterovirus can causeno symptomsor many different
symptoms. Individuaswithimmune deficienciessuch
as agammaglobulinemia may develop achronic
meningitisor meningoencephalitis.

NPEVsarefound worldwide, and in Texas's
temperateclimate NPEV's areisolated primarily in
summer and fall. Themode of transmission
ismainly by thefecal-oral route. NPEV

can beisolated fiom feces, pharyngea

specimens, spinal fluid, blood, urine, vesicle
fluid, and conjunctiva. Viruscan be

recovered fiom the pharynx only during the

first week of illness but can be recovered

from feca specimensfor aperiod of at least 30
3to5weeks. Therefore, apatient can serve
as asourceof infectionlong after his/her
symptomshaveresolved. Theincubation 20
period for NPEV infectionsisusually 1 to 2
weeks, but variesfiom 2 to 35 days.
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Viruses are obligateintracel lular parasites
that require alivinghost systemto grow and

serum neutralization or immunofluorescence.
Immunofluorescence isused to identify 14 of the
NPEVs, including coxsackie virustypes A9 and A24;
coxsackie virus types B1 through B6; echovirus types
6, 9, 11, and 30; and enterovirustypes 70 and 71. For
these viruses, the time necessary for serotype
identificationis generally 2 to 4 daysfrom receipt of
the specimen and is primarily dependent upon the
speed with which theisolate grows in cdl culture. For
the NPEV that must beidentified by serum
neutralization test, the time necessary for serotype
identificationis generally several weeks, again
dependent on theisolate's growth pattern.

Thelaboratory recovered atotal of 175 NPEVsfiom
157 patientswhose specimenswere collected during
1999. Eleven patients had the sameNPEV recovered
fiom multiple specimens. The specimens were
submitted fiom thefollowing Texas counties: Bell,
Bexar, Colorado, Dallas, Galveston, Harris, Lubbock,
Nueces, Potter, Tarrant, and Travis.

Dates of specimen collection were availablefor 152 of
the 157 patientswhose specimensyielded NPEV.
NPEV s were recovered from specimens collected

Figure 1. Patients with NPEVs by Month of Specimen
Collection

5 No. of Patients

replicate. TheViral Isolation Laboratory 0
uses acombinationof cell culturesto isolate
viruses. Theisolatescan beidentified by

Feb
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during every month of 1999, except Figure 2. Age Distribution of Patients with NPEV

February and December (Figurel). Of
the 157 patients whose specimens

yielded an NPEV, 135 (86.0%) had 100 No. of Patients

specimenscollected in the six month
period from April though September
1999. Ageswereavailablefor 140 of
the 157 patients. Figure 2 showsthe
ageprofileof patientswhose specimens
yieldedan NPEV. Morethan half of
the patients (861140) wereless than 6
months of age. Sex wasindicated for
150 patients: 83 (55.3%) weremale
and 67 (44.7%) werefemale.

<6 mo

Sixteen different NPEVs wereisolated

from patients whose specimenswere

collectedin 1999. Coxsackieviruses
wereisolatedfrom 11 patients. The

following coxsackie virustypes

(number of patients) wereidentified: A9 (5), B3 (2),
B4 (2), and B5 (2). Echoviruseswereisolated from
141 patients. Thefollowingechovirus types (number
of patients) wereidentified: 2 (1), 4 (2), 5(1), 6 (6), 9
(14),11(50), 14 (14),16 (37), 18 (1), 25(13), and 30
(2). Enterovirus type 71 wasisolated from 5 patients.
Echovirustypes 11 and 16 wereisolated most
frequently. Echovirustype11 (El 1) wasrecovered
from 55 specimenscollected from 50 patients and
echovirustype 16 (E16) was recovered from 38
specimenscollected from 37 patients.

Bureau of Laboratories (512) 458-7318
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Environmental Health Issues Near Power Plant

In 1994 Austin residentsliving near the Holly Street
Power Plant in the city's southeast side contacted the
Texas Department of Health (TDH) regarding severa
health concernsrelatedto the facility. TheHolly
Street Power Plant isacity-owned facility that
generates electricityfor thearea. Thefacility burns
natural gasto creste steam that drives 4 electricity-
,generatingturbines. Resdents concernsincluded
noisegenerated by the plant, air pollution, electricand
magnetic fieldsfrom the plant and nearby power lines,
polychlorinated biphenyl (PCB) contamination,
groundwater contamination, and fire or explosion
hazards. Inresponse, TDH began an assessment of
theseissues; however, the process was halted in 1995
when the Austin City Council voted to closethe plant.
Turbine generator Units No. 1 and No. 2 were
scheduled for shut downin 1998, followed by closure
of theentire plant in 2005.

In January 1999, Austin Energy —the new namefor
the City's Electric Utility Department as of

1998 —meade arecommendationto the City Council to
keep Units 1 and 2 in good working order for
emergency usein the summer months dueto electricity
demandin the Austin areathat exceeded projections.
In March 1999, the City Council voted to approve
repairsof Units 1 and 2 at the Holly plant so they
could be used in peak demand periodsif necessary;
however, closure of the entire plant remained
scheduledfor 2005. Inlight of this decision and the
renewed concerns of nearby residents, TDH reinitiated
and completed a Public Health Assessment for the
facilityin 1999. The assessment found that the Holly
Street Power Plant currently poses no apparent public
healthhazard. Plant noisein asmall areaimmediately
surrounding thefacility could reach levelsnormally
considered unacceptabl e, though these sound levels
havenot been associated with adversehealth
outcomes.
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Air Pollution

Sinceair samplingwasnot donein the area around the
Holly Street Power Plant, the TexasNatural Resource
Conservation Commission (TNRCC) used an air
dispersonmode to predict air quality around the
plant. The mode predicted that air emissionsfrom
burning natural gas at the plant would not pose a
threat to public health. Inthe past, the Holly Street
Power Plant periodicallyburned fuel oil containing
0.2% 10 0.3% sulfur by weight. The TNRCC model
predicted that on the rare occasions when this fuel was
burned (approximately 1%—2% of the time), short-
term sulfur dioxide concentrations could have been
high enough to aggravate pre-existingrespiratory
conditionsin senditiveindividuas. In 1995 Austin
Energy voluntarily switched to transportationgrade
No. 2 fuel oil with asulfur content of 0.05% by
weight. TDH determined that the sulfur’dioxide levels
that would result from burningthistype of fuel would
pose no apparent public health hazard. Austin Energy
also has agreed to usefud oil only under emergency
conditions.

Electric and Magnetic Fields (EMF)

TheHolly Street Power Plant generateselectricity for
the electrical power grid. However, the plantitself is
not asignificant sourceof EMFs in the neighborhood.
In addition, EMF readingsunder power lineson Holly
Street would remain approximately the sameevenif
the power plant wereshut down. 1n 1993 the City
took magnetic readingsunder the power linesin the
neighborhood around the Holly plant and found that
they weresimilar to magneticfields measured under
other power linesthroughout Austin. Whilethereis
considerableambiguity in the scientificliterature
about thelink between adversehealth effects and
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exposureto electricand magnetic fields, removing the
plant would not significantly reducethe magnetic
fieldsin the neighborhood unless the power lines aso
wereremoved or de-energized. Since 1993 the City
moved one of themajor power lines from Holly Street
to the Town Lake shoreline, which should further
reduce EMF levels in the neighborhood.

Noise

Prior to the sound abatement modifications made by
Austin Energy beginning in 1994, day/night average
noise levels measured near the plant exceeded
acceptable levels, accordingto US Housing and Urban
Development Authority (HUD) guiddines. Although
noise levels near the plant were below thosethat can
causephysiologicchangesor hearinglossin adults,
they were well withinthe rangethan can interferewith
cognitive development in children. Noiselevel
mesasurements at Metz Elementary School, whichis 2
blocksto the northwest of the plant, werein the
unacceptablerange, although the Holly plant was not
the sole source of noise a the school.

From 1994 to 1996, Austin Energy mede severa
sound abatement modificationsto the plant, including
theenclosureof forced draft fans on top of each of the
generator units, enclosureand muffling of
approximately 40 other noise sources, and the
constructionof a 100 foot by 62 foot sound-absorbing
wall onthewest side of Unit No. 4 (whichfacesthe
residential area). Ingenera, these modifications
resulted in 50% noise reductions—as perceived by the
human ear —when the plant was operatingat 220
megawatts(MW). Areaswheresound levelsare
considered unacceptabl eare now confined to the plant
boundaries. When the plant is operating above 400
MW of output, thereremainsa small areaimmediately
surroundingthefacility where noise could reachlevels
considered normally unacceptabl e; however, these
sound levels have not been associated with adverse
health outcomes. In additionto modifications made at
the plant, Austin Energy made sound abatement
modificationsto approximately two-thirdsof the 107
homes and businessesin thisarea
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After the noiseabatement measureswere completed,
the City took noisemeasurementsat Metz Elementary
whilethe plant was operating at 294 MW power
output. Noiselevelsat Metz were below those
associated with adverseeffectson cognitive
development. Since Austin children begin school
during the month of August, one of the peak months
for electrica generation, and since the plant often
operates abovethe 400 MW range during thistime of
theyear, TDH recommended that the City measurethe
noise levelsinsde M etz Elementary school whilethe
plant is operating at the high range of its power
output.

In responseto this recommendation, Austin Energy
took noiselevd measurementsinside portable
classroom4 at Metz Elementary School on August 9,
1999, with the Holly Power Plant units operating at
approximately 496 MW (Unit 1, 73 MW; Unit 2, 90
MW, Unit 3,193 MW, and Unit 4,140 MW). With
theair conditioningunit in the classroom turned off,
the average sound levelsmeasured insidethe
classroomwere 40.7 decibels, whichis below the US
Environmental Protection Agency's noiseguideinefor
indoor environments.

Even though sound abatement measures have reduced
the noise from the plant, nearby residentsare still
concerned about noiselevels.

Polychlorinated Biphenyls (PCBs)

Polychlorinated biphenyls (PCBs) have been detected
in soil and on wall and tubing surfacesat the Holly
plant. However, sinceneighborhood residents are not
in contact with areasinside buildingsat the plant or on
thefacility grounds, PCB exposureisvery unlikely.
Fish taken from Town Lake near theplant in 1985 and
1995 did not indicate PCB contamination.

Groundwater Contamination

Groundwater monitoringdatafor 11 on-site
monitoringwellsindicated that benzene, ethylbenzene,
toluene, and xylenelevelsin thesewells all were below
thelr respectiveminimum detectionlimits (MDLs).
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Measured amounts of total petroleum hydrocarbons
(TPHSs) found in these wellswere very low and were
detected infrequently. Therefore, it isunlikely that
TPHsin the groundwater represent a public health
threat. Sinceresidentsnear the Holly plant areon City
water, human exposureto groundwater isunlikely;
hence groundwater was diminated as a possible
exposure pathway.

Fire and Spill Hazards

TheHolly Street Power Plant storesfuel in above-
ground storagetanks. Over thelast 25 yearsthe
facility has experienced severa fuel oil spillsranging
in sizefrom 50 gallonsin 1992 to as many as 20,000
gdlonsin 1974. In1993,200 gallonsof fuel oil
spilled from an improperly closed section of thefuel

oil transfer piping. The spilled fudl ignited and burned
for approximately 30 minutes, producing a thick black
smokevisiblefor miles.

25

Anexplosonandfire at the plant in 1994 and another
firein 1999 increased residents' safety concerns about
the plant, though none of thesefiresresulted in any
injuriesto nearby residents. Because the fuel storage
tanks are near residencesand play aress, afirein these
areass could be apublic healthhazard. Austin Energy
has taken the following measures to minimizerisk to
the surrounding community:

¢+ Additiond fire suppression equipment for the
plant is being designed.

¢+ Power suppliesto the control systemsfor Units 3
and 4 have been modified to provide separate
redundant backup.

+ A root causeinvestigationof the 1999 fire at the
plant resulted in corrective actionsto assure that
the incident will not occur again.

¢ AustinEnergy recently met for afull day with the
Austin Fire Department (AFD) to discuss
coordination of emergency response.issues. A
recent annua inspection by the AFD found no
major problemsat the Holly plant.

Environmental Epidemiology and Toxicology
Division (512) 458-7269
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Hazardous Substances Emergency Events Surveillance

Under a cooperativeagreement with the
Agency for Toxic Substancesand Disease
Registry (ATSDR), the Texas Department of
Health conductssurveillance of emergency
spillsand air releasesinvolving hazardous
chemicas. Thesechemica eventsare
considered emergencies because they are
uncontrolled, illegal, and in the case of spills,
requireimmediate cleanup. Sourcesfor
information about these eventsincludestate
environmental agencies, locd fire department
hazardous material s units, hospitals, federa
agencies, industry, and other primary
responsible parties. Dataare collected on
emergency eventsthat meet the case
definition of an uncontrolled, illegal, or
threatened release of hazardoussubstancesor
the hazardous by-productsof substances.
Spills or releasesthat meet the case definition are of
morethan 10 poundsor 1 gallon for most chemicals,
spillsor releasesof petroleumfuels and natural gasare

Table I . Most Frequently Spilled or Released

Chemicals

Rank Chemical No. % of Cases
1 Sulfur dioxide 256 11.9
2 Ammonia 116 54
3 Benzene 105 49
4 Butadiene 101 4.7
5 Nitric oxide 87 4.1
6 Sulfuric acid 52 2.4
7 Ethylene 39 1.8
8 Sodium hydroxide 34 1.6
9 Hydrogen sulfide 33 15
9 Oxides of nitrogen 33 15
0 Propylene 32 15

Total 888 41.3

not included. Information obtai ned about these

releases is recorded on standardized data collection

forms. Someof theinformationcollectedincludedate,
time and location of event, substance
released, types of injuries, evacuations,

Figure 1. Hazardous Substances Emergency Events by and emergency decontaminations,

County

No. of Events
[ ] <10

10 - 99
100 - 499

B -0
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In 1993, thefirst year of datacollection,
the 1,260 reported rel easesthat met the
casedefinition wereinvestigated. In
1999, 2,711 reported hazardous
substances emergency eventsmet the
case definition. Theincressein the
number of reported spill events from
1993 to present can be attributed to more
reporting sources and increased
efficiency in the datacollection. Of the
2,711 eventsreportedin 1999, 2,351
occurredin fixed facilities, and 360 were
transportation-relatedevents. Figurel
shows thedistribution of these events by
county. Asin previousyears, the
majority of releasesoccurred along the
Texas Gulf Coast.



Epidemiology in Texas

1999

Figure 2. Events Involving Injury by Day of Week
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injuries occurred on Wednesdays. Figure3
showsinjury-relatedevents by hour.

A total of 348 personswereinjured during
—No. of Events emergency eventsin 1999. Injuries
==No. of People occurred in 5% of the transportation-related
eventsand 1% of the fixed-facility events.
The 1999 data show that 88% of the
injured wereemployees, 7% were the
genera public, and 5% were emergency
responders. Over three quarters (81.9%) of
thoseinjured were males. Themedian age
of thoseinjured was 34, with arangeof less
than 1to 61 years. Amongthe 348 persons
injured, 20 (6%) were brought to a hospital

and admitted; 2 died. Approximately 6%

0 | ™
Sun Mon Tue Wed Thu

n=50 events involving 348 people

Therewere 2,801 individual chemicas, multiple
chemicds,. or chemica mixturesreleasedin 2,711
events. Almost 99% of releasesfrom both fixed-
facility and transportationeventsinvolved only 1

Fri Sat of thoseinjuredin fixed-facility eventsand
8% of thoseinjured in transportation-
related events were admittedto hospitals.
Fifty-fivepeople categorized as

"employees,"" 20 people categorized as ™ genera
public,” and 11 people categorized as''responders™
were brought to ahospital but not admitted. Table?2
showsthe types of injuries sustainedin both fixed-

chemicd or asinglemixtureof multiple chemicals. facility and transportation events. Overall, respiratory

Table 1 presents the 10 most frequently spilled or
released chemicalsthat werenot part of
mixtures or multiplechemica events; these
chemicaswereinvolved in approximately
40% of singlechemical events. Sulfur
dioxidereleases accounted for nearly 12%
of singlechemical eventsfromfixed
facilities.

The frequency of hazardous substances
releasesvaried by timeof day, day of week,
andtimeof year. Of the2,711 events,
approximately 63% occurred between 6:00
AM and 6:00 pM. Eventsoccurredless
frequently on the weekend. The number of
eventswas lowest October through
December (654) and highest July through
September (707). Figure2 showsevents
involvinginjuries by day of week; there
were 50 such eventsinvolving 348 people.
During 1999, the largest number of events
involvinginjury and the largest number of

irritation was the most commoninjury reported. Other

Figure 3. Events Involving Injury by Hour of Day
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injuries or symptoms commonly reported included
dizzinessor other central nervous system problems,
eyeirritation, and headache. One hundred and forty-
one (43%) of thoseinjured sustained their injuries
during asingleevent involvingtherelease of amix of
dichlorobenzene and phosgene. In acute exposures,
dichlorobenzene would affect the skin and sensitive
tissues like the eyes and nasal membranes. Phosgene,
even at lower exposurelevels, may cause strong
irritationto theskin, eyes, respiratory tract, and other
mucous membranes. With higher exposure, phosgene
may produceinjury to the respiratory syssemwith life-
threatening consequences. In combination with
phosgene, dichlorobenzene would likely increasethe
irritational and respiratory effectson exposed persons.
Therest of theinjuries were associated with exposure
to awide of variety of chemicals.

Evacuation occurredin 103 (3.8%) of the2,711
reportedevents. There were more evacuations ordered

for fixed-facility events (85) than for transportation
events (18). The estiinated number of personswho
left their homes, schools, or placesof businessranged
from 1 to 5,000 per event, with atotal of morethan
17,853 personsevacuated. Ammonia or anhydrous
ammoniarel eases accounted for approximately 20
(19.4%) eventswith ordered evacuations, the highest
proportionfor any chemica release. An estimated
3,760 peoplewere evacuated as aresult of releases of
ammonia.

In Texas, emergency chemical eventsaremost likely
to occur in the Gulf Coast countiesand &t fixed
facilities. Although sulfur dioxideisthemost
frequently reported chemical released, themost acute
injuriesoccurred during asinglereleaseof amix of
dichlorobenzeneand phosgene.

Theinformation obtained from the hazardous
substances emergency events surveillancesystem can

Table 2. Distribution of Injuries by Type of Event

Type of Event

Fixed Facility Transportation All Events

No. of No. of No. of
Type of Injuries Injuries % Injuries % Injuries %
Chemical burns 3 0.6 2 7.7 5 1.0
Dizziness or other CNS' 70 14.2 0 0 70 135
Eye irritation 47 9.6 1 3.8 48 9.3
Headache 47 96 1 3.8 48 9.3
Heat Stress 1 2 2 7.7 3 6
Nausea/Vomiting 12 2.4 0] .0 12 2.3
Respiratory irritation 291 59.1 8 30.8 299 57.7
Skin irritation 4 8 0 .0 4 8
Thermal burns 4 8 1 3.8 5 1.0
Trauma 2 4 10 385 12 2.3
Heat problems 1 2 0 .0 1 2
Shortness of breath 2 4 0] .0 2 4
Other 8 1.6 1 3.8 9 1.7
Total 492 26 518

The number of injuriesis greater than the number of victims, since a victim can have more than 1 injury.

tCentral nervous system symptoms or signs
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help identify risk factorsrelated to these events and
the associated morbidity and mortality. When risk
factors areidentified, interventionscan beinstitutedto
reduce futuremjuries or desths. This information can
beuseful in devel oping education programsfor
manufacturers and transportersof hazardous
substances aswell asfor locd emergency planning
committees, first responders, firefighters, hazardous
material sunit, and medica personnel.

Environmental Epidemiology and Toxicology
Divison (512) 458-7269
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Hepatitis A

HepatitisA isone of the most commonly
reportedinfectiousdiseases in Texas. The
virusistransmitted by thefecal-oral route,
through close persona contact, or by
ingestion of contaminated food or water.
Theincubation periodis usually 30 days,
with arangeof 15 to 50 days. Symptoms
includefever, malaise, anorexia, nausea, ahd
abdominal discomfort followed in afew days
by jaundice. HepatitisA is believed to be
significantly underreportedin Texas because
many young children have asymptomeatic
infections, and diagnosisis often clinica
rather than laboratory-confirmed. Texas
Department of Health (TDH) accepts only
anti-HAV-1gM positivereports as definitive
cases. Twovaccinesarecurrently in useto
prevent hepatitis A infection. Thevaccines
areavailablein a2-doseseries, withthe
booster followingin 6 months, and can be
used in personsover theageof 2 years. In August
1999, alaw was passed requiring al day care
attendees and school-aged childrenwho livein the 32
Texas counties within 100 kilometers of the Texas-
Mexico border to receivethe 2-dose hepatitisA
vaccine by August 2000. Eventhough thislaw was
not yet in effect in 1999, statewidehepatitisA
incidenceratesfell substantially.

In 1999 therewere 2,516 casesof hepatitisA reported
from 154 Texas counties. ThehepatitisA incidence
rate fell from 18 per 100,000 populationin 1998 to
12.6 per 100,000 population (a 30% decrease) in
1999. Incidenceratesin Public HedthRegions1, 4,
5,6, and 10fell 68%, 46%, 76%, 61%, and 72%
respectively; Regions 3, 8, 9 and 11 had dlight rate
reductions. Only Regions2 and 7 increased their
incidenceratesin 1999 (Figure1).

While no significant clusters could be found in Region
7, Region 2 did have arestaurant-associ ated outbreak
in Eastland County.

Cases per 100,000
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Figure 1. Hepatitis A Rates by Public Health Region,
1998 and 1999

Statewide, 4 persons (including 2 elderly patientsfrom
theEastland County outbreak) died of their hepatitisA
infectionsin 1999, for acase-fatality rate of 0.2%.

Although the highest number of hepatitisA cases
reported in 1999 occurred in ethnic Hispanics (1,185
or 47%), incidenceratesfor thegroup fell from 21 per
100,000 populationin 1998 to 19.6 per 100,000 (a
reductionof 7%). Incidenceratesfor Whitesfell 38%
from 8 per 100,000 in 1998 to 5 per 100,000 in 1999,
whileratesfor African Americansfell 71% from 7 per
100,000 to 2 per 100,000.

HepatitisA incidenceratesfell amongalmost dl age
groupsin 1999 (Figure2). Ratesare usudly highest
among school-aged children (5- to 9-year-olds); in
1999 the incidence among children aged 5 to 9 fell
41%from 49.8 per 100,000 populationin 1998to
29.5. Only theincidencerates among 30- to 39-year-
oldsincreaseddightly (16%) in 1999.
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Figure 2. Hepatitis A Rates, by Race/Ethnicity and Age

Texas
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Severd restaurant-associated outbreaks of hepatitis A
occurredin North Texasin 1999. Themost
significant of these was noted on April 23 in Eastland
County by staff fiom Region2/3. Most of the early
caseswerein adults 20 to 39 yearsof age; howeverin
July, 3more cases wereidentified in alocal day care
center. Immuneglobulin (IG)
was provided to theday care
attendeesand staff. Alsoin
July, employeesfrom 2 local
restaurantswerefoundto be
infected. TDH issued press

Outbreak-AssociatedCases

rel easesrecommending that 10
patrons who had eaten at

Restaurant A between July 21 8
and 25, or Restaurant B on July

25 or 26, obtain |G from their 6

physicians. Becausecases
continuedto occur, in August
900 doses of 1G were provided
for Eastland County residents
who were WIC/Medicaid 2
digible. By early September,a

total of 70 outbreak-associated 0 =
cases had been reported from

Eastland, Comanche, and Palo

Pinto counties. Figure3

illustratesthe epidemiccurve

12341234,
Apr May
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for the Eastland County outbreak. No
further outbreak-associated caseswere
reported after September 2.

Althoughroutine hepatitisA
immunizationsfor childrenaong the
Texas-Mexicoborder will not berequired
until August 2000, an analysisof hepatitis
A incidenceamong children aged 5 yearsor
younger showed that theratein August
1999 had already fallen 37% fiom the rate
in August 1998. Thiscould be areporting
‘atifact, or areflectionof seemingly
significantincidencerate reductionsin
sparsely popul ated areas where adifference
of 1 or 2 cases can dramatically affect rates.
Alternatively, it may reflect voluntary
immunization of the targeted age-groupin
thesecounties. TDH will carefully monitor

disesseratesin these countiesto determinehow
hepatitisA incidencerates in the border area are
affected by this new law in the comingyears.

I nfectious Disease Epidemiology and
Surveillance Division (512) 458-7676

Figure 3. Eastland County Hepatitis A Outbreak Epi-curve
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Hepatitis B

Hepatitis B virus (HBV) isaDNA virus of the
hepadnaviridae family of virusesand isknown to
cause acute and chronic hepatitis. HBV isthe most
common cause of chronic viremia known, with an
estimated 200 to 300 millionchronic carriers
worldwide. HepatitisB became avaccine-preventable
diseasein 1981 whenthefirst hepatitis B vaccine was
licensed for usein the United States. Thediseasehas,
however, been reportablein Texassince 1971. Until
latein 1998, statewidesurveillance of hepatitis B was
conducted by the Texas Department of Health (TDH)
Infectious Disease Epidemiology and Surveillance
(IDEAS) Division. Thetransition of hepatitis B
surveillanceresponsibilitiesto the Immunization
Divisonwasfully implementedin January 1999, and
surveillanceactivitiesnow focus on preventing
hepatitis B infection, including perinatal transmission.

Hepatitis B is spread through contact with infected

blood, seminal fluid, or vagina secretions.

Transmission can occur through sexual contact with

an HBV carrier, percutaneous exposureto
contaminatedneedles, or tattoo or body
piercingwith contaminated instruments.
Perinatal transmission occurswhen an infant
isexposed to infectiousmaternal blood
during birth. Additionally, 1in every 4
personsinfected with HBV has no identified
risk for thisdisease.' The severity of the
disease ranges from asymptometicinfection
to fulminant hepatitis. Therisk of chronic
HBYV infection variesinversely with age at
infection: 6% to 10% of acute HBV
infectionsamong adultsresult in chronic
infection; whereas 70% to 90% of infected
newbornsif not treated with hepatitisB
immuneglobulin (HBIG) and hepatitisB
vaccine at birth, becomelife-longcarriersof
HBV and areat risk for chronicliver disease
or primary hepatocel lular carcinomalater in
life.

African Americani:

A total of 864 casesof hepatitis B werereportedto
TDH from 83 countiesin 1999. This number
represents a56% decrease from the 1,960 cases
reported in 1998. However, this may not reflect atrue
decreasein morbidity but rather adifferent
surveillance methodol ogy betweenthe IDEAS ad
Immunizationdivisions. Threedesthswerereported
in 1999 for an overall casefatality rate of 0.01%
compared to 2 deathsin 1998. Maes had ahigher
incidence(4.6/100,000) than did females
(3.91100,000). Among ethnic/racial groups, African
Americans had the highest incidencerate
(3.5/100,000). Thedistributionof hepatitis B cases
by agegroupsisshownin Figure1l. Overdl, the
highest rates of hepatitis B were reported among
persons between the ages of 20 and 40 years, with
persons aged 20 through 29 years having the highest
rate(7.4/100,000). Whenrates arelooked at within
race/ethnicity groups, they differ sgnificantly. The
rate among Whitesis 3.8/100,000, and therate among
African Americansis7.5/100,000. However anong

Figure 1. Reported Cases of Hepatitis B by Sex, Race/
Ethnicity, and Age
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Hispanics, incidencerates were higher for persons
ages 30 through 39 years (4.2/100,000) than for
persons ages 20 through 29 years'(2.81100,000
Hispanics).

Althoughthere was a dramatic decreasein acute
hepatitisB casesfrom 1998to 1999, there has not
been aconsistent trend in the overall incidenceof
hepatitisB in Texas. A report by the Centersfor
Disease Control and Prevention (CDC) given at the
10™ Symposium on Viral Hepatitis and Liver Disease
indicatesthat the number of new cases of acute HBV
Infectionin the United States diagnosed annudly has
decreased over the past decade. Researchersreported
that the number of cases of hepatitis B fell 91.7%
among injectiondrug users, 85.7% among homosexual
men, and 44.1% among peoplehaving high-risk
heterosexual sex. Thisreport suggested that the
declinein new cases could possibly be dueto
increased vaccinationefforts and safe-sex awareness.
The TDH ImmunizationDivisonwill continueto
monitor the number of hepatitisB cases reported to
determine the possibleimpact of hepatitisB
vaccination programsin Texas. '

Perinatal Hepatitis B

In 1984, the Advisory Committee on Immunization
Practices (ACIP), in consultation with the American
College of Obstetrics and Gynecology and the
American Academy of Pediatrics, recommendedthat
high-risk pregnant women should be tested for
hepatitis B surface antigen (HBsAg) early in each
pregnancy. This recommendationexpanded in 1988
toinclude prenatal testing for al pregnant women,
regardlessof risk. Legidationwhichwent into effect
on September 1, 1999, requiresthat pregnant women
in Texas be screened for hepatitis B virus (HBV)
infectionat their first prenatal examinationand at
delivery. Thislegidation appliesto the physician or
other person who attends a pregnant woman during
gestation or at delivery of her infant. On February 25,
2000, the Texas Board of Hedlth adopted rules
implementingthislegislation.
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Children of HBV-infected mothers are at high risk of
becoming infected with HBV perinatally or through
person-to-persontransmissionduringthefirst S years
of their lives. Hepatitis B infection can be easily
identified, and transmission to infants during birth can
be prevented. Immunotherapy providedto infants of
HBV-infected mothers will prevent 97% of
subsequent infections. The risk of HBV transmission
during pregnancy varies depending on when the
maternal infectionis acquired. If HBV is acquired
during thefirst or secondtrimester, the risk of
transmission to the neonateis low (3%). If awoman
has acute HBV during the third trimester, therisk to
thefetusincreasesto 78%.2

The frequency of HBV infection and patterns of
transmissionvary among peoplethroughout the world.
HBV infectionishighly endemicin China, Southeast

Asia, eastern Europe, the Central Asian Republics,
most of the Middle East, Africa, the Amazon Basin,
some Carribean Idands, and the Pacific Islands. HBV
duringthe first 5 yearsof life occurs oftenin
populationswhere HBV infectionis endemic. Each
year, approximately 150,000 infantsare borninthe
United States who have immigrated fiom areaswhere
HBV infectionisendemic.* Texas perinatal program
datashow that over 43% of identified HBsAg-positive
pregnant women who receive servicesfiom county and
local health departmentsare of Southeast Asian
descent. HBsAg-positive pregnant women receiving
perinatal program servicesin Dallas County are born
in over 55 different countries.

CDC uses prevalencedataon HBV diseasefiom the
National Health and Nuitritional Examination Survey
(NHANES) to cd culatethe estimated numbers of
birthsto HBsAg-positive women in each state. In
1997, stateswith the highest expected number of
birthsto HBsAg-positive pregnant women were
California, New York, and Texas. TheNHANES
estimatewas appliedto 1997 Texas birth data to
identify the number of birthsin each county, by race,
that might be expected to occur to HBsAg-positive
women. According to NHANES datafor 1997, an
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Table 1. Estimated Number of Infants Born to HBsAg-Positive Women

Race
County White  African Hispanic  Asian Pacific Islander- Asian Pacific Other Total
American US born Islander-foreign Expected
born Births*
Harris 21 56 23 2 239 0 342
Dallas 15 38 14 1 142 1 210
Tarrant 14 16 5 1 83 0 119
Travis 6 6 4 1 45 0 62
Bexar 7 7 13 1 29 0 57
Collin 6 1 1 0 40 0 49
Fort Bend 2 4 1 0 36 0 43
Denton 5 2 1 0 16 0 24
El Paso 2 1 11 0 8 0 23
Jefferson 2 6 0 0 12 0 21
Bell 3 6 1 1 10 0 20
State Totals 152 193 132 9 774 6 1265
*Row totalsdo not add up dueto rounding
estimated 1,265 birthsto HBsAg-positive women in References.

Texas. Thesebirthswere expected to occur anong
ethnic/racial groups asfollows: Whites (152), African
Americans (193), Hispanics (132), Asian/Pacific
Islanders--US born (9), and Asian/Pacific |danders--
foreignborn (774). CDCfunds5 sitesin Texasto
provideperinatal preventionservices. Thesesitesare
the county projects of Harris, Tarrant, and Dallas and
the city projectsof Houston and San Antonio. In
1997, however, these perinatal programsin Texas
identified 554 birthsto HBsAg-positive women. Table
1 reportshby racethe 11 countieswith the largest
estimated number of infantsborn to HBsAg-positive
womenin 1997.

Throughincreased surveillanceeffortsand
collaborationwith local health departments, the TDH
perinatal program expectsthat the number of HBsAg-
positivepregnant women identified in Texaswill
approach the NHANES estimates. When

Immuni zationservices are provided to affected
newbornsin atimely manner, the chain of perinatal
transmission will be broken.
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Hepatitis C

One of several bloodborne pathogens causing hepdtitis,
the hepatitis C virus (HCV) isthe most common cause
of chronicliver diseaseinthe US. The Centersfor
Disease Control and Prevention (CDC) estimates that
approximately 3.8 million (1.8%) Americanshave been
infected. Of those, 2.7 million (1.2%) are estimatedto
have persistent infections. The actua number of
individuasinfectedin Texasis unknown. However,
359 cases of acuteHCV werereportedto the Texas
Department of Health (TDH) in 1999. Thisincidence,
which appearsto be a 22% decreasein reported

cases from the 1998 total of 462, may be dueto
underreporting and not areflection of decreasing
incidence. Aswith other typesof vird hepatitis, only
acute hepatitis C is reportablein Texas, and many acute
casesmay be missed becausethey fall outside of the
reportingcriteria.or go unrecognized.

Acutehepatitis Cisdistinguished from chronic by the
following criteria

¢ presenceof anti-HCV antibodiesand a discrete
, onset of symptoms
+ presenceof anti-HCV and liver function tests

that areelevated 2.5 or moretimes the upper
limits of normal

+ presenced anti-HCV and laboratory
documentation of conversionfrom a negative
to apositivetest for anti-HCV withina 12-
month period

Althoughthesecriteriaappear clear cut, there are many
challenges affectingaccuratereporting. Laboratory
testsfor hepatitis C do not distingui shamong acute,
chronic, or pastinfections. In addition; because an

Table I - Incidence and Demographics of Acute Hepatitis C, 1998 and 1999

1998 1999

Counties Reporting 89 90
Incidence Rate* Statewide 24 1.8
Incidence Rate* by Race/Ethnicity*

White 1.2 1.1

Hispanic 2.0 1.7

African American 20 1.0
Incidence Rate* by Sex

Male 29 2

Female 1.7 1.1
Incidence Rate* by Age Group (years)

<20 0.3 0.5

20-29 21 13

30-39 4.4 32

40-49 5.3 56

50-59 21 23

60+ 1.4 1.7

Case Total 462 359

* Cases per 100,000

*Race/Ethnicity Data was missing from over half o the 1999 reports
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Table 2. Positive HCV Test Results: Texas Last Quarter 1999

Geographic Distribution

PHR Males Females Unk Total
Position %
1 150 49 4 203 4.0
2 129 70 2 201 4.0
3 1,018 701 90 1,809 359
4 217 99 4 320 6.4
5 40 35 8 83 1.7
6 282 199 2 483 9.6
7 387 271 41 699 139
8 331 238 9 578 115
9 110 66 4 180 36
10 186 82 18 286 57
11 107 58 27 192 3.8
2,957 1,868 - 209 5.034 100

172 records without location

Age Distribution

Table 3. HCV Prevalence: Texas Last Quarter 1999

Geoaraphic Distribution

PHR Males Females Unk Total %
Position

1 132 25 2 159 4.2
2 111 27 1 139 3.7
3 873 601 64 1,538 40.6
4 203 68 4 275 7.3
5 31 23 4 56 15
6 79 53 2 134 35
7 387 271 41 699 184
8 243 152 5 400 10.5
9 67 28 0 95 25
10 89 32 6 127 34
11 104 54 11 169 45
2,319 1,334 140 3,793 100
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Agein Males Females Unk Total %
Years

<1 18 10 1 29 05
11010 9 5 2 16 0.3
11 to 19 41 35 1 77 15
20 to 29 188 153 17 358 6.9
30to 39 744 462 48 1,254 241
40t0 49 1,346 647 50 2,043 39.2
50 to 59 414 250 5 669 12.3
60 to 69 156 133 11 300 5.8
70t0 79 72 76 7 155 3.0
80 to 89 25 30 2 57 141
90 to 99 6 3 3 12 0.2
100+ 0 1 1 2 .04
Unk 110 64 60 234 45

3,129 1,869 208 5,206 100
Age Distribution

Agein Males Females Unk Total %
Years

<1 12 7 1 20 05
1to0 10 8 2 2 12 03
11to 19 37 21 1 50 186
20 to 29 158 105 12 275 7.3
30to 39 545 354 16 915 241
40to 49 1013 501 27 1541 406
50 to 59 303 157 5 465 123
60 to 69 101 73 7 181 48 -
70to 79 35 53 2 90 24
80 to 89 15 22 2 39 1.0
90 to 99 6 3 0 9 02
100+ 0 1 0 1 .03
Unk 95 36 55 186 4.9

2,328 1,335 130 3,793 100
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estimated 60% to 70% of personswho contract the
virus have no distinct symptoms, the infection may
0o undiagnosed for many years.

Table 1 comparestheincidence of acute hepatitis C
in 1998 and 1999 by race/ethnicity, sex, and age.
Thestatewideratefor acute hepatitis C for 1999 of
1.8 cases per 100,000 popul ation decreased from 2.4
casesper 100,000 in 1998. Maeshad ahigher rate
of hepatitis C (2.3/100,000) than did females
(1.1/100,000). Among ethnic/racial groups,
Hispanics had the highest rate (1.7/100,000), with
Whites (1.11100,000) and African Americans
(2.01100,000) differing only dlightly. However, data
on race/ethnicity areincomplete; many recordsfail to
record these data or record them as unknown.

Similarto theratefor 1998, thehighest 1999 rates
among age groupswerefound for persons 30 to 49
yearsof age. Thereappearsto be ashift inincidence
rates across the ages 20 to 60+ Thisshift may
reflect a cohort effect, whereby the groups of persons
a highest risk of contractinghepatitisC, such as
persons who have ever injected street drugs, may be
an aging population. Other at-risk groups for
hepatitisC that may beincludedin this aging

popul ation include persons who have received blood
or organ transplantsfrom an infected donor before
1992, when accurate HCV screening was instituted.
Peoplewho are also at risk arethose on long-term
kidney dialysistreatment and persons with accidental
injuries from percutaneousexposuresto needlesor
other sharp instruments contaminated with blood
from an infected person. Although HCV is primarily
transmittedthrough blood exposures, sexual
transmissionas well as perinatal transmission can
occur.

Incidencerates by PHR ranged from 0.4 cases per
100,000 for PHR 6 to 11.7 cases per 100,000 for
PHR 1. Most (50) of the casesreported from Hale
County (PHR 1) werein inmates at Plainview Prison.

To better understand the infected populationin the
state of Texas, TDH examined al positivetest results
(acute and chronic) reportedfor the last quarter of
1999. Over 5,000 positivereports were submittedto
TDH during the 3-month period. Datawas analyzed
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by person (age, race, sex) and place (city, county,
PHR). Table2 presentsasummary of thosedata

TDH received 5,206 positive HCV reports from
October 1 to December 31, 1999. Only 168 (3.2%)
of the 5,206 recordswith a positivelaboratorytest in
thelast quarter were from persons classified as
having acute hepatitisC. Theother 5,038 persons
were consdered to have chronic hepatitisC. The
public health region was not reported on 172 records.

Morethan onethird (39.2%) of personswere 40 to
49 and another 24.1% were 30 to 39 years of age.
Men represented 60% of the total number of reports;
women, 36%. Gender was reported unknown on 4%.
The mgjority of reports(59.3%) came from 3 PHRs:
3,7,and 8.

Denominator dataon total HCV tests performed were
availableon 3,793 patients screened for HEV by
their physicians. This gives aHCV prevalenceof
12.9%for thelast quarter in 1999. Thesedata are
shownin Table 3 and represent a subset of the total
5,206 positivesdetailedin Table 2. Theoverall
distributionswere unchanged.

Because most (85%) patientswith HCV have chronic
disease, and becausemany (65-75%) acuteinfections
are asymptomaticand thereforeunrecognized, it is
desirableto expand the reporting criteriato include
all newly diagnosed (acute and chronic) cases of
HCV. Thisruleamendment will be presented to the
Board of Hedlthfor considerationin Fiscal Y ear
2000. Such expanded reporting will help identify
those cases which haveunknown histories as well as
thosewith an atypical disease course. In additionto
wideningthereporting criteria, TDH isinitiatinga
seriesof seroprevalencestudiesto determinethe
prevaenceof HCV inthestate. A registry of dl
HCV casesin thestate of Texasis currently being
established. Datawill be used to establishHCV
testing and counseling centers throughout Texasin
Fall 2000 and to determinefuture resource needs.

I nfectious Disease Epidemiology and Surveillance
Division (512) 458-7676
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HIV/AIDS

The Human Immunodeficiency Virus(HIV) isa
human retrovirusthat infects and dowly depletesa
subgroup of white blood cells called helper T-
lymphocytesor CD4+ T lymphocytes. Thesewhite
blood cdlls arecritical to maintaining an effective
immuneresponse. Worldwide, the prevalence of HIV
is estimated to be higher than ever, with over 42
million children and adultsinfected, primarily in sub-
Saharan Africaandin other developing countries.
TheWorld Health Organization and the Joint United
Nations Programmeon HIV/AIDS (UNAIDS)
estimatethat 16,000 children and adults are newly
infected each day. No complete count of new HIV
infectionsis availablefor the United States, butiitis
estimated that 35,000 to 40,000 new infectionsoccur
each year. Half areamongindividualsunder the age
of 25.

HIV Transmission

HIV can betransmitted by blood or bodily fluids.
Somegroups are at higher risk of contractingHIV:
youthsfrom 13 through 24 years of age, African
Americans, men who have sex with men (MSM),
injecting drug users (IDU) and their partners, and
heterosexualswho have multiplepartners. HIV risk
iselevatedif either sexud partner has ahistory of
sexually transmitted diseases (STDs). Transmission
of HIV can be prevented, in part, by abstaining
from high-risk sex (including unprotectedoral sex’).
Safer sex can be practiced by participatingin a
monogamous relationship. Latex condom use (with
water-based lubricant only) increasesthe safety of
sexual intercourseand preventstransmission of HIV
and most STDs dthough transmissionof certain
sexually transmitted diseases (ie, genital warts,
herpes, scabies) can still occur. Studieshave
demonstrated a higher rate of transmissionof

HIV with MSM practicing unprotected anal
intercoursewhen compared with heterosexual vaginal
intercourse. Officialswith the Centersfor Disease
Control and Prevention (CDC) emphasizethat a
much higher prevalence of HIV coinfection exists
among persons with any STD than amongthose
without STDs or ahistory of STDs. HIV

transmission i Senhanced when other sexually
transmitted diseases, (ie, syphilis, gonorrhea, herpes,
chlamydia) are present.

Additionally, transmissionof HIV can be prevented
by avoidinginjection of street (illicit) drugs.
Intravenousdrug-using popul ations (IDUs) often
share needles, cookers, and cottonfilterswhich are
contaminated with blood, thus dlowing transmission
of HIV. Thesexua partners of IDU’s and bisexual
men are alsoat increasedrisk of infectionwith HIV.

Alcohol or drug use (such as crack cocaine) oftenis
associated with riskier sexua practices. Former
Surgeon Generd Antonia Novello statedin anews
conferencethat, "' For teens, alcohol useisthe best
predictor for early sexual activity and failureto use
contraception. Alcohol use, morethan any other
singlefactor,isresponsiblefor more pregnancies,
sexudly transmitted diseases, and more HIV

infections™.?

Table I . AIDS Cases Reported by
Sex and Race*
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Cases per

Sex/Race Cases  %** 100,000
Males 23.6
White 958 41 17.7
African American 772 33 70.4
Hispanic 592 25 19.2
All Others 14 <1 ---
Females 52
White 132 25 2.3
African American 286 54 24.1
Hispanic 107 20 3.6
All Others 4 <1 —
Total Cases 2,865 14.3

* The category All Others includes any racial/ethnic group not
listed as well as those cases not specifying race. Therefore, a
rate is not calculated.

*Percentages may not total 100% due to rounding.
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Monitoring the Course of HIV

In recent years, medical researchershave developed
teststhat quantify the level of HIV viruscirculating
in the bloodstream. Thesetestsarereferredto as
vira load or plasmaHIV (RNA) tests. Viral load
tests area sensitivemeasure of the HIV nucleic acid
in the peripheral blood and other body systems. The
level of viral nucleic acid has clinical significance:
patientswith greater than 100,000 HIV RNA
copies/mL (plasmalevel) within 6 months of
seroconverson are 10 times morelikely to havetheir
infection progressto AIDS during the next 5 years
than do thosewho havefewer than 100,000
copies/mL in thefirst 6 months.®> Thevira load
testing is generally performedto evaluate newly
diagnosed disease, to monitor diseasestatus, to
establishabasdlinevalueprior to antiretroviral
treatment, and to monitor health status during
treatment.’ Viral load testingis also used to
diagnoseearly (acute) HIV infectionprior to
antibody production.’

New for Year 2000

In January 2000 the Texas L
Department of Health began Ethnicity
mandatory Viral Load reportingfor

HIV and AIDS cases. This occurred

becausethe CDC updated the Other
survelllance case definitionfor HIV 1.3%

in December 1999, toincludea
detectableviral load as an
independent criteriafor HIV
infection. TheHIV reportinglaw in
Texas usesthe CDC HIV case
definition. Texasimplementedthe
reportingof vira load resultson
January 1,2000, and these data, in
conjunctionwith the new HIV (not

Hispanic
18.8%

HIV Reporting

The Acquired Immunodeficiency Syndrome (AIDS)
isthelate-stage sequelae of HIV infection and
reflectsinfectionsoccurringyears earlier (generaly
greater than 10 years). For health professionalsto
follow the current trend of adisease and develop
preventionstrategies, prompt identification and
reporting of new infectionis essential. For this
reason, the Texas Board of Health approvedrevising
thereporting rules to require reporting of HIV
infectionsby name. The named HIV reporting
systemwasimplemented in January 1999. A total of
2,873 HIV (not AIDS) cases werereported in 1999;
these data capture only those cases newly diagnosed
sinceJanuary 1, 1999, not previous positivesfor
HIV. Nor dotheseHIV datainclude anonymous
tests, unlessthe individual was subsequently tested
by name. Additiondly, these HIV cases are strictly
HIV infectionsthat have not been diagnosed as
AIDS. If anHIV caseis subsequently reported as
AIDS withintheyear, it will be counted as an AIDS
caseonly. Of these2,873 incident cases, 1,986, or

Figure 1. Reported HIV and AIDS Cases by Race/

HIV

AIDS

White . .
32.7% Hispanic

24.4%

White
38.0%

Other
0.6%

African'American

AIDS) reportswill eventually African'American !
provide prevalencedataon HIV 47.3% 36.9%
casesinthe State of Texas (al

n=2,873 n=2,865

existing cases).
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69% were males and 31% werefemae. Thehighest
number of cases were reported fiom the African
American racial/ethnic group (47.3%), followed by
the White, non-Hispanic(32.7%), and the Hispanic
(18.8%) (Figurel). African Americanwomen
represented 61% of the cases amongfemalesfor
1999. SincetheHIV datarepresent more recent
infections, the difference betweenthe AIDS
ethnic/racial breakdown and the HIV ethniclracia
breakdown (Figure 1) demonstratesthe segmentsof
the populationwherenew HIV cases are occurring
most rapidly.

AIDS caserates have been falling the past several
years. However, surveillancereports obtainedyears.
However, surveillancereports obtained January 1994
through June 1997 from 26 stateswith integrated
HIV and AIDS survelllancesystemsindicatethat the
incidence of new HIV infectionsappearsto befairly
stable (seebelow). These surveillance reports
accentuatethe need for preventive outreachfor
minoritiesand youths aged 13 to 24 inwhom alarge
portion of the new HIV casesareoccurring. More
current informationis needed to ascertainareas and
popul ationsof increased incidencewithin Texas.
Accurate, prompt HIV reportingwill additionaly
enablepreventiveand treatment effortsto be directed
more effectively.

AIDS

AIDSisaspecific group of diseases or conditions
that result fiom severeimmunosuppressioncaused by
infectionwith HIV. Late-stagepresentationof HIV
disease, AIDS, reflects prolonged, severedestruction
of vital immune cellsthat would normally generate an
immune response and provide protectionin the body.
The declinein the number of CD4+ T lymphocyte
cellsisanindicator of HIV diseaseprogressionand
resultsfiom the continuousreplicationof HIV at dl
stages of diseasein the absence of effective
antiretroviral therapy.

The CD4+ T lymphocyte count becamean important
part of the AIDS surveillancecase definitionthat the
CDCrevised in 1993. Thecurrent AIDS case
definitionincludes all HIV-infected personswith
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CD4+ T lymphocyte countsfewer than 200/ulL of
blood or lessthan 14% of total lymphocytes. Before
this change, the case definition relied on aconfirmed
positiveH N antibody test and theidentification of
one of severd indicator diseasesthat commonly occur
among immunocompromised HIV-infected patients.
This changein definition resultedin alarge number
of AIDS cases being reported in 1993 that had not
met the earlier case definition (Figure 2).

1999 Texas AIDS/HIV Statistics

According to the Centersfor Disease Control and
Prevention (CDC), morethan 641,086 casesof AIDS
have been reported in the United States through the
end of 1997. At least 385,000 of these personswith
AIDS (PWAS) have died. By the end of December
1999, Texashad 54,881 PWASsreported sincethe
start of theepidemicintheearly 1980s. At least
28,777 of these PWAs are deceased. Texas ranked
fourth highestin the US, with 2,865 AIDS cases
reportedin 1999. In 1998, AIDSfdll from thefourth
tothefifth leading cause of death among Texasmaes
aged 35 to 44, whileit remained thefourth leading
cause of desth among the 25 to 34 age group for
males. In 1998, HIV infectionranked ninth anong
thetop 10 causes of deathsfor African Americans

Table 2. HIV Cases Reported by Sex
and Race*

Cases per

Sex/Race Cases _ %* 100,000
Males 20.1
White 736 37 13.6
African American 819 41 74.7
Hispanic 404 20 13.1
All Others 27 <1 -
Females 8.8
White 203 23 3.6
African American 540 61 455
Hispanic 135 15 45
All Others 9 <1 -
Total Cases 2,873 14.4

* The category All Others includes any racial/ethnic group not
listed as well as those cases not specifying race. Therefore,a
rate is not calculated.

**Percentages may not total 100% due to rounding.
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(both male and female). HIV/AIDS was  Figure 3. Adult-Adolescent* AIDS Cases Reported by

not ranked in the top 10 causes of death
for other racial/ethnic groupsin Texas.

Mode of Exposure and Sex

Theoverdl ratefor Texasin 1999 was Males Females
14.3 AIDS cases per 100,000 population Unclassified

Blood Hetero- Heterosexual
(Tablel). For Texasmales, the 1999 broducts  20:1% sexual 49.3%

~ AIDSrate, (23.6/100,000), remained 0.5%
much higher thanthe AIDSratefor
femaes(5.2/100,000). The1999 Texas
HIV ratefor maleswas 20.1 cases per

100,000 population, whilethe HIV rate

of 8.8 cases per 100,000 populationfor

females demongtrated theincreasing

read of new infections anong women MSM+IDU
?’?able 2). MSM 8.1% Blood
48.9% Unclassified - N

. = é’i“‘.‘é&]""“ Froaucts

Therateof reported AIDS casesin 1999 0.4%

among Texas African Americans n=2,329 n=523

(46.4/100,000) was more than 4 times . _ _ _ s

higher than the rates for Whites Age 13 or older at time of diagnosis

(9.9/100,000) or Hispanics(11.5/100,000) (Table 1). American male population had the highest rate, 70.4

Although the Texas caseratefor femaleswas 5.2 cases per 100,000, followed by Hispanic males at

AIDS cases per 100,000, the African American 19.2 cases per 100,000 and Whitemales-at 17.7

femaerate was significantly higher: 24.1 cases per cases per 100,000.

100,000. Theratesfor Hispanic and the White

femaeswerelower: 3.6 cases per 100,000 and 2.3 TheHIV data clearly demonstratesthe movement of

cases per 100,000, respectively. The TexasAfrican the epidemicfurther into minority communities. The

Figure 2. AIDS Cases by Year of Report, 1981-1999

No. of Cases
8,000

6,000

4,000
- IlIIII

8186 87 88 89 90 91 92 93* 94 95 96 97 98
Year Reported

"Expanded AIDS surveillance definition implemented.
[54,881 Cumulative Cases Reported Through 12/31/99.]
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7.5%

IDU
13.9%

rate of reported HIV casesin 1999
among African Americansin Texas
(59.5/100,000) was morethan 6 times
higher than'theratesfor Whites
(8.5/100,000) or Hispanics
(8.9/100,000). Althoughthe Texas
caseratefor dl femaleswas 8.8 HIV
cases per 100,000, theratefor African
Americanfemaleswas significantly
higher at 45.5 cases per 100,000
(Table2). Theratesfor Hispanicand
the Whitefemaleswere lower: 4.5
cases per 100,000 and 3.6 cases per
100,000, respectively. TheTexas
African American male populationhad
thehighest HIV rate, 74.7 cases per
100,000, followed by White males at
13.6 cases per 100,000 and Hispanic
maesat 13.1 cases per 100,000.

DU
25.4%
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Although lower than in previousyears, theMSM
exposurecategory constituted closeto half (49%) of
the 1999 AIDS cases among Texasmen (Figure 3).
Additionally, injecting drug use was the most likely
route of transmissionfor 14% of men reported with
AIDS. The combination of male-to-malesex and
IDU constituted 9% of the cases among males, and
the heterosexua route of transmissionwas reported
for 8% of menwith AIDS. Amongwomen, the
exposurecategory "' heterosexual contact™ was
determined for 42% and the use of injectingdrugs
was designated as the mode of exposurefor 25%. A
higher percentage of cases among women (32%) than
men (20%) wereinitially unclassified asto mode of
exposure. For both sexes, the percentageof cases
that remain unclassified will decreaseasthe
investigationsof risk are completed. However, the
CDC definitionof " Heterosexual Contact™ resultsin
heterosexually acquired Infectionsremaining
categorizedas''Not Classified”. Only those
individuals whoserisk for HIV infection comesfi-om
heterosexual sex with aknown HIV infected partner
areclassified as “Heterosexually Acquired”. Those
individual swhoserisky behavior is heterosexual sex
with multiplepartnerswhose HIV statusis unknown
remain“Not Classified".

Figure 4. Adult-Adolescent*HIV Cases by
Mode of Exposure and Sex

Blood Unclasiiﬁed Hetero- Heterosexual
Products 19.7% sexual 42.5%
0.4% 8.6%

IDU
16.4%
MSM ;
43.8% MSM+IDU -
11.1% Unclassified
34.4%

Males (n=1,972)

*Age 13 or older at time o diagnosis

Females (n=868)
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For HIV infections, the MSM exposurecategory
constitutedless than half (44%) of HIV cases among
Texasmen (Figure4). Additionaly, injecting drug
use was the most likely route of transmissionfor 16%
of men reported with HIV. The combination of

MSM sex and IDU constituted 11% of the HIV cases
among males, and the heterosexual route of
transmissionwas reported for 9% of menwith HIV.
Amongwomen, the exposure category “heterosexual
contact' was determinedfor 43% and the use of
injecting drugs was designated as the mode of
exposurefor 22%. Aswith AIDS cases, ahigher
percentaged HIV cases amongwomen (34%) than
men (20%) wereinitially unclassified as to mode of
exposure (Figure 4). Many of theselikely represent
heterosexually acquired cases.

Most AIDS casesin Texas continueto be reported
fi-om metropolitanareas. Thelargest number of
cases reported in 1999 werefrom Houston/Harris
County (680) followed by Dallas (536),
Austin/Travis (247), San Antonio/Bexar (204),
Ft.Worth /Tarrant (134), and El Paso (87)
cities/counties. Rankingthese countiesby rate
changesthe order somewhat. Travis County (Austin)
demonstratedthe highest rate, (38.2/100,000),
followed by Dallas(24.7), Harris(20.8),
and Bexar (15.0) counties. Theratesfor
H Paso and Tarrant Countieswere 11.5
and 8.9 cases per 100,000 population,
respectively. TravisCounty AIDS rates
increasedin 1999 to outpace Harris
County. Additionally, Bexar County
AIDSrates haveincreased dlightly to
outrank El Paso County ratesfor 1999.
The Texas Department of Criminal
DU Justice (TDCJ) reported 8.2% of al 1999
22.4% AIDS cases(236). In1999,141 counties,
(out of the 254 in Texas), reported at
least 1 AIDS case. Although still
centered mainly in the metropolitan areas
of thestate, the HI'V epidemic continues
to spread to more rural areas, requiring
al countiesfacethe chalengesof
providing prevention education, health
care, and services.

Blood
Products

0.7%
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Reportsof HIV casesin Texas are al so pre-
don-inantly from metropolitan areas. These case
reportsmay be skewed, however, Since some areas of
the state were more preparedthan other areas, at the
start of 1999, to begin reportingHIV cases. The
largest number of cases reported in 1999 were from
Houston/Harris County (918) followed by Dallas
(551), San Antonio/Bexar (153), Ft. Worth/Tarrant
(127), Austin/Travis (116), and El Paso (55)
cities/counties. Ranking these countiesby rate
changes the order somewhat. Harris County
demondtrated the highest H N rate, (28.1/100,000),
followed by Ddlas(25.4), Travis(17.9), and Bexar
(11.2) counties. Theratesfor El Paso and Tarrant
Countieswere 7.3 and 8.4 cases per 100,000
population, respectively. In 1999, 110 counties, (of
the 254 in Texas), reported & |east one new HIV
ca=. TDCJreported 13.5% of all 1999 HIV cases

(387).

1999: Where is the AIDS Epidemic
Going From Here?

Since 1997 the United States has been experiencing a
decreasingtrendin AIDS cases: AIDS cases have
decreased by approximately 50%-60% and AIDS
desths have decreased by closeto this amount. The
decrease in cases and desths has generally been
attributed to the use of highly active antiretroviral
therapy (HAART) to suppressviral replication and
thus slow'progressionof diseaseto AIDS.

Although AIDS cases are till declining nationwide,
officialswarned that the antiretroviral agentsmay not
be ableto continuesuppression of HIV for extended
periodsof time. Studies have shown that patients
must rigoroudly adhereto HAART regimens (ie, take
95% of pill doses appropriately) to maintain positive
treatment results. Reportsof resistanceto at least 1
or 2 of the HAART drugs haveincreased among
newly seroconverted patients, and side effectssuch as
lipodystrophy (abnormal fat distribution) and
osteoporosis (bone loss) have been reported and limit
therapy in someindividuals. Other concerns have
arisen aswdl: asthe newsof thesuccessof the
antiretrovira medicationsspread, aloss of concern
over contracting and transmittingthe virusto others
seemed to pervadecertainrisk groups. Officias
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warn that many peopleare still not accessingthe new
medications, and risky behaviors appear to be
resuming, particularly among young gay men.® The
ongoing syphilisoutbreak in HIV infected and
uninfected gay menin Los Angelesgives credenceto
thefears surrounding complacency.’

Consistent with national trends, Texashas
experienced adeclinein AIDS cases fiom 1997
through 1999; however, this report discusses
TexasAIDSin terms of theyear the casewas
reportedto TDH, not the year the person was
diagnosed with AIDS. From 1996 to 1997, the
number of AIDS reportsdecreased by only about
10%.2 Approximately 11% fewer AIDS caseswere
reported in 1998 thanin 1997; a preliminary report
for 1999 demongtrates a 32% decrease in reported
AIDS cases compared with 1998. Becausethey
decreaseviral replication, HAART halts, at least
temporarily, the declineof CD4+ T lymphocyte
countsin peoplewith HIV. Thus, fewer individuals
recelving HAART arelikely to be counted as AIDS
patientsin the near future. Other preventive
measures have also contributedto adeclinein AIDS
morbidity: improved preventiveeducation
(abstinence, risk assessment, and sexually
transmitted diseasetraining) and ashift in treatment
guiddinesfrom treatment of symptomaticpatientsto
early treatment of asymptomatic HIV-positive
individuals. Theseadvanceshaveincreasedthe
importance of motivating personsat risk toseek H N
testing and access appropriatetreatment in atimely
fashion.

AIDS deathsin Texasdeclined 45% during thefirst 6
months of 1997 compared with the first 6 months of
1996. Thisdeclinewassimilar to the findings
announcedin 1997 by CDC. Thedeclinein AIDS
deathswas demonstrableacrossall races. A decrease
indeathswas seenin 1998 aswdll (Table3). Texas
AIDS deaths declined 20% during the first 6 months
of 1998 compared with thefirst 6 months of 1997.
Although the 1998 declinein deaths occurred across
all racesfor men, anincreasein AIDS-related deaths
was seen for African American and Hispanic women
in Texas. The1999information regardingAIDS
deaths demonstratesan increasein deathsamongall
women and among Hispanic males, when one
comparesthefirst 6 months of 1998 to thefirst 6
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Table 3. Texas AIDS Deaths Comparison by Race and Sex*

January through June January through June

January through June % Difference

1997 Deaths 1998 Deaths 1999 Deaths in Deaths(98 to 99)
Males
White 282 206 175 -15
African American 155 145 145 0
Hispanic 130 96 109 +14
All Others 5 1 1 0
Females
White 33 17 22 +29
African American 45 49 52 +6
Hispanic 8 15 16 +7
All Others 0 0 0 0
Jan -June Deaths 658 529 520
Declinein deaths
from 1% six months
of previous year: 45% 20% 2%*

* 1998 deaths based on AIDS database 01/22/99 and 1999 deaths based on AIDS database 1/20/00.

monthsof 1999. Deaths among White males have
decreased 15%, while deaths among African
American males has remained the samefor this
comparison. Overall, a2% declinein AIDS desaths
occurred in 1999 in Texas, thesmallest decreasein
deathsin recent years.

Publichealth effortsto prevent diseasehingeon
adequate funding and relevant, complete, and timely
datato distributeavailablefunds appropriatel y for
prevention and control programs. Theearly
treatment of HIV-infected individuals and the
outreach and testing of high risk populationsis
specialy important now that AIDS s decreasing and
HIV has not demonstrated a decrease. Although
AIDS cases and AlDS degaths overal | have declined,
the rate amoung the heterosexual sisincreasingeach
year. All facets of theprivateand public health
system can work together to improve outcomes,
however, individualsmust seriously recognizethe
consequences of risky behavior. Thechalenge
remainsto motivate al peopleto betested and to
incorporate preventivestrategiesinto their everyday
lives.
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Influenza, 1999-2000

Influenza viruses cause acute respiratory illnessin
personsof dl agegroups. This viral infectionis
characterizedby fever > 100°F, chills, malaise,
fatigue, sore throat, nasal congestion, headache, and
muscle aches. These symptoms appear abruptly after
an incubation period of 1to 3 days. Without
prescription antiviral medication, theillness runs its
coursein3to 7 days. A smdl percentageof
individuals experience a disease course complicated
by bacterial pneumonia. Approximately 20,000
individualsnationwide, primarily thoseover 64 years
of age, die annudly fiom complications of influenza.

Two mgjor types of influenzaviruses, influenzaA
and influenza B, cause extensive morbidity and
mortality in humans. Influenzaviruses are members
of thefamily Orthomyxoviridae, agroup of
pleomorphic, ribonucleic-acid-containingviruses
whose prominent characteristicsinclude an envelope
that contains the hemagglutinin (H) and
neuraminidase(N) proteins. The antigenicproperties
of these 2 proteinsgiveriseto various subtypes and
strains of influenza A viruses and strains of influenza
B viruses. Over timenew strains of virus appear in
responseto risinglevels of immunity to existing
strains. Thegradua evolution of new strainswithin
existing subtypesis commonly referredto as
antigenicdrift. Theappearanceof atotally new
subtypeof influenzaA virusisreferredto as
antigenicshift. Of these 2 phenomena, the disease
implications of an antigenic shift are most profound
and include an influenza pandemicwith significant
morbidity and mortality. Antigenicdrift requiresthe
reformulationof vaccine on an annud basis
dependent upon circulating virus types and strains.
Antigenic drift isthemajor obstacleto the
development of atruly effective permanent vaccine
against thedisesse.

Influenza viruses typicaly circulatein the Northern
Hemispherefor up to 6 months. Theinfluenza
season usually beginsin thelatefall and continuesto
the early spring. Short seasonsof approximately 8 to
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12 weeks are usually dominated by asingle virus
type. Seasonsof 16 to 26 weeksduration often have
cocirculation of influenzaA and B viruses.

TheInfectious Disease Epidemiol ogy and
Surveillance Division (IDEAS) coordinatesinfluenza
surveillance for the state. In additionto the TDH
Laboratory, many sources of information areused to
determinetheleve of influenzaactivity. These
includethe Influenza Research Center (IRC) at
Baylor Collegeof Medicine, Houston; Scott and
White Hospital Laboratory, Temple; local and
regional health department clinics, and other
laboratoriesacrossthe state. Each center usestissue
culturemethodsfor virusisolation from clinical
gpecimensfollowed by subtyping or strain
denominations via hemaggl utination techniques.

Theinitial positiveinfluenza culturefor the
1999-2000flu season wasidentified by the Scott and
Whitelaboratory October 14, 1999, on a patientin
McLennan County. Thefirst culture, positive case
identified by the TDH L aboratory occurred on
October 27, 1999, in a Travis County patient.
Sporadic caseswere reported through mid-December.
The pesk of theinfluenzaseasonin Texas occurred
fiom mid-Decemberto the end of January 2000
(Figurel). Approximately 42% ( 3991961) of
gpecimens submitted during this 6-week period were
positivefor influenza. Thelast positive specimen
was collected on June 1,2000, fiom a Bell County
patient.

Influenza cases occurredin all age groups but
reported pediatric cases were disproportionatelyhigh
dueto active surveillancein apublic health study
investigatinginfluenzain this population. This5-
year study isfunded by the National Institutesof
Hedlth and administeredby the IRC. Themajor sites
for this study are Bell and Travis Counties. The
purpose of the study is to determinethe number of
children who should be vaccinated to dampen an
influenzaepidemic. The study will end after the




Epidemiology in Texas

1999

2001-2002 influenzaseason and should Figure 1. Influenza Surveillance by CDC Week,

provideval uabl einformation to enhance 1990-2000
the public health responseto influenza
in Texas. Submission of isolatesto the
Centersfor Disease Control and
Prevention provide a measure of the
relative prevalenceof circulatingvirus
type, subtype, and strain compared with

0 Cases Reported

100

other areas of the United States. This 80

practice also provides an opportunity to

detect antigenicvariants. The TDH 60

laboratory submitstheinitia positive

cultures aswell as periodic specimens 40

throughout the flu seasonto CDC for

virologicsurveillance. CDC 20
survelllanceprovides aninitia

indicationof the effectivenessof the 0=

annual vaccineagainst circulating T ¥IL5Q

influenzavirus.

IDEAS confirmed 556 culture-positiveinfluenza
specimens(of 1825 total specimens). Of these, 540
wereinfluenzaA (H3N2), 6 cultures were influenza
A (HIN1), and 10 wereinfluenzaB. Specimens
from Texas and other areas of the United States
confiied agood match betweenthevaccineand the
circulatingvirus.

Therewere several interesting aspectsof the Texas
1999-2000 influenzaseason. First, it arrivedin
Texasearly: TDH confirmed 29 cases of influenza by
November 24, 1999. It isunusual to recover this
number of cases of influenzaprior to Thanksgiving.
Second, influenza A/Sydney dominated for the third
consecutiveyear. Thiswasthe secondyear that the
flu vaccinehad protected against thisstrain. Both
events, whilenot unprecedented, areunusua. A late
season (March) group of specimens submitted to the
TDH laboratory from El Paso identified influenza
A/New Caledonia/20/99-like (HIN1). Thisstrainof
influenzais a planned component of the 2000-2001
vaccineand illustratesthe importance of surveillance.

Infectious Disease Epidemiology and Surveillance
Divison (512) 458-7676
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Injury Prevention Objectives: Healthy People 2000

Healthy People 2000: National Health  Figure 1. Residential Fire Deaths
Promotion and Disease Prevention
Objectives presents anational prevention
strategy aimed at significantly improving
the health of the Americanpeople. The
gods focus on increasingthe span of

16 (Deathsper 100,000

healthy life, reducing health disparities,
and achieving accessto preventive
servicesfor everyone. Selectedinjury 0.8
objectivesare organized into 8 main
injury death categories: overall 06
unintentional injury, motor vehicle 0.4 - s
crashes, fall-related, drowning, @B Toyas
residential fires, homicide, suicide, and 02 s Target
firearm-related deaths. Eachmain 0 :
objectiveis also given subobjectives 94 95 96 97 o8
targetingspecific ages, genders, and Year
race/ethnicities. o o
Healthy People 2000 Objective: Reduce residential fire deaths to no more than 1.2
. . . per 100,000 people. f

TheInjury Epidemiology and
Surveillance Program examined injury death datafor external causeof injury codes (E codes). Thespecific
1994 through 1998. Injury deaths were separated E codes were supplied by the Centersfor Disease
into injury death categoriesby the useof 1ICD-9 Control and Preventionfor each injury death

category. Therates werecaculated
Figure 2. Suicide Deaths and age-adjusted when appropriate.

4 Deaths per 100,000 Overall, Texas has made more progress
in achieving Healthy People 2000

objectivesfor preventing intentional

" injuries (homicides, suicides, and most
10 firearm-rel ated desths) than objectives
for preventing unintentiond injury.

8
Texas met the main objectivesfor
6 residentid fires (Figure 1) and suicides
(Figure2). Texashasalso nearly met
! - themain objectivefor homicides
= (Figure 3) and has made substantial
2 Texas .. ..
e Target progress toward achievingthe objective
0 9 for preventingfirearm-related deaths

94 95 96 97 98 (Figure4). Theremainingobjectives
for prevention of total unintentional
desths, motor vehiclecrash deaths, fall-

related deaths, and drowning have not

Year

Healthy People 2000 Objective: Reduce suicidesto no more than 10.5 per 100,000
people.
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Figure 3. Homicide Deaths

4 Deaths per 100,000

®BTarget

94 95 96 97 98
Year

Healthy People 2000 Obijective: Reduce homicidesto no more than 7.2
per 100,000 people.

Figure 4. Firearm-Related Deaths

Deaths per 100,000
20

15

10
5 =-|)8s.
¥ Texas
== Target
0
94 95 96 97 98

Year

Healthy People 2000 Objective: Reduce firearm-related deathsto no more than
11.6 per 100,000 people from maior causes.
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Figure 5. Unintentional Injury Deaths

0 Deaths per 100,000

25
20
15
10 -=0).S.
5 “®Texas
“#Target
0
94 95 96 97 98

Year

Healthy People 2000 Objective: Reduce deaths caused by unintentional injuries to

no more than 29.3 per 100,000 people.

Figure 6. Motor Vehicle Crash Deaths

5 Deaths per 100,000

10
51
.S, #Texas "™ Target
]
94 95 96 97 98

Year

Healthy People 2000 Objective: Reduce deaths caused by motor vehicle crashes to
no more than 14.2 per 100,000 people.
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Figure 7. Fall-Related Deaths Thefull reportisavailableonthe
Injury Epidemiology and Surveillance
3 Deaths per 100,000 ‘ Program's website:

http://www.tdh.state.tx.us/injury. The
report provides an overview of the

. mnjury health status of the Texas

5 populationand isaresourcefor long
range planning and implementation of
programsthat will improvethe health

o of all Texasresidents.
1
-Ss. Injury Epidemiolo ¥and Surveillance
a5 T oxas Program (512) 458-7266
“=Target
0
94 95 96 97 98

Year

Healthy People 2000 Objective: Reduce deaths from falls and fall-relatedinjuries to no
more than 2.3 per 100.000 people.

been met nor has any progress been made toward
achievingthosegoals (Figures5-8). Infact, therates
for these categoriesin Texas exceed the national
rates.

Of the 28 subobjectives, 10 havebeen .
met, 7 have had some progress made Figure 8. Drowning Deaths
toward thetarget, and 11 have not been Deaths per 100,000

met nor has steady progressbeen made. ~ 2°
Under the objectivesfor preventionof
motor vehiclecrashes, Texas has met
the subobjectivefor preventionof
motorcycle-relateddeathsand is
nearing the subobjectivefor preventing
such deaths amoung Mexican
American. All of the sub-objectivesfor 1
homicidehave been met except 1

(homicides among children aged 3 and 05 =Uus.
younger). The sub-objectivefor ' = Texas
homicides among Black men aged 15 to #Target
34 and thefirearm-rel ated death sub- 0

objectivefor Blackshave been met and 94 95 96 97 98
therates have been cut amost in half Year

since 1994. Healthy People 2000 Objective: Reduce drowning deaths to no more than 1.3 per

100,000 people.
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Lead —Elevated Blood Lead Levels in Adults

Texas AdministrativeCode 99.1 requiresreporting of
adult elevated blood |lead levelsto the Texas
Department of Health (TDH). The reportingleve for
persons 15 years of ageor older is 25 micrograms of
lead per deciliter of blood or greater. In 1999the
Environmental and Occupationa Epidemiology
Program (EOEP) received 13,798 blood lead test
resultsfor 11,084 workers. EOEP often receives
severd tests duringtheyear for aspecificworker
becausethe US Occupational Safety and Hedlth
Administration (OSHA) mandates blood |ead testing
when workers are exposedto lead. Thefrequency of
blood lead testing as required by OSHA varies
according to theworker's blood lead level and with
the type of work (congtruction or generd industry)
associated with the lead exposure. Table 1 showsthe
distribution of blood |lead levels compared with the
number of tests and individualswho had their blood
lead tested during 1999.

Laboratories and physiciansreported 1,378 el evated
blood lead test (>25 wg/dL) resultsfor 506 workers.
The number of elevated blood lead results reported
for 1999 decreased by 1.5%from 1998, whilethe
number of workers represented in 1999 decreased by
9.2%.

Themajority of workers weremale (495); 11 were
femae Racewasnot reportedfor 173 workers. The
race profilefor the remaining workers (333) was 134
(40.2%) White, 129 (38.7%) Higpanic, 66 (19.9%)
African American, 3 (0.9%) American Indian/Alaska
Native, and 1 (0.3%) Asian/Pacific |dander.

EOEP conductsfollow-up on workerswith blood
lead levelsat or above 25 1.g/dL, including the
collection of occupation and industry information. If
theinformationis not availablein the laboratory
report, thelaboratory that performedthe analysisis
contacted for additional information. Follow-up may
end at this point Since most laboratoriesdo not

mai ntai nthe submitting company or physician
information beyond 60 days. Whentheclinicor
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physicianis known, they are contacted to obtain
the occupation and industry information. The
distribution of elevated blood lead levels by
industry and occupation is presented in Table 2.

Increased employer and employee awareness of the
sources of lead exposurein the workplaceand
methods for reducing worker exposure are essential
for the preventionof occupational lead poisoning. To
help employersidentify potential lead hazards, TDH
offersfree workplace consultation. Part of the typical
consultationvisitis an industrial hygieneinspection
that may include measurement of airbornelead levels,
observation of work practicesto assessexposurerisk,
and recoinmendationsfor reducingworker exposures.
A workplace consultationis availablefor employers
withworkersthat have reported blood lead levels of
60 w.g/dL or greater and to al employerswith
workersthat have blood lead levels averaging 50
wg/dL over a6-month period. Consultations are also
conducted at the request of companies, regardlessof
the lead leve of workers.

Nonoccupational Lead Exposures

The Texas Occupational Conditions Reporting Act
does not requirereporting of nonoccupational lead
exposures. Whenever ablood lead level abovethe
reportableleve is recelved, however, follow-upis
initiated with the physicianto determinewhether the
exposureis occupational or nonoccupational .

In 1999 therewere 21 elevated blood lead reports
associ ated with nonoccupational lead exposures.
The2 most frequently reported sourcesfor
nonoccupational lead exposureswere lead based
paint remova (5 cases), and shootingranges/bullet
reloading (3 cases). The blood lead levels associated
with lead based paint removal ranged from 31 to 64
wg/dL. Theblood lead levels associated with firing
rangesand bullet reloading ranged from 25 to 36
wg/dL.
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Table I . Distribution of Blood Lead Test Results and Number of

Individuals Tested by Blood Lead Level for 1999

Blood Lead Level (Micrograms No. No. of
per Deciliter of Whole Blood) of Tests' Individuals®
0to24 12,420 10,578
25t0 39 1,186 395
40to 49 137 75
50to 59 34 26
60 and above 21 10
TOTAL 13,798 11,084
' The total number of tests received for the year.

2 The number of individuals for whom reports were received for the year. An individual may have more than 1

blood lead test during the year.

During removal of lead based paint, exposuremay
occur throughinhalation and ingestion. Generaly
unsafework practicesby the employee—ie, lack of or
Inadequate personal protective equipment (respirator,
protectiveclothing) and eating, drinking, or smoking
with lead contaminated hands—creates an
environment for lead exposure. Persona protective
equipment reduces an individua's exposurefrom
inhalation, while hand washing beforeesting,
drinking, or smokingwill reducetherisk of lead
exposurethroughingestion. Although professiona
lead abatement workers receivelead safety training
that includes safe work practices, individua
homeownersmay not be familiar with safe work
practicesthat will minimizetheir lead exposure
during lead based paint removal.

Exposureto lead in ashooting range (indoor and
outdoor) and during bullet rel oading may occur
through inhalation and ingestion. Lead exposurein a
shooting range occurs as airbornelead is produced by
the combustion of |ead-containingprimer (the highly
explosivematerial that detonates on percussion by
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thefiring pin and sets off the gunpowder) aswell as
from the shearing of lead particles as the bullet
passes through the chamber and barrel of the weapon.
These sources of lead exposure occur closeto the
breathing zone of the shooter.

The potential lead hazard in indoor shooting rangesis
reduced when thereis sufficient ventilation.
Unfortunately, not all shooting ranges are properly
ventilated, personal protectiveequipment (respirator)
may not be used, and the shooter is exposedto lead
with every round fired. Asthe number of rounds
fired increases and the frequency with whichthe
shooter engagesin this activity increases, the
shooter's blood lead level may alsoincrease. The
accidental ingestion of lead may occur when the
shooter eats, drinks, or smokes before washing his or
her hands. Hand washing isthe single most
important activity an individua can do to reduce lead
exposurethroughingestion. This appliesto
individuas who are occupationaly exposed to lead as
well asthoseindividuaswho are exposed to lead
through nonoccupational activities.
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Table 2. Industry and Occupation for Workers with Elevated Blood Lead

Levels for 1999

Industry Frequency %
Manufacturing 373 73.9
Congtruction 59 11.7
Businessand Repair Services 30 5.9
Wholesale Trade 25 5.0
Transportation, Communications, Public Utilities 10 2.0
Entertainment and Recreational Services 5 1.0
Public Adminigration 2 4
Retall Trade 1 2
Missng Indugtry Information 1 2
Occupation Frequency %
Operators, Fabricators, and Laborers 327 65.0
Precison Production, Craft, and Repairers 132
Managerial and Professional Specialities 18
Technical, Sales, and AdminigrativeSupport 15
Service Operations 10

4

Missng Occupational Information

n=506

Petientswith elevated blood lead levelswho are not
occupationally exposed to lead should be asked about
nonoccupational activitiesthat may be contributing to
theelevated blood lead level. Nonoccupational
activities associated with evated blood lead levels
include, but are not limited to, ceramic glazing,
stained glasswork, target shooting, bullet reloading,
radiator repair, melting lead to make fishing/diving
weights, remodeling old homes, refinishing antique
furniture, distilling alcohol illicitly, restoring old cars,
and recycling metals. Itemssuch as ceramic pots,
cups, or other containers that are used for cooking,
storing, or eating food items on a daily basis may be
another sourcefor nonoccupational lead exposure.

Environmental Epidemiology and Toxicology
Divison (512) 458-7269
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Lead Poisoning in Children

Elevated blood lead levelsin childrenimpair mental
and physical development. Whilepotential sources
of lead in the environment have been reduced
dramatically due to regulations banning leaded
gasoline and |ead-solderedfood cans, it is estimated
that 890,000 children nationwidestill may have
elevated blood lead levels. During 1999in Texas,
approximately 3.6% (9,158) of childrenhad elevated
blood lead levels. Whilethismay seemlikeasmall
number, there are over 180,000 childrenwho may
have blood lead levels of concern (10 p.g/dL) inthe
state. Thisisin part dueto continuing exposureto
lead from chippingand peeling lead-based paint,
imported pottery with leaded glazes, parental
occupationsand hobbies that involvework with lead,
and traditional medicines that containlead. Children
are at greater risk for lead exposurethan are adults
because childrentend to have more hand-to-mouth
activity and becausetheir digestive systems absorb a
greater portion of theingested lead.

Laboratoriesand medica providerssend reports of
blood |ead test resultsto the TDH Surveillance
program staff by telephone, mail, fax, and
electronically. Only elevated blood lead test results
arerequired by law to be reported, but |aboratories
have been asked to voluntarily report al blood lead
test results. Currently, 29 laboratorieslocated
throughout the nation report blood lead resultsto
TDH. Sixty percent of the laboratories(13 of 29)
voluntarily report al blood lead test results. Reports
fi-omthese 13 |aboratoriesaccount for over 99% of
thetotal reportsreceived. 1n 1999, CLSP received
282,725 blood |lead test results representing 256,475
individual children.

Of the blood lead tests received in 1999, 144,190
(51%) were capillary samplesand 115,917 (41%)
werevenoussamples; in 8% of the samplesthetype
was not noted. Upon retesting childrenwhaose

The Texas Department of Hedlth Figure I . Pan American Health Organization

(TDH) Childhood Lead Surveillance  Border Counties
Program (CL SP) began operationon
January 1, 1996, when'childhood lead
poisoning and blood |ead level s of
concernin children becamereportable
conditionsin Texas. Inthisreport, as
inthereporting regulations, theterm

" childhoodlead poisoning™ indicates a
finding of blood lead concentrations

of 45 .g/dL of blood or gresater, in
personsyounger than 15 years of age.
Theterm' blood lead levels of concern
in children” indicatesblood lead
concentrationsof 10 p.g/dL or greater
in personsyounger than 15 yearsold.
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Table 1. Children with Venous Blood Lead Levels by Age (in months) and

Lead Level*
Blood Lead Level (micrograms per deciliter)

Age (Months) <10 10-19 20-44 45 - 69 70+ Total
0-11 10,978 95 17 0 0 11,090
12-23 15,380 528 72 0 0 15,980
24-47 18,692 755 98 4 1 19,550
48-71 16,869 433 49 0 0 17,351
72+ 39,438 - 426 49 1 0 39,914
Total 101,357 2,237 285 5 1 103,885

*Based on results of the first venous blood lead test reported

capillary blood |ead tests were devated, 50% had
blood lead levelslower than 10 wg/dL. In addition,
42% of theseretests were not venous, leadingto
additional questions of validity dueto capillary test
contamination. For this reason, the data discussed
below is limited to venous blood samples.

Tables 1 through 3 provideasummary of venous
sampledata (115,917 samplesor 41%) collectedin
1999. Inthesetables, only the first blood lead test
result for achild isincluded; results of follow-up
tests are not presented. The 115,917 test results
represent 103,885 children (Tablel). Elevatedlevels
(20 weg/dL or greater) account for 2,528 (2.4%) of the
children reported to the CLSP. Whilethe mgjority of
the children (88%) had only dightly elevated blood
lead levels (10 to 19 wg/dL), 291 childrenhad levels
(20 weg/dL or greater) that required an environmental
investigation and 6 of the 291 children had blood lead
levelsgreater than 45 1.g/dL, alevel warranting
immediate medical attention.

Table 1 showsthat, of al the age groups, the number
of children with elevated blood lead levelswas
greatest among childrenaged 24 to 47 months. Of
that age group (19,550 children), 858 (4.4%) had
elevatedblood lead levels. Children aged 24 to 47
months are highly mobile and may have anincreased
opportunity to comeinto contact withlead in their
environment. |naddition, they still exploretheir
environment by putting nonfood objects such as paint
chipsor dirt into their mouths, by playing on thefloor
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or the ground, or by chewing on window sillsor other
painted surfaces. Theseactivitiesmay increasethe
risk for exposureto lead.

Ninety-threepercent of the children in the CLSP
databaseare currently or have previously‘teen
enrolled in the Texas Health Steps Medicaid
program, which includesblood lead screening at 12
and 24 months of age. Thus, children enrolled in the
Texas Hedlth Steps program compared with those
who are not, may betested for lead more often.
Children receiving federal assistance, such as
Medicaid, are generaly considered to be at higher
risk for lead poisoning dueto the potential for living
in older housingwith deterioratinglead-based paint.
A recent report by the United States General
Accounting Office estimates that approximately 77%
of the 890,000 children with potentially el evated
blood lead levels are currently in or aretargeted by a
federal assistanceprogram. However, as shownin
Table2, CLSPdataindicatethat in Texas, non-
Medicaid children also are at risk for lead poisoning.
Of 2,528 children with elevated levels, 325 (12.9%)
arenot Medicaid and 2,203 (87.1%) are from the
Medicaid program.' Four percent of non-Medicaid
cases werereported as having an elevated blood lead
level as compared with 2.3% of the Medicaid cases.

Over 74,092 (71%) of the children with venous blood
lead results did not haveracereported. Themajority
(68%) in the unreportedrace category had ethnicity
reported as Hispanic. Asnoted previoudly, children
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Table 2. Children with Elevated Venous Blood Lead Levels by Medicaid Status and

Lead Level*

Blood Lead Level (micrograms per deciliter)
Medicaid Status 10-19 20-44 45-69 70+ Total
Medicad 1958 242 1 2,203
Non-Medicaid 279 43 0 325
n=2,528

*Based on results of the first venous blood lead test reported

enrolled in Medicaid arerequired to have a blood lead
test. Itislikely that the high percentage of Hispanics
in this surveillanceprogramsimply mirrorsthat of
the Medicaid population, which is nearly 50%
Hispanic.

The Pan American Health Organization (PAHO)
defines the Border region as encompassingthe 32
countiesshownin Figure 1. Table3 indicatesthat
nearly of the 67,072 children from the non-border
counties, 862 (2.8%) have eevated blood lead levels,
of the 36,740 border county children, 663 (1.8%)
havean elevated level. Thisdisparity has been
evident for severa yearsand the differenceincludes
all races and ethnicities. Thisisof particular interest
becausethe percentage of childrenscreenedwith a
blood test istwice as high in the 32 border counties
versus theremainder of Texas.

In 1991 the United States Public Health Serviceset a
goal of eliminating childhood lead poisoningin the
United Statesin 20 years. To meet thisgoal in

Texas, theinformation described aboveis being used
to help target screening and prevention activitiesso
that al childrenwith elevated lead levels will be
identified and trested (when appropriate), and the
sourcesof lead exposureeliminated.

References:

1. United States General AccountingOffice. Lead
Poisoning—Federd hedlth care programsare not
effectively reaching at-risk children. Washington: GAO;
1999. Pub. No: GAO/HEHS-99-18.

Environmental Epidemiology and Toxicology
Division (512) 458-7269

Table 3. Children with Elevated Venous Blood Lead Levels by Lead Level in

Border and Non-Border Counties"

Blood Lead Level (micrograms per deciliter)

Medicaid Status <10 10-19 20-44 45-69 70+ Total
Border 36,077 593 2 0 36,740
Non-Border 65,210 1,641 3 1 67,072
n=103,812**

*Based on results of the first venous blood lead test reported
**73 test results had no county information
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Malaria

One hundred and thirteen malariainfectionswere
reported in Texas in 1999, anincrease of 45% over
the 78 infectionsreportedin 1998. During the
1990s, an annual average of 105 infectionswere
reported, rangingfrom 45 in 1992 to 141 in 1996.
Limited information available on case-patients
suggests that 1999-onset infections were acquired by
bitesfrom infected mosguitos and imported into
Texasfrom countriesand regionswheremaariais
endemic.

Seventy-nineinfections (70%) occurred in males and
34infemaes. Sixty-four (57%) case-patientswere
classfied as African American; many of these were
Black Africans, not Americancitizens. Twenty-one
wereHispanic, 16 were White, and 11 were
Asian/Pacific |danders; no race/ethnicity information

" wasavailablefor one case-patient. Age at onset was

reported for 110 case-patients, ranging from 11
monthsto 63 years, with amedian age of 30 years.
Fourteen case-patientswerelessthan 10 years of age;
12 were of African descent, and 1 each were Asian
and Hispanic. Theyoungest, an African American
boy about 10 monthsold, traveled with hisfamily to
Nigeriato vigit family there, acquired malaria, and
was diagnosed upon hisreturn to Texasat 11 months
of age. Theoldest case-patient, also an African
American male, was also infected with malariain
Nigeriawhileworkingfor a US-based oil company.

Four speciesof Plasmodium (P.falcipnrum, P.
malariae, P. ovale, and P. vivax) infect humans. For
97 cases-patients, the infecting Plasmodium species
was reported, including 49 P.fnlcipnrum, 35P.
vivax, 7 P. malariae, 4 P. ovale, and 2 mixed
infections (1 with P.falciparum and P. ovale, and 1
withP.falciparum and P. vivax).

Information regardingthe country or regionwhere
infection occurred was availablefor 107 case-
patients. Seventy-threecase-patients (68%) were
infectedin Africac 41in Nigerig; 5in Ghana; 1
patientin either Ghanaor Nigerig; 4 in Cameroon; 3
eschin lvory Coadt, Ethiopia, and Kenya, 2in
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Tanzania; and 1 eachin Gambia, Mozambique,
Rwanda, and Sudan. Seven additional cases-patients
werereported as having been infected in Africa.
Twenty case-patients wereinfected in Latin America:
14 in Honduras; 1 in either Honduras or Mexico; 2 in
El Salvador;' and 1 eachin Guatemala, Nicaragua,
and Peru. Thirteen case-patientswereinfectedin
Asa 9inindia 1inIndia, Cambodia, or Thailand; 2
in South Korea; and 1in Cambodia. One case-
patient was infected in Haiti. No information on
country Or region where infection occurredwas
availablefor 6 case-patients.

In 1999 there were 2 pairs of case-patients, 2
brothers, 14 and 15 yearsold, acquired malariain
Honduras. Two additional malariainfectionswere
acquiredin alocation that had been malariafiee. The
coupleinfected in Honduras was vacationing and
scuba-diving at Roatan Island and had not used any
chemoprophylaxis. Whereasmany believethat
Roatanis malariafiee, the Centersfor Disease
Control and Prevention (CDC) recommends
chemoprophylaxis for travelersto that location. For
many yearsthe Korean DMZ (the "DeMilitarized
Zone" separatingNorth from South Korea) was
malariafiee, but in recent years numerousinfections
have been acquired by US military personnel
stationed there, including 2 Texansin 1999.

Inrecentyears, Nigeriaand Indiahave beenthe
countries where the largest numbers of malaria
infectionsreported in Texas have been acquired.
However, in 1999 Honduras replaced Indiaasthe
source country with the second largest number of
reported infections. The devastationin Honduras
followingHurricane Mitchin 1998 may have
influenced the number of Honduranstravelingto the
US in search of work or to escapethe destruction.

Many malariainfectionsarerecognized in individuals
aready infected and arrivingin Texasfor thefirst
time. Infectionsalso occur in Texas residentswho
havetraveledto malaria-endemicareas. The
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consistent use of effectivemal ariachemoprophylaxis,
insect repellent, and other effortsto limit exposure to
mosquitos (especially at night when the Anopheles
mosquitosthat transmit malariaare active and biting)
reducetherisk of travelersacquiringmalaria.
Limited informationis availableon the use of malaria
chemoprophylacticagentsby 79 case-patients, 55 of
whom werereported as not having used any
chemoprophylaxis; this group could have included
peoplefrom other countriesarrivingin Texaswith
malaria. Among the 24 who reported using any
antimalarial, at least 13 (54%) reported using
something other than what the CDC recommends for
the country they had beenin when they wereinfected.
The most commonly reported "error” was the use of
chloroquinein areaswhere chloroquine-resistantP.
Jalciparum maariaoccurs. N4 cases the patients
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reported using the CDC-recommended antimaarid,
mefloquine/Lariam(R), but still acquired P.
falcipnruminfections (in Cameroon, Mozambique,
Nigeriaand Peru). Thereisnoinformation available
regardingwhether the recommended regimen, which
includes continuing prophylaxisfor 4 weeks
following departurefrom mal arious areas, was
followed correctly. Inremoteregions of Cambodia
and Thailand, P. faiciparum maariahas devel oped
resi stanceto mefloquine/Lariam(R), and CDC
recommends100mgs of doxycyclinedaily for maaria
chemoprophylaxis. Limited numbersof
mefloqouine-resistantP. falczparummalaria
infectionshave been reported from Africa, and
resistanceto mefloquinemay beincreasing.

I nfectious Disease Epidemiology and Surveillance
Division (512) 458-7676
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Measles

Saven cases of meadeswereconfirmed in Texasin
1999, in contrast with 0 casesin 1998, which wasthe
first reported mesdes-freeyear inthe state. Six of
the 1999 cases weredirectly related to international
travel. Becausemeasles ishighly contagiousprior to
rash onset, and diagnosis of sporadic casesis often
delayed, there are opportunitiesfor community
spread fi-om mead es patients, especially to persons
travelingin international airports and visiting
physicianofficesor emergency rooms. In the United
Statesin 1999, therewere 100 confirmed cases of
meades, of which 66 wererelatedto international
travel (33 importationsand 33 indigenous
transmissionslinked to imported cases). Of the34
remainingindigenous cases, 24 were associated with
4 outbreaks. International importation was associ ated
with 7 of 11 meadesoutbreaksthat had 3 or more
Cases.

Of the 6 casesin Texasrdlated to international travel,
4 wereimported cases, and 2 werelinked to an
imported case (Table1). Meadeswasdiagnosedin
5-month-old twin boys who had been in Lebanon
duringtheir entireexposure period and had returned
to the US during their period of communicability.
They visited a physician 3 times with symptoms of
cough, congestion, and persistent high fever prior to

rash onset. After rash onseat, thetwinswereseen a
an emergency room, and a serological test for measles
was ordered on one child; meadeswas reported to the
local health department after the positivemeades
IgM result was received. The third imported case
occurred in a 16-year-old female with ahistory of 2
doses of meases-mumps-rubella(MMR) vaccine;
shewas infected with measles during avisit to El
Salvador. Although shereturnedto the US 1 day
prior to her infectious period, shewas communicable
during aphysicianvisit. The physicianordered atest
for meades but did not report the case until it was
confirmed by IgM serology. Thefourthimported
case occurred in a4-year-old unvaccinatedvisitor
fi-om England who was infectious during her stay in
the US. Prior to rash onset, she went to aswvimming
pool and arestaurant and twice visited aminor
emergency facility. Atthefirst clinicvisit, tonsillitis
was diagnosed but when shereturned the next day,
following rash onset, measeswas diagnosed. The
following day she was admitted to a hospital where
staff reported suspected mead es and ordered
appropriatetests. Her infection was confirmed both
by meadesIgM serology and viral isolation. The
vira isolatewas genotype D, previoudy isolatedin
[taly. Secondary cases occurredin acousin and an
uncle. The 10-year-old cousin had ahistory of

Table 1. Number of Confirmed Measles Cases in Texas by Year and

Epidemiological Classification

Imported* Indigenous
Year Contacts of Not Associated with ~ Total
Imported Cases International Travel
1995 2 2 10** 14
1996 2 0 47+ 49
1997 4 2 1 7
1998 0 0 0 0
1999 4 2 1 7

*Exposures occurred in Brazil, El Salvador, England, Germany, Italy, Japan, Lebanon, Mexico, and Switzerland.

**All cases occurred in Bexar County.
***A|l cases occurred in Harris County.
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having recelved 1 dose of MMR vaccine, and the 33-
year-old uncle bdieved he had received MMR but
was unableto locate his vaccination records. Immune
globulin (1G) prophylaxis was given to 43 of the
uncle's work contacts with an uncertainor negative
history of meadesor MMR vaccination. Theonly
case of meadeswith no travel history and no known
exposureto meades occurredin a 2-year-oldchild
who had previoudy received 1 dose of MMR vaccine.

Althoughthe number of meadescasesintheUS and
Texasisat ahistoriclow, and thereisevidence of an
interruptionin endemic transmission, these imported
cases highlight the importance of continued
vaccinationand surveillance. Texaslaw requiresthat
suspected cases of meades be reported immediately
to aloca health authority or the Texas Department of
Health. All suspected cases areinvestigatedto
identify and treat susceptiblecontacts and assurethat
appropriate confirmatory tests are performed.
Prophylaxisfor susceptibleindividual sgreater than 1
year of agewho are exposed to mead esconsists of
vaccinationwith MMR within 72 hours of exposure
or administrationof |G within 6 days.

Immunization Division (512) 458-7284
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Meningococcal Disease Surveillance

Meningococcd diseasesincludeadl invasive
infections caused by the bacteriaNeisseria
meningitidis. Themaost common presentations are
meningitisand/or meningococcemia, but other
clinica presentationssuch as septic arthritis,
pneumonitis, or pericarditismay also occur. While
meningococcal infectionsmay also be asymptomatic
or causeonly an upper respiratory infection, only
invasivediseaseis reportablein Texas.
Meningococcd infectionsareco  rmed in the
laboratory by isolatingthe organismfrom anormally
sterile body fluid, most often cerebrospinal fluid or
blood. Onehundred and six cases of invasive
meningococcd infection werereported in Texasin
1999 and the clinical presentationwas indicatedin 49
cases. Themajority of patients (25) presented with
meningitis; the remainder with meningococcemia. V.
meningitidisisolatesare to be sent to the statelab for
serogrouping. Serogroupingwas available on 72%
(76) of thereported cases. 33 were group C; 20 were
group B; 19, group Y; 3, group A; and 1, group Z.
Whilethese data are not clinicaly significant for an
individual case, they are epidemiologically important
sincevaccineis availableonly for serogroupsA, C,
Y, and W135. The quadravalentmeningococcal
vaccineavailablein the United Statesis
recommended in certain outbreaRfd tuations.

While Texas has averaged 219 cases per year during
the 5 years 1994 to 1998, reported cases of
meningococcd infectionin 1999 decreased 45.3%
fiom 1998 for reasonsthat arenot clear. The 106
cases reported represent anincidenceof 0.53 cases
per 100,000 population, compared with an average
caserateof 1.15 cases per 100,000 population as
determined by active surveillanceby the Centersfor
Disease Control and Prevention. Fifty-one per cent
of the reported casesin Texaswerein males. The
ditribution of patientsby race/ethnicity was 82%
White, 29% Hispanic, and 17% African American.
The patients ranged in agefiom younger than 1
monthto 102 yearsof age; over 55% (59) of the
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cases occurred in children under 18 years of age.
Thirteen percent (14 cases) wereyounger than ayear
old and 35.8% (38 cases) wereyounger than 8 years
old. Therewereno outbreaks reported.

Nine patientsdied fiom meningococcal infections
during 1999, for an overdl mortality rate of 8.5 per
100 cases. Eight of thesewere 13to 41 yearsold;
the 9" was 78 yearsold. This mortality rateisless
than the national average of 12.2 deathsper 100
Cases.

| nfectious Disease Epidemiology and Surveillance
Division (512) 458-7676
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Mycobacterium abscessus: A Health-Care-Related Outbreak

Mycobacterium abscessusis a nonpigrnented,
rapidly growing species of mycobacteria. This
speciesis arecognized cause of nosocomial (health
care related) outbreaks including postinjection
abscesses.

On July 23, 1999, staff from Public HealthRegion
213 reported a cluster of 6 cases of what was believed
to beMycobacteriumchelonae joint infections. All
6 patients had been treated with intra-articul ar steroid
injectionsfor arthralgias or arthritisby the same
family practitioner in Grayson County during the
preceding 4 months (April - July).

On August 4, Texas Department of Health (TDH)
staff visited the office of thefamily practitioner,
reviewed the procedurefor administering
intraarticularinjections, and requested alisting of al
patientsbilled for intraarticular injections from April
1toJuly 31, 1999. Staff also reviewed |aboratory
recordsfor thelast 2 yearsfrom 2 local hospitals. A
fax aert, sent on September 2 tolaboratoriesin
Texasthat performed Mycobacterium spp. cultures,
requested information on isolatesfrom wounds and
abscessespositivefor Mycobacteriumspp. after May
1, 1999.

According to the practitioner, 58 patientsreceived
intraarticular injections from April 1 through July 31,
1999. Eleven patients wereidentified as having
postinjectioninfections with onsetsfrom April 1 to
September 30, 1999. Nineof these patients had
confirmed Mycobacterium abscessusinfections.
One patient had apositive smear for acid fast bacilli;
no culturewas performed. One patient had a clinical
presentationsimilar to those of the other patients, but
agpecimen was not obtained for culture. Tablel1
describesthe age, sex, injectiondate, injectionsite,
dateof first vigit to infectious disease specialist, and
laboratory testsfor the 11 individuaswho were
identified as case-patientsin this cluster. Therewere
8 femaes (73%) and 3 males (27%). Themean age
was 59 and ranged from 23 to 91 years. Three
patients had received injectionsduring the period
April 23 through April 26 and 4 during the period
June 15 through June21. No other case-patients
wereidentified through activesurveillanceof the
laboratories.

The physician used the following procedurefor
intraarticularinjections:  disinfecting theinjectionsite
with a Zephiran®-and-saline-solution-soaked cotton

Table I _.Specimen Results for Patients with Postinjection Joint Infections

Injection Injection Culture
Age Sex Date Site 1stID Visit AFB* Culture Date
70 F 413 L heel 718 Y M. abscessus 512
51 M 4/23 L knee 612 Y M. abscessus 6/2
60 F 4/26 L knee 7/23 Y M. abscessus 7/23
53 F 4/26 R Heel 8/31 Y Not done
70 F 4127 Both knees 7116 Y M. abscessus 7/16
23 F 5124 L knee a1l Y M. abscessus N
47 F 611 L elbow 6/23 Y M. abscessus 6/25
59 M 6/15 Both heels 7127 Y M. abscessus 7127
70 M 6/15 R knee 8/31 Y M. abscessus 9/4
91 F 6121 R shoulder 8/16 Y M. abscessus 8/17
64 F 6/16 R heel 8/27 Not done Not done

*AFB = Acid fast bacilli on smear examination.
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bal, paintingthe areawith a commercially prepared
iodine swab, spraying the site with ethyl cldoride
and/or injecting 0.5 mL of Xylocaine1%, and
injecting approximately 0.5to 1 mL of
betamethasone sodium phosphate (a steroid) into
thejoint.

During the last week of July, the practitioner
relocated his practiceto an officesuite with 3
examination roomsin anearby building. TDH
obtained environmental samplesfiom the physician's
new and old offices, including cotton swabs soaked in
a1:750 Zephiran® cldoride disinfectant solution,
swabsof theinner surfaces of containersused to
storethe disinfectant swabs, a sealed bottle of
distilled water used to dilutethe Zephiran®, iodine
prep pads, abottle of Ethyl cldoride spray, and avid
of betamethasone sodium phosphate.

. Theenvironmental sampleswere cultured by the
TDH laboratory. A samplewasreported as
contaminated when al culturemediawere overgrown
by non-acid fast bacteria. Anisolatewastested to
identify M. abscessus-chelonaecomplex using high
performanceliquid chromatography. A2 abscessus
was confirmed by a positivereaction in the sodium
chloride tolerancetest and anegativereactionin the
citrate utilizationtest. Resultsof the pulsed-field gel
electrophoresis analysis wereinconclusive. Patient
and environmental isol ates of Mycobacterium
abscessus fiom this outbreak were sent fiom the
TDH laboratory to the Microbiol ogy Department of
the University of Texas Hedlth Center at Tyler for
fingerprintingusing arbitrarily primed polymerase
chainreaction (AP-PCR).

A total of 28 environmenta samplesfiomthe
doctor's officeweretested. Four sampleswere
culture positivefor M. abscessus: diluted-Zephiran®-
soaked cotton balls taken fiom Examination Rooms 1
and 3, the container with the cotton ballsfiom Room
3, diluted-Zephiran'obtained via sterilesyringefiom
container with Zephiran®-soaked gauzein Room 2.
AP-PCR results demonstrated that the organisms
cultured from the clinical specimens and fiom the
environmental samples wereindistinguishable. A£
abscessus was not grown fiom the samples of
digtilled water, commercidly prepared iodine swabs,
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ethyl chloride, Zephiran' concentrate, tap water from
the practitioner's old office, or from other
environmenta specimensthat were collected and
investigated.

The evidence suggests that therewas no intrinsic
contaminationof the commercial Zephiran® Aqueous
1:750 product with M. abscessus. The organism was
not culturedfiom asample of the aready-opened
product. Contamination probably occurred during or
after the dilutionprocessin the practitioner's office.

Zephiran® contains benzalkonium cldoride, a
quaternary ammonium compound. Theseagents are
generaly inferior to other productsin their
bactericidal activity, especialy against mycobacteria.
Accordingto themanufacturer, the product
Zephiran® may infact not be efficacious against
mycobacteria. In addition, the bactericidal activity of
Zephiran® is markedly reduced in the presenceof
organicmaterial such as cotton balls and:gauze.

Thepractitioner was asked to do the following:

4 Stop using Zephiran® or benzalkonium chloride
1:750 as an antiseptic prior to intraarticular
injections.

4 Sdect an alternativeand effective antiseptic
whichis commercidly prepared for singleuse.

4+ Alwaysfollow the manufacturer's instructions
whenever an antisepticis used.

4 Observedtrict aseptic precautions during
administrationof intraarticular injections.

4 Follow up with all patientswho received
intraarticular injectionsfiom April 1 through July
31, 1999 for postinjectionMycobacterium
abscessusinfections.

This study illustratestwo very important functionsof
public health: the necessity of immediately reporting
unusual group expressionsof disease, and the value
of alerting public health officialswho were ableto
interveneand assist aclinician in altering potentially
harmful practices.

Infectious Disease Epidemiology and Surveillance
Division (512) 458-7676
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Neural Tube Defect Surveillance and Folic Acid Intervention

Neural tube defects(NTDs) are common and sefious
malformationsthat originateearly in pregnancy. In
the United States, approximately 4,000 pregnancies
eachyear are affected by the 2 most common NTDs,
spinabifidaand anencephaly. In 1992 the Texas
Department of Health (TDH), with support from a
Centersfor Disease Control and Prevention (CDC)
cooperative agreement, implemented the Texas
Neura Tube Defect Project (TNTDP), a program of
NTD surveillanceand risk-reduction activitiesin the
14 countiesthat border Mexico. The project was
initiatedin responseto an anencephaly cluster
identified during 1990-1991 in Brownsville
(Cameron County), Texas." Whether the high
anencephay rate (19.7/10,000 live births) was
unique to Cameron County or was characteristic of
the entireborder was unknown. Thisreport
summarizes NTD surveillanceratesfor the 14
Texas-Mexico border countiesfor 1993-1998 and
presents preliminary results of TNTDP effortsto
prevent the recurrence of NTDs by providingfolic
acid to high-risk women. Findingsindicatethat the
baselinerate along the border ishigh (13.4/10,000
live births) and largdly reflectsthe rate among
Hispanics(13.8). Althoughalonger period is needed
to obtain definitive results, folic acid appearsto be
effectivefor reducing therisk for NTD recurrencein
Hispanics.

The TNTDP surveillancesystem involved
prospectivecase finding (International Classification
of Diseases, Ninth Revision [ICD-9], codes 740,741,
and 742.0, for al gestationa ages) usingthe
following data sources: hospitals; birthing centers,
ultrasound centers; abortion centers, prenatal clinics,
geneticsclinics; and birth attendantsincludinglay
midwives, certified nurse midwives, and nonhospital
physicians. Dataon NTD cases werecollected by 3
field teams (locatedin El Paso, Harlingen, and
Laredo), abstracted onto standardized forms, and sent
toTDHwithco  rmatory medical records.
Denominator data (live birth, death, and fetal death
records) were derived from the Bureau of Vital
Statisticsat TDH; 91% of theresident live birthsin
the border countieswereto Hispanic women of
Mexican ancestry.
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For 1993-1998 NTD surveillancerates include cases
at al gestational agesfor the 14 Texas-Mexico
border counties (Table1). Thesurveillancesystem
identified 360 resident NTD-affectedbirths/
terminations (cases) not otherwise accompanied by
aknown trisomy, triploidy, or syndrome (eg, Turner,
Mecke, or amniotic band). Of these cases, 324
(90%) occurredin the4 most popul ous border
counties: Cameron, El Paso, Hidalgo, and Webb.
Theoveral NTD ratein theborder countiesfor
1993-1998 was 13.4 per 10,000 live births (6.1 for
anencephaly, 6.3 for spinabifida, and 1.0for
encephalocele) (Table 1). The craniorachischisis
(contiguous opening of brain and spinal column,
included in anencephaly) ratein the border counties
was 0.5.

Of the 360 women identified as having had an
NTD-affected pregnancy, 340 (94.4%) were
Hispanic. Of the 20 non-Hispanicwomen, 16 (4.4%)
were White, 3 (0.8%) were African-American, and 1
(0.3%) was Asian/Pacific Idander. Therate among
Hispanicswas 13.8 per 10,000 live births and the
rate among non-HispanicWhiteswas 8.8 (p=0.08).

El Paso County (the northwesternmost county) had a
significantly lower NTD rate (9.0) than therest of the
border countiescombined (15.6; p < 0.001). Therate
among Hispanics also was significantly lower for El
Paso County (8.8) thanfor therest of the border
counties(16.1) (p <0.001).

Of the NTD-affected pregnancies, 68 (19%) were
induced or spontaneously aborted at lessthan 20
weeks gestation, 94 (26%) wereddivered or induced
at 20 through 33 weeks gestation, and 198 (55%)
were deliveredat > to 34 weeks gestation. Excluding
fetusesthat failed to reach 20 weeks gestationwould
haveloweredthe overdll rateto 10.8 per 10,000 live
births (p=0.01).

A primary objectiveof TNTDPis preventing
recurrenceof NTDs by providing folic acid to women
who have had an NTD-affected pregnancy. For the
folic acid intervention program, al women identified
through the surveillanceprotocol were contacted by
telephone, | etter, and/or in person. Womenwhose
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Table I . Neural tube defect (NTD) type* and ratet by county of residence —
Texas-Mexico border, 1993-1998

Anencephaly® Spina bifida Al NTDs
County No. Cases Rate No. Cases Rate Tota* Rate (95% CI**)
Cameron 31 6.7 38 8.2 73 158 (12.4-19.8)
El Paso 39 43 36 40 82 90 (7.2-11.2)
Hidago 48 6.2 60 7.7 118 15.1 (12.5-18.1)
Webb 28 93 19 6.3 51 169 (12.6-22.2)
Other 10 17 7.1 17 7.1 36 149 (10.5-20.7)
Totd 163 6.1 170 6.3 360 13.4. (12.0-14.8)

* NTD cases exclude the followingaccompanying conditions: trisomy (3), triploidy (3), Turner (1), Meckel (3), tethered cord (3), and amniotic

band syndrome (4).
TPer 10,000 live-born infants.

° Includes craniorachischisis (13) and inencephaly (1).

*Total includes encephaloceles (27).

** Confidence interval.

index pregnancy was ddlivered or terminated in 1993
or later and who resided in the study area were asked
to enroll in the program. The enrolled women were
interviewed and provided preconception, pregnancy,
and NTD risk-reductioneducation and counseling. If
awomanused contraception, shewasgiven a
multivitaminwith 0.4 mg folic acid; if awoman did
not use contraception, shewas given daily doses
consistingof 4.0 mg folic acid-onemultivitamin
containing 1.0 mg of folic acid and 3, 1.0 mg tablets
of folicacid. Women werefollowed, counsded, and
providedfolic acid supplementsat 1- to 3-month
intervals.

Asof December 31,1998,264 (73%) of the 360
women weredigiblefor enrollment in thefolic acid
intervention program; 96 (27%) womenwere not
eigiblefor enrollment (moved out of areaor had
tubal ligations/hysterectomies). Of the 264 eligible
women, 95 (36%) refused enrollment, quit, or were
lost to follow-up; 17 (6%) consented but were
pending enrollment; and 152 (58%) weretakingfolic
acid. Of 65 (34%) digiblewomen with induced
abortions, 22 (34%) refused participationin thefolic
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acid intervention compared with 19 (15%) of 128
(p=0.004) who had had natural outcomes (ie,
live-borninfants, stillbirths, or spontaneous
abortions).

Pregnancy outcomes followingthe index
NTD-affected pregnancy were assessed by tel ephone,
letter, and home visitsfor 1993-1998. Overall, 89%
of thewomen who had a subsequent pregnancy had
taken folic acid before conception; of these, 64% had
taken the daily 4.0 mgdose; 28%, the 0.4 mg dose;
and 8%, aphysician-prescribedprenatal vitamin. A
pregnancy outcomewas documentedfor 148
pregnancies. 117 (79%) of the pregnancies resulted
in non-NTD-affected livebirths, 24 (16%) in
miscarriagesor incompletespontaneous abortions, 6
(4%) in dectiveabortions, and 1 (1%) in aconfirmed
recurrent NTD. Fivewomenknown to be pregnant
werelost tofollow-up. Noneof the 6 elective
abortionswas NTD-affected. Excludingthe 24
miscarriagesand 5 pregnancies|ost to follow-up, 1 of
the remaining 124 pregnanciesresulted in arecurrent
NTD.
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The preliminary results of thefolic acid intervention
suggest that high-risk women can reducetheir risk for
subsequent NTD-affected pregnancies. Each woman
identified through the TNTDP surveillance protocol
was at risk for recurrenceand could not have been
enrolled inthefolic acid intervention program
without beingidentified through surveillance. One
fifth of the high-risk womenin theprogramwould
have been missed if only fetuses at greater than 20
weeks gestation wereincluded in the surveillance.
Why women with induced abortions areless likely to
takefolic acid than women with natural outcomesis
unclear and warrantsfurther study. Thewoman who
had arecurrent NTD-affected baby refused to meet
withfield staff and never received NTD
risk-reduction education, counseling, or folic acid.
The 1 NTD recurrencewas less thanthe 3to 5 that
would have been expected based on a 3% to 4%
recurrencerate (p=0.18, 0.10 respectively).’

The NTD survelllance dataindicatethat baseline
rates along the border arehigh and largely reflect the
rate among Hispanics. Someof thevariability inthe
ratesmay be partially explained by the unique
cultural and environmental factors along the border.
For example, compared with personsliving along the
rest of the border, El Paso County residentshave a
higher standard of living and arelesslikely to be
employed as migrant farmworkers." In addition, the
overal Texas-Mexicoborder ratefor
craniorachischisiswas 0.5, aratesignificantly higher
(p=0.048) than theratefor this defect in the
metropolitan Atlantaarea(0.1).> This suggeststhat
an unknown risk factor may exist, especiadly in
Hidalgo County where 6 (46%) of these rare defects
occurred. Findingsfrom the 1993-1998 recurrence
period showed that only 9% of El Paso County
women who delivered normal live-born infants
reported taking periconceptiond folic acid (TNTDP,
unpublished data, 1999). Althoughthe 9% usage
reported for El Paso County islow compared with
national reported usage (25%)),* usagefor Cameron
County is even lower (3%).

Thefindingsin thisreport are subject to at least 2

limitations. First, nonresident women who migrated
for birth into the United States and either returned to
Mexico or to another county were not eligiblefor the
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intervention program; further, resident women who
moved, werelost to followup, or had tubal
ligations/hysterectomies decreased the potential
intervention samplesize by 40%. Second, some
underestimateof cases occurred because of
pregnancy outcomes that occurred outside the area.
Although a sufficient number of pregnancy outcomes
haveyet to occur among high-risk womento achieve
statistical significance, folic acid appearsto reduce
therisk for NTD recurrencein Hispanicwomen.
Unlike other US surveillancesystems,>® sinceits
inception the TNTDP hasincluded cases at |essthan
20 weeks gedtationa age. Thesedata underscorethe
importanced atimely and active NTD surveillance
system that includesfetuses at |ess than 20 weeks
gestational agefor population-based and individua
NTD prevention. They aso highlight thenneed for
physiciansto educate their high- and low-risk
patients about the benefits of folic acid.™®
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Pesticide Poisoning — Acute Occupational Pesticide Exposure

Surveillance
Background

The Environmental Epidemiology and
Toxicology Divison at the Texas
Department of Health (TDH) conducts
active surveillance and collectsreports of
occupation pesticide poi sonings throughout
the state. Acute occupational pesticide

poi soning was made a reportabl e condition
with the passageof the Occupational
ConditionsReportingAct in 1985. Since
1986, the Pesticide Exposure Surveillance
in Texas (PEST) Program has collected
surveillancedata to eval uatethe extent of
this problemwithin ow state, conduct case
follow-up and siteinvestigations, and
guideinterventionand prevention
initiativesin effortsto improvethe health

of the Texas population. <5reports

In 1999 the PEST Program continued to I > 20 reports

develop and strengthen collaborative

reporting relationshipswith migrant clinicians, loca
and regional hedlth departments, and government
agenciesinvolvedin pesticide management which
includethe Texas Department of Agriculture(TDA),
the Structura Pest Control Board (SPCB), and the
Texas Poison Center Network (TPCN). The PEST
Program continuedto receive data electronically from
the Texas Workers Compensation Commission
(TWCC), the TDH Trauma Registry, and the TPCN.
The addition of these collaborating sources and
heightened electronic reporting isreflected in an
increase of amost 300% in the number of
occupationdly-related pesticide poisoning reportsin
1999 (315 reports) compared with 1998 (109
reports). Themajority of thisincreasein case
ascertainmentwas aresult of increasedreports
received from the TPCN, TWCC, TDH Trauma
Registry, and local or regional health departments.

In 1999 the surveillancesystem received 691 reports

of pesticideexposures, which included 315 work-
related exposuresand 376 nonoccupational
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5-20reports

Figure 1. Occupational Pesticide Poisoning Incidents by
County of Residence (Confirmed and Non-Confirmed Reports)

exposures. Reportsindicatethat the 315 work-
related pesticideexposures occurred in 75 of the 254
Texascounties(Figure 1). One hundredfifty-two
(152) were consdered confiied occupational
pesticidepoisoningcases. Reports are considered
confiiedif enoughinformationis availableto
determinethat a pesticidewas used and that the
exposureto pesticides caused the resulting
symptoms. Theremainder of thisreport focuseson
the 152 confirmed occupational cases.

Demographic Distribution

A mgjority of the 152 confiied occupational

pesti cide poi soning cases reported in 1999 involved
men (70%). Thisis not surprisingsince many of the
workers who commonly use pesticides (pest control
technicians, farmworkers, and chemica formulators)
aretraditionally men. Thirty-six percent of the
personsinvolvedinthe confiied poisoningreports
wereWhite, 7% were African American, and 17%
were Hispanic. Seventy-three percent of the
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Table 1. Occupational Pesticide
Poisonings by Age

Age (in years) Number %
<16 0 0
16-20 9 6
21-30 34 22
31-40 32 21
41-50 45 30
51-60 21 14
61+ 6 4
Unknown 5 3
Total 152

confirmed reportswere fromindividuas aged 21 to
50 years(Tablel).

In 1999, 17% of the pesticide poisoning cases
occurred in technical, sales, service, and
administrativesupport occupations, 11%in
productionand repair occupations, 8% in laborer
occupations, and 6% in agricultural occupations. In
1996 the US Department of Agricultureestimated the
farm and ranch work forcein Texasto be 264,000
workers with an additional 500,138 migrant and
seasona farmworkersand their dependents employed
in Texasfarmingin 1990." Given these numbersand
the nature of agricultural work, it was
expected that most of the pesticide
exposureswould have occurred inthe  Symptoms
agricultural sector. Texas Department
of Agriculturerepresentatives
indicated that drought conditionsover
the past severd years havekilled
many cropsin Texas. Asaresult,

Genito-Urinary

Cardiovascular

there has been a reduced need for _
pesticideuse. Regardless, itismost Dermal
likely that many agriculture-rel ated -
pesticideexposures are continuing to Eye |
go unreported.

Respiratory

Reported Poisoning
Symptoms Neuromuscular
In the 152 confirmed occupational

cases, neuromuscular symptomssuch

as headache, dizziness, confusion, n=152

Gastrointestinal |

irritability, and twitching muscles were most
frequently reported (100 individuals).(Figure 2).
Neuromuscular Symptoms are common following
exposureto organophosphates, due to their
cholinesterase inhibiting activity. Cholinesterase isa
chemica produced by the body to help regulate
signalsto the nervous syslem. When the body wants
to send signals through the nervous system, the body
releases a chemical known as acetylcholine. In order
to stop nerve signals, the acetylcholinemust be
broken down by the cholinesterase enzyme.
Organophosphates are known to decreasethe amount
of cholinesterasein the body, causing a build up of
acetylcholine. This build up of acetylcholinecan
cause symptoms such as quick, uncontrolled
movements, twitching muscles, and muscular
weskness, many of which werereported in the cases
reported for 1999.

Additiona symptomsreported in 1999 reports
include gastrointestinal symptoms, such as nausesa,
vomiting, diarrhea, and stomach cramps, and
respiratory symptomssuch as nose and throat
irritation, shortnessof breath, and difficulty
breathing. Eighty-six individualscomplained of
gastrointestinal symptoms, 77 individuals
complained of respiratory symptoms, and 57
individuals complained of eye-related symptoms.

Figure 2. Occupational Pesticide Poisoning: Reported

Groups of Symptoms

20 40 60 80 100 120
No. of Reports
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Figure 3. Most Frequently Reported Pesticides

Class of Pesticide

Phenoxyacetic Acid

Pyrethroids/Pyrethrin

Conclusion

Theeffectivenessof developingand
strengthening collaborativereporting
relationshipsis demonstrated by the
increasein occupationa pesticide
poisoning reportsreceivedin 1999,
almost tripling the number of reports
receivedin 1998. Althoughstill in its
initial stages, the development of
electronicreportingrelationships from
anumber of key collaboratingagencies
involved in pesticide use and
management will continueto enhance
surveillanceand the qudlity of reports

40 60
No. Reported

n=152

Commonly Reported Pesticides

Organophosphateswere themost commonly reported
classof pesticides, accountingfor 53% of the cases
reported (Figure 3). Organophosphatesare most
commonly used as insecticides but can also function
as herbicides and fungicides. Thewidearray of
formulationsand uses make organophosphatesideal
for usein the agricultural sector. Thirty-eight percent
of thereports noted that pyrethroids and pyrethrins
were being used at the time of exposure. These
plant-derived pesticidesare considered only dightly
to moderately toxic to mammals but are commonly
combined with other potentially moretoxic
insecticides to enhancetheir ability to control insects
and arewiddly used in agriculture, homes, and
gardens. In 2% of the cases, the chemicas
accounting for the exposureswere unknown.
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received. By maintainingcollaborative
rel ationships with valued reporting
sources and merging traditional
surveillancestrategieswith electronic
reporting from nontraditional sources,
the PEST Program can continueto increasecase .
ascertainment. Data and survelllanceinformation
collected using these methods will be valuablein the
development of more accurateintervention and
prevention programsthat will successfidly assistin
reducing the incidence of occupationally-related
pesticidepoisoningsin Texas.

80 100
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Poison Center Network

The Texas Poison Center Network (TPCN) was
establisnedin 1993 through Senate Bill 773 which
mandated 6 regional poison centersto provide
emergency treatmentinformation and public and
professional education regarding poisonings or toxic
exposures. Thisjoint effort asoincludes?2 state
agencies. The Commissionon State Emergency
Communications(CSEC) as thefunding and
administrativeagency responsiblefor overseeingthe
telecommunicationsinfrastructure of the TPCN, and
the Texas Department of Health (TDH), which
disseminates grant fundsto each of the 6 centersand
isresponsiblefor conducting and disseminating
epidemiologic analyses of the data collected and
reported by the centers.

The network provides a 24-how toll-freepoison
emergency telephone number resourcefor al Texas
citizens. By dialing 1-800-POISON-1 (1-800-764-
7661) Texans have accessto atoxicology referral
service staffed by specially trained physicians,
pharmacists, nurses, and paramedics. State of the art
telephonecircuitry means calls are answered
promptly and without busy signals. Telecommunica-
tion accessto 911 databasesacross the state alows
for immediatecal conferencingbetween the poison
victim, 911 operators, and poison center personndl.
Additionally, network educatorswork with schools,
health carefacilities, industries, and familiesto
educate communitiesabout the dangers of
unintentional poisonings and methodsof prevention.

One of the primary objectivesof the TPCN isto
expand the concept of poison beyond traditional
textbook definitions. A poison can be dmost
anything: prescriptiondrugs, over-the-counter

medi cations, housepl ants, household products,
insects, or fertilizers. There arethousands of
potentially lethal substancesin homes and
workplaces. TPCN isworkingto providecitizens
with expert medical adviceon how best to deal with
thisarray of substances. TPCN staff is committed to
providingthehighest quality of services by designing
programsthat improve outcomesand curb the
incidence of exposureto toxic substances.
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In 1998 TPCN received nearly aquarter of amillion
cals(Tablel). Many of thesewererequeststo
recelve information about avariety of topicsrelated
to poisons, includingtoxicity informationfor
particular substances, information and identification
of lega and illegal drugs, and medical treatment
information. Most of the calls, however, concerned
potentially toxic exposures. Nearly 65% of thecalls
wereto recave treatment advicefor apoisoning. The
vast mgority of these were regarding human
exposuresto asubstance, but poisoningsto animals
are also handled by the Network; morethan 4,000
toxic exposures to animals werereported during
1998.

Table 1. Types of Calls

No. of Calls %

Exposure 153,632 64.7

Information:
Drug 16,559 7.0
DrugID 21,411 9.0
Environmental 907 04
Medical 5518 23
Occupational 102 0.1
Poison 22,720 9.6
Prevention/Safety 4,332 1.8
Teratogenicity 171 0.1
Other 12,077 5.1

Totals 237,429

The mgority of the 149,424 human exposures
occurred to children younger than 6 yearsof age;
children 1 and 2 yearsof age account for nearly 40%
of all exposuresreported to TPCN. Most of these
childhood poisonings arefrom substancescommonly
found in or around the home, such as plants,
cosmetics, and household cleaning substances. In
more than 95% of the casesthese exposuresare
limited to aminor irritation and havelittleor no
effect upon thechild. Theeffect, on an aready
strained emergency medical system, however, is
great: trestment advice by the poison specialist to the
parent or child care provider can help avoid an

unnecessary trip to ahospital emergency room or
doctor's office, thus saving countlessdollars.
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Thenature and circumstancesof Figure 1. Management Site

poisonings change across the lifespan. Unspecifiedlleft

Boys account for most of the child AMA

poisonings reported to the TPCN, but 18.0%

by theteenageyearsthe mgjority of the /
Other/Unknown Treated and

exposuresare amongfemaes. This

proportion continuesto increase with

age, females account for nearly 65% of On-site;non-HC
the poisoningsto peopleolder than49 ~ 73.1%

0.6% — — = — released

Managed in HCF

23.9% Admitted, not

years. - — critical
" Refused referral — — \ 9.1%
iahtv-fi 2.4%
Eighty-five percent of all exposures o Admitted, critical
reportedto TPCN were unintentional. care
These most often occur asthe result of 14.3%
an improper use of the substance, but . -
alsoincludesuchthingsas Adm'ttﬁgiio psychiatric
Jinadvertentlyexceeding the dosage of a 5.0%

medication. Thiscommonly occurs
when achild care provider does not

realizethe child has aready received the medication The Texas Poison Center Network providesa
at home or from someonedse. Nearly 19,000 of the tremendouscommunity serviceto the citizensof
casesreported were considered to beintentional Texashy saving lives and health caredollars. As
exposures. Thesecasesgenerally consist of either seeninFigure 1, 24% of the patients using the
suicide attemptsor effortsto achieve an dtered network weretreated at a health carefacility. More
mentd state. Unlikeother age groups, the mgjority than 1 of every 4 of these patients required
of teenage exposureswereintentiond. hospitdization. Nearly threefourths of the people
calling the poison center about an exposure were
Thetype of exposure substanceis generdly the same treated onsite, generdly at home or work. For those
acrossthe agerange. Leading categoriesof toxic patients not already in a health carefacility whenthe
substances among teenagers and adults are analgesics call was made, 85% weretreated onsite. This
(ibuprofen, aspirin, acetaminophen, etc.), insect professional medical carediminated costly 911 or
stingsand snake bites, and household cleaning ambulance dispatch, or emergency room and office
substances. Roughly 3 out of 10 adult toxic visits. Itisestimated that every dollar invested in
exposuresinvolved one of these substances. poison centers saves $6 to $9 in health care costs.
Exposuresto legal andillegal mood atering
substances comprise asizable proportion of calsfor Bureau d Epi dem ol ogy (512) 458-7268

al ages. Morethan 10% of the callsregarding
teenager exposure and 14% of al calsfor adults
through age 49 were concerning antidepressantsand
sedatives.
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Rabies in Animals

Rabiesisavird zoonosis affecting the central
nervous system of warm-blooded animals.
Transmissionoccurs when salivacontaining rabies
virusisintroduced into an openingin theskin,
usually viathe bite (or possibly scratch) of arabid
anima. Thoughrare, transmission can a so occur
through contamination of mucous membranes.
Animals consderedto behighrisk for transmitting
rabiesin Texasinclude bats, skunks, foxes, coyotes,
and raccoons.

In 1999,400 (4%) of 9,861 animal specimensin
Texasthat weretested and confiied as positiveor
negative werepositivefor rabies. Thiswasa32%
increaseover the 303 confirmed cases reported in
1998. In 1999 therewere41 positiverabiescases
per 1,000 animalstested; in 1998 therewere 29
positiverabiescases per 1,000 animal stested.

Y early totalsfor 1984 through 1999 areillustratedin -

Figure 1. November wasthe month withthe highest
number of laboratory-confiied rabiescases(48),
with skunks (28) being the predominant rabid species
reported during that month; April had the second
highest number of cases (46), with skunks (20) being
the predominant rabid species. Animd rabieswas

Figure 1. Positive Rabies Cases and Specimens

Tested for Rabies: 1984-1999

800
g

600

Positive Cases

200

Table I . Confirmed Cases of Rabies
in Wild Animal Species: Texas 1998
and 1999

Species 1998 1999
Bats 104 90
Bobcats 5 2
Coyotes 6 2
Foxes 21 56
Raccoons 5 4
ingtails 1 0
Sﬁ(tj%tks 116 192
Total 258 346

confirmedin 99 of the 254 Texas counties (Figure 2)
compared with 95 countiesthat had reported casesin
1998. Freestone County had the highest number of
reported rabiescases per county statewidewith 45
cases (43 skunksand 2 cats).

Rabid wildlifeaccounted for 86.5% of theconfiied
cases throughout the state (Table 1). Skunkswere
the primary source of positivecasesreportedin 1999
(48% of al pogtivecases). 1N 1999, 192 skunks
were positivefor rabiescompared with
116 (38% of all positivecases) in
1998. Of al skunkstestedfor rabies,
30% were positivein 1999 and 26%

14000 werepositivein 1998.
12000 & Bts had the second highest number of
110000 £ confirmed rabies cases with 90 cases
8000 ? (22.5%of dl positivecases) in 1999
| @ comparedwith 104 cases (34% of dl
6000 g positivecases) in 1998. Of al bats
o testedfor rabies, 9% werepositivein
4000 &' 10999 comparedwith 10%in 1998.
2000 @
In additionto the bats reported via

0
84 85 86 87 88 89 90 91 92 93 94 95 96 97 98 N

Y ear

*No. d Pogtive Cases

0 routinesurvelllance, 46 bats that had

died or were euthanatizeddueto iliness
orinuy weresubmittedto the New
York State Department of Health's

=No. Tested Positive or Negative |aboratory for rabies testing as part of a

specid study. All of these bats were
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Table 2. Confirmed Cases of Rabies in
Domestic Animal Species: Texas 1998
and 1999

Species 1998 1999
Cats 8 21
Cows 5 8
Dogs 15 13
Goats 4 3
Horses 12 9
Sheep 1 0
Total 45 54

from Travis County; 1 tested positive and 45 tested
negative.

Rabiesin domestic animals(13.5%of al positive
cases) continued to be a concern becauserabid
domestic animals are more likely to have contact with
humansthan arerabid wildlife(Table 2). 1n 1999
cats represented 21 of the 54 rabies casesin domestic
animals; 13 rabid dogs werereported. 1n 1998 there
weremorerabid dogs (15 cases) thanrabid cats (8
cases) reported.

Twenty-onecounties, 3 of which had recorded cases
of caninerabiesin 1999, have beeninvolved inthe
South Texas caninerabies epizootic

implementationhas continued annually. These
programstarget the reservoir speciesfor the canine
and gray fox variantsof rabiesvirus. Immunization
is accomplished by aerial distribution of an edible
bait containingoral rabiesvaccine. Thegoals of the
ORVP areto create zones of vaccinated coyotes and
gray foxes dong theleading edges of the epizootics
to halt their expansion and, consequently, eliminate
the epizooticsby restricting the perimetersover time.

In additionto amarked reductionin the number of
rabies casesinvolvedin the epizooticssincethe
ORVP began, results from postvaccination
surveillanceconductedin March 1999 have also
demonstrated evidenceof asuccessful program.
Thebaits contain tetracyclineas abiomark agent
that replacescalcium in the teeth and bones of
animalsconsumingthebait. Of thetested coyotes
in the South Texas zone and the tested gray foxes
inthe West-Central Texas zone, 71% and 52%
respectively exhibited evidence of the biomark agent.
Additionally, serologic results determined that 89%
of thetested coyotesin the South Texaszone and
76% of the tested gray foxesin the West-Central
zone showed evidence of an immune responseto the
vaccine.

Zoonosis Control Division (512) 458-7255

sinceit began in-1988. Of dlpositive Figure 2. Confirmed Cases of Animal Rabies (all species)

cases tatewidein 1999, 10 (25%) by County

werethe caninevariant of rabiesvirus
compared with 5 (2%6) in 1998. Forty-
nine counties have been involved in the
West-Central Texas gray fox rabies
epizooticsinceit began in 1988, 18 of
which had recorded cases of gray fox
rabiesin1999. Of all positivecases
statewidein 1999, 66 (16.5%) werethe
gray fox variant of rabies-virus
compared with 36 (12%) in 1998.

In responseto the epizootics, the Oral
RabiesVaccination Program (ORVP)
for coyotesin South Texaswes
initiated in February 1995, and the
ORVPfor gray foxesin West-Centra
Texaswasinitiatedin January 1996;
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Salmonellosis

According to the Centersfor Disease Control and
Prevention (CDC), sdmonellosisis very
underreportedeven though some 40,000 cases are
reported yearly in the US. The United States
Department of Agriculture(USDA) estimatesthat the
actual number of Americansmadeill by
salmonellosiseach year isroughly 3.8 millionwith
consequent lost wages and medica costsin the
billionsof dollars.

Samonellosisis caused by Salmonella bacteria
which contaminatefoods of animal origin.
Improperly cooked poultry, eggs, and other poultry
products are responsi blefor about 50% of common
vehicleepidemics. Other associated foodsinclude
improperly cooked meats, particularly beef and pork
(13%), and unpasteurized dairy products (4%).
Cross-contaminationcan occur when the same
utensiIsthat are used for handling uncooked mest or
poultry arelater used for foods (such as vegetables)
that will not be cooked. Salmonellosismay aso be
transmitted through improper handling of pets,
particularly reptiles, and improper cleaning of pet
living areas. Secondary casesof salmonellosisare
often transmitted person-to-personby thefecal-oral

Figure 1. Reported Salmonellosis Cases 1994 - 1999
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route (eg, by infected food handlers).

Salmonella infection occurs 6 to 72 hours post-
ingestion, and symptomsinclude diarrhea, abdomina
cramping, fever, nausea, vomiting, and headache.
Severeinfection, which most likely occurs among the
very young and the very old, may lead to serious
dehydration and, occasionally, death. Lessthan 1%
of case-patients may become chronic carriersand
continueto excrete Salmonella bacteriafor morethan
ayear after infection. Biliary tract diseaseisa
predisposingfactor for becomingachronic carrier.

The number of reported sdlmonellosis casesin Texas
fell from 3,401 (17.3 per 100,000 population) in
199810 2,198 (11 per 100,000 population) in 1999,
ending afive-year upward trend which beganin 1994
(Figurel). Two personsdied of salmonellosisin
1999. Of the 724 isolates with reported serotypes,
themost common were S. newpovt and S.
typhimurium (113 or 16% each). In addition, 69
(10%) caseswere caused by S. enteritidis and 65
(9%) by S. javiana. Salmonellosisincidencerates
decreased in every Public Health Region in 1999
(Figure2). Mogt significant werethe decreasesin
Region4 (54%, from 19.6in 199810 9.1) and
Region 6 (53%, from 16.9in
1998t0 7.9).

Salmonellosis IS acommon
diseaseof very young
childrenwhose
underdevelopedimmune
systemsmake them

ially vulnerable. The
ﬁ&% s%l monellosis
incidencerateshave
traditionally occurred among
childrenlessthan oneyear
old. Whilethisisdtill true,
incidenceratesfor children
lessthan 1 year old fell from
233.9in19981t0 145.5, a

94 95 96 97

Y ear
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decreaseof 38%. All other
98 99 agegroups showed asmilar

dropin samonellosis
incidencerates (Figure 3).
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4 with a commercially

Figure 2. Salmonellosis Incidence Rate by Public Health associate _ o
Region, 1998 and 1999 distributed, unpasteurized orangejuice.

The juicewastracedto asingle
processor with international
distribution. The outbreak wasfirst
identifiedin Washington and Oregon,
and an outbreak-related case was
defined as an S, muenchen infection

-SS = §° after June 1 in a person who drank
unpasteurized orangejuice or whose
98 = o1 isolate had a PFGE patternwith no
99 =14  Morethan one band differencefrom
the Washington outbreak strain. Five
Texas patientswereidentified who had
98=17 both indistiguishable PFGE patterns
99=8 : .
and unpasteurized orangejuice
consumption.!

Despitea coupleof small outbreaks,
salmonellosisrates dropped
significantly throughout Texasin 1999.. .Because

Two small outbreaks of salmonellosisoccurredin salmonellosis iS underreported, it is possiblethat the
1999. From March through August of 1999, a reductionof rates may be an artifact of poor

cluster of 22 serologically confirmed cases of S. reporting. It may alsoreflect arisein empiric

hadar occurred in Potter and Randall Counties treatment of diarrheawith adrop inlaboratory
(Region 1). Restaurant exposure historiesof the diagnosis. However, 1999 was also the second year
case-pati entswere compared with exposures followingthe implementationof Hazard Analysis and
amoungacontrol group of

individua swho had Figure 3. Salmonellosis Incidence Rates by Age,

developed any kind of enteric 1998 and 1999
illness (other than S. hadar)

from January 1,1999 toAugust  , ggp C@ses per 100,000
5, 1999, and who had :
patronized at least 1 local

restaurant. Based on the case- !
control comparison, 2 local
restaurantswere strongly
associated with S hadar cases.
No infected foodhandler or
related food item from either of
the restaurants could be
identified. CDC reported that
50% of S. hadar infectionsin
the US arerelated to poultry
consumption. 1

1998
1999

<1 1-4 59 1014 1519 20-29 30-39 40-49 50-59 60+

In June 1999 amultistate Age Group
outbreak of S muenchen was
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Critical Control Points (HACCP) to reduce microbia
contamination of meat and poultry. An
Administration Statement by the President's Council
on Food Sefety stated that as aresult of pre-HACCP
testing and post-HACCP implementa-tion testsfor
performance, the Food Safety and Inspection Service
was ableto report declinesin Salmonellaspp. on
broilers by dmost 50 percent.> Aseffortsto promote
food safety, hygienic practices, and sanitation
throughout Texas continue, perhaps further
reductionsin enteric diseaseincidencemay be
anticipated.
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Sexually Transmitted Diseases

Primary and Secondary Syphilis

Thespirochete Treponema pallidum causessyphilis.
Primary and secondary (P&S) syphilis, the acute
formof the disease, is characterized by primary
lesions (an ulcer or chancre a the site of infection)
followed by secondary infection (manifestationsthat
include rash, mucocutaneous lesions, and
adenopathy). Untreated P&S syphilis progressesinto
achronicdiseasewith long periods of latency.
Statewide, 459 cases of P& S syphiliswerereported
in 1999. This 7% increasefrom casesreportedin
1998 reverses a 7-year downward trend. Still, the
number of P&S syphilis cases reported in 1999 was
one-tenth the number reported in 1991. Morethan
25% of P&S patientswerefrom 15 to 24 years of
age. Men accountedfor 61% of reported casesin
1999; in previousyears cases were more equaly
distributed between sexes. Two major metropolitan
counties, Dallas and Harris, accounted for over 50%
of al P&S syphiliscasesreported.

Theoverdl stateratein 1999 for P&S syphiliswas
2.3 casesper 100,000 population. African
Americanscontinued to account for themajority

Figure I . P&S Syphilis Case Rates by Race/Ethnicity

: Cases per 100,000 Population
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(57%) of P&S syphiliscasesreported in Texasin
1999. Therateof P&S syphilisamongAfrican
Americanswas 11.4 cases per 100,000 population.
Althoughlessthan one-fourththe 1995 rate of 53.2,
the ratefor African Americans remained extremely
high compared with rates for Hispanics (1.7 cases per
100,000 population) and Whites (0.4 cases per
100,000) (Figure1). AmongAfrican American
women, those aged 20 to 24 had thehighest rate at
29.5 cases per 100,000 population. In contrast, the
highest ratefor African Americanmen wasfound
among those aged 35 to 39 with 35.4 cases per
100,000. Afi-ican Americanmen also had P&S
syphilis rates of at least 20 cases per 100,000 across
awiderange of agegroups (20to 24, 25 t029, 30 to
34, and 40 to 44 years of age) (Figure2). The
extremely high caseratefor both sexesindicates that
P&S syphiliscontinuesto be asignificant problem of
among African Americansin Texas.

Early Latent Syphilis

Theearly latent stageof syphilisis defined asthe
first year following secondary syphilis. Untreated
cases of morethan 1 year's duration or of unknown
duration are classified aslate latent
syphilis. In both early and late latent
stages, positiveclinicd signsare
absent, and detection of syphilisrelies
upon serologictests. Tertiary syphilis
is symptomatic|late disease which may
includeneurologicand cardiovascular
sequelae. Thelatelatent and tertiary
stages of syphilis are not discussed
separately in this article because those
individuas contracted the disease
many years prior to their cases being
diagnosed and reported, and syphilis
isnot aslikely to betransmittedin
theselatestages. Thus, thereare
limited publichealthimplicationsto
these diagnoses.

Total

In 1990, dightly over 5,000 cases of
P&S and of early latent syphiliswere
reportedwith similar rates of 30.4 and
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Figure 2. P&S Syphilis Case Rates Among African wee re'po.rted, marking the sixth year
American by AgeGroup and Sex of de_cl_lne. the_numberof congenital
syphiliscasesin 1999 represented a

0 Cases per 100,000 Population 7% decrease from 1998. With 47

EdMen cases, Harris County had thehighest
3 mWomen  number of congenital cases, asmall
declinefrom the 51 casesreported
30 from that county in 1998. Hidalgo
County had the second-highestnumber
with 14 cases. Dallas County, with the
20 second-highest in congenita syphilis
reportsfor 1998, dropped from 23
casesin 1998to only 4in 1999.
Statewide, 52% of congenital cases
10 were among Hispanics, 37% among
African Americans, and 10% among
. Whites. Based on 1998 live birth
0 ' ' = — — numbers (1999 birth datawas
15-19 20-24 25-29 30-34 35-39 4044 | Lovailabl 6), the estimated rate of
Age Group congenital syphilisin 1999 was 30
29.9 cases per 100,000 population, respectively cases per 100,000 live births.
(Figure3). Therateof P&S syphilissteadily
declined from 1990 to 1998, however, the early latent Total Syphilis
syphilisrateincreasedin 1991 and sincethen has
decreased more dowly than the P&S syphilisrate. Theterm 'total syphilis refersto dl reported syphilis
This delayed declineof early latent syphilisratesis casesregardlessof the stage of thedisease. Included
typical of periods of decreasing syphilismorbidity. inthistotal arecongenitd, P&S, early latent, late
Although both P&S syphilisand early latent syphilis |atent, and tertiary syphilis. In 1999, 3,647 cases of
cases were considerably lower in 1999
compared with 1990, the number of  Figyre 3. Syphilis Case Rates
early latent syphilis cases (1,240) was
nearly 3 timesthe number of P&S Cases per 100,000 Population
syphiliscases. The1999 overdl rate 199 = Total Syphilis
of early latent syphiliswas 6.2 cases +Early Latent Syphilis
per 100,000 population. Theincidence 80 ~+P&S Syphilis
ratesfor early latent syphilis by
race/ethnicity were asfollows: African
Americans, 31.8 cases per 100,000; 60 |
Hispanics, 5.4; Whites, 1.4.
Congenital Syphilis 40
Congenital syphilis, one of the most
seriousformsof thedisease, may 20 1
cause abortion, stillbirth, or premature
delivery, aswell as numeroussevere #

complicationsin thenewborn. In 0

. - 81 82 83 84 85 86 87 88 89 90 91 92 93 94 95 96 97 98 99
1999, 92 cases of congenital syphilis

Year
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Figure 4. Chlamydia Cases 1988-1999*
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*Chlamydiareportingin Texas began in 1987

Figure 5. Chlamydia Case Rates Among Women by
Race/Ethnicity, 1991-1999
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Figure 6. Gonorrhea Cases, 1972-1999
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total syphiliswerereported, for a statewide rate of
18.2 cases per 100,000 population. Thismarksthe

eighthyear of declinein total syphilisnumbers,
closdly parallelingthe decreases seen among P&
and early latent syphilis(Figure 3).

Chlamydia
i Figure
ThebacteriaChlamydia trachomatis is
one of themost common causes of
sexudly transmittedinfections.
Chlamydiainfectionin women can
result in seriouscomplicationssuch as
pelvic inflammatory disease and
ectopic pregnancy. After chlamydia
becamereportablein 1987, the number
of cases soared, reflecting increased
testing but not necessarily increased
disease. Reportsof chlamydiain 1999
totaled 62,526, a 3% increasefromthe
previousyear's total of 60,626 (Figure
4). In 1997 and 1998, Texas
experienced much larger increasesin
chlamydiareports. Atthetime, these
increaseswere attributedto the state-
wideimplementation of new morbidity
surveillance software, Sexualy

2,000

1,500

1,000

500

Transmitted Disease Management
Information System (STD*MIS),
which alowed for more complete
capture of morbidity data. The
levelingout of chlamydianumbersin
1999, following the establishment of
STD*MIS, seemsto support that
theory.

Statewidethetotal number of clients
screened for chlamydiathrough public
funding decreased from 349,517 in
1998 to 337,832 in 1999; the number
of positivesresulting from these

screenings, however, increased from
23,707 in 1998 to 26,145 in 1999.

Of thetotal chlamydiacasesreported
in 1999, 83% were amongwomen.
Women aremorelikely to be screened
for chlamydiaduring clinical exams
for family planning, prenatal care, and routine pap
Ssmear testing. Because of theincreasedrisk of severe
outcomes, includingthe potential for pelvic
inflammeatory disease and the possibility of infecting
to anewborn child, chlamydia screening programs
almost alwaysfocus on women. Men are often

asymptomafic and thereforedo not seek treatment.

S

7. Gonorrhea Case Rates by Race/Ethnicity, 1991-1999
Cases per 100,000 Population
+African American
+Hispanic
4 = White

+Other*
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Given that men make up such asmall proportion
(17%) of chlamydia cases reported, it isnot possible
to estimate the trueincidence of chlamydia in the
Texas population.

Becausewomen accounted for the vast mgjority of
chlamydiareports, ratesfor each sex should be
examined separately. The 1999 caseratefor women
was 511 cases per 100,000 population with African
American women having thehighest rate(1,132
cases per 100,000), followed by Hispanic (585) and
Whitewomen (142) (Figure5). Menshoweda
similar racial/ethnic distribution to women but with
far lower rates. However, becausethe mgjority of
individual swith cldamydiaare asymptomatic, equal
targetingof men for screeningand testing would
likely result in ahigher incidencethan was suggested
by casereports.

Over 74% of al reported chlamydia patientswere 15
to 24 years of age, with over 39,000 casesreported
for women aged 15to 24 done. Theratesfor
chlamydiaamongwomen aged 15 to 19 and 20 to 24
were 2,928 cases and 2,547 cases per 100,000

population, respectively.
Gonorrhea

Thebacteria Neisseria gonorrhoeae CaUSES
gonorrhea. Left untreated, gonorrheamay lead to
sterility in men and pelvicinflammatory disease,
ectopic pregnancy, and sterility in women. The
32,680 cases of gonorrheareported in 1999 represent
lessthan a 1% decreasefrom the number of cases
reportedin 1998 (Figure6). Aswithchlamydia,
gonorrheanumbers had increased substantially in
both 1997 and 1998 prior toleveling off in 1999; the
conversionto STD*MIS surveillancesoftwarewas
likely also responsiblefor these gonorrheatrends.
The 1999 state ratefor gonorrheawas 163 cases per
100,000 population, dlightly lower than theratein
1998 (169 casesper 100,000) (Figure7). Therate
among womenin 1999 (165 cases per 100,000) was
only dlightly higher than theratefor men (161 cases
per 100,000) and both rates have been nearly the
samesince 1996.
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Thegonorrhearatefor African Americans (783 cases
per 100,000) was nearly 10 times greater than the
ratefor Hispanics (83 cases per 100,000) and nearly
25 times higher than the ratefor Whites (32 cases per
100,000). African American men hed the highest
rateof all race/ethnicity-sex groupsée 877 cases per
100,000 population. Gonorrheacases among African
Americansaged 15 to 24 accounted for the greatest
shareof African American cases (64% of those
reported); they al so represented 35% of all cases
reported regardlessof race/ethnicity or age.

Thehighest rate for women was found in those aged
15to 19 (937 cases per 100,000) followed by those
aged 20 to 24 (740 cases per 100,000). Meninthese
age groups aso had higher rates at 450 cases per
100,000 for the 15 to 19 agegroup and 665 per
100,000 for those20 to 24. Gonorrheaamong young
women aged 15 to 24 comprised 72% of al casesin
women; young men inthis age group accountedfor
53% of al gonorrhea cases among men: In 1999,
youngmen and women aged 15 to 19 accountedfor
32% of gonorrhea, compared with 30% in 1998 and
27%in 1997.

Statewidethetotal number of publicly-funded
screenings decreased 4% from 350,643 in 1998 to

338,181 in 1999; at the sametimethe number of

positiveresultsfrom thesetests increased 12% from
13,930in 1998 to 15,611 in 1999.

HIV and STD Epidemiology Division
(512) 490-2565
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Shigellosis

Accordingto thefederal Food and Drug  Figure 2. Shigellosis Rate per 100,000 Population by

Administration (FDA), approximately
300,000 cases of shigellosisoccur inthe
United States annudly. Shigellosis
continuesto be oneof the most frequently
reported enteric diseasesin Texas.

Shigella spp. can cause diseasewith as
few & 10 organisms. Symptomsappear
12 t050 hours after infection and include
mucoid or pus-ladendiarrhea, abdominal
cramps, fever, nausea, vomiting, and
tenesmus. Prevention of shigellosis
involves standard sanitary practicessuch
as thorough hand washing after bathroom
use or digpering and beforefood
preparation. Since shigellosisspreads
easily in group child-caresituations, strict
handwashing practicesas wel asthe
disinfectation of toysand diapering

surfaces can considerably reduce the spread of the

disease.

A significant decreasein the number of shigellosis
casesoccurred in Texasin 1999. ‘In contrastto 1998

Figure 1. Shigellosis Incidence Rates, 1989-1999
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inwhich 3,988 cases (18 per 100,000 popul ation) of
shigellosiswerereportedto the Texas Department of
Hedlth (TDH), only 2,281 cases (11.4 per 100,000
population) werereportedin 1999. Theincidence
was the lowest rate observed since 1989 (Figure 1).

Hedlth educationeffortsin North and
West Texas, including safefood
handling conferences and hand
washinginstruction, may have been
responsiblefor some of the reduction
incases. Of the 1,602 (70% of total
received) isolates that were speciated,
the most frequently identified species
weresS. sonnei (81.3%), S. flexneri
(10.2%), and S. boydii (1.7%).

Shigdlosisincidenceratesfell in al
but one of the Texas Public Hedlth
Regionsin 1999 (Figure2). Most
dramaticwas the nearly 68% reduction
in the Region 1 incidenceratefrom
100 per 100,000 in 1998 to 33 per
100,000 in1999. Thisdecreasein
Region 1 incidence may be because
Lubbock County, which had severa
small outbreaksof shigellosisin 1998,
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fell from 408 cases toonly 41 casesin - Figure 3. Reported Shigellosis Cases by Age

1999. Only the Region 8 incidence rate Group
mcreased from 20 in 1998 to 22 in 1999,
largely due to Bexar County, which had No. of Reported Cases
the greatest number of cases (381) in the 600
state. There were no significant 1400
shigellosis outbreaks in 1999, and no
deaths from shigellosis. 1200
1000

Race and ethnicity were recorded for

1,740 cases (76%). -Although the highest 800
incidence occurred in the Hispanic

population (16.9/100,000), this is a 600
significant (31%) reduction from the 400
1998 incidence rate among Hispanics of

24.5. Reductions in the incidence rates 200

for the other race/ethnic groups were even 0 '

more significant. For African-Americans <5 59 10-19 20-29 230-39 40-49 50-59 60+
the 1999 incidence rate fell 44% (from : Age Group

the 1998 rate of 9.9 to 5.5/100,000

population) and for Whites the incidence rate fell
48% (from the 1998 rate of 8.7 to 4.5/ 100,000
population).

Most shigellosis outbreaks occur in day care settings
and the majority of cases usually occur among
children aged 0 to 5 years. In 1999 the incidence rate
per 100,000 population among 0- to 5-year-olds fell
38% from the 1998 rate of 90.1 to 55.7. Figure 3
illustrates the number of reported cases per age group
in 1999.

Incidence rates for many enteric diseases decreased
in 1999. Although it is possible that the reductions
were an artifact of underreporting, with continued
health education regarding proper hygenic practices,
handwashing, and safe food handing, Texas may
look forward to further reductions in incidence of
shigellosis as well as other enteric diseases.

Infectious Disease Epidemiology and Surveillance
Division (512) 458-7676
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Silicosis and Asbestosis Surveillance

Two occupationa lung diseases, asbestosis and
silicoss, arereportableto the Texas Department of
Hesdlth as mandated in the Occupationa Condition
Reporting Law (Texas AdministrativeCode 99.1.)
These 2 diseaseswereincluded inthisreporting law
becausethey both have awell-understood etiology,
predominately result fi-om occupati onal exposures,
and are preventable. Sincetheinception of the
reportinglaw in 1986, surveillancefor both silicosis
and asbestosis has grown tremendoudy. Much of
this growth was made possible by thefinancial
assistance from a cooperative agreement with the
National Institutefor Occupational Safety and Health
(NIOSH).

Asinmost states, Texas law requiresthat designated
professionals, primarily physicians and |aboratorians,
report specificinformation regarding certain diseases
and other adverse health conditionsto the state health
department. Thistype of reportingisknown as
passivesurvelllance; that is, the health department
receivesthe report and acts on theinformation
received based on astandard protocol. With passive
surveillance, the health department does not employ
staff to actively seek out cases. Active survelllance
occurs when the heal th department attemptsto
identify otherwise unreported cases of areportable
condition, often for the purpose of more complete
documentation of the magnitudeof the problem and
for intervention.

medicine physicianscontacted by an EOEP staff
member on aquarterly basisto assess newly
diagnosed cases of silicosis. Since 1997, active
surveillanceactivity is limited to death certificate
review.

Silicosis

Silicosisis alung diseasethat resultsfi-ominhaation
of crystallinesilica. Therelationshipbetween dusty
work conditions and occupationd lung disease has
been described since antiquity, and methodsfor the
preventiond slicosis have been recommendedby
the US Department of Labor at least Sncetheearly
1930s. Unfortunately, this preventablelung
condition continuesto disableworkerstoday.
Workersat high risk of silicosishave higtorically
included miners, quarry workers, foundry workers,
and sandblasters. Many employeesin these
occupationscontinueto be at high risk today.

In 1999 EOEP received 3 reports of individualswith
only reported silicaexposureand 22 reports of
individual swith confirmed or suspected cases of
slicosis. In additionto the 7 reportsfi-om medica
providers, 18 slicosis caseswereidentifiedthrough
death certificatereview. Of the 22 individuaswith
confiied or suspected silicosis, 20 weremaleand 2

Table 1. Industry for Reported Individuals

Sincereporting started in 1986, Environmental and  No. Industry

Occupational Epidemiology Program (EOEP) staff 65  Construction

have augmentedthe required passivereporting of 63  Manufacturing

ashestosis and silicosiscases by conducting 19 Transportation, Communications, and other Public Utilities
quarterly reviewsof death certificatesto identify 17 None Reported

individual sfor whom asbestosisor silicosiswas 13 Elgal]'g Administration

listed as a causeof death. From 1992 through 8 Retail Trade

1997, EOEP wes ableto conduct ctive 6 Businessand Repair Services
surveillancefor silicosis. This activesurvelllance 2 Military

included annua remindersto physiciansand 2 Farming/Ranching

hospitals of thereporting requirement; statewide 1 Medical

review of hospital medical recordsof patients 1 OilField

discharged with adiagnosisof silicosis; and 1 (ngt“;fh

initiation of asentinel provider systemfor silicosis 204
reporting, with pulmonary and occupational
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werefemale (both homemakers). Sixteen (73%)
individuals were White, 6 (27%) were African
American. Therewere2 workersidentified as
Hispanic. Fiveworkerswere sandblastersand 9
workers were employedin construction.

Asbestosis

Likeslicosis, asbestosisis achronicfibroticlung
diseasewhich resultsfrominhalationof amineral, in
this case asbestosfibers, in theworkplace. Ashestos
has been referred to as the magic mineral because of
its heat resistance and fibrousnature. Thereare
literally thousands of usesfor asbestos, and the
construction industry in the United States has beena
major ashbestos consumer. Some of the usesinclude:
ashestos cement products (tile, roofing, drain pipes),
floor tile, insulation, and fireproofing. Substitute
materialshave replaced asbestossince 1972, but the
processof removingthe existing asbestos-containing
material scontinuesto posea potential hazard.

In 1999, EOEP received reportsof suspected or
confiied diagnosesof ashestosisin 211 individuals.
In addition to the 26 reportsfrom physicians, 8 were
obtained through medical record review, and 177
asbestosis cases through degth certificatereview. Of
the 211 individual sreported, 7 had asbestosexposure
only and 204 had a suspected or confirmed diagnosis
of ashestosis.

Littlework exposure information was reported.
Because much of theindustry informationis from
death certificates, the workplacelisted may not bethe
site of ashestos exposure but is often wherethe
personwas reported (by relatives) to have worked at
thetimeof death. Table 1 liststhe industry for 204
reported individuals. Nineindividuas werelisted as
homemakersor reported as never having worked
outside the home,

Of the 204 individuals, the mgority were male (191
[94%]) and 13 (6%) werefemae. Thosedatareved
that 177 (86%) wereWhite, 13 (6%) were African
American, and 14 (7%) wereunknown. Individuas
of Hispanicethnicity totaled 13 (6%). Theageat
diagnosisranged from 47 to 91 years of age (mean
age=72).
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EOEP occasiondly is ableto obtain information on
other lung conditionsor smoking statusfor
individuals with asbestosis. For the asbestosiscases
reported during 1999, the workerswith asbestosis
also had mesothelioma, and 15 had lung cancer.
Smoking statuswas reportedfor 28 individuals, 15
(54%) of whom weresmokers.

Environmental Epidemiology and Toxicology
Division (512) 458-7269
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Submersions Occurring in Swimming Pools, 1998

The Texas Department of Health received reports of and 11 of thechildren ages5 to 9yearsdied. The

726 submersionsoccurringin 1998. Submersion 1998 drowning ratefor childrenlessthan 5 yearswas

injuriesincludefatal (drowning) and nonfatal (near- 3.2 per 100,000 populationfor Texas residents which

drowning) incidents. In 1998, 59% (431) of dl is higher than the Healthy People 2000 objective of

reported submersions werefatal and 38% (276) were 2.3 per 100,000 population (Figure 3).

nonfatal. Among Texasresdents, crudedesth rates

for drowning have been decreasing since 1986 A privateresidence(48%, 107/225, [denominator

(Figurel). However, in 1998 the drowning rate of reflectsmissing datafor 3 cases]) was the most

2.0 per 100,000 populationwas still slightly higher fiequent sitefor asubmersionto occur in a

than the Hedlthy People 2000 objective of 1.3 desths swimming pool (24% homeresidenceand 24%

per 100,000 population. The greatest number of total another person's privateresidence). Apartment

submersions(fatal and nonfatal combined) occurred complex swvimming pools werethesitefor 21% of

in swimming pools (31%. 2281726) (Figure 2). pool submersionsin 1998, followed by public places

However acomparison of location of injury between (20%), and hotel/motel (7%). Theleading sitefor

fatal and nonfatal cases, shows morefatal submersionsoccurring to children lessthan 2 years of

submersionsoccur at lakesor river/creeks (23%, agewasthe private home residence. However,

99/431 each) than swvimming pools (17%, 74/431); among children 3 yearsof age, theleadingsitewas

whereas, more nonfatal cases occur at swimming another person's residence, and among children 4

pools(53%, 145/276). years of age, theleading sitewas an apartment
complex pool.

Themgority of submersionsamong males occurred

in swimming pools (29%, 1551534) similar to that -The monthly distributionfor swimming pool-related

occurring among females (38%, 73/192). Among submersionsshows that from January to April of

submersionsoccurring in swimming pools, 68% of 1998, therewere 10 or fewer submersionseach

patientswere male and 32% werefemale. Thirty-two month. Beginningin April, the number of

percent of patientswho had asubmersonin a submersionssteadily increased by month until it

swimming pool died (741228). Among . _
submersionsoccurring in svimming Figure 1. Drowning Deaths, 1980-1998
pools, Whites experienced the greatest

percentageof submersions(46%), 5 Deaths per 100,000

followed by Blacks(28%,), and
Hispanics (22%). However, a
comparisonof the percentageof
submersion by location among each
race shows Blacksare morelikely to
experienceasubmersionin apool
(51%, 631124) than Whites
(33%,105/323), or Hispanics
(22%,49/221) (Table 1).

The greatest number of submersionsin
swimming pools occurred among 0 ,
children less than 5 years of age(50%, 80 82 84 86 88 90 92 94 96 98
114), followed by childrenages5to 9
years(5.5%, 40). Fifteenof the
childrenlessthan 5 yearsof agedied  Bureau of Vital Statistics, Texas Department of Health

Year
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Figure 2. Submersionsby Status and Location,
1998
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Table I . Location of Submersion by Race, 1998

Location Black Hispanic White
% % %
Swimming Pool 50.8 22.2 325
Bath Tub 8.1 12.2 10.5
Hot Tub 1.6 0.0 25
Lake 13.7 14.0 198.8
Pond/Farm Tank 7.3 09 5.9
River Creek 5.6 17.6 13.0
Bayou 0.8 1.4 06
Ocean/Gulf/Bay 8.1 12.7 102
Canal/Drainage Ditch 0.8 13.1 22
Other 1.6 54 1.2
Unknown 1.6 05 18

reached a peak in June (n=57). Submersions steadily
decreasedfiom the pesk in June until October, when
they were once again fewer than 10 cases per month
from October through December, 1998. Thegreatest
number of cases per hour occurred between 3PV and
10 PM (56%, n=127).

Information regarding the circumstances of theinjury
were availablefor 57% of the cases. The data show
that 45% of thevictimswereleft unattended by their
caregivers at thetime of the submersion, and 23%
fell prior to their submersion. Other circumstances
which accounted for less than 8% each were (in
descending order) as follows: engaged in horseplay,
was anonswimmer, removed personal flotation
device, fell off raft, hit head, doveinto shallow water,
attended agroup swimming party, failed to provide
fence around the pool, attempted to rescue another
person or animal, had aseizure, and becamefatigued.

Injury Epidemiology and Surveillance Program
(512 458-7266
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Tick-borne Diseases

Seventy-two of the 354 possibleLyme diseasecases
reportedto the Texas Departmentd Healthin 1999
met the current CDC's case definition: physician
diagnosed erythema migrans (EM) at least 5 cmin
diameter or rheumatologic, cardiac, or neurologic
manifestationswith a positivelaboratory test. Forty-
five (63%) of the 72 patientswerefemale; ages
ranged from 3to 99 years. Nine personswere
hospitalized.

Eleven (15%) of the 72 Lymedisease patientshad
physician-diagnosedEM; an additional 10 patients
had EM that was not witnessed by a physician.
Bell'spalsy wasreported for 8 (11%) patients. Other
commonly reported neurol ogicmanifestations
included periphera neuropathies (43 patients), limb
weakness (23), sensory impairment (12), and vision
impairment (11). Twenty-three (32%) patientshad
migratory joint pain; 30 (42%) had swollenjoints.
Only 10 (14%) patientsrecalled tick exposureprior
to onset of theirillness; 3 (4%) reported fleabites
prior to onset.

89

Ten casesof Rocky Mountain spotted fever , in
residents of Cooke(2), Denton (1), Grayson (1),
Guadalupe (1), Jack (1), Nueces (2), Stephens(1),
and Tarrant (1) counties, were confirmed in 1999.
The ages of the patientsranged from 3to 57 years; 6
of the patientsweremale. Onsetsof illnesswerein
February (2), March (2), April (1), May (3), June (1),
and September (1). Symptomsincluded fever (10),
rash (7), myalgia (7), headache (6), malaise(6),
nausea (6), vomiting (6), and anorexia (4). Six
patientswerehospitalized; 1 died.

One case of human granulocytotropicehrlichiosis
was also reported in 1999. The patient was a 6 year-
old maleresident of Tarrant County; however, he
recelved atick bitein Massachusetts. Hissymptoms,
which occurred in July, includedfever, chills,
malaise, and rash.

| nfectious Disease Epidemiology and Surveillance
Division (512) 458-7676
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Traumatic Brain Injuries, 1997

In1997, 10,501 traumatic braininjuries(TBI) were
reported to the Texas Department of Health (TDH).
Therewere 2,191 TBI casesreported through desth
certificatessent to the Bureau of Vital Statistics. The
Trauma Registry received 8,648 reports, of which
338 were duplicatecases also reported to BV S.

The casedefinitionfor TBI includesthelnternationd
Classificationof Diseases, 9 Revison Clinical
Modification (ICD-9-CM) codes 800.0-801.9, 803.O
804.9, and 850.0-854.1. Thesecodesinclude:
fractures of theskull; concussions, cerebra
|acerations and contusions; subarachnoid, subdural,
and extradural hemorrhage; and other intracranial
injuries.

Maesweretwiceaslikely asfemaesto sustaina
TBI, and among al racesWhites sustained the largest
percentageof TBI (52%), followed by Hispanics
(33%), and Blacks (11%). Among all ages (age
range: 0-104 years) persons ages 15 to 19 years
experienced the greatest number of TBI (n=1430,
13.6%). Twenty-six percent of al personssustaining
aTBI died. Amongthesurvivors, 19% weredisabled
and 35% made agood recovery.
Three percent of all TBI caseswere
work related. For work related TBI,
44% occurred at anindustria place
and 26% occurred on a street or
highway.

No.
1000

A
800 y\

The leading causeof TBI was motor
vehicletraffic-rel ated events (50%)
and the second leading causewasfalls
(20%)), followed by assault (12%)
(Figurel). For motor vehicletraffic-
related TBI, persons 15 to 19 yearsof
age experienced the highest number
of injuries. For fall related events,
personslessthan 5 years of age

600

400

200

For motor vehicle traffic-related TBI, the majority of
injured persons are drivers(46%) with passengers
representing (30%). Theuse of protective equipment
isknownfor 36% of all motor vehicletraffic-related
events. Approximately 30% of al drivers and 41%
of al passengers who sustained a TBI were not using
aseat belt and/or air bag at thetime of theinjury
(Tablel). Approximately 55% of pedd cyclists,
23% of motor cycledrivers, and 52% of motorcycle
passengerswere not wearing ahemet at the time of

injury.

For fall related TBI, 28% are caused by fallsfrom
onelevel to another and 24% are caused by fallson
the sameleve from dlipping, tripping, or stumbling.
Among childrenlessthan 5 years of agewho were
injured by afal (337), the greatest number fell from
oneleve to another (104), followed by afall from or
out of abuilding (43), and from other stairsor steps
(38). Sixty percent of childrenlessthan 5 years of
agewhose TBI isdueto afall aremaeand 50% are
Hispanic. Among childrenlessthan 5 years of age,
the highest percentage of fall related TBI occurred

Figure 1. TBI by Age Group and Etiology, 1997

—Motor Vehicle
==l glls
=Assault

experienced the greatest number of 0

80-84  100-104

C : 0-4 20-24 40-44 60-64

injuries. Seventy-five percent of all . ’ § g

TBI assault related events occurred 10-14 30-34 °0-54 70-74 90-94
among persons 15 to 44 yearsof age. Age Group (Years)
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Table I . Use of Protective Equipment in Motor Vehicle Related TBI, 1997

%

Patient Position Seat Belt Air Bag & Air Bag Child Seat Unknown Other Helmet
Seat Belt Usage

Driver 299 28.0 28 1.7 36.8 1.2 e

(n=2416)

Passenger 40.5 175 21 0.6 18 36.6 0

(n=1555)

Pedal Cyclist 545 — e e e 366 0.8 8.1

(n=123)

Motorcyclist 228 ———— _— 28.0 11 481

(n=189)

Passenger on 524 - e - 19.0 438 23.8

Motorcycle

(n=21)

sexa| Ul ABojolwepid]

6661
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among children 1655 than | year ¢ age

Fi 2. TH Alcohol Etiol 1997
(35%). igure cohol Use by Etiology, 199

For assault related TBI, Hispanicmales Percent o Alcohol Related

experienced thehighest number of
casesfollowed by Whitemaes and
Black males. Approximately 30% of

all assault related TBI are caused by
personal contact (for exampleusingthe
hand as aweapon), and 25% are caused

20

15

by being struck by ablunt or thrown 10
object.
For dl causes of TBI, 12% of the 5

patients had consumed a cohol prior to
acquiringthe injury: 19% of patients
who wereinjured by assault were 0 B
acohol related; 14% of patientswho Motor Vehicle Fdls Al Causesd Injury Assault
wereinjured by motor vehicle traffic
eventswere acohol related; and 6% of
patientswho wereinjured by fallswere acohol
related (Figure 2).

e

Etiology

Injury Epidemiology and Surveillance Pvogvam
(512) 458-7266
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Traumatic Spinal Cord Injuries, 1998

Traumatic spinal cord injury (SCI) is defined as an
acute, traumatic lesion of the neural ementsin the
spinal cord, resultingin temporary or permanent
sensory deficit, motor deficit, or bladder/bowel
dysfimction. Theseinjuriesare particularly
devastatingdueto

4 . the permanent natureof such injuries,
+ thereativelyyoung ageof most victims, and
¢ thehigh costsof both acute and long-termcare.

Traumatic spinal cord injuries have been areportable
conditionin Texas since 1994. Physicians and
hospitalsarerequired to report such injuriesto the
TexasDepartment of Health (TDH). Physicians and
hospitalsmay meet their reporting requirementsby
ether sending a paper report or transmitting data
eectronicaly tothe TDH TraumaRegistry.
Information collected includesitems such as
demographic data, etiology, intentionality,level and
extent of injury, use of restraintsor helmets, and
discharge status.

In 1998 there were 627 cases of SCI occurringin
Texasand reportedto TDH (surveillancereports and

Figure I . Spinal Cord Injuries by Age Group
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desth certificatedata combined). Therewereatotal
of 573 surveillance cases and 88 casesfrom death
certificatedata; 34 cases of the total of 627 matched.

Three times as many males asfemalessustained an
SCl in Texas. Theracial/ethnic distributionof SCI
casesin Texaswas 57% White, 28% Hispanic,.12%
African American, and 3% other. Thesedataare
similar to national dataexcept that nationally the
male/female ratiois 4to 1, and the Hispanic
percentageislower thanfoundin Texas. The
condition upon hospital dischargein Texas was 22%
good (returning to previouslevel d function), 15%
moderate disability (self-care), 17% severedisability
(dependent), 2% vegetative (no higher mental
fimction), 21% dead, and 23% unknown.

Theageof personssustaining an SCI ranged fi-om 1
to 98 years. Persons 15 to 19 yearsof age had the
highest percentageof SCIs (14%) (Figurel). The
median age of SCI caseswas 34 years. Themajority
of SClsoccurred among persons aged 15to 44 years
(62%).

Ninety-onepercent of SCIsoccurring
in 1998 were unintentional ly caused,
and 9% wereintentionally caused (ie,
sf-inflictedor assault). Asshownin
Figure 2, themost fi-equent causewas
motor vehicle-relatedincidents (52%),
followed by falls (22%). Forty-four of
the 58 intentional injurieswere
assaults. Firearms were used in 41 of
intentional SCl's (34 assaultsand 7
self-inflicted cases).

Seventy-three percent of al motor-
vehiclerelated SCIs (239) occurredto
persons 15 to 49 years. Persons aged
15 to 19 had the highest percentage of
motor-vehicle related SCIs (17%),
followed by personsaged 20 to 24
(13%). Twenty-eightpercentofall
SCIs caused by falls occurredto
persons aged 65 years and older.

75 +
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Figure 2. Spinal Cord Injuries by Etiology
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Therewere 32 SCI injuriesto childrenyounger than
15. Twenty-twoof theseinjuries occurred to children
aged 10to 14. Amongthetotal SCI injuriesto
childrenlessthan 15 yearsof age, 13 were by motor
vehicle, 5 wereduetofals, 5 were sports-related
injuries, 2 were assault-relatedinjuries, 1 was self-
inflictedinjury, and 6 were by "*other'* causes.
Fifteen had known protectivedevice
use; 13 did not use aprotectivedevice. e
Ethnicity
Motor-vehiclerelated (MV) incidents
weretheleading causeof SClsfor dl 200
racial/ethnic groups (Figure3). The m
second leading cause of SClsfor dl
racial/ethnic groupswasfalls. For dl 150
causes except assaults, Whites had the
highest number of SCl's; Hispanics
experienced a higher number of SClis
from assault than any other
race/ethnicity.

100

Motor vehicle cases (excluding those 50
involvingmotorcyclesand bicycles)
accounted for 306 (94%) of &l motor |
vehicle-rdated injuries. Information 0
regardingthe use of protectivedevices

in motor vehicle-related SClswas

94

No. d Injuries

Motor Vehicle

availablefor 225 cases. Among these cases,
58% of patientsdid not use aseat belt and/or
ar bag at the time of theincident. Therewere
17 incidentsinvolving motorcyclistsand 3
incidentsinvolving bicyclists. Nine
motorcyclistsand 3 bicyclists were not
wearing ahelmet at the time of theincident.

Among 248 patients who weretested for blood
acohal leve, 34% (84) werefound to havea
blood acohol level abovethe statutory level of
intoxication (> 100 mg/dL). Eighty-nine
percent of patientswho were legally
intoxicated weremae. Sixteen percent who
were legdly intoxicated were under the lega
drinking age of 21 years. Among SCl casesin
which theindividuals werelegally intoxicated,
47 were MV -related incidents, 13 werefalls,
and 12 were assaults. Nine of the alcohol-
related injuriesinvolved firearms.

Information concerningjob-relatedinjuries was
availablefor 510 cases. Twenty-six (5%) of these
caseswerejob-related: 7 patientswereinjured while
in amotor vehicle, 13 fel, 5 werestruck by fallingor
moving objects, 1 was an assault, 1 was aself-
inflicted injury, and 1 was using machinery.

Figure 3. Spinal Cord Injuries by Cause and Race/
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Figure 4 shows the injury level and the

extent of neurological impairment of SCI  Figure 4. Level of Injury by Cause
patients. Theseverity of the SCI refersto
both thelevel of theinjury (ie, the injured
segment of the spinal cord) and the B Quadriplegia
amount of neurologica impairmentbelow 140 ' Bparaplegia
theleve of theinjury. Forty-eight percent 120
of injuries resulted in quadriplegia (ie,

injury tothe cervical segmentsof the 100
spinal cord), 44% in paraplegia(injury in
thethoracic, lumbar, or sacral segments of
thespind cord), and 8% in injury of 60
unspecified segments. Threetimes as

many quadriplegicsdied as comparedto 40
paraplegics, MV-related incidents and 20
sportsincidents resulted in more cases of
quadriplegiathan paraplegiacases. 0
However, assaults and self-inflicted

injuries resultedin more cases of

paraplegia than of quadriplegia. Fall
injuriesresultedin nearly the same number of cases
of quadriplegiaand paraplegia.

No. of Injuries

80

Motor Vehicle Assault and Self-Inflicted Other Causes
Falls Sports

Cause

Trauma Registry information regardingacute care
cost and hospital stay was availablefor 51% (321) of
al SCl cases. Theaveragecost per patient for a
traumatic SCI was over $64,000 in acute care costs,
this does not includerehabilitationhospital costs nor
physicianfees. Thetotal cost for those 321 SCI
caseswith known coststotaled $20.7 million. If the
averagecost werespread to al SCI patients, thetotal
cost would exceed $40 million. First year costsfor a
SCI including al hospitalization, equipment
procurement and home modificationsaverage more
than $220,000 per person.’ The average acute care
hospital stay for a SCI patient, exclusiveof
rehabilitationhospital stays, was 13 days,
quadriplegic patientsaveraged 16 daysin acute care
hospitd stays.

References:

1. Berkowitz M., O’Leary PK.,Kruse DL ., Harvey C.
Basic Demographics, Injury Characteristics,and Etiology
of Spinal Cord Injury in Spina Cord Injury: An Analysisof
Medica and Social Costs. New Y ork: Demos Medical
Publishinglnc., 1998.

Injury Epidemiology and Surveillance Program
(512)458-7266

95




Epidemiology in Texas

1999

Tuberculosis

Tuberculosisis abacterial disease
caused by Mycobacterium
tuberculosis. These bacteriaprimarily

infect the lungs and aretransmitted 3500
from person-to-person by inhalation of

droplet nuclei containing the bacteria. 3000
Patients with pulmonary or laryngeal
tuberculosisgenerate nucle when they 2500

talk, cough, or sneeze. A mgority of

patients experience pulmonary 2000
tubercul osischaracterized by fever, 15008 e
night swests, weight loss, difficulty '
breathing, and cough. 1000
Theinitial treatment of tuberculosis 500
involvesadministrationof 4

drugs—isoniazid, rifampin, 0
pyrazinamide, and elther ethambutol or 90 91

streptomycin—until drug susceptibility

test results areobtained. Drug

susceptibility test results determinethe choice of
drugs and duration to completetherapy. For patients
with drug resistance, therapy may continuefor 2
yearsor longer. IntheUnited States, tuberculosis
incidencerates are higher in males, low income
racial/ethnic populations, and older agegroups. The
7 states reporting the highest incidencerates include
Hawaii, California, New Y ork, Alaska, Georgia,
Florida, and Texas.

From 1990 through 1999, 22,145 tubercul osiscases
werereportedin Texas. A total of 1,649 tuberculosis
caseswerereportedin Texasin 1999. The number
reported annualy ranged from the 1,649 cases
reported in 1999 to 2,542 casesreported in 1994
(Figurel). The1999total represents a9.4% decline
from the number of casesreportedin 1998 and 893
fewer cases compared with the number of reported
casesin 1994. Theincidenceratein 1999 was 8.2
cases per 100,000 popul ation.

In 1999 most patientsweremde (67.3%), and a

majority (69.2%) were Hispanicor Afiican
American. Incidencerates (cases per 100,000

96

Figurel. Reported Cases of Tuberculosis, 1990-1999

No. d Cases
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population) for Whites, Hispanics, and African
Americanswere3.2, 14.2, and 19.8 regpectively.

The 1,649 casesreported in 1999 ranged in agefrom
2 monthsto 112 years, withamedian of 44 years. A
total of 67 patients were 4 years of age or younger;
13 werelessthan 1 year of age. A mgority (88.1%)
of patients 4 yearsof age or younger were Hispanic
or African American. Ten patientswere 90 years of
ageor older.

Over one-thud of the patients (40.1%) wereborn
outsidethe United States. Only 6.8% of Whites and
11.3% of Afiican Americanswere born outsidethe
United States. A higher percentage of Hispanics
(58.0%) and Asians (97.0%) were born outsidethe
United States. The most frequent countries of birth
for those born outside the United Stateswere Mexico
(53.2%), Vietnam (10.4%), India(4.4%), and
Honduras (3.7%). Almost half (45.1%) of the
foreign-born patients arrived in the United States
within thelast 5 years, 20.4%arrived within 1 year
of diagnosis.
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A total of 169 tuberculosis patientswere coinfected
with human immunodeficiency virus (HIV). A higher
percentage(29.9%) of African Americanswere
coinfected with HIV compared with Whites (22.4%)
or Hispanics(11.3%). Similarly, ahigher percentage
(21.5%) of maleswere coinfected with HIV
coinpared with females (9.6%).

A history of incarcerationwas reported for 9.0% of
the patients, abuse of acohal or intravenousdrug
substanceabusefor 15.7%, and homelessness for
6.5%. A previous history of tuberculosiswas
reportedfor 4.4%of the patients.

A total of 1,304 caseswerecultureconfiied. Of
these, 97 patients (7.4%) wereinfected with
Mycobncteriumtubercul osisresistant to 1 of the5
first-linedrugs (isoniazid, rifampin, pyrazinamide,
ethambutol, Streptomycin) used in trestment. By
comparison, 9.0% of cultureconfirmed patients
reported in 1998 had drug resistant strains.

Isoniazid resistance, without resistanceto rifampin,
was noted in 3.9% of the cases. Rifampinresistance,
without isoniazid resistance, was noted in 0.4% of the
cases. Any M. tuberculosisstrainthat isresistantto
both isoniazid and rifampinis classified as

o7

multidrug-resistant tuberculoss (MDR-TB). Sixteen
patientsin 1998 and 10 in 1999 wereidentified as
having MDR-TB. Multidrug resi stancewas more
common in recurrent cases (13.8%) compared with
new cases (5.1%). Resistanceto isoniazid or
rifampinwas noted in 3.5% of the patientsbornin
the United States; 8.7% of the patientsbornin India,
9.5% of the patientsbornin Mexico, and 11.1% of
the patients born in Vietnam.

Peatients with tuberculosisresided in 136 counties
throughout the state. A majority (73.0%) resided in
only 10 of the 254 countiesin Texas. Harris County
was the county of residencefor 456 patients; 228
patientsresidedin Dallas County. Annual incidence .
(casesper 100,000 population) ratesfor Harris
County and Dallas County were 14.0 and 10.5
respectively. Seventeen counties had an annual
incidencerate at least twicethe staterate of 8.2.

Tuberculosis Elimination Division
(512) 458-T447
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Typhus

Forty-two cases of flea-bornetyphus, caused by
Rickettsia ryphi or Rickertsiafelis, wereconfirmed in
Texasin 1999. Twenty-four patients werefemale;
18 weremale. Their agesranged from 3 monthsto
76 years. Asusua, most of thetyphus cases
occurred in patientswho resided in South Texas. 15
in Hidalgo County; 14 in Nueces County; 4 in San
Patricio County; 2 in Cameron County; and 1 eachin
Brooks, Brown, Gregg, Harris, im Wells, Kieberg,
and Starr Counties. Caseinvestigationswere
completed for 31 of the cases while 11 patientswere
lost to follow up. Onsetsof illnessfor these 31
patientsoccurred in January (2 cases), February (1),
March (1), April (2), May (6), June(6), July (3),
August (1), September (3), October (2), November
(2), and December (2). Symptomsincluded fever
(100% of patientsinvestigated), headache (71%),
malaise (48%), nausea and/or vomiting (45%),
myalgias (23%), and anorexia (23%). Fourteen
(45%) of the 31 personshad arash. All but 5 of the
31 patientswere hospitalized; none of the patients
died.

Infectious Disease Epidemiology and Surveillance
Division (512 458-7676
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Varicella

Vaicdlaisahighly contagious, virdl  Figure 2. Reported Cases of Varicella, 1985-1999
diseasethat affectsvirtualydl people

in the United States by adulthood. No. of Cases (Thousands)

Primary infectionwith varicella-zoster 30
virusresults in chickenpox which

presentsas ageneralized, pruritic, 25
vesicular rash and may be accompanied

by mild fever and systemic symptoms. 20 [
Complicationsincludebacterial .
superinfection, viral pneumonia,

encephalitis, meningitis, and 15
thrombocytopenia. Chickenpox lesions

may beinfected by invasivegroup A 10
streptococci leading to necrotizing

fasciitisor toxic shock syndrome. 5

Varicellavaccinewaslicensedinthe 0 v
United Stateson March 17, 1995, and is 85 86 87 88 89 90 91 92 93 94 95 96' 97 98 99

recoinmendedfor al susceptible Year

persons 1 year of age or older unless

medically contraindicated. Routinevaccinationis 1997 and exceededthe birth cohortin 1998 and 1999
recommended at 12 to 18 months of age. Doses of (Figurel).

varicellavaccineddivered to public and private

providersin Texasreached 82% of the birth cohort in Chickenpox has been areportableconditionin Texas

since1972. Prior to the introduction of vaccine, the
number of cases expectedwas
estimated to equal the birth cohort.
Until 1999, the number of cases
Doses Distributed (Thousands) W Private Providers reported each year through the
#5Public Providers passivesurveillance system averaged
—*Births (Thousands) _ébom 6% of ex_pected CQSGS. The

: impact of vaccineon chickenpox
morbidity and mortality in Texaswas

Figure 1. Varicella Vaccine Doses Delivered to Private
and Public Providers, 1995-1999

500

400 first apparentin 1999 (Figure2). In
1999, although the number of

300 reporting countiesincreased dightly,
the number of cases reported

200 decreased 64% from the previous
year. Therewas also asignificant

100 declinein the number of varicella-

0 related deathsin Texas.
% % %7 % %9 [N 1999, no varicella-related deaths
vear werefound from review of death
*Birth data not available for 1999 at the time of publication certificatedata. From 1970 through

1998, an averageof 10 varicella-
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related deaths occurred in Texaseach
year (range, 2-25). Death reportsare
obtained by review of death certificate
datafor codesindicatingvaricelaas an
immediateor underlying cause of death.

In 1995 aVaricellaSurveillanceProject
(VSP) was established in Travis County
by the Centersfor Disease Control and
Prevention (CDC). The purposeof this
project wasto monitor diseasetrends
through activesurveillanceand
epidemiological studies prior to and
after licensureof varicellavaccine.
Similar projectswereestablishedin
West Philadelphia, Pennsylvania, and in
the AntelopeValey of Los Angeles
County, Cdifornia The Travis County
V SP data show asharp decreasein the
number of chickenpox cases and the
number of hospitalizationsin 1999

(Figure3). Thisdeclineinincidencehas a so been

apparentin the other VSP aress.

In 1999 the Travis County VSP confiied 534 cases
of chickenpox. A confirmed case was onethat met
all of thefollowingcriteria: theillnessmet the case
definition of chickenpox, the patient resided within
Travis County, and an investigationwas compl eted.
Thenumber of confirmed casesin 1999 decreased
65% fiom 1998 (1,513) and 83% fiom 1995 (3,131),
thefirst year of the project. In 1999, unlike previous

Figure 3. Confirmed VaricellaCases by Month in Travis
County, 1995-1999

0 rases per Month
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600 | #1908 (1,513 Cases)
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has decreased most rapidly among very young
children sincethemajority of varicelavaccinein

Travis County has been administeredto children who
arelyear of ¢ Caseswereevenly distributed
between the sexes throughout the study period. In
1999, 49% of case-patientswere White, 33% were
Hispanic, 10% were Black, 1% were Asian/Pacific
Idander, and 2% were Other. Thisdistributionwas
more representativeof the county populationthan the
distribution during 1996 through 1998.

yearswhen incidenceincreased during the winter and

spring, therewas no seasonality to disease occurrence

in 1999.

The most complete informationabout the changing
epidemiology of varicellain Texasis provided by the
detail ed case investigationconducted by the Travis
County VSP. Ineachyear of the study, most cases of
chickenpox occurred in young children, as expected.
The mean age each year fiom 1995 to 1999 was 5.2,
5.7,5.8, 6.4, and 6.4 years, respectively. The modal
age group shifted fiom children 3 years of agein
1995, to those4 yearsof agein 1996, and 5 years of
agein 1997 through 1999. Althoughthe number of
cases decreasedin all age groups, diseaseincidence

Varicellavaccination prior to onset of diseasewas
reported by 108 (20%) of the case-patientsin the
1999 Travis County VSP study. Three case-patients
weremost likely exposedto varicellaprior to
vaccination, and 105 were classified as breakthrough
cases. Although the percentageof case-patientswith
prior vaccinationincreased fiom 1998 (7%, the
number of breskthrough caseswas similar (112).
Breakthroughinfectionswere much milder than
natural disease. In 1999, case-patientswho were not
vaccinated prior to exposurewere4 times more likely
to have morethan 50 chickenpox lesons as
compared with vaccinated case-patients(95% Cl 2.6-
6.3).
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In 1999, only 4 of thevaricellapatientsreported to
the V'SP were hospitalizedcompared to 8 to 15 cases
in the previous study years. The hospitalizationrate
of confirmed casesin 1999 was 0.7%, which is
consigtent with the average ratefor al yearsof the
study (range, 0.5-1.2). Onepatient was a 12-day-old
premature infant whose mother had rash onset 2 days
after the birth. Theother 3 previoudy hedlthy
patients, ages 1 month, 2 years, and 5 years d age,
were hospitalized with thrombocytopenia,
streptococcus cellulitis, and unspecified cellulitis,

respectively.

EffectiveAugust 1,2000, varicella(chickenpox)
vaccination, ahistory of previous chickenpox illness,
or serologic proof of varicellaimmunity will be
required for 2 groupsof children attending Texas
public and privateschools and child-carefacilities.
Childrenentering kindergarten and younger children,
that isthoseborn on or after September 2, 1994, who
are 12 monthsof ageor older will be affected. Older
children, thoseborn on or after September 2, 1988,
but before September 2, 1994, must meet the
requirement by 30 days after their 12th birthday.
Students born before September 2, 1988, who lack a
reliablehistory of chickenpox, are strongly
encouragedto be vaccinated. Varicellahistory may
be documented by awritten statement from a parent
or guardian, physician, or school nurse.

| rmuni zati on Dvision (512 458-7284
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Vibriosis

Vibrio bacteria are common organisms Figure I _.Seasonal Distribution of Vibrio spp. Cases,
of temperateestuariesand saltwater 1990-1999

environments. Assaltwater organisms, ases

Vibrio bacteriaare resistant to akaline g0 |

environmentsbut are acid sensitive. Vibrio other Vibrio species*
spp. dierapidly in solutionsbelow pH 6; 70 : W V. parahaemolyticus
therefore, sscomach acidity is akey factor in 650 : V. vulnificus

natural resistanceto infection. Vibrios

requireironto beableto grow. Ironin 50

animal hostsis generally extracted from

transferrin. However, in a patient whose 40

liver isimpaired, transferrin levels are
reduced, thereby increasingthe percentage of
iron saturationin the blood and potentially 20
leading to exponential growth of this

bacteria' Host immune statustherefore 10

plays akey rolein susceptibility. Patients o = ,,

with diabetes, liver impairment, iron Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
metabolism abnormalities Month

. . . R V. alginolyticus, V. cholerae (ot toxigenic),
(hemochromatosis/hemosiderosis), kidney  v. camsela, v. fuviais, v. funissi,
disease, low gastric acid, chronic alcohol V. hollisae, V. mimicus, and unspeciated

abuse, or any illness/medical treatment that
resultsin immunedeficiency (eg, cancer,

HIV, or steroid use) have ahigher risk of developing necroticlesons. In necrotic casesup to 50% require

vibriosis.'? Federa surveillancedata reportsthat surgical debridement or amputation. -2

nationally, 24% of al patientswith vibriosisare

hospitalized, making it fourth among enteric Like many foodborneillnesses, vibriosis exhibits

pathogens in hospitalizationrates, after listeriosis seasonal increasesduring warmer westher months.

(90%), E. coli 0157:H7 (32%), and yersiniosis This pattern is clearly demonstrated in Texas (Figure

(26%). 1). Warmer temperaturesresult in increased
concentrations of Vibrio spp. in both molluscan

Two distinct patterns of disease are seen with shellfish and seawater.>¢ Cooler temperaturesinduce

vibriosis: gastroenteritis and wound mfections. a''cold shock™ statein Vibrio spp. during which

Gastroenteritiscaused by Vibrio spp. isusudly self- replication halts, and the remaining bacteriabecome

limited in healthy individuals.* In contradt, viable but nonculturable(VBNC). Factorsinducing

immunocompromised individualsmfected with 7. thisstateinclude changesin light, high/low

vulnificus develop severeinfections. Infectionin temperatures, salinity changes, and nutrient

such individual s can be complicated by bacteremia, deficiency. In V. vulnificus the VBNC stateis

thrombocytopenia, disseminatedintravascular quickly reversed when temperatures areincreased. In

coagulopathy, and hypotension. Themortaity rate 1993 the National Shellfish Sanitation Program

for septic (ie, bacteremic) individualsis > 50%,; for lowered the temperaturehol ding requirementsfor

those who becomehypotensivethe mortality rate oystersnot intended for wet storage/depuration to

exceeds 90%. Wound infectionsdueto V. vulnificus 7.2°C (45°F) until the final saleto the customer.'-’

typically present as blistersthat may progressto
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Figure 2. VibriosisIncidence Rates, 1990-1999
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.
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Age Group by Gender

From 1990 through 1999, 309 laboratory-confirmed
casesof vibriosiswerereportedin Texas. Themost
commonly identified of the 238 (77%) speciated
isolateswere V. vulnificus, 86 cases (36%); V.
parahaemolyticus 65 (27%); V. cholevnenon-01
(not the toxin producingstrain of cholerafame), 34
(14%); and V. fluvialis, 15 (6%). In 1999, 50 cases
of vibriosiswerereportedin Texas. For the 46
(92%) isolatesthat were speciated, the most con-mon
speciesmirror those of thelast decade: V. vulnificus
with 15 cases(33%), V. parahnemolyticuswith 8
(17%), V. cholerae non-O1 with 10 cases (22%), and
V. alginolyticus with 5 (11%). In Texas, gender
differencesbetweenreported cases were extremely
marked (Figure2). Texasmaeswere 3 timesmore
likely to becomeill with vibriosisthan were Texas
females. This contrasts with 1998 FoodNet datain
which males composed dightly morethan half (60%)
of al cases.>* Thegender gap ismost pronounced
with 7. wulnificus illness; maleswere 8 times more
likely than females to becomeill with this disease.
Whether the gender differential is dueto dietary,
environmental, or other factorsisunclear. No
conclusions could be drawn about ethnicity asthese
data areincompletely reported.

Thevibriosisincidenceratesfor the past 10 years
show arisingtrend ranging from .09 to .32 cases per

10-19 20-29 30-39 40-49 50-59 60-69 70+
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100,000 population (mean: .16
cases/100,000). However, it islikely
that far more cases occur than are
reported. In 1996 an active
surveillancesystem (FoodNet) for 9
foodborne diseaseswas established in
Cadlifornia, Connecticut, Georgia,
Maryland, Minnesota, New Y ork, and
Oregon. Vibriosisisoneof the
illnessesfor which data are collected.®
Cultureof Vibrio spp. requiresthe use
of the selectivemedium thiosulfate-
citrate-bile salts-sucroseagar (TCBS).’
FoodNet surveillance data indicatethat
only 20% of stool cultures tested were
andyzed for Vibrio spp.’; the lack of
appropriateclinical testing contributes

to the underdiagnosisof this condition.

g Male

EFemale

Vibriosisis often associated with
consumptionof raw or improperly cookédfish,
crawfish, shrimp, crabs, clams, or oysters. While
investigationshaveidentified many vehicles, the
majority of illnessesin the United States have been
attributed to the consumption of raw oysters. Since
Texas oystersare shipped throughout the United
States, they fall under federal regulationsthat dictate
that clustersof vibriosisepidemiologicallylinked to
properly handled molluscan shellfishwill lead to
closureof theimplicated harvestingarea. All
associated shellfishin. distributionwill also be
recalled.” If illnessesare not reported and
investigatedin atimely manner, the FDA reservesthe
right to ban all interstate shipments of Texasraw
molluscanshellfish.'® Theserequirementsmean it is
essential for public health departmentsto investigate
potential vibriosiscases as soon as possible. Rapid
investigation not only servesto reduce the incidence
of Vibrio spp.-related gastroenteritisnationaly, it
also ensuresthat harvestersfrom areas not associated
with illnesscan continueto market their product.

Preventingvibriosisrequires proper food handling
techniques: early and proper refrigeration of seafood
to<7.2°C (45°F) toinhibit bacterial growth; cooking
segfood for 15 minutesat 70°C (158°F) to kill the
bacteria; and avoiding cross contamination of
prepared foods from either raw seafood or



contaminated water.” Individuals with conditions that
increasetheir risk for vibriosisshould consumeonly
cooked molluscan shellfishand avoid salt water
contact if they have open wounds.
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Electron micrograph of influenza virus. Influenza virus causes an acute,
highly contagiousrespiratory infection that, nationwide, i sassociated with

mgre than 20,000 deaths each year.



I e

REPORTED SELECTED GASTROINTESTINALDISEASE RATES

(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 1 - 1999

AMEBIASIS CAMPYLOBACTERIOSIS SALMONELLOSIS SHIGELLOSIS
COUNTY 1999 POP, CASES
ARMSTRONG 1,977 0 0 1 0
BAILEY 7,467 0 2 2 4
BRISCOE 1916 0 0 0 0
CARSON 6,436 0 . 0 0 0
CASTRO 9,585 0 0.0 1 10.4 3 31.3 1 10.4
CHILDRESS 6,855 0 00 3 43.8 0 00 2 29.2
COCHRAN 4,826 0 0 1 0 -
COLLINGSWORTH 3,394 0 0 1 0
F 7,630 0 2 4
DALLAM 5, 500 0 0 0
DEAF SMITH 20,166 0 8
DICKENS 2,465 0 0
DONLEY 3,532 0 0
FLOYD 8,809 0 0
GARZA 5,302 0 1
GRAY 22,683 0 0
HE 35,190 0 0
He 3,682 0 0
HANSFORD 5,857 0 0
HARTLEY 4,877 0 1
HEMPHILL 3,660 0 0
HOCKLEY 24,555 0 4
HUTCHINSON 24,883 0 0
KING 381 0 0
LAMB - 14,663 0 1
LIPSCOMB 3,063 0 0
LUBBOCK 226,185 0
LYNN 6,864 0
MOORE 18,983 0
MOTLEY 1438 0
OCHILTREE 9,110 0
OLDHAM 2,211 0
PARMER 10,472 0
POTTER 106,888 0
RANDALL 107,723 0
ROBERTS 1,022 0
SHERMAN 2,950 0
SWISHER 8,596 0
TERRY 13,830 0
WHEELER 5,395 0
YOAKUM 9,421 0

REGIONAL TOTALS |

Tk

o

STATEWIDE TOTALS |

19,885, |
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REPORTED HEPATITIS RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 1 - 1999

HEPATITIS A HEPATITISB HEPATITISC HEPATITIS UNSPECIFIED
COUNTY 1999 POP. CASES ES | CASES RATES
ARMSTRONG 1,977 0 ]
BAILEY 7,467 0
BRISCOE 1,916 1
CARSON 6,436 2
CASTRO 9,585 1
CHILDRESS 6,855 0
COCHRAN 4,826 0
COLLINGSWORTH 3,304 1
CROSBY 7,630 4
DALLAM 5,500 0
DEAF SMITH 20,166 1
DICKENS 2,465 1
DONLEY 3,532 0
FLOYD 8,809 0
GARZA 5,302 7
GRAY 22,683 0
HALE 35,190 2
HALL 3,682 0
HANSFORD 5,857 0
HARTLEY 4,877 0
HEMPHILL 3,660 1
HOCKLEY 24,555 1
HUTCHINSON 24,883 2
KING 381 0
LAMB 14,663 6
LIPSCOMB 3,063 0
LUBBOCK 226,185 33
LYNN 6,864 0
MOORE 18,983 1
MOTLEY 1,438 0
OCHILTREE . 8,110 0
OLDHAM 2,211 0
PARMER 10,472 1
POTTER 106,888 45
RANDALL 107,723 4
ROBERTS 1,022 0
SHERMAN 2,950 0
SWISHER 8,506 0
TERRY 13,830 5
WHEELER 5,396 1
YOAKUM 9,421 1
REGIONAL TOTALS | 770,443 | 121 = 57 © 741 0 . 0.0
STATEWIDE TOTALS | 19,995,428 | 2,516 . 864 a3 359 . EEY 2 @,
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REPORTED OTHER SELECTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION I - 1999

ASEPTICMENINGITIS CHICKENPOX ENCEPHALITIS TUBERCULOSIS
COUNTY 1999 POP. CASES CASES CASES CASES

ARMSTRONG 1,977 0 0 0 0
BAILEY 7,467 0 0 0! 1
BRISCOE 1916 0 0 0 0
CARSON 6,436 0 0 0 0
CASTRO 9,585 0 7 0 0
CHILDRESS 6,855 o 0 0 0
COCHRAN 4,826 0 0 0 0
COLLINGSWORTH 3,394 0 0 0 0
CROSBY 7,630 0 0 0 0
DALLAM 5,500 0 0 0 2
DEAF SMITH 20,166 1 23 0 0
DICKENS 2,465 0 0 0 0
DONLEY 3,532 0 0 0 0
FLOYD 8,809 0 0 0 0
GARZA 5,302 0 0 0 0
GRAY 22,683 1 0 0 0
HALE 35,190 0 0 0 2
HALL 3,682 0 0 0 0
HANSFORD 5,857 0 7 0 0
HARTLEY 4,877 0 0 0 0
HEMPHILL 3,660 0 0 0 o
HOCKLEY 24,555 1 3 0 1
HUTCHINSON 24,883 0 0 0
KING 381 0 0 0 0
LAMB 14,663 0 0 0 0.
LIPSCOMB 3,083 0 0 0 o
LUBBOCK 226,185 54 854 1 10
LYNN 6,864 0 0 0 _
MOORE 18,983 0 0 0 1
MOTLEY 1,438 0 0 0 0
OCHILTREE 9,110 o 0 0 1
OLDHAM 2,211 0 0 0 0
PARMER 10,472 0 1 0 0
POTTER 106,888 25 10 1 7
RANDALL 107,723 13 0 0 1
ROBERTS 1,022 0 0 0 0
SHERMAN 2,850 0 0 0 0
SWISHER 8,596 0 0 0 0
TERRY 13,830 ) 17 0 0
WHEELER 5,306 0 0 0 0
YOAKUM 9,421 0 2! 0 0
REGIONAL TOTALS | 770,443 95 12.3 924 , 119.9] 0.3} 27 35
STATEWIDE TOTALS | 19,995,428 | 921 46| 7,473 37.4] 27 01] 1,649 8.2
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REPORTED SEXUALLY TRANSMITTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 1 - 1999

CHLAMYDIA GONORRHEA P & S SYPHILIS

COUNTY 1999 POP, CASES
ARMSTRONG 1,977 .
BAILEY 7,467 a1
BRISCOE 1,916
CARSON 6,436 :
CASTRO 9,585 41
CHILDRESS 6,855 18
COCHRAN 4,826
COLLINGSWORTH 3,394
CROSBY 7,630 31
DALLAM 5,500 24
DEAF SMITH 20,166 92
DICKENS 2,465
DONLEY 3,532 12
FLOYD 8,809 19
GARZA 5,302 12
GRAY 22,683 51
HALE ' 35,190 187
HALL 3,682
HANSFORD 5,857
HARTLEY 4,877
HEMPHILL 3,660
HOCKLEY 24,555 93
HUTCHINSON 24,883 64
KING 381
LAVB 14,663 73
LIPSCOMB 3,063
LUBBOCK 226,185 1,308
LYNN 6,864 20
MOORE 18,983 66
MOTLEY 1,438
OCHILTREE 9,110 17
OLDHAM 2,211
PARMER 10,472 22
POTTER 106,888 663
RANDALL 107,723 195
ROBERTS 1,022
SHERMAN 2,950
SWISHER 8,596 34
TERRY 13,830 60
WHEELER 5,396
YOAKUM 9,421 17
| REGIONAL TOTALS | 770,443 | 3,220 | 1,522
STATEWIDETOTALS | 19,995,428 | 63526 . . BITT 32,680
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REPORTED AIDS & HIV INFECTION RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 1 - 1999

AIDS HIV INFECTION
COUNTY 1999 POP. CASES CASES
ARMSTRONG 1,977 0 0
BAILEY 7,467 0 0
BRISCOE 1,916 0 0
CARSON 5,436 0 0
CASTRO 9,585 0 0
CHILDRESS 6,855 0 0
COCHRAN 4,826 0 0
COLLINGSWORTH 3,394 0 0
CROSBY 7,630 0 0
DALLAM 5,500 3 0
DEAF SMITH 20,166 0 0
DICKENS 2,465 0 0
DONLEY 3532 0 0
FLOYD 8,300 0! 0
GARZA : 5,302 1] 0
GRAY 22,683 0 0 -
HALE 35,190 1 1 '
HALL 3,682 0 0
HANSFORD 5,857 0 0 o
HARTLEY 4877 0 0 o
HEMPHILL 3,660 0 0 e
HOCKLEY 24,555 0 0 —
HUTCHINSON 24,383 2 0 .
KING 381 0 0
LAMB 14,663 0 ol el
LIPSCOMB 3,063 0 0
LUBBOCK 226,185 40 39 '
LYNN 6,864 0 1
MOORE 18,983 1 1
MOTLEY 1,438 0 0
OCHILTREE 9,110 0 1
OLDHAM 2,211 0 0
PARMER 10,472 0 0
POTTER 106,888 20 7
RANDALL 107,723 3 2
ROBERTS 1,022 0 0
SHERMAN 2,950 0 0
SWISHER 8,596 0 0
TERRY 13,830 0 0
WHEELER 5,396 0 0
YOAKUM 9,421 1 0 -
REGIONAL TOTALS | 770,443 | 72 93| 52 © 67
STATEWIDE FOTALS | 19,995,428 | 2,865
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REPORTED VACCINE-PREVENTABLEDISEASE RATES

(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION I - 1999

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1999 POP. CASES
ARMSTRONG 1,977 0.
BAILEY 7,467 0
BRISCOE 1,916 0
CARSON 6,436 0
CASTRO 9,585 0
CHILDRESS 6,855 0
COCHRAN 4,826 0
COLLINGSWORTH 3,394 0
CROSBY 7,630 0
DALLAM 5,500 0
DEAF SMITH 20,166 0
DICKENS 2,465 0
DONLEY 3532 0
FLOYD 8,800 0
GARZA 5,302 0
GRAY 22,683 0
HALE 35,190 0
HALL 3,682 0
HANSFORD 5,857 0
HARTLEY 4,877 0
HEMPHILL 3,660 0
HOGCKLEY 24,555 0
HUTCHINSON 24,883 0
KING 381 0
LAMB 14,663 0
LIPSCOMB 3,063 0
LUBBOCK 226,185 0
TLynN 6,864 0
MOORE 18,983 0
MOTLEY 1,438 0
OCHILTREE 9,110 0
OLDHAM 2211 0
PARMER 10,472 0
POTTER 106,888 0
RANDALL 107,723 0
ROBERTS 1,022 0
SHERMAN 2,950 0
SWISHER 8,596 0
TERRY 13,830 0
WHEELER 5,396 0
YOAKUM 9,421 0
|rEGiONAL TOTALS | 770443 |
STATEWIDE TOTALS | 19,995 428 |
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REPORTED SELECTED GASTROINTESTINAL DISEASE RATES
(CASES PER 100, 000POPULATION)

PUBLIC HEALTH REGION 2 - 1999

AVEBIASIS CAMPYLOBACTERIOSIS SALMONELLOSIS SHIGELLOSIS
COUNTY 1999 POP. | CASES CASES CASES CASES

ARCHER 8,321 0 0 2 0
BAYLOR 4,126 0 0 2 0
BROWN 34,075 0 0 0 0
CALLAHAN 11,905 0 0 3 0
CLAY 9,957 0! 0 0 0
COLEMAN 9,246 0 0 0 1
COMANCHE 13,188 0 0 0 0
COTTLE 2,135 0 0 0 0
EASTLAND 17,565 0 0 2 0
FISHER 4,660 0 0 3 5
FOARD 1,602 0 0 0 0
HARDEMAN 5,012 0 0 0 0
HASKELL 6,557 0 0 0 0
JACK 6,850 0 0 1 0
JONES 18,068 0 0 4 2
KENT 995 0 0 0 0
KNOX 4,731 0 1 4 1
MITCHELL 9,128 0 0 1 1
MONTAGUE 16,074 0 0 3 0
NOLAN 16,995 0 0 3 7
RUNNELS 11,423 0 2 1 2.
SCURRY 19,271 0 1 K 1
SHACKELFORD 3,165 0 0 0 0
STEPHENS 9,069 0 0 0 0
STONEWALL 1,951 0 0 0 0
TAYLOR 124,333 1 1 24 67
THROCKMORTON 1,800 0 0 1 0
WICHITA 128,063 0 3 21 1
WILBARGER 15,300 0 0 0 0
YOUNG 17,069 0 0 1 1
REGIONALTOTALS | 533,633 | 1 " 02] 8 , 151 77 ° 14.4] 90 16.9
STATEWIDE TOTAL S~19,995,428 | 37 02] 1,153 58| 2,198 10| 2,281 11.4
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REPORTED HEPATITIS RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 2 - 1999

HEPATITIS A HEPATITISB HEPATITISC HEPATITIS UNSPECIFIED

COUNTY 1999 POP. | CASES
ARCHER 8,321 1
BAYLOR 4,126 0
BROWN 34,075 2
CALLAHAN 11,905 2
CLAY 9,957 0
COLEMAN 9,246 0
COMANCHE 13,188 3
COTTLE 2,135 2
EASTLAND 17,565 77
FISHER 4,660 0
FOARD 1,692 0
HARDEMAN 5,012 0
HASKELL 6,557 0
JACK 6,850 3
JONES 18,968 0
KENT 995 0
KNOX 4,731 0
MITCHELL 9,128 1
MONTAGUE 16,074 18
NOLAN 16,995 1
RUNNELS 11,423 0
SCURRY 19,271 2
SHACKELFORD 3,165 v
STEPHENS 9,069 1
STONEWALL 1,951 0
TAYLOR 124,333 66
THROCKMORTON 1,809 1]
WICHITA 128,063 9
WILBARGER 15,300 0
YOUNG 17,069 4

N/ TC | 533633 | 195
STATEWIDE TOTALS| 19,995,428 | 2,516 126 864 a3 359 181 2 . . 0.0
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REPORTED OTHER SELECTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 2 - 1999

ASEPTIC MENINGITIS CHICKENPOX ENCEPHALITIS TUBERCULOSIS
COUNTY 1999 POP. | CASES CASES RATES CASES CASES

ARCHER 8,321 0 8 0 0
BAYLOR 4,126 1 0 0 1
BROWN 34,075 0 0 0 1
CALLAHAN 11,905 0 0 0 0
CLAY 9,957 0 0 0 0
COLEMAN 9,246 0 0 0 0
COMANCHE - 13,188 0 22 0 0
COTTLE 2,135 0 0 0 0.
EASTLAND 17,565 1 5 0 0
FISHER 4,660 0 3 0 0
FOARD 1,602 0 1 0 0.
HARDEMAN 5012 0 0 0 1
HASKELL 6,557 0 0 0 1]
JACK 6,850 0 0 0 0
JONES 18,968 0 2 0 0
KENT 995 1 0 0 0
KNOX 4,731 0 0 0 0
MITCHELL 9,128 0 0 0 1
MONTAGUE 16,074 0 23 0 0!
NOLAN 16,995 0 1 0 1
RUNNELS 11,423 0 0 0 a
SCURRY 19,271 0 3 0 1
SHACKELFORD 3,165 0 0 0 0
STEPHENS 9,069 1. 2 [ 0
STONEWALL 1,951 0 0 0 0
TAYLOR 124,333 9 30 0 4
THROCKMORTON 1,809 0 0 0 0
WICHITA 128,063 18 19 0 11
WILBARGER 15,300 1 0 0 1
YOUNG 17,069 3 29 0 0
REGIONAL TOTALS | 533,633 | 35 -6.61 148 - 277 0 - 23 . 43
STATEWIDE TOTALS~19,995,428 | 921 “46] 7,473 3741 27, 1,649 - 82
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REPORTED SEXUALLY TRANSMITTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 2 - 1999

CHLAMYDIA GONORRHEA P & S SYPHILIS
COUNTY 1999 POP. CASES

ARCHER 8,321 0
BAYLOR 4,126 0
BROWN 34,075 1
CALLAHAN 11,905 6 0
CLAY 9,957 0 0
COLEMAN 9,246 2 0
COMANCHE 13,188 3 0
COTTLE 2,135 0! 0
EASTLAND 17,565 6 0
FISHER 4,660 1 0
FOARD 1,692 [ 0
HARDEMAN 5,012 2 0
HASKELL 6,557 7. 0
JACK 6,850 1 0
JONES 18,968 13 0
KENT 995 a 0
KNOX 4,731 3 0
MITCHELL 9,128 1 0
MONTAGUE 16,074 0 0
NOLAN 16,995 24 0
RUNNELS 11,423 4 0
SCURRY 19,271 15 0
SHACKELFORD 3,165 0 0
STEPHENS 9,069 2 0
STONEWALL 1,951 0
TAYLOR 124,333 0
THROCKMORTON 1,809 0
WICHITA 128,063 7
WILBARGER 15,300 1
YOUNG 17,069 0
[REGIONALTOTALS | 533,633 | 1,487 278.7] 617 115.61 9 1.7
[ STATEWIDETOTALS~19,995,428 | 62,526 @27] 32,680 163.4] 459 ° 2.3
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REPORTED AIDS & HIV INFECTION RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 2 - 1999

AIDS HIV INFECTION
COUNTY 1999 POP. | CASES
ARCHER 8,321 0
BAYLOR 4,126 0
BROWN 34,075 1
CALLAHAN 11,905 0
CLAY 9,957 0
COLEMAN 9,246 1
COMANCHE 13,188 1
COTTLE 2,135 0
EASTLAND 17,565 2
FISHER 4,660 0
FOARD 1,692 0
HARDEMAN 5,012 1
HASKELL 6,557 0
JACK 6,850 2
JONES 18,968 0
KENT 995 0
KNOX 4,731 0
MITCHELL 9,128 0
MONTAGUE 16,074 1
NOLAN ‘ 16,095 1
RUNNELS 11,423 0
SCURRY 19,271 0
SHACKELFORD 3,165 0
STEPHENS 9,069 0
STONEWALL 1,951 0 !
TAYLOR 124,333 9
THROCKMORTON 1,809 0
WICHITA 128,063 13 !
WILBARGER 15,300 2!
YOUNG 17,069 0!
REGIONAL TOTALS | 533,633 | 34
STATEWIDE TOTALS| 19,995,428 | 2,865 14.3 ] 2873 5 14.4
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REPORTED VACCINE-PREVENTABLEDISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 2 - 1999

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1999 POP. | CASES R | casEs
ARCHER 8,321 0
BAYLOR 4,126 0.
BROWN 34,075 0.
CALLAHAN 11,905 0
CLAY 9,957 0
COLEMAN 9,246 0
COMANCHE 13,188 0.
COTTLE 2,135 0
EASTLAND 17,565 0
FISHER 4,660 0
FOARD 1,692 0
HARDEMAN 5012 0
HASKELL 6,557 0
JACK 6,850 0
JONES 18,968 0
KENT 995 0
KNOX 4,731 0
MITCHELL 9,128 0
MONTAGUE 16,074 0
NOLAN 16,995 0
RUNNELS 11,423 0
SCURRY 19,271 0
SHACKELFORD 3,165 0
STEPHENS 9,069 0
STONEWALL 1,951 0
TAYLOR 124,333 0
THROCKMORTON 1,809 0
WICHITA 128,063 0
WILBARGER 15,300 0
YOUNG 17,069 0
REGIONAL TOTALS | 533,633 | 0 00} 0 0.0] 3 06l 0 00
STATEWIDE TOTALS] 19,995,428 | 7 0.0 | 35 0.2} 152 03] 9 0.0
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REPORTED SELECTED GASTROINTESTINAL DISEASE RATES

(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 3 - 1999

AMEBIASIS CAMPYLOBACTERIOSIS SALMONELLOSIS SHIGELLOSIS
COUNTY 1999 POP. | CASES

COLLIN 412,131 0

COOKE 32,391 0

DALLAS 2,172,486 0

DENTON 400,525 0

ELLIS 118,619 0

ERATH 30,878 0

FANNIN 25,844 0

GRAYSON 97,164 0

HooD 41,511

HUNT 72,522

JOHNSON 134,298 0

KAUFMAN 70,384 0

NAVARRO 43,829 0

PALO PINTO 26,872 0

PARKER 91,916 0

ROCKWALL 39,410 0

SOMERVELL 6,391 0

TARRANT 1,506,790 1

WISE 42,047 0

REGIONAL TOTALS | 5,366,008 | 1 - 0.0} 203 38] 359 6.7] 397 . - 74
STATEWIDE TOTAL S~19,995,428 | 37 0.2} 1,153 - 58] 2,198 - 2,281 11.4
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REPORTED HEPATITIS RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 3 - 1999

HEPATITISA HEPATITISB I HEPATITISC HEPATITIS UNSPECIFIED
COUNTY 1999 POP. CASES

COLLIN 412,131 30
COOKE 32,391 11
DALLAS 2,172,486 75
DENTON 400,525 53
ELLIS 118,619 30
ERATH ) 30,878

FANNIN 25,844

GRAYSON 97,164 34
HOOD 41,51

HUNT 72,522

JOHNSON 134,298

KAUFMAN 70,384 10 ¢
NAVARRO 43,829 ;
PALO PINTO 26,872 13
PARKER 91,916 17 |
ROCKWALL 39,410 :
SOMERVELL 6,391

TARRANT 1,506,790 90
WISE 42,047 15

REGIONAL TOTALS I 5,366,008

STATEWIDE TOTALS~19,995,428 | 2,516 864 431 359
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REPORTED OTHER SELECTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 3 - 1999

ASEPTIC MENINGITIS CHICKENPOX ENCEPHALITIS TUBERCULOSIS ]
COUNTY 1999 POP. | CASES CASES CASES CASES |
COLLIN 412,131 7 165 0 7
COOKE 32,391 1 0 0 0
DALLAS 2,172,486 154 1,774 1 228
DENTON 400,525 15 37 0 8
ELLIS 118,619 6 60 0 3
ERATH 30,878 0 14 2 1
FANNIN 25,844 2 0 0 0
GRAYSON 97,164 9 32 0 4
HOOD 41,511 1 29 0 2
HUNT 72,522 0 7 0 4
JOHNSON 134,298 2 29 0 5
KAUFMAN 70,384 9 84 0 2
NAVARRO 43,829 1 38 0 1
PALO PINTO 26,872 1 21 0 2
PARKER 91,916 6 38 0 1
ROCKWALL 39,410 1 2 0 0
SOMERVELL 6,391 0 0 0 0
TARRANT 1,506,790 79 47 0 109
WISE 42,047 0 0 0}
REGIONAL TOTALS | 5,366,008 | 294 ¢ 55 | 2,377 . 143 | 3 01] 7.1
STATEWIDE TOTALS~19,995,428 | 921 46| 7,473 374 | 27 . i o01] 1,649 © 82
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REPORTED SEXUALLY TRANSMITTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 3 - 1999

CHLAMYDIA 7 GONORRHEA P & S SYPHILIS
COUNTY 1999 POP. CASES
COLLIN 412,131 452
COOKE 32,391 44
DALLAS 2,172,486 9,357
DENTON 400,525 496
ELLIS 118,618 202
ERATH 30,878 69
FANNIN 25,844 69
GRAYSON 97,164 274
HOOD 41,511 32
HUNT 72,522 160
JOHNSON 134,298 142
KAUFMAN 70,384 136
NAVARRO 43,829 184
PALO PINTO 26,872 41
PARKER 91,916 68
ROCKWALL 39,410 23
SOMERVELL 6,391 6
TARRANT 1,506,790 3,729
WISE 42,047 42
REGIONAL TOTALS I 5,366,008 | 15,526 289.3 | 11,329 170 - 3.2
STATEWIDETOTALS~19,995,428 I 62,526 312.7| 32,680 459 2.3
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REPORTED AIDS & HIV INFECTION RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 3 -1999

AIDS HIV INFECTION
COUNTY 1999 POP. | CASES CASES
COLLIN 412,131 18 10
COOKE 32,391 2 0
DALLAS 2172486 | = 536 551
DENTON 400,525 20 18
ELLIS 118,619 7 5
ERATH 30,878 1 0
FANNIN . 25,844 i 0
GRAYSON 97,164 9 10
HOOD 41,511 3 2
HUNT 72,522 4 2
JOHNSON 134,298 8 3
KAUFMAN 70,384 8 8
NAVARRO 43,829 3 0
PALO PINTO 26,872 0 1
PARKER 91,916 0 2
ROCKWALL 39410 2 1
SOMERVELL 6,391 1 0
TARRANT 1,506,790 133 127 _
WISE 42,047 4 B
| REGIONAL TOTALS | 5,366,008 | 760 42| 742 °
[ STATEWIDE TOTALS]| 19,995,428 | 2,865 143} 2,873 14.4])
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REPORTED VACCINE-PREVENTABLEDISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 3 - 7999

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1999 POP. CASES CASES RATE CASES
COLLIN 412,131 0 2 5
COOKE 32,391 0 0 1
DALLAS 2,172,486 0 11 24
DENTON 400,525 0 0 0
ELLIS 118,619 0 0 2
ERATH 30,878 0 0 0
FANNIN 25,844 0 0 0
GRAYSON 97,164 0 2 0
HOOD 41,511 0 0 0
HUNT 72,522 0 0 5
JOHNSON 134,298 0 1 2
KAUFMAN 70,384 0 2 3
NAVARRO 43,829 0 0 1
PALO PINTO 26,872 0 0 0
PARKER 91,916 0 0 0
ROCKWALL 39,410 1 0 0
SOMERVELL 6,391 0 0 0
TARRANT 1,506,790 0 0 19
WISE 42,047 0 0 0
REGIONAL TOTALS | 5,366,008 | e 00] 18 62 4 ., 01
STATEWIDETOTAL S~19,995,428 | 7 0.0] 35 z 152 . 9 $0:0
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REPORTED SELECTED GASTROINTESTINAL DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 4 - 1999

l{'
i’ AMEBIASIS CAMPYLOBACTERIOSIS|  SALMONELLOSIS SHIGELLOSIS
- COUNTY 1999 POP. | CASES
" ANDERSON 52,173 0
[ BOWIE 84,842 0
l CAVP 10,721 0
CASS 29,898 0
[ CHEROKEE 43,788 0
| DELTA 4,844 0
’ FRANKLIN 8,124 0
GREGG 108,145 0
v HARRISON 63,203 0
' HENDERSON 74,837 0
o HOPKINS 29,689 0
LAMAR 43,888 0
MARION 10,380 0
; MORRIS 12,846 0
, PANOLA 23,718 0
RAINS 8,001 0
RED RIVER 13,815 0
RUSK 45,951 0
SMITH 168,355 0
TITUS 25,353 0
UPSHUR 33,364 0
VAN ZANDT 42,850 0
WOOD 33,002 0
NAL TOTALS | 971,877 |
STATEWIDE TOTAL$~19,995,428 |
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REPORTED HEPATITIS RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 4 - 1999

HEPATITISA HEPATITISB ' HEPATITISC HEPATITIS UNSPECIFIED
COUNTY 1999 POP. | CASES
ANDERSON 52,173 2
BOWIE 84,842 7
CAMP 10,721 2
CASS 29,898 0
CHEROKEE 43,788 0
DELTA 4,844 0
FRANKLIN 8,124 0
GREGG 108,145 5
HARRISON 63,293 2
HENDERSON 74,837 3
HOPKINS 29,689 4
LAMAR 43,888 1
MARION 10,380 0
MORRIS 12,846 0
PANOLA 23,718 0
RAINS 8,001 0
RED RIVER 13,815 0
RUSK 45,951 0
SMITH 168,355 2
TITUS 25,353 6
UPSHUR 33,364 0
VAN ZANDT 42,850 1
WOOD 33,002 1
REGIONAL TOTALS | 971,877 | 36

STATEWIDE TOTALS~19,995,428 |

124



REPORTED OTHER SELECTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 4 - 1999

ASEPTIC MENINGITIS CHICKENPOX ENCEPHALITIS TUBERCULOSIS
COUNTY 1998 POP. | CASES CASES CASES CASES
ANDERSON ' 52,173 0 1 0 2
BOWIE 84,842 10 [} 0 8
CAMP 10,721 0 0 0 1
CASS 29,898 0 0 0 0
CHEROKEE 43,788 1 0 0 3
DELTA 4,844 0 2 0 0
FRANKLIN 8,124 0 0 1 0
GREGG 108,145 0 39 0 18
HARRISON 63,203 0 71 0 4
HENDERSON 74,837 1 0 1 3
HOPKINS 29,689 3 0! 0 0
LAMAR 43,888 1 0 0 0
MARION 10,380 0 0 0 0
MORRIS 12,846 0 0 0 0
PANOLA 23,718 0 0! 0 2
RAINS 8,001 1 0 0 1
RED RIVER 13,815 0 0 0 0
RUSK 45,951 0 0| 0 0
SMITH 168,355 13 0 1 10
TITUS 25,353 2 1 0 2
UPSHUR 33,364 0 0 0 1
VAN ZANDT 42,850 4 1 0 1
WOOD 33,002 5 2 0 20
REGIONAL TOTALS | 971,877 | 41 -, . 421 117 12.0] 3" i 58 6.0
STATEWIDE TOTALS~19,995,428 | 921 - 46 | 7,473 37.4 | 27 0.1] 1,649 . 82
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REPORTED SEXUALLY TRANSMITTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 4 - 1999

CHLAMYDIA
COUNTY 1999 POP. | CASES
ANDERSON 52,173 137
BOWIE 84,842 429
CAMP 10,721 26
CASS 29,808 88
CHEROKEE 43,788 125
DELTA 4,844 6
FRANKLIN 8,124 9
GREGG 108,145 374
HARRISON 63,293 207
HENDERSON 74,837 105
HOPKINS 29,689 46
LAMAR 43,888 138
MARION 10,380 26
MORRIS 12,846 23
PANOLA 23,718 62
RAINS 8,001 7
RED RIVER 13,815 35
RUSK 45,951 99
SMITH 168,355 809
TITUS 25,353 79
UPSHUR 33,364 48
VAN ZANDT 42,850 49
WOOD 33,002 24
REGIONAL TOTALS | 971,877 | 2,951 0

| STATEWIH E TOTALS|

%8

{ 32,52(

GONORRHEA P & S SYPHILIS

CASES
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REPORTED AIDS & HIV INFECTION RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 4 -1999

AIDS HIV INFECTION
COUNTY 1999 POP. | CASES

ANDERSON 52,173 7
BOWIE 84,842 8
CAMP 10,721 2
CASS 29,898 2
CHEROKEE 43,788 6
DELTA 4,844 0
| FRANKLIN 8,124 0
GREGG ‘ 108,145 18
HARRISON 63,293 3
HENDERSON 74,337 9
HOPKINS 29,689 6
LAMAR 43,888 5
MARION 10,380 1
MORRIS 12,846 0
PANOLA 23,718 7
RAINS 8,001 1
RED RIVER 13,815 1
RUSK 45,951 2
SMITH 168,355 18

TITUS 25,353 4
UPSHUR 33,364 1

VAN ZANDT 42,850 3
WOOD 33,002 4

{REGIONAL TOTALS | 971,877

[ STATEWIDE JTALS| 19,995,428 | 2,865
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REPORTED VACCINE-PREVENTABLEDISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 4 - 1999

MEASLES MUMPS | PERTUSSIS | RUBELLA
COUNTY 1999 POP. | CASES
ANDERSON 52,173 0
BOWIE 84,842 0
CAMP 10,721 0
CASS 20,898 0
CHEROKEE 43,788 0
DELTA 4,844 0
FRANKLIN 8,124 0
GREGG 108,145 0
HARRISON 63,293 0
HENDERSON 74,837 0
HOPKINS 29,689 0
LAMAR 43,888 0
MARION 10,380 0
MORRIS 12,846 0
PANOLA 23,718 0
RAINS 8,001 0
RED RIVER 13,815 0
RUSK 45,951 0
SMITH 168,355 0
TITUS 25,353 0
UPSHUR 33,364 0
VAN ZANDT 42,850 0
WOOD 33,002 0
REGIONAL TOTALS | 971,877 | 0 0.0 00 | 11 - 0 0.0
STATEWIDE TOTALS~19,995,428 | 7 00| 35 . 02 152 9 0.0
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REPORTED SELECTED GASTROINTESTINAL DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 5 - 1999

AMEBIASIS CAMPYLOBACTERIOSIS SALMONELLOSIS SHIGELLOSIS
COUNTY 1999 POP. | CASES CASES
ANGELINA 74,170 0 7
HARDIN 42,625 0 0
HOUSTON 22,588 0 0
JASPER 31778 0 1
JEFFERSON 236, 153 0 10
NACOGDOCHES 56, 727 0 0 10.6 5
NEWTON 14,493 0 0 0
ORANGE 82,022 0 6 2
POLK 37,792 0 0 0
SABINE 10,201 0 0 0
SAN AUGUSTINE 7,974 0 0 0
SAN JACINTO 20,786 0 0 0
SHELBY 21,870 0 1 1
TRINITY 12,765 0 2 0
IYLER 18,559 0 4 2
REGIONAL TOTALS | 690,501 | 0 - 0 | 32 46 ! 97 . 140] 28 41
STATEWIDE TOTAL S~19,995,428 | 37 0.2] 1,153 i5:8| 2,198 11.0 | 2281 ° 1134
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REPORTED HEPATITIS RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION5 - 1999

HEPATITISA HEPATITISB HEPATITISC HEPATITISUNSPECIFIED
COUNTY 1999 POP. | CASES

ANGELINA 74,170 38

HARDIN 42,625 1

HOUSTON 22,588

JASPER 31,778 1

JEFFERSON 236,153 22

NACOGDOCHES 56,727 0

NEWTON 14,493 0

ORANGE 82,022 1

POLK 37,792 4

SABINE 10,201 0

SAN AUGUSTINE 7,974 0

SAN JACINTO 20,786 0

SHELBY 21,870 1

TRINITY 12,763 0

TYLER 18,559 1

REGIONAL TOTALS | 690,501 | 70 101 | 28 41] 40 538 | 0" 00
STATEWIDE TOTALS~19,995,428 | 2,516 12.6] 864 4.3] 359 18 | 2 0.0
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REPORTED OTHER SELECTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTHREGION 5 = 1999

ASEPTIC MENINGITIS | CHICKENPOX . ENCEPHALITIS TUBERCULOSIS
COUNTY 1999 POP. | CASES

ANGELINA 74,170 0

HARDIN 42,625 2

HOUSTON 22,588 0

JASPER 31,778 0

JEFFERSON - 236,153 9

NACOGDOCHES 56,727 0

NEWTON 14,493 0

ORANGE 82,022 2

POLK 37,792 1

SABINE 10,201 0

SAll AUGUSTINE 79 |

SAN JACINTO 20,786 0

SHELB{ 21,81 2

TR ¢ 12,763 0

TYLER 18 5¢ a

REGIONAL TOTALS | 690,501 | 16 2.3] 101 - 1 01| 48 70
STATEWIDE FOTALS| 19,995,428 | 921 7,473
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REPORTED SEXUALLY TRANSMITTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLICHEALTHREGION 5 - 1999

CHLAMYDIA GONORRHEA P & S SYPHILIS

COUNTY 1999 POP. CASES RATES CASES RATES CASES RATES
ANGELINA 74,170 180 2427 152 7
HARDIN 42,625 9% 2252 38 0
HOUSTON 22,588 52 2302 47 0
JASPER 31,778 139 87 1
JEFFERSON 236,153 1,036 1,048 16
NACOGDOCHES 56,727 195 . . 88 0 %
NEWTON 14,493 40 33 0 .
ORANGE 82,022 163 - 89 1
POLK 37,792 80 . 24 = 2
SABINE 10,201 16 9 0 .
SAN AUGUSTINE 7,974 20 14 0 3
SAN JACINTO 20,786 18 6 " 0
SHELBY 21,870 54 . # 8 1.
TRINITY 12,763 13 14 0
TYLER 18,559 28 7 , 0o .
REGIONAL TOTALS | 690501 | 2130 3085 | 1,664 24920 | 28 141
STATEWIDE TOTALS] 19995428 | 62526 312.7| 32680 1634 | 459 - - 23
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REPORTED AIDS & HIV RATES
CASES PER 100,000 POPULATION

PUBLIC HEALTH REGION 5 - 1999

AIDS HIV INFECTION
COUNTY 1999 POP CASES
ANGELINA 74,170 11
HARDIN 42,625 1
HOUSTON 22,588 7
JASPER 31,778 1
JEFFERSON 236,153 20
NACOGDOCHES 56,727 7
NEWTON 14,493 0
ORANGE 82,022 5
POLK 37,792 5
SABINE 10,201 1
SAN AUGUSTINE 7974 1
SAN JACINTO 20,786 3
SHELBY 21,870 5
TRINITY 12,763 3
TYLER 18,559 0
REGIONAL TOTALS | 690,501 | 70 10.1 | 57 8.3
STATEWIDETOTAL S~19,995,428 | 2,865 '14.3] 2,873 - 14.4
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REPORTED VACCINE-PREVENTABLE DISEASE RATES
(CASES PER 100, 000POPULATION)

PUBLIC HEALTH REGION 5 = 1999

MEASLES

COUINTY 1998 POP. | CASES
ANGELINA 74 170 0
HARDIN 42,625 0
H TON 22,588 0

ER 31,1 0
\EIf FSCN 236.153 0
1IACOGDOCHES 56,721 o
[IEW ON 14,493 0
QRANGE 82,022 0
} OLk 37,792 0
SABINE 10,201 0
SAN AUGUSTINE 7971 0!
5 JACINTO 20,786 0
SHELBY 21,870 0
TRINITY 12,763 [
IYLER 18,559 0
REGIUNAL FOTALS | 630,501 |

STATEWIDE TOTALSI 19,995,428

MUMPS

GASES

PERTUSSIS

Ci\SES

RUBELLA
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REPORTED SELECTED GASTROINTESTINAL DISEASE RATES

(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 6 - 1999

AMEBIASIS CAMPYLOBACTERIOSIS SALMONELLOSIS SHIGELLOSIS
COUNTY 1999 POP. | CASES
AUSTIN 20,739 0
BRAZORIA 222,046 0
CHAMBERS 20,841 0
COLORADO 18,173 0
FORT BEND 320,963 0
GALVESTON 233,547 1
HARRIS 3,268,000 5
LIBERTY 59,945 0
MATAGORDA 38,462 0
MONTGOMERY 235,384 0
WALKER 52,256 0
WALLER 26,037 0
WHARTON 40,958 0
REGIONAL TOTALS | 4,557,450 | 6 0.1] 93 20] 360 7.9} 232 5.1
STATEWIDE TOTALS~19,995,428 | 37 0.2| 1,153 5.8] 2,198 ° 1150} 2,281 11.4
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REPORTED HEPATITIS RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 6 - 1999

HEPATITIS A 1 HEPATITIS B 1 HEPATITIS C HEPATITIS UNSPECIFIED
COUNTY 1998 POP. | CASES

AUSTIN 20,739 2

BRAZORIA 222,046 7

CHAMBERS 20,841 1

COLORADO 18,173 1

FORT BEND 320,963 40

GALVESTON 233,547 17

HARRIS 3,268,099 98

LIBERTY 59,045 5

MATAGORDA 38,462 2

MONTGCMERY 235,384 32

WALKER 52,256 5

WALLER 26,037 1

WHARTON 40,958 4

REGIONALTOTALS | 4,557,450 | 215 L 47} 82. 16 13 00
STATEWIDE TOTAL S~19,995,428 | 2,516 126 | 864 359 2 00
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REPORTED OTHER SELECTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 6 - 1999

ASEPTIC MENINGITIS CHICKENPOX ENCEPHALITIS TUBERCULOSIS
COUNTY 1988 POP. CASES CASES
AUSTIN 20,739 1
BRAZORIA 222,046 12
CHAMBERS 20,841 0
COLORADO 18,173 3
FORT BEND 320,963 13
GALVESTON 233,547 20
HARRIS 3,268,099 456
LIBERTY 59,945 4
MATAGORDA 38,462 9
MONTGOMERY 235,384 9
WALKER 52,256 K
WALLER 26,037 0
WHARTON 40,958 1
REGIONAL TOTALS | 4,557,450 | 63 . 1.41 1,536 , 33.7 | 4 0.1] 529 116
STATEWIDETOTALS] 19,995,428 | 921 4.6] 7473 37.4]| 27 0.1] 1,649 # 8.2
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REPORTED SEXUALLY TRANSMITTED DISEASE RATES

(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 6 - 1999

CHLAMYDIA GONORRHEA P & S SYPHILIS
COUNTY 1999 POP. CASES CASES RATES CASES , RATES
AUSTIN 20, 739 27 130.2 16 77 0 Q0
BRAZORIA 222,046 303 ; 111 :
i 20,8 13 § '
COLORADOQ 18,173 39
FORT BEND © 320,963 467
GALVESTON 233, 547 681
HARRIS 3, 268, 099 10, 473
LIBERTY 59,945 118 |
MATAGORDA 38,462 95 |
MONTGOMERY 235,384 358
WALKER 52, 256 233
WALLEIR 26,037 190
WHARTON 40,958 166
REGIONAL TOTALS | 4, 557, 450| 13,163 ‘=  283.8] 7,432 ¢ 1831 | 115 . 25
STATEWIDE TOTALS~19,995,428 | 62,526 szir| 32,680 163.4 | 459 23
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REPORTED AIDS & HIV INFECTION RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 6 - 1999

AIDS HIV INFECTION
COUNTY 1999 POP. CASES

AUSTIN 20,739 0
BRAZORIA 222,046 2
CHAMBERS 20,841 0
COLORADO 18,173 3
FORT BEND 320,963 21
GALVESTON 233,547 11
HARRIS 3,268,099 918
LIBERTY 59,945 6
AGH 462 4
ITG 384 4
WALKER 52,256 3
WALLER 26,037 0
WHARTON 40,958 3

REGIONAL TOTALS | 4,557,450 | 746 , 16.4] 975 - 21.4

STATEWIDE TOTALS] 19,995,428 | 2,865 14.3} 2,873 14.4
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REPORTED VACCINE-PREVENTABLEDISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 6 - 1999

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1999 POP. | CASES

AUSTIN 20,739

BRAZORIA 222,046

CHAMBERS 20,841

COLORADO 18,173

FORT BEND 320,963

GALVESTON 233547

HARRIS 3,268,099

LIBERTY 59,945

MATAGORDA 38,462

MONTGOMERY 235,384

WALKER 52,256

WALLER 26,037

WHARTON 40,958

REGIONAL TOTALS | 4,557,450 | 0 00} 2 00 | 20 04| 0 00
STATEWIDE TOTALS| 19,995,428 | 7 00 | 35 021} 152 08 | 9 0.0
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REPORTED SELECTED GASTROINTESTINAL DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 7 - 1999

AMEBIASIS CAMPYLOBACTERIOSIS SALMONELLOSIS SHIGELLOSIS
COUNTY 1999 POP. CASES

BASTROP 53,506 0 5 12
BELL 211,924 0 25 33
BLANCO 7,257 0 0 0
BOSQUE 16,148 0 1 2
BRAZOS 121,438 0! 19 23
BURLESON 15,318 0 0 8
BURNET 27,877 0 1 2
CALDWELL 32,039 0 2 4
CORYELL 76,679 0 2 9
FALLS 18,826 0 6 0
FAYETTE 20,350 0 1 4
FREESTONE 17,034 0 1 4
GRIMES 22,783 0 1 2
HAMILTON 7,331 0 1 0
HAYS 86,860 0 11 29
HILL 28,831 0 1 1
LAMPASAS 14,515 0 0 3
LEE 14,749 0 0 0
LEON 15,580 0 0 0
LIMESTONE 21,692 0 1 1
LLANO 12,423 0 1 1
MCLENNAN 192,865 0 11 11
MADISON . 11,968 0 2 0
MILAM 23284 0 1 2
MILLS 4,446 0 0 0
ROBERTSON 16,996 0 5 5
SAN SABA 5,463 0 0 1
TRAVIS 647,366 25 140 151
WASHINGTON 29,154 0 0

WILLIAMSON 215,065 0 20 26
REGIONAL TOTALS | 1,989,767 |

| STATEWIDE TOTALS| 19,995,428 |
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REPORTED HEPATITIS RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 7 - 1999

HEPATITISB HEPATITISC

HEPATITISA
COUNTY 1999 POP. | CASES CASES

BASTROP 53,506 2 1
BELL 211,924 4 0
BLANCO 7,257 1 0
BOSQUE 16,148 5 0
BRAZOS 121,438 10 3
BURLESON 15,318 3 0
BURNET 27,877 7 0
CALDWELL 32,039 4 1
CORYELL 76,679 0! 0
FALLS 18,826 0 1
FAYETTE 20,350 3 0
FREESTONE 17,034 0 0
GRIMES 22,783 0. 2
HAMILTON 7,331 1] 0
HAYS 86,860 11 0
HILL 28,831 10 1
LAMPASAS 14,515 1 0
LEE 14,749 0 0
LEON 15,580 0 1
LIMESTONE 21,692 0 0
LLANO 12,423 1 0
MCLENNAN 192,865 7 6
MADISON 11,968 0 0
MILAM 23,284 1 0
MILLS 4,446 0 0
ROBERTSON 16,996 [} 0
SAN SABA 5,463 1 0
TRAVIS 647,366 286 22
WASHINGTON 29,154 1 2
WILLIAMSON 215,065 46 1
REGIONAL TOTALS | 1,989,767 | 405
STATEWI TOTALS~19,995,428 | 2,516

CASES

ovVIvIo|lojojoim|lo|lojo|o|o|o|olojojolio|lo|lo|lolojoi=jwlololw]|o
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HEPATITISUNSPECIFIED

CASES
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REPORTED OTHER SELECTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 7 - 1999

{REGIONAL TOTALS | 1,989,767

©w
o

| STATEWIDE TOTALS]| 19,995,428
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ASEPTIC MENINGITIS CHICKENPOX ENCEPHALITIS
COUNTY 1999 POP. CASES CASES CASES
BASTROP 53,506 3 79 0
BELL 211,924 19 79 1
BLANCO 7,257 0 0
BOSQUE 16,148 0 19 0
BRAZOS 121,438 13 40 0
BURLESON 15,318 0 0
BURNET 27,877 0 0
CALDWELL 32,039 0 0
CORYELL 76,679 5 12 0
FALLS 18,826 0 19 0
FAYETTE 20,350 0 0
FREESTONE 17,034 0 0
GRIMES 22,783 0 0
HAMILTON 7,331 0 0
HAYS 86,860 3 59 0
HILL 28,831 1 0
LAMPASAS 14,515 0 0
LEE 14,749 0 0
LEON 15,580 0 0
LIMESTONE 21,692 0 0
LLANO 12,423 0 0
MCLENNAN 192,865 3 62 1
MADISON 11,968 0 0
MILAM 23,284 0 0
MILLS 4,446 0 0
ROBERTSON 16,996 0 0
SAN SABA 5,463 0 0
TRAVIS 647,366 36 710 1
WASHINGTON 29,154 0 0
WILLIAMSON 215,065 16 125 0

TUBERCULOSIS

CASES

lol=lole|a|=|vloiv]jo|-a]lolo]|alafajo|=|=]eo |~




REPORTED SEXUALLY TRANSMITTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 7 - 1999

CHLAMYDIA GONORRHEA P & SSYPHILIS

COUNTY 1999 POP. CASES : RATES CASES RATES CASES RATES:
BASTROP 53,506 109 203.7 55 1028 0 00
BELL 211,924 1,933 912.1 717 3383 4 © 19
BLANCO 7257 9 324.0 0 00 0 00
BOSQUE 16,148 25 12 743 0
BRAZOS 121,438 631 438 360.7 1
BURLESON 15,318 51 33 2154 0 .
BURNET 27,877 60 7 2541 0
CALDWELL 32,039 54 19 50.3 O
CORYELL 76,679 120 31 204 0 -
FALLS 18,826 177 - 90 4781 0% .
FAYETTE 20,350 29 20 " 983 0
FREESTONE 17,034 31 . 11 ° - B46 0
GRIMES 22,783 101 43 188.7 0
HAMILTON 7,331 18 2 273 0 % 0D
HAYS 86,860 546 628.6 133 153.1 0 00
HILL 28,831 53 7838 34 =1179 0 .00
LAMPASAS 14,515 42 2894 3 0 .
LEE 14,749 29 196.6 16 0
LEON 15,580 16 102.7 9 0
LIMESTONE 21,692 70 3227 43 0
LLANO 12,423 14 182.7 2 0 ’
MCLENNAN 192,865 1,202 £ 6232 825 3
MADISON 11,968 49 409.4 18 0 .
MILAM 23,284 82 352.2 45 0 , i
MILLS 4,446 4 900 0 0
ROBERTSON 16,996 81 . 4766 72 0
SAN SABA 5,463 o 2 0 =
TRAVIS 647,366 1540 ¢ 18
WASHINGTON 29,154 95 2
WILLIAMSON 215,065 119 3 0
REGIONAL TOTALS | 1989767 | 8,759 4402 | 4,434 2228 | 28
STATEWIDE TOTALS] 19995428 | 62,526 312.7 |} 32,680 1634 | 459 ° 23
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REPORTED AIDS & HIV INFECTION RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 7 = 1999

AIDS HIV INFECTION

COUNTY 1999 POP.
BASTROP 53,506
BELL 211,924
BLANCO 7,257
BOSQUE 16,148
BRAZOS 121,438
BURLESON 15,318
BURNET 27,877
CALDWELL 32,039
CORYELL 76,679
FALLS 18,826
FAYETTE 20,350
FREESTONE 17,034
GRIMES 22,783
HAMILTON 7,331
HAYS 86,860
HILL 28,831
LAMPASAS 14,515
LEE 14,749
LEON 15,580
LIMESTONE 21,692
LLANO 12,423
MCLENNAN 192,865
MADISON 11,968
MILAM 23,284
MILLS 4,446
ROBERTSON 16,996
SAN SABA 5,463
TRAVIS 647,366
WASHINGTON 29,154
WILLIAMSON 215,085

REGIONAL TOTALS | 1,989,767

STATEWIDETOTAL S~19,995,428 |
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REPORTED VACCINE-PREVENTABLEDISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTHREGION 7 - 1999

MEASLES MUMPS PERTUSSIS ' RUBELLA
COUNTY 1999 POP. | CASES
BASTROP 53,506 0
BELL 211,924 0
BLANCO 7,257 0
BOSQUE 16,148 0
BRAZOS 121,438 0
BURLESON 15,318 0
BURNET 27,877 0
CALDWELL 32,039 0
CORYELL 76,679 0
FALLS 18,826 0
FAYETTE 20,350 0
FREESTONE 17,034 0
GRIMES 22,783 0
HAMILTON 7,331 0
HAYS 86,860 0
HILL 28,831 0
LAMPASAS 14,515 0
LEE 14,749 0
LEON 15,580 0
LIMESTONE 21,692 0
LLANO 12,423 0
MCLENNAN 192,865 0
MADISON 11,968 0
MILAM 23,284 0
MILLS 4,446 0
ROBERTSON 16,996 0
SAN SABA 5,463 0
TRAVIS 647,366 3
WASHINGTON 29,154 0
WILLIAMSON 215,065 2
REGIONAL TOTALS | 1,989,767 | 5 . 03] 2 04| 19 . 2 - 0.1
STATEWIDETOTALS( 19,995,428 | 7 0.0] 35 021 152, 0.8 ] 9 =0.0
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REPORTED SELECTED GASTROINTESTINAL DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 8 - 1999

AMEBIASIS CAMPYLOBACTERIOSIS SALMONELLOSIS SHIGELLOSIS
COUNTY 1999 POP. | CASES

ATASCOSA 36,915 0 5 3
BANDERA 13,915 0 3 2
BEXAR . 1,360,411 0 159 381
CALHOUN 20,099 0 0 0 0
COMAL 73,767 0 4 11 4
DEWITT 20,314 0 0 5 0
DIMMIT 11,251 0 0! 0 2
EDWARDS 2,497 0 0 0 0
FRIO 16,456 0 0 2 0
GILLESPIE 19,776 0 1 0 1
GOLIAD 6,509 0 1 0 0
GONZALES 18,192 0 1 2 2
GUADALUPE 84,277 0 34 16 12
JACKSON 13,204 1 1 2 0!
KARNES 15,715 0 0 1 :
KENDALL 18,938 0 1 2 0!
KERR 41,958 0 4 8

KINNEY 3,341 0 0 1 2
LASALLE 6,408 0 0 2 0!
LAVACA 18,055 0 4 6 1}
MAVERICK 44277 0 3 2 7!
MEDINA 34,164 0 0 3 6
REAL 2518 0 0 0 0
UVALDE 25872 0 0 2 1
VAL VERDE 44,190 1 14 18 9
VICTORIA 80,441 0 21 2
WILSON 29,726 0 3 2
ZAVALA 13,745 0 1 S 2

REGIONAL TOTALS | 2,076,931

STATEWIDE TOTALS~19,995,428 | 37 0.2] 1,153 «538] 2198 - i -4 2,281 11.0

147




REPORTED HEPATITIS RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 8 - 1999

HEPATITISA HEPATITISB HEPATITISC HEPATITIS UNSPECIFIED
COUNTY 1999 POP. | CASES CASES CASES CASES

ATASCOSA 36,915 3 0 6 0
BANDERA 13,915 0 0 0 0
BEXAR 1,360,411 330 79 35 0
CALHOUN 20,099 1 0 0 0
COMAL 73,767 11 4 4 0
DEWITT 20,314 0 0 0 0
DIMMIT 11,251 14 0 0 0
EDWARDS 2,497 0 0 0 0
FRIO 16,456 2 0 1 0
GILLESPIE 19,776 0 0 0 0
GOLIAD 6,509 0 1 0 0
GONZALES 18,192 1 0 0 0
GUADALUPE 84,277 2 2 1 0
JACKSON 13,204 1 1 0 0
KARNES 15,715 0 1 0 0
KENDALL 18,938 0 0 0 0
KERR 41,958 5 0 0 0
KINNEY 3,341 1 0 0 0
LASALLE 6,408 2 0 0 0
LAVACA 18,055 0 [ 0 0
MAVERICK 44,277 1 0 0 0
MEDINA 34,164 0 1 1 0.
REAL 2,518 0 0 1 0
UVALDE 25,872 4 1 3 0!
VAL VERDE 44,190 10 1 3 0
VICTORIA 80,441 30 3 0 0!
WILSON 29,726 0 0 : 0 0!
ZAVALA 13,745 16 0! 4 0
REGIONAL TOTALS | 2,076,931 | 434 209§ %4 45 | 59 0 ww ¢ 100
STATEWIDE TOTALS~19,995,428 | 2,516 126 | 864 43| 359 18 | 2 18
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REPORTED OTHER SELECTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 8 - 1999

ASEPTIC MENINGITIS CHICKENPOX ENCEPHALITIS TUBERCULOSIS
COUNTY 1999 POP. | CASES CASES o
ATASCOSA 36,915 1 1 2
BANDERA 13,915 0 3 1
BEXAR 1,360,411 147 2] 93
CALHOUN 20,099 0 0 2
COMAL 73,767 1 31 3
DEWITT 20,314 0 11
DIMMIT 11,251 0 41 0!
EDWARDS 2,497 0 0 0!
FRIO 16,456 3 33 3]
GILLESPIE 19,776 0 1 0!
GOLIAD 6,509 0 1 0
GONZALES 18,192 0 1 1
GUADALUPE 84,277 1 21 4
JACKSON 13,204 1 0 1
KARNES 15,715 1 1 1
KENDALL 18,938 1 1 0
KERR 41,958 0 2 1
KINNEY 3,341 [} 0 1
LASALLE 6,408 0 0 0
LAVACA 18,055 0 1 0
MAVERICK 44,277 0 0 8
MEDINA 34,164 2 2 0 »
REAL 2,518 0 0 1 ;
UVALDE 25,872 0 17 6
VAL VERDE 44,190 1 85 4 o
VICTORIA 80,441 1 12 1
WILSON 29,726 0 4 0
ZAVALA 13,745 0 3 1
REGIONAL TOTALS | 2,076,931 | 160 771 274 13.2] 1 - 00 | 137 6.6
STATEWIDE TOTAL S~19,995,428 | A E . 4.6] 7,473 . 374 27 -0.1 | 1,649 8.2
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REPORTED SEXUALLY TRANSMITTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 8 - 1999

CHLAMYDIA GONORRHEA P & S SYPHILIS
COUNTY 1999 POP. | CASES

ATASCOSA 36,915 87
BANDERA 13,915 8
BEXAR 1,360,411 5,664
CALHOUN 20,099 40
COMAL 73,767 101
DEWITT 20,314 64
DIVMIT 11,251 15
EDWARDS 2,497 3
FRIO 16,456 41
GILLESPIE 19,776 26
GOLIAD 6,509 3
GONZALES 18,192 57
GUADALUPE 84,277 116
JACKSON 13,204 14
KARNES 15,715 38
KENDALL 18,938 16
KERR 41,958 85
KINNEY 3,341 5
LASALLE 6,408 7
LAVACA 18,055 44
MAVERICK 44,277 116
MEDINA 34,164 41
REAL 2518 1
UVALDE 25,872 76
VAL VERDE 44,190 120
VICTORIA 80,441 367
WILSON 29,726 29
ZAVALA 13,745 13
REGIONAL TOTALS | 2,076,931 | 7,197 2,485 41938 | 38
STATEWIDE TOTALS~19,995428 | 62,526 31270 32680 263.4 | 459 <1634
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REPORTED AIDS & HIV INFECTION RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 8 - 1999

AIDS HIV INFECTION

COUNTY 1999 POP. | CASES
ATASCOSA 36,915 0
BANDERA 13,915 0
BEXAR v 1,360,411 204
CALHOUN " 20,009 1
COMAL 73,767 3
DEWITT 20,314 0
DIMMIT 11,251 2
EDWARDS 2,497 1
FRIO 16,456 0
GILLESPIE 19,776 0
GOLIAD 6,509 0
GONZALES 18,192 0
GUADALUPE 84,277 1
JACKSON 13,204 1
KARNES 15,715 0
KENDALL 18,938 2
KERR 41,958 1
KINNEY 3,341 0
LASALLE " 6,408 2
LAVACA 18,055 0
MAVERICK 44277 a )
MEDINA 34,164 3
REAL 2,518 0 B
UVALDE 25,872 1 N '
VAL VERDE 44,190 2
VICTORIA 80,441 1 B
WILSON 20,726 2 ]
ZAVALA 13,745 1 ‘

| REGIONAL TOTALS | 2,076,931 231

| STATEWIDE TOTALSI 19,985,428 2,865
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REPORTED VACCINE-PREVENTABLEDISEASE RATES

(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 8 - 1999

MEASLES MUMPS PERTUSSIS RUBELLA

COUNTY 1999 POP. | CASES
ATASCOSA 36,915 0
BANDERA 13,915 0
BEXAR 1,360,411 0
CALHOUN 20,009 0
COMAL 73,767 0
DEWITT 20,314 0
DIMMIT 11,251 0
EDWARDS 2,497 0
FRIO 16,456 0
GILLESPIE 19,776 0
GOLIAD 6,509 0
GONZALES 18,192 0
GUADALUPE 84,277 0
JACKSON 13,204 0
KARNES 15,715 0
KENDALL 18,938 0
KERR 41,958 0
KINNEY 3,341 0
LASALLE 6,408 0
LAVACA 18,055 0
MAVERICK 44,277 0
MEDINA 34,164 1
REAL 2,518 0
UVALDE 25,872 0
VAL VERDE 44,190 0
VICTORIA 80,441 0
WILSON 29,726 0
ZAVALA 13,745 0

REGIONAL TOTALS | 2,076,931

0:0 | 0.0

(o2}
P
o
w
-
=

STATEWIDE

19,995,428
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REPORTED SELECTED GASTROINTESTINAL DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 9 - 1999

AMEBIASIS CAMPYLOBACTERIOSIS|  SALMONELLOSIS SHIGELLOSIS
COUNTY 1999 POP. CASES CASES CASES 2

ANDREWS 15,532 0 1 0
BORDEN 817 0 0 0
COKE 3,434 0 1 0
CONCHO 3,296 0 1 0
CRANE 5,146 0 0 0
CROCKETT 4310 0 0 0
DAWSON 15,790 1 4 2
ECTOR 128,421 4 18 7
GAINES 14,970 1 3 0
GLASSCOCK 1,601 0 0 0
HOWARD 31,921 0 0 1
IRION 1,741 0 0 1
KIMBLE 4,121 0 0 1
LOVING 116 0 0 0
MCCULLOCH 8,876 0 2 3
MARTIN 5,425 0 0 0
MASON 3,288 0 0 0
MENARD 2,292 0 0 0
MIDLAND 127,868 - 1 11 18
PECOS 17,617 1 1 1
REAGAN 5,148 0 0 0
REEVES ' 17,050 1 1 0:
SCHLEICHER 3,249 0 1 0
STERLING 1,532 0 1 0
SUTTON 4,506 0 0 0
TERRELL 1,522 0 0 0
TOM GREEN 110,054 12 13 22
UPTON 4,817 0 0 0
WARD 13,551 0 1 0
WINKLER 9,047 0 0 0
REGIONAL TOTALS | 567,058 | 0 21 3.7 59 56 - .99

STATEWIDE TOTALS| 19,995,428 |

153




REPORTED HEPATITIS RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 9 - 1999

HEPATITISA HEPATITISB HEPATITISC HEPATITISUNSPECIFIED
COUNTY 1999 POP. CASES
ANDREWS 15,532 1
BORDEN 817 0
COKE 3,434 0
CONCHO 3,296 0
CRANE 5,146 0
CROCKETT 4,310 0
DAWSON 15,790 0
ECTOR 128,421 6
GAINES 14,970 3
GLASSCOCK 1,601 0
HOWARD 31,921 4
IRION 1,741 0
KIMBLE 4,121 1
LOVING 116 0
MCCULLOCH 8,876 0
MARTIN 5,425 3
MASON 3,288 0
MENARD 2,292 1
MIDLAND 127,868 2
PECOS 17,617 0
REAGAN 5,148 3
REEVES 17,050 0
SCHLEICHER 3,249 o]
STERLING 1,532 0
SUTTON 4,506 1
TERRELL 1,522 0
TOM GREEN 110,054 35
UPTON 4,817 1
WARD 13,551 0
WINKLER 9,047 0

108] 36 613 | 49 86| o - Y

REGIONAL TOTALS | 567,058

STATEWIDE TOTALS| 19,995,428 | 2,516 126 | 864 43] 359 18] 2 0.0

154



REPORTED OTHER SELECTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 9 - 1999

ASEPTIC MENINGITIS CHICKENPOX ENCEPHALITIS TUBERCULOSIS
COUNTY 1999 FOP. _ CASES
ANDREWS 15,532 0 0 0
BORDEN 817 0 0 0
COKE 3,434 0 0 0
CONCHO 3,296 0 0 2
CRANE 5,146 0 0 0
CROCKETT 4,310 0 0 0
DAWSON 15,790 1 1 0
ECTOR 128,421 0 38 10
GAINES 14,970 0 2 0
GLASSCOCK 1,601 0 0 0
HOWARD 31,921 0 3 2
IRION 1,741 0 0 0
KIMBLE 4,121 1 23 0
LOVING 116 0 0 0
MCCULLOCH 8,876 0 0 0
MARTIN 5,425 0 0 1
MASON 3,288 0 2 0
MENARD 2,292 0 0 0
MIDLAND 127,868 1 45 | 2
PECOS 17,617 0 15 1
REAGAN 5,148 0 0 0
REEVES 17,050 0 1
SCHLEICHER 3,249 0 0 0
STERLING 1,532 0 0 0
SUTTON 4,506 0 1 1 .
TERRELL 1522 0 1 0
TOM GREEN " 110,054 7 23 5
UPTON 4,817 0 29 0
WARD . 13,551 0 0 0!
WINKLER 9,047 0 5 0!
REGIONAL TOTALS | 567,058 | 10 18| 189 33.3| 3 0.5] 28 4.9
STATEWIDE TOTALS~19,995,428 | 21 .- s 7,473 37.4] 277 o4l 1,649 8.2
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REPORTED SEXUALLY TRANSMITTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 9 - 1999

CHLAMYDIA GONORRHEA P& S SYPHILIS
COUNTY 1999 POP. | CASES

ANDREWS 15,532 10
BORDEN 817 0
COKE 3,434 57
CONCHO 3,296 1
CRANE 5146 5
CROCKETT 4,310 5
DAWSON 15,790 45
ECTOR 128,421 273
GAINES 14,970 27
GLASSCOCK 1,601 1
HOWARD 31,921 43
IRION 1,741 0
KIMBLE 4,121 10
LOVING 116 0
MCCULLOCH 8,576
MARTIN 5,425
MASON 3,288 3
MENARD 2,292 9
MIDLAND 127,868 247 |
PECOS 17,617 43
REAGAN 5,148 2
REEVES 17,050 30 |
SCHLEICHER 3,249 2
STERLING 1532
SUTTON 4,506
TERRELL 1,522 0
TOM GREEN 110,054 239
UPTON 4,817 5
WARD 13,551 19
WINKLER 9,047 12
REGIONAL TOTALS | 567,058 | 1,115 396.6 | 293 © . 517] 1 02
STATEWIDE TOTAL $~19,995,428 | 62,526 3127] 32680 , . 163.4] . 459 23]
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REPORTED AIDS & HIV INFECTION RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 9 - 1999

AIDS HIV INFECTION

COUNTY 1999 POP. | CASES |
ANDREWS 15,532 N
BORDEN 817 0!
COKE 3,434 0!
CONCHO 3,296 1
CRANE 5,146 0
CROCKETT 4310 0
DAWSON 15,790 0!
ECTOR 128,421 7
GAINES 14,970 0
GLASSCOCK 1,601 0
HOWARD 31,921 2
IRION 1,741 0
KIMBLE 4,121 0
LOVING 116 0
MGCCULLOCH- 8,876 1
MARTIN 5,425 0
MASON 3,288 0
MENARD 2,292 0
MIDLAND 127,868 10
PECOS 17,617 2
REAGAN 5,148 g
REEVES 17,050 0
SCHLEICHER 3,249 0
STERLING 1,532 0
SUTTON 4,506 0 )
TERRELL 1,522 0
TOM GREEN 110,054 6
UPTON 4,817 0 "
WARD ] 13,551 0
WINKLER 9,047 2
REGIONAL TOTALS | 567,058 | 32 5.6} 15 . '2.6
STATEWIDE TOTALS~ 35, | 8
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REPORTED VACCINE-PREVENTABLE DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 9 - 1999

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1998 POP. | CASES CASES CASES CASES

ANDREWS 15,532 0 0 0 0
BORDEN 817 0 0 o 0
COKE 3,434 0 0 0 0
CONCHO 3,296 0 0 0 0
CRANE 5,146 0 0 0 0
CROCKETT 4,310 0 0 1 0
DAWSON 15,790 0 0 0 0
ECTOR 128,421 0 0 2 0
GAINES 14,970 0 0 0 0
GLASSCOCK 1,601 0 0 0 0
HOWARD 31,921 0 0 0 0
IRION 1,741 0 0 0 0
KIMBLE 4,121 0 o 0 0
LOVING 116 3 0 0 0
MCCULLOCH 8,876 0 0 0 0
MARTIN 5,425 0 0 0 0
MASON 3,288 0 0 0 0
MENARD 2,202 0 0 0 0
MIDLAND 127,868 0 0 0 0
PECOS 17,617 0 0 0 0
REAGAN 5,148 0 0 0 0
REEVES 17,050 0 0 0 0
SCHLEICHER 3,249 0 0 0 0
STERLING 1,532 0 0 0 0
SUTTON 4,506 0 0 0 0
TERRELL 1,522 0 0 0 [}
TOM GREEN 110,054 0 0 1 0
UPTON 4,817 o 0 0 0
WARD 13,551 0 0 0 0
WINKLER 9,047 0 0 0 0
REGIONAL TOTALS | 567,058 | I 00] 0 4 07} 0 0.0
STATEWIDE TOTALS~19,995428 | 7 0.0] 35 0.2 ] 152 0.8 ] 9 00
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REPORTED SELECTED GASTROINTESTINAL DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 10 - 1999

AMEBIASIS CAMPYLOBACTERIOSIS SALMONELLOSIS SHIGELLOSIS
COUNTY 1999 POP. | CASES

BREWSTER 10,814 0

CULBERSON 4,101 0

EL PASO 755,339 2

HUDSPETH 3,347 0

JEFF DAVIS 2,184 0

PRESIDIO 8,502 0

REGIONAL TOTALS | 784,287 | 2 0.3] 28 3.6] 58 32 ‘4.1
STATEWIDE TOTALS~19,995,428 | 37 . 0.2] 1,153 5.8] 2,198 2,281 11.4

REPORTED HEPATITIS RATES
(CASES PER 100,000 POPULATION)
PUBLIC HEALTH REGION 10 - 1999
HEPATITISA HEPATITISB HEPATITIS C HEPATITIS UNSPECIFIED
COUNTY 1933 POP. | CASES

BREWSTER 10,814

CULBERSON 4,101

EL PASO 755,339 37

HUDSPETH 3,347

JEFF DAVIS 2,184

PRESIDIO 8,502
[REGIONAL TOTALS | 784,287 |

STATEWIDE TOTALS] 19,995,428 | 2,516 "12.6 864 - 4.3] 359 18] 2 . 0.0
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REPORTED OTHER SELECTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 10 - 1999

ASEPTIC MENINGITIS CHICKENPOX ENCEPHALITIS TUBERCULOSIS
COUNTY 1999 POP. CASE
BREWSTER 10,814 0
CULBERSON 4,101 0
EL PASO 755,339 35
HUDSPETH 3,347 0
JEFF DAVIS 2,184 0
PRESIDIO 8,502 0
REGIONAL TOTALS | 784,287 | 3B - 114 - 145] 0 . 61 , 7.8
STATEWIDE TOTALS~19,995,428 | 921 - 7473 . 3741 27 - _1{ 1,649 ¢ 8.2

REPORTED SEXUALLY TRANSMITTED DISEASES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 10 - 1999

CHLAMYDIA GONORRHEA P & S SYPHILIS
COUNTY " 1999 POP.
BREWSTER 10,814
CULBERSON 4,101
EL PASO 755,339
HUDSPETH 3,347
JEFF DAVIS 2,184
PRESIDIO 8,502
REGIONAL TOTALS | 784,287 | 1,927 2453 | 158 20d | 9 . 11
STATEWIDE TOTAL S~19,995,428 | 62,526 . 3124] 32,680 1634 | 459 23
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REPORTED AIDS & HIV INFECTION RATES

(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 10 - 1999

AIDS | HIV INFECTION
COUNTY 1999 POP. | CASES
BREWSTER 10,814 0
CULBERSON 4,101 0
EL PASO 755,339 87
HUDSPETH 3,347 0
JEFF DAVIS 2,184 0
PRESIDIC 8,502 0
REGIONALTOTALS | 784,287 | 87 11.1] 55 7.0
STATEWIDETOTALS~19,995,428 | 2,865 14.3] 2,873 ©14.4

REPORTED VACCINE-PREVENTABLEDISEASE RATES

(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 10 - 1999

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1999 POP. | CASES
BREWSTER 10,814 0
CULBERSON 4,101 0
EL PASO 755,339 0
HUDSPETH 3,347 0
JEFF DAVIS 2,184 0
PRESIDIO 8,502 0
REGIONAL TOTALS | 784,287 | 0 >, '0.0 ] 0 1 01] 0 '0.0
STATEWIDETOTALS~19,995,428 | 7 100 35 152 0.8 ] 9 0.0
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Public Health Region 11
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REPORTED SELECTED GASTROINTESTINAL DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 11 - 1999

AMEBIASIS CANMPYLOBACTERIOSIS SALMONELLOSIS SHIGELLOSIS
COUNTY 1999 POP. CASES
ARANSAS 19,610 0
BEE 29,325 0
BROOKS 8,959 0
CAMERON 328,158 0
DUVAL 14,676 0
HIDALGO 528,300 0
JIM HOGG 6,290 0
JIM WELLS 39,837 0
KENEDY 520 0
KLEBERG 32,089 0
LIVE OAK 10,026 0
MCMULLEN 866 0
NUECES 315,965 0
REFUGIO 8,166 0
SAN PATRICIO 67,988 0
STARR 61,722 0
WEBB 182,195 0
WILLACY 19,915 0
ZAPATA 12,866 0

REGIONAL TOTALS I 1,687,473

- 8.8 328 , 194 331 .

o
.
o
o
=
~
oo

STATEWIDE TOTALS| 19,995,428 |
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REPORTED HEPATITIS RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 11 - 1999

HEPATITISB

HEPATITIS C

HEPATITISA
COUNTY 1999 POP.
ARANSAS 19,612
BEE 29,325
3f g 3
3 328,158
; 14,676
DALG . 2 3L)
JIM HOGG 6,290
JIM WELLS 39,837
KENED ¢ 52C
KLEBERG 32,089
LIVE AK T
\___ILLEI 866
NUECES 315,965
REFUGIO 8,166
SAN PATRICIO 67,938
STARR 61722
WEBB 182,158
WILLACY 19,915
ZAPATA 12 866
REGIONAL _ TALS | 1687473 | 532
[sratewibE 1 aLs| 19,995,428 | 2516 |

CASES

e
O oo |Oo|FRr|wjoi~N]}o o o

164

CASES

Olo|l”r - | |O|lO|w]|O|NvV]Ol~JO|O I~ O |O

HEPATITISUNSPECIFIED

ol|lofjoju jJo|o]oo|o|w|olojolr|lo o |o|olo




REPORTED OTHER SELECTED DISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 11 - 1999

ASEPTIC MENINGITIS | CHICKENPOX ENCEPHALITIS TUBERCULOSIS
COUNTY 1999 POP. | CASES CASES CASES

ARANSAS 19,610 0 0 2
BEE 29,325 0 0 1
BROOKS 8,959 0 0 1
CAMERON 328 158 5 3 59
DUVAL 676 0 0 1

Al 3 528,300 18 4 75
JIM HOGHS 6.290 0 0 1
JIM WELLS 39,837 0 0 2
KENEDY 520 0 0 0
KLEBERG 32,089 0 0 3
LIVE OAK 10,026 0 0 0
MCMULLEN © 866 0 0 0
JUECES 315,965 48 0 27
REFUGIO 8,166 { 0 1
S/\N PATRICIO 67,988 0 0 1
STARR 61,722 0 0 5
WEBB 182,195 0 0 28
WILLACY 19,915 0 0 3
ZAPATA 12,8 3 0: 0! 1
REGIONAL TOTALS | 1,687,473 | 73 i 43 441", % 261| 7 211
STATEWIDE TOTAL S~19,995428 | 91, -- 7473 27 - 011 - 82
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REPORTED SEXUALLY TRANSMITTED DISEASES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 11 - 1999

CHLAMYDIA GONORRHEA P & S SYPHILIS
COUNTY 1999 POP. CASES RATES CASES RATES CASES )

ARANSAS 19,610 47 16 0 00
BEE 29,325 83 8 273 0 = - 00
BROOKS 8,959 4 0 a0
CAMERON 328,158 1,096 2 06
DUVAL 14,676 26 0 - 0l
HIDALGO 528,300 1,465 0o 00
JIMHOGG 6,290 8 0 . D0
JIMWELLS 39,837 122 0

KENEDY 520 0 0

KLEBERG 32,089 176 0.

LIVE OAK 10,026 11 0

MCMULLEN 866 0 . 0’

NUECES 315,965 1133 E

REFUGIO 8,166 10 5 - 0" w
SAN PATRICIO 67,088 170 e 0:0
STARR 61,722 86 1] 0.0
WEBB 182,195 420 0 00
WILLACY 19,915 78 0o 0.0
ZAPATA 12,866 39 0 oo
REGIONAL TOTALS | 1687473 | 5,012 941 . i 3 02
STATEWIDE TOTALS| 10995428 | 62526 31271 32,680 459 - 23
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REPORTED AIDS & HIV INFECTION RATES

(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 11 = 1999

AIDS HIV INFECTION
NTY 1999 POP.
ARANSAS 9,610
BEE 29,325
BROOKS 8,959
CAMERON 328,158
DUVAL 14,676
HIDALGO 528,300
JN EOCH 6,290
JIM WELL 39,837
KENEDY 520
KLEBERG 32,089
LIVE OAK 10,026
MCMULLEN 866
NUECES 315,965
REFUGIO 8,166
SAN PATRICIO 67,988
STARR 61,722
WEBB 182,195
WILLACY £1€
JATA 1
REGIONAL TOTALS 1,687,473 I 129 96 =
STATEWIDETOTALS~19,995,428 l 2,865 2873  °© *14.4
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REPORTED VACCINE-PREVENTABLEDISEASE RATES
(CASES PER 100,000 POPULATION)

PUBLIC HEALTH REGION 11 - 1999

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1999 POP. | CASES

ARANSAS 19,610 0
BEE 29325 0
BROOKS 8,959 0
CAMERON 328,158 0
DUVAL 14,676 0
HIDALGO 528,300 0
JIM HOGG 6,290 0!
JIM WELLS 39,837 0
KENEDY 520 0
KLEBERG 32,089 0
LIVE OAK 10,026 0
MCMULLEN 866 0
NUECES 315,965 0
REFUGIO 8,166 0
SAN PATRICIO 67,988 0
STARR 61,722 0
WEBB 182,195 0
WILLACY 19,915 0
ZAPATA 12,866 0’
REGIONAL TOTALS | 1,687,473 | 0 . 00| 3 02| R 0.5] 3 02

STATEWIDE TOTALSI 19,995,428
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' SELECTED DISEASE RATES*
(CASES PER 100,000 POPULATION)

TEXAS DEPARTMENT OF CRIMINAL JUSTICE (TDCJ) - 1999

AIDS HIV INFECTION CHLAMYDIA GONORRHEA

COUNTY 1999 POP. | CASES CASES CASES
TDCJ 19 2 39 17
STATEWIDE TOTALY 19,995 438 | 2,865

P & S SYPHILIS TUBERCULOSIS
COUNTY 1999 POP. i3
TDCJ 147,492 13
STATEWIDE TOTALY 19,995,438 | 459 230} 1,649 8.2

‘TDCJ morbidity was separated from other public health regionsand TDCJ rates were calculated using the year end TDCJ population. However, the populations of counties
that contain TDCJ facilities in the preceding regional breakdownsdo not exclude the TDCJ inmate populationheld in each county. Consequently, the calculated disease rates for
these counties may be underestimated.

For all other diseases not presented on this page, reported TDCJ cases, if any, were includedin the regionaltables by the county in which the TDCJ facility is located.
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TABLE |
REPORTED SELECTED DISEASES

1990 - 1999
DISEASE 1998 1998 1997 1996 1995 1994 1983 1992 1991 1990
AIDS : 2,865 4,201 4,720 4,932 4,598 5,513 7,585 3,249 3,035 3,182
AMEBIASIS 37 75 153 130 118 110 86 108 86 139
BOTULISM INFANT 4 5 10 9 0 27 2 1 4 7
BRUCELLOSIS 23 26 19 23 19 29 34 27 36 18
CAMPYLOBACTERIOSIS 1,153 881 981 897 993 997 849 996 810 739
CHICKENPOX 7,473 | 20484 | 26688 | 20,332 | 22,568 | 16,158 | 14,291 20,554 | 19,409 | 26,636
CHLAMYDIA 62,526 | 60,626 | 50,675 | 43,003 | 44,738 | 46,046 | 43,874 40,791 32,560 | 20,575
CHOLERA 0 0 1 0 2 4 2 5 3 0
CRUETZFELDT-JAKOB DISEASE 5 13 - - - - - - - -
CRYPTOSPORIDIOSIS 69 906 43 - - - - - - -
DENGUE FEVER 66 6 10 5 29 1 2 0 2 0
EHRLICHIOSIS 1 2 4 © - - - - - - -
ENCEPHALITIS PRIMARY 16 25 44 31 71 54 |- 61 89 121 74
ENCEPHALITIS P| CPOX -0 1 - - - - - - - -
ENCEPHALITIS Pl MUMPS 0 - - - - - - - - -
ENCEPHALITIS Pt OTHER 11 8 - - - - - - - -
ENCEPHALITIS EASTERN* 0 - - - - - - - - -
ENCEPHALITS ST LOUIS* 0 4 - - - - - - - -
ENCEPHALITIS WESTERN* 0 - - - - - - - - -
ENCEPHALITIS VENEZUELAN EQUINE* 0 - - - - - - - - -
ESCHERICHIA COLI 0167:H7 105 85 42 53 38 72 - - - -
GONORRHEA 32,680 | 32,934 | 26,611 23,124 | 30,892 | 29,757 30,122 36,172 | 44,181 43,231
HAEMOPHILUS INFLUENZAE INF* 4 3 5 6 40 20 51 42 152 625
HANSENS DISEASE 20 28 24 29 36 31 31 52 38 37
HANTAVIRUS INFECTION 2 0 4 3 2 1 - - - -
HEMOLYTIC UREMIC SYNDROME 18 6 7 7 8 - 11 - - - -
HEPATITIS A 2,516 3,538 4,511 3,460 3,001 2,877 2,798 1,828 2,663 2,722
HEPATITIS B 864 1,960 1,245 1,258 1,211 1,422 1,354 1,528 1,958 1,789
HEPATITIS C** 359 462 376 205 340 305 | . 384 255 - -
HEPATITIS D™ 1 0 0 3 2 4 1 5 - -
HEPATITIS E** 2 - - - - - - - - -
HEPATITIS NANB 3 1 3 © 3 7 9 28 26 ~ 144 130
HEPATITIS UNSPECIFIED 2 16 31 40 67 86 157 191 260 287
HIV INFECTION 2,873 - - - - - - - - -
LEGIONELLOSIS 22 17 32 32 13 15 22 24 23 25
LISTERIOSIS 19 29 37 47 41 64 28 26 52 32
LYME DISEASE 72 32 60 97 77 56 48 113 57 44
MALARIA . 113 78 111 141 89 93 48 45 75 80
MEASLES 7 0 7 49 14 17 10 1,097 294 4,409
MENINGITIS ASEPTIC 921 1,576 1,018 927 1,566 970 1,329 1,242 1,275 811
MENINGITIS BACTERIAL/OTHER 548 713 458 510 409 360 262 380 337 345
MENINGOCOCCAL INFECTION 106 176 195 218 253 237 157 111 100 93
MUMPS 35 42 75 44 43 234 231 388 363 470
PERTUSSIS 152 287 233 151 217 | . 160 121 161 143 158
RABIES HUMAN 0 0 1 0 0 1 1 0 1 1
RELAPSING FEVER 1 0 -2 1 1 3 0 0 0 0
RUBELLA 9 89 12 8 8 9 22 10 16 99
SALMONELLOSIS 2,198 3,401 2,793 2,800 2,363 1,983 1,924 1,933 2,317 2,315
SHIGELLOSIS 2,281 3,988 3,504 2,757 3,017 2,410 4,581 3,568 2,178 3,550
SPOTTED FEVER GP RICKETTSIOSES 10 3 4 5 6 7 7 1 2 6
STREPTOCOCCAL DISEASE INVASIVE 751 597 167 65 95 82 - - - -
SYPHILIS PRIMARY & SECONDARY 459 430 676 890 1,557 1,913 2,530 3,343 5,012 5,165
TETANUS 6 4 6 3 3 12 7 5 10 7
TUBERCULOSIS 1,649 1,820 1,992 2,103 2,369 2,542 2,392 2,510 2,525 2,242
TYPHOID FEVER 23 29 20 17 21 10 15 23 31 28
TYPHUS MURINE 42 45 72 41 53 9 12 18 22 36
VIBRIO INFECTIONS 50 61 36 24 24 31 17 15 25 25
YERSINIOSIS 20 12 - - - - - - - -

'For the purposesof this table, encephalitisis split up by etiology. In the regionaltables, all etiologies are combined.
** Beginningin 1996, only Haemophilus influenzae type b infectionswere counted. Priorto 1996, all invasive infections due to any type of Haemophilus influenzae were

counted.

""Prior to 1992, hepatitis C, D, and E cases were counted as hepatitis NANB.




TABLEI
REPORTED SELECTED DISEASE RATES
(CASES PER 100,000 POPULATION)

1990 - 1999
DISEASE 1999 1998 1997 1996 1995 1994 1993 1992 1991 1990
AIDS 143 21.0 23.6 24.7 23.0 27.6 37.8 16.2 15.2 15.9
AMEBIASIS 0.2 0.4 0.8 0.7 0.6 0.6 0.4 05 0.4 0.7
BOTULISM INFANT 0.0 0.0 0.1 0.0 0.0 0.1 0.0 0.0 0.0 0.0
BRUCELLOSIS 0.1 0.1 0.1 0.1 0.1 0.1 0.2 0.1 0.2 0.1
CAMPYLOBACTERIOSIS 5.8 4.4 49 45 5.0 5.0 4.2 5.0 41 3.7
CHICKENPOX 37.4] 1024 1335] 101.7| 1129 80.8 715] 1028 97.1 133.2
CHLAMYDIA 312.7| 3032| 2534 2154 223.7| 230.3| 2194 0.0 00] 1020
CHOLERA 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
CRUETZFELDT-JAKOB DISEASE 0.0 0.1 - - B - - - - -
CRYPTOSPORIDIOSIS 0.3 45 02 - . - - - - N
DENGUE FEVER 0.3 0.0 0.1 0.0 0.1 0.0 0.0 0.0 0.0 0.0
EHRLICHIOSIS 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
ENCEPHALITIS PRIMARY 0.1 0.1 0.2 0.2 0.4 0.3 0.3 0.4 06 04
ENCEPHALITIS Pl CPOX 0.0 0.0 - - 3 N - - - -
ENCEPHALITIS PI MUMPS 0.0 - . - - , - N - -
ENCEPHALITIS PI OTHER 0.1 0.0 3 - - - - N - -
ENCEPHALITIS EASTERN* 0.0 - - - N B - - - -
ENCEPHALITS ST LOUIS* 0.0 0.0 N . - - - s - -
ENCEPHALITIS WESTERN* 0.0 - - - - - - - - -
ENCEPHALITIS VENEZUELAN EQUINE* 0.0 - B - - N - - - -
ESCHERICHIA COLI 0157:H7 05 0.4 0.2 0.3 0.2 0.4 0.0 0.0 0.0 0.0
GONORRHEA 163.4| 164.7| 1331] 1156 00| 1483 0.0 0.0 00| 2162
HAEMOPHILUS INFLUENZAE INF* 0.0 0.0 0.0 0.0 0.2 0.1 0.3 0.2 0.8 3.1
HANSENS DISEASE 0.1 0.1 0.1 0.1 0.2 0.2 0.2 0.3 0.2 0.2
HANTAVIRUS INFECTION 0.0 0.0 0.0 0.0 0.0 0.0 - - N -
HEMOLYTIC UREMIC SYNDROME 0.1 0.0 0.0 0.0 0.0 0.1 - - N -
HEPATITIS A 12.6 17.7 22.6 17.3 15.0 14.4 14.0 9.1 133 136
HEPATITIS B 43 9.8 6.2 6.3 6.1 7.1 6.8 76 9.8 8.9
HEPATITIS C* 18 2.3 19 1.0 1.7 15 19 13 - -
HEPATITIS D** 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 g B
HEPATITIS E** 0.0 - - - - - - - - -
HEPATITIS NANB 0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.1 0.7 0.7
HEPATITIS UNSPECIFIED 0.0 0.1 0.2 0.2 0.3 0.4 0.8 1.0 13 14
HIV INFECTION 14.4 - - - - - - - - -
LEGIONELLOSIS 0.1 0.1 0.2 0.2 0.1 0.1 0.1 0.1 0.1 0.1
LISTERIOSIS 0.1 0.1 0.2 0.2 0.2 0.3 0.1 0.1 0.3 0.2
LYME DISEASE 0.4 0.2 0.3 05 0.4 0.3 0.2 0.6 0.3 0.2
MALARIA 0.6 0.4 06 0.7 0.4 0.5 0.2 0.2 0.4 0.4
MEASLES 0.0 0.0 0.0 0.2 0.1 0.1 0.1 55 15 22.1
MENINGITIS ASEPTIC 4.6 7.9 5.1 46 78 49 6.6 6.2 6.4 4.1
MENINGITIS BACTERIAL/OTHER 2.7 3.6 23 26 2.0 1.8 13 19 17 1.7
MENINGOCOCCAL INFECTION 05 0.9 1.0 1.1 13 12 0.8 0.6 05 05
MUMPS 0.2 0.2 0.4 0.2 0.2 12 12 19 1.8 24
PERTUSSIS 0.8 14 12 0.8 1.1 0.8 0.6 0.8 0.7 0.8
RABIES HUMAN 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
RELAPSING FEVER 0.0 0.0 0.0 0.0 0.0 00 0.0 0.0 0.0 0.0
RUBELLA 0.0 0.4 0.1 0.0 0.0 0.0 0.1 0.1 0.1 05
SALMONELLOSIS 11.0 17.0 14.0 14.0 11.8 9.9 96 9.7 116 116
SHIGELLOSIS 11.4 19.9 175 13.8 15.1 12.1 229 17.8 10.0 17.8
SPOTTED FEVER GP RICKETTSIOSES 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
STREPTOCOCCAL DISEASE INVASIVE 3.8 3.0 0.8 0.3 0.5 0.4 - N - -
SYPHILIS PRIMARY & SECONDARY 2.3 2.2 3.4 45 78 9.6 12.7 0.0 0.0 25.8
TETANUS 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.1 0.0
TUBERCULOSIS 8.2 9.1 10.0 105 11.8 12.7 0.0 12.6 126 112
TYPHOID FEVER 0.1 0.1 0.1 01 0.1 01 0.1 0.1 0.2 0.1
TYPHUS MURINE 0.2 0.2 0.4 0.2 0.3 0.0 0.1 0.1 0.1 0.2
VIBRIO INFECTIONS 0.3 0.3 0.2 0.1 0.1 0.2 0.1 0.1 0.1 0.1
YERSINIOSIS 0.1 0.1 - N - - - - N -

*For the purposes of this table, encephalitisis split up by etiology. In the regionaltables, all etiologies are combined.
** Beginningin 1996, only Haemophilus influenzaetype b infectionswere counted. Priorto 1996, all invasive infections due to any type of Haemophilusinfluenzaewere

counted

***Prior to 1992, hepatitis C, D, and E cases were counted as hepatitis NANB.
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TABLE Ill
REPORTED SELECTED DISEASES BY MONTH OF ONSET*

1999

DISEASE "] JAN | FEB | MAR ]| APR ] MAY | JUN | JUL | AUG | SEP ]| OCT | NOV ]| DEC |
AIDS 288 | 231 304 | 222 307 | 31 220 | 276 | 202 124 170 | 210
AMEBIASIS 5 3 6 1 1 3 7 1 2 7 1 1
BOTULISM INFANT 0 0 0 1 0 0 2 1 0
BRUCELLOSIS . 101 3 4 0 3 2 5 0 1 0 1
CAMPYLOBACTERIOSIS 5 56 | . 81 94 139 166 193 94 60 59 57 55
CHICKENPOX 783 892 | 1,060 | 1,361 881 294 171 105 326 | 418 | 468 714
CHLAMYDIA 4289 | 5208 | 5554 | 4142 | 5083 | 5367 | 5079 | 5364 | 5,107 | 5813 | 5251 | 6269
CHOLERA 0 0 0 0 0 0 0 0 0 0 0 0
CRUETZFELDT-JAKOB DISEASE 0 0 1 0 1 0 1 0 1 0 0 0
CRYPTOSPORIDIOSIS 0 3 6 12 4 3 11 12 11 7 3 1
DENGUE FEVER 0 0 0 24 1 2 1 24 8 22 6 1
EHRLICHIOSIS 0 0 0 0 0 0 1 0 0 0 0 0
ENCEPHALITIS PRIMARY 1 1 3 1 1 2 3 1 0 0 0 3
ENCEPHALITIS Pl CPOX 0 0 0 0 0 0 0 0 0 0 0 0
ENCEPHALITIS Pl MUMPS 0 0 0 0 0 0 0 0 0 0 0 0
ENCEPHALITIS Pl OTHER 1 0 4 2 3 1 0 2 ) 0 0 0
ENCEPHALITIS EASTERN 0 0 0 0 0 0 0 0 0 0 0 0
ENCEPHALITS ST LOUIS 0 0 0 "0 0 0 0 0 0 0 0 0
ENCEPHALITIS WESTERN 0 0 0 0 0 0 0 0 0 0 0 0
ENCEPHALITIS VENEZUELAN EQUINE 0 0 0 0 0 0 0 0 0 0 0 0
ESCHERICHIA COLI 0157:H7 2 3 4 10 6 10 11 10 18 9 3 25
GONORRHEA 2413 | 2522 | 2804 | 2132 2610 | 2766 | 2,808 | 3,113 | 2,723 | 2,991 | 2,700 | 3,100
HAEMOPHILUS INFLUENZAE INF 1 1 0 0 0 0 2 0 0 0 0 0
HANSENS DISEASE 2 1 4 0 1 2 0 0 3 1 3 3
HANTAVIRUS INFECTION 1 0 0 0 0 0 0 0 0 0 1 0
HEMOLYTIC UREMIC SYNDROME 2 2 0 1 3 3 0 1 2 0 1 2 .
HEPATITIS A 287 176 | 351 256 215 | 216 | 226-| 256 | . 185 166.)-- 149 121 .-
HEPATITISB 89 100 97 100 77 60 52 54 60 59 63 53 _-
HEPATITIS C 20 15 20 32 15 22 27 32 42 62 60 31
HEPATITIS D 0 0 0 0 0 0 0 0 0. 0 0
HEPATITIS E 0 0 0 0 0 0 1 0 0 0. 0 0
HEPATIT!S NANB 3 0 0 0 0 0 0 0 0 0. 0 0 .
HEPATITIS UNSPECIFIED 0 0 0 0 0 0 0 0 0 0. 0 0
HIV INFECTION 21 o1 287 | 213 256 | 343| 265 | 338 ] 253 198 277 | 333
LEGIONELLOSIS 5 0 1 0 3 { 4 0 3 1 0 1 -
LISTERIOSIS 0 1 2 1 3 1 1 1 0 5 1 2
LYME DISEASE 7 1 7 7 5 8 8 7 12 10 4 3
MALARIA 12 4 5 21 5 12 9 21 7 15 7. 6
MEASLES 2 0 0 1 0 1 3 0 0 0 0 0
MENINGITIS ASEPTIC 94 49 57| 109 95 130 120 109 74 70 30 31
MENINGITIS BACTERIAL/IOTHER 58 55 55 37 45 47 39 a7 35 43 43 47
MENINGOCOCCAL INFECTION 16 9 14 11 9 12 6 4 3 5 12
MUNMPS 9 3 3 1 6 3 0 1 2 1 0 6
PERTUSSIS 21 10 15 11 15 16 19 11 18 6 4 6
RABIES HUMAN 0 0 0 0 0 0 0 0 0 0 0 0
RELAPSING FEVER 0 0 0 0 0 0 0 0 1 0 0 0
RUBELLA 2 o| 2 0 0 0 2 0 1 2 0 0
SALMONELLOSIS 143 102 106 | 230 179 | 262 265 | 230 . 272 249 148 96
SHIGELLOSIS 116 118 107 | 240 195 | 205 | =220 240 220 264 209 168
SPOTTED FEVER GP RICKETTSIOSES 1 2 2 0 3 1 0 0 1 0 0 0
STREPTOCOCCAL DISEASE INVASIVE 77 95 79 57 58 43 38 31 43 46 67 117
SYPHILIS PRIMARY & SECONDARY 37 44 33 40 33 40 26 60 42 36 27 41,
TETANUS 1 0 0 0 0 1 1 2 0 q 0 0
TUBERCULOSIS 102 111 110 175 110 197 189 120 93 141 101 200
TYPHOID FEVER 2 1 3 4 6 1] 6 4 2 1 1 2
TYPHUS MURINE 2 2 1 3 0 7 8 3 4 3 2 2
VIBRIO INFECTIONS 4 1 0 10 9 7 6 10 7 1 2 2
YERSINIOSIS 0 4 0 2 1 3 3 2 1 1 1 2

*Some totals are by month of report rather than by month of onset.
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TABLE IV

REPORTED SELECTED DISEASES BY AGE GROUP

1999
DISEASE < 14 5-9 1014 | 15-19 | 2029 | 80-39 | 40-49 | 50-59 60+ UNK

AIDS 2 4 2 3 19 491 1,317 736 213 78 0
AMEBIASIS 4 4 1 2 2 2 9 6 4 1 0
BOTULISM INFANT 0 0 0 0 0 0 o 0 0 0 0
BRUCELLOSIS 1 0 0 2 19 4 4 2 2 2 0
CAMPYLOBACTERIOSIS 103 207 107 55 3 151 153 110 91 108 17
CHICKENPOX 160 992 | 2,184 187 65 53 16 5 3 2| 3,306
CHLAMYDIA 204 18 20 | 1413 | 25176 | 29,655 | 4,575 734 130 81 520
CHOLERA 0 0 0 0 0 0 0 0 0 0 0
CRUETZFELDT-JAKOB DISEASE 0 0 0 0 0 0 0 0 2 3 0
CRYPTOSPORIDIOSIS 3 9 11 2 0 7 20 14 3 o 0
DENGUE FEVER 0 0 2 5 7 12 17 5 3 3 0
EHRLICHIOSIS 0 0 1 0 0 0 0 0 0 0 0
ENCEPHALITIS PRIMARY 1 2 0 2 2 4 1 1 1 2 0
ENCEPHALITIS Pl CPOX 0 0 0 1 0 0 0 0 0 0 0
ENCEPHALITIS PI MUMPS [ 0 0 0 0 0 0 0 0 0 0
ENCEPHALITIS P| OTHER 3 1 0 0 0 2 2 0 2 0 0
ENCEPHALITIS EASTERN 0 0 0 0 0 0 0 0 o 0 0
ENCEPHALITS ST LOUIS 0 0 0 0 0 0 0 0 0 0 0
ENCEPHALITIS WESTERN 0 0 0 0 0 0 0 0 0 0 0
ENCEPHALITIS VENEZUELAN EQUINE 0 0 0 0 0 0 0 0 0 0 0
ESCHERICHIA COLI 0157:H7 2 31 14 10 4 7 3 8 7 17 1
GONORRHEA 36 21 29 593 | 10577 | 14842 | 4416 | 1514 325 105 222
HAEMOPHILUS INFLUENZAE INF 2 1 0 1 0 0 0 0 0 0 0
HANSENS DISEASE 0 0 0 0 0 7 3 4 3 3 0
HANTAVIRUS INFECTION 0 0 0 0 0 0 0 1 1 0 0
HEMOLYTIC UREMIC SYNDROME 1 8 3 1 0 0 0 0 2 3 0
HEPATITIS A 16 171 466 290 184 419 410 237 116 165 31
HEPATITIS B 2 6 2 10 61 219 239 185 67 47 26
HEPATITIS C 8 3 3 1 11 38 o3 118 32 39 12
HEPATITIS D 0 0 0 0 0 0 1 [ 0 0 0
HEPATITIS E 0 1 0 0 0 0 0 1 o 0 0
HEPATITIS NANB 0 0 1 1 0 0 0 1 0 0 0
HEPATITIS UNSPECIFIED 0 0 1 0 0 0 0 0 0 0 1
HIV INFECTION 20 7 5 8 12 902 | 1,132 525 122 39 1
LEGIONELLOSIS 0 0 0 0 0 3 2 2 4 10 1
LISTERIOSIS 3 0 0 0 1 0 3 1 2 7 2
LYME DISEASE 0 1 4 3 3 12 19 12 5 11 2
MALARIA 2 5 7 6 5 26 26 22 10 0 3
MEASLES 2 2 0 1 1 0 1 0 0 0 0
MENINGITIS ASEPTIC 250 69 78 63 58 143 125 59 30 27 18
MENINGITIS BACTERIAL 101 47 22 12 19 43 74 66 53 105 2
MENINGOCOCCAL INFECTION 14 18 7 13 13 11 6 6 4 14 0
MUMPS 1 7 11 3 1 3 5 1 3 0 0
PERTUSSIS 88 10 9 15 6 7 5 6 2 1 2
RABIES HUMAN 0 0 0 0 0 0 0 0 0 0 0
RELAPSING FEVER 0 0 0 1 0 0 0 0 0 0 0
RUBELLA 0 0 0 0 0 7 2 0 0 0 0
SALMONELLOSIS 476 496 197 102 78 155 152 126 103 262 44
SHIGELLOSIS 68 833 646 143 56 179 150 73 37 55 38
SPOTTED FEVER GP RICKETTSIOSES 0 1 2 4 0 0 0 0 3 0 0
STREPTOCOCCAL DISEASE INVASIVE 97 76 25 14 15 47 57 95 83 232 10
SYPHILIS PRIMARY & SECONDARY 0 1 0 0 37 139 146 87 31 18 0
TETANUS 0 0 0 0 0 0 1 0 2 3 0
TYPHOID FEVER 0 1 2 4 3 5 3 3 1 1 0
TYPHUS MURINE 1 1 6 3 5 4 7 3 4 8 0
VIBRIO INFECTIONS 1 2 2 0 9 2 ) 11 5 15 2
YERSINIOSIS 6 2 1 1 0 0 1 1 5 3 0
TUBERCULOSIS AGE GROUPS <4 5-9 10-14 | 1519 | 20-24 | 5-34 3544 | 4554 | 5564 65+ UNK

TUBERCULOSIS 67 23 19 a7 111 253 344 304 188 293 0
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TABLEV
REPORTED SELECTED DISEASE RATES BY AGE GROUP
(CASES PER 100,000 POPULATION)

1999
DISEASE < 14 5-9 10-14 | 15-19 | 2028 | 30-39 | 4049 | 50-59 60+

AIDS 0.6 0.3 0.1 0.2 1.2 16.6 40.8 24.8 10.8 2.9
AMEBIASIS 1.2 0.3 0.1 0.1 0.1 0.1 0.3 0.2 0.2 0.0
BOTULISM INFANT 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
BRUCELLOSIS 0.3 0.0 0.0 0.1 1.2 0.1 0.1 0.1 0.1 0.1
CAMPYLOBACTERIOSIS 315 16.0 6.8 3.7 0.2 5.1 47 37 46 40
CHICKENPOX 48.9 76.8 1385 12.6 42 18| 05 0.2 0.2 0.1
CHLAMYDIA 62.4 1.4 1.3 953| 1641.9] 1004.1 14158 24.8 6.6 3.0
CHOLERA 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
CRUETZFELDT-JAKOB DISEASE 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.1
CRYPTOSPORIDIOSIS 0.9 0.7 0.7 0.1 0.0 0.2 06 0.5 0.2 0.0
DENGUE FEVER 0.0 0.0 0.1 0.4 0.5 0.4 05 0.2 0.4 0.3
EHRLICHIOSIS 0.0 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0
ENCEPHALITIS PRIMARY 0.3 0.2 0.0 0.1 0.1 0.1 0.0 0.0 0.1 0.1
ENCEPHALITIS PI CPOX 0.0 0.0 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0
ENCEPHALITIS Pl MUMPS 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
ENCEPHALITIS Pl OTHER 0.9 0.1 0.0 0.0 0.0 0.1 0.1 0.0 0.1 0.0
ENCEPHALITIS EASTERN 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
ENCEPHALITS ST LOUIS 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
ENCEPHALITIS WESTERN 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
ENCEPHALITIS VENEZUELAN EQUINE 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
ESCHERICHIA COLI 0157 H7 0.6 2.4 0.9 0.7 0.3 0.2 0.1 0.3 0.4 0.6
GONORRHEA 11.0 1.6 1.8 40.0 689.8 502.5 136.8 51.1 16.5 3.9
HAEMOPHILUS INFLUENZAE INF 0.6 0.1 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0
HANSENS DISEASE 0.0 0.0 0.0 0.0 0.0 0.2 0.1 0.1 0.2 0.3
HANTAVIRUS INFECTION 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.0
HEMOLYTIC UREMIC SYNDROME 0.3 0.6 0.2 0.1 0.0 0.0 0.0 0.0 A 0.1
HEPATITIS A 49 132 295 19.6 12.0 142 12.7 8.0 59 6.2
HEPATITIS B 0.6 0.5 0.1 0.7 4.0 7.4 74| 6.2 3.4 1.8}
HEPATITIS C 2.4 0.2 0.2 0.1 0.7 13 2.9 4.0 16 15
HEPATITIS D 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
HEPATITIS E 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
HEPATITIS NANB 0.0 0.0 0.1 0.1 0.0 0.0 0.0 0.0 0.0 0.0
HEPATITIS UNSPECIFIED 0.0 0.0 0.1 0.0 0.0 0.0 0.0 0.0} .00 0.0
HIV INFECTION 6.1 05 0.3 05 7.3 30.5 35.1 17.7 6.2 1.5
LEGIONELLOSIS 0.0 0.0 0.0 0.0 0.0 0.1 0.1 . 0.1 0.2 0.4
LISTERIOSIS 0.9 0.0 0.0 0.0 0.1 0.0 0.1 0.0 0.1 0.3
LYME DISEASE 0.0 0.1 0.3 0.2 0.2 0.4 06 0.4 03 0.4
MALARIA 0.6 0.4 0.4 0.4 0.3 0.9 0.8 0.7 05 0.0
MEASLES 0.6 0.2 0.0 0.1 0.1 0.0 0.0 0.0 0.0 0.0
MENINGITIS ASEPTIC 76.4 53 49 42 3.8 438 3.9 2.0 15 1.0
MENINGITIS BACTERIAL/OTHER 30.9 36 1.4 0.8 1.2 15 23 2.2 27 3.9
MENINGOCOCCAL INFECTION 4.3 1.4 0.4 0.9 0.8 0.4 0.2 0.2 0.2 0.5
MUMPS 0.3 05 0.7 0.2 0.1 0.1 0.2 0.0 0.2 0.0
PERTUSSIS 26.9 0.8 0.6 1.0 0.4 0.2 0.2 0.2 0.1 0.0
RABIES HUMAN 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
RELAPSING FEVER 0.0 0.0 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0
RUBELLA 0.0 0.0 0.0 0.0 0.0 0.2 0.1 0.0 0.0 0.0
SALMONELLOSIS 1455 38.4 12.5 6.9 5.1 5.2 4.7 43 5.2 9.8
SHIGELLOSIS 20.8 64.5 41.0 9.6 3.7 6.1 46 25 19 21
SPOTTED FEVER GP RICKETTSIOSES 0.0 0.1 0.1 0.3 0.0 0.0 0.0 0.0 0.2 0.0
STREPTOCOCCAL DISEASE INVASIVE 29.7 59 1.6 0.9 1.0 1.6 1.8 3.2 42 8.7
SYPHILIS PRIMARY & SECONDARY 0.0 0.1 0.0 0.0 2.4 4.7 45 2.9 1.6 0.7
TETANUS 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.1
TYPHOID FEVER 0.0 0.1 0.1 0.3 0.2 0.2 0.1 0.1 0.1 0.0
TYPHUS MURINE 0.3 0.1 0.4 0.2 0.3 0.1 0.2 0.1 0.2 0.3
VIBRIO INFECTIONS 0.3 0.2 0.1 0.0 0.1 0.1 0.3 0.4 0.3 0.6
YERSINIOSIS 1.8 0.2 0.1 0.1 0.0 0.0 0.0 0.0 0.3 0.1
TUBERCULOSIS AGE GROUPS <4 5-9 1014 | 1519 | 2024 | 2534 | 3544 | 45-54 55-84 65+
TUBERCULOSIS 4.1 15 1.3 3.1 7.8 8.2 10.5 12.2 12.4 14.7
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TABLE VI
REPORTED SELECTED DISEASES BY PUBLIC HEALTH REGION

1999

DISEASE PHR1 | PHR2 | PHR3 | PHR4 | PHRS | PHR6 | PHR7 ] PHRS8 | PHRY | PHR10 | PAR11 | TDCF
AIDS 72 34 760 109 70 746 350 231 32 87 129 236
AMEBIASIS 0 1 1 0 0 6 25 2 0 2 0 -
BOTULISM INFANT 0 [+ 1 1 0 1 0 0 0 0 1 -
BRUCELLOSIS 0 0 o] 0 1 0 0 0 1 14 -
CAMPYLOBACTERIOSIS 12 8 203 23 32 93 258 239 21 28 148 -
CHICKENPOX 924 148 | 2,377 117 101 1536 | 1,252 274 189 114 441 -
CHLAMYDIA 3220 | 1,487 | 15526 | 2,951 2,130 | 13,163 | 8759 | 7197 [ 1115 ] 1927 | 5,012 39
CHOLERA 0 0 0 0 0 0 0 0 0 0 0 -
CRUETZFELDT-JAKOB DISEASE 0 1 0 1 0 2 1 0 0 0 0 -
CRYPTOSPORIDIOSIS 0 1 22 3 1 9 22 2 1 0 8 -
DENGUE FEVER 0 0 [ 0 0 3 2 2 0 0 53 -
EHRLICHIOSIS 0 0 1 0 0 0 0 0 0 0 0 -
ENCEPHALITIS PRIMARY 1 0 1 1 1 3 3 1 3 0 2 -
ENCEPHALITIS Pl CPOX 0 0 0 4] 0 0 0 0 0 0 0 -
ENCEPHALITIS Pl MUMPS 0 0 0 0 4] 0 0 0 0 0 0 -
ENCEPHALITIS PI| OTHER 1 0 2 2 0 1 0 0 0 0 5 -
ENCEPHALITIS EASTERN 0 0 0 0 0 ¢} 0 0 0 0 0 -
ENCEPHALITS ST LOUIS [y} [4] 0 0 0 0 0 0 0 0 0 -
ENCEPHALITIS WESTERN 0 0 0 ] ¢} 0 0 0 0 0 0 -
ENCEPHALITIS VENEZUELAN EQUINE 0 0 0 0 0 0 0 0 0 0 0 -
ESCHERICHIA COLI 0157:H7 12 4 29 5 3 11 7 29 4 ] 1 -
GONORRHEA 1522 617 | 11329 | 1,788 | 1864 | 7432 | 4434 2,485 203 158 941 17
HAEMOPHILUS INFLUENZAE INF 1 s} 2 0 0 0 0 1 0 0 0 -
HANSENS DISEASE 0 0 2 0 2 2 0 6 0 0 8 -
HANTAVIRUS INFECTION 2 0 0 0 0 0 0 0 0 4] 0 -
HEMOLYTIC UREMIC SYNDROME 0 1 8 0 0 3 1 4 1 0 0 -
HEPATITIS A 121 195 408 36 70 215 405 434 61 39 532 -
HEPATITIS B 57 22 377 40 28 82 41 94 36 16 71 -
HEPATITIS C 90 23 19 29 40 20 12 59 49 2 16 -
HEPATITISD 0 0 1 0 0 0 0 0 0 0 0 -
HEPATITIS E 0 0 0 1 0 0 0 0 0 0 1 .
HEPATITIS NANB 1 0 0 0 0 0 2 0 0 o] 0 -
HEPATITIS UNSPECIFIED 0 0 0 0 0 1 0 0 0 0 0 -
HIV INFECTION 52 31 742 102 57 975 187 174 15 55 96 387
LEGIONELLOSIS 0 0 6 1 2 9 1 2 1 0 o] -
LISTERIOSIS 0 2 2 1 0 6 2 3 2 0 1 -
LYME DISEASE 1 4 23 10 5 7 12 7 0 0 3 -
MALARIA 1 1 49 0 0 46 10 3 0 0 3 -
MEASLES [v] 3] 1 0 0 0 5 1 0 ] 0 -
MENINGITIS ASEPTIC 95 35 294 41 16 63 99 160 10 35 73 -
MENINGITIS BACTERIAL/OTHER 18 9 180 23 9 152 45 62 11 3 36 -
MENINGOCOCCAL INFECTION 5 7 29 6 5 29 13 6 0 1 5 -
MUMPS 2 0 18 0 2 2 2 6 0 0 3 .
PERTUSSIS 12 3 62 11 1 20 19 11 4 1 8 -
RABIES HUMAN ] 0 0 0 0 0 0 0 0 0 0 -
RELAPSING FEVER 0 0 0 0 0 0 0 1 o] 0 0 -
RUBELLA 0 0 4 0 0 o 2 0 0 0 3 -
SALMONELLOSIS 162 77 359 88 97 360 335 275 59 58 328 -
SHIGELLOSIS 251 90 397 35 28 232 381 448 56 32 331 -
SPOTTED FEVER GP RICKETTSIOSES 0 2 5 0 0 0 0 1 0 0 2 -
STREPTOCOCCAL DISEASE INVASIVE 52 35 136 73 78 101 107 81 46 3 39 -
SYPHILIS PRIMARY & SECONDARY 2 9 170 43 28 115 28 38 1 9 3 13
TETANUS 0 1 1 0 0 0 0 2 0 0 2 -
TUBERCULOSIS 27 23 379 58 48 529 131 137 28 61 211 17
TYPHOID FEVER [¢] 0 4 0 0 10 2 2 2 1 2 -
TYPHUS MURINE 0 1 0 1 0 1 0 0 0 0 30 -
VIBRIO INFECTIONS 0 1 6 Q 3 26 2 6 3 0 3
YERSINIOSIS 0 0 6 3 1 6 2 0 2 o 0

*In 1999, cases were only reported by TDCJ for AIDS, HIV infection,Chlamydia, Gonorrhea,P & S Syphilis,and Tuberculosis.
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TABLE VI
REPORTED SELECTED DISEASES BY PUBLIC HEALTH REGION
(CASES PER 100,000 POPULATION)

1999
DISEASE , PHR1 PHR 2 PHR 3 PHR 4 PHR & PHR 6 PHR 7 PHR 8 PHR9 | PHR10 ( PHR11 | TDCJ*
AIDS - 93 6.4 14.2 11.2 10.1 16.4 18.0 11.1 5.6 11.1 7.6 160.0
AMEBIASIS 00| 0.2 0.0 0.0 0.0 0.1 1.3 0.1 0.0 0.3 00| -
BOTULISM INFANT 0.0 0.0 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.1 -
BRUCELLOSIS 0.0 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.8 -
CAMPYLOBACTERIOSIS 1.6 1.5 3.8 2.4 4.6 2.0 13.0 11.5 3.7 3.6 8.8 -
CHICKENPOX 119.9 27.7 44.3 12.0 14.6 33.7 62.9 13.2 33.3 14.5 26.1 -
CHLAMYDIA 417.8 278.7 289.3 303.6 .308.5 288.8 440.2 346.5 196.6| 2457 297.0 26.4
CHOLERA 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 -
CRUETZFELDT-JAKOB DISEASE 0.0 0.2 0.0 0.1 0.0 0.0 0.1 0.0 0.0 0.0 0.0 -
CRYPTOSPORIDIOSIS 0.0 0.2 0.4 0.3 0.1 0.2 1.1 0.1 0.2 0.0 0.5 -
DENGUE FEVER ' 0.0 0.0 0.1 0.0 0.0 0.1 0.1 0.1 0.0 0.0 3.1 -
EHRLICHIOSIS 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 -
ENCEPHALITIS PRIMARY 0.1 0.0 0.0 0.1 0.1 0.1 0.2 0.0 0.5 0.0 0.1 -
ENCEPHALITIS PI CPOX 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 -
ENCEPHALITIS Pl MUMPS 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 -
ENCEPHALITIS Pl OTHER 0.1 0.0 0.0 0.2 0.0 0.0 0.0 0.0 0.0 0.0 0.3 -
ENCEPHALITIS EASTERN 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 -
ENCEPHALITS ST LOUIS 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 -
ENCEPHALITIS WESTERN 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 -
ENCEPHALITIS VENEZUELAN EQUINE 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 -
ESCHERICHIA COLI 0157:H7 1.6 0.7 0.5 0.5 0.4 0.2 0.4 1.4 0.7 0.0 0.1 -
GONORRHEA 197.5 115.6 211.1 184.0 241.0 163.1 222.8 119.6 51.7 2041 55.8 11.8
HAEMOPHILUS INFLUENZAE INF 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 -
HANSENS DISEASE 0.0 0.0 0.0 0.0 0.3 0.0 0.0 0.3 0.0 0.0 0.5 -
HANTAVIRUS INFECTION 0.3 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 .+:0.0 0.0 -
HEMOLYTIC UREMIC SYNDROME 0.0 0.2 0.1 0.0 0.0 0.1 0.1 0.2 0.2 0.0 0.0 =
HEPATITIS A 15.7 36.5 7.6 3.7 10.1 4.7 204} - 209 10.8 ..5.0 31.5 -1
- HEPATITIS B 74 4.1 7.0 4.1 4.1 1.8 2.1 4.5 6.3 .2.0 4.2
HEPATITIS C 11.7 4.3 04 3.0 5.8 0.4 0.6 2.8 8.6 .03 0.9
HEPATITIS D 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 ...0.0 0.0
HEPATITIS E 0.0 0.0 0.0 0.1 0.0 0.0 0.0 0.0 00| ..0.0 0.1
HEPATITIS NANB 0.1 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0 ..0.0 0.0
HEPATITIS UNSPECIFIED 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 ..0.0 0.0
HIV INFECTION 6.7 5.8 13.8 10.5 8.3 21.4 9.4 8.4 2.6 7.0 - 5.7
LEGIONELLOSIS 0.0 0.0 0.1 0.1 0.3 0.2 0.1 0.1 0.2 0.0 0.0 -
LISTERIOSIS 0.0 0.4 0.0 0.1 0.0 0.1 0.1 0.1 0.4 0.0 0.1 Rl
LYME DISEASE 0.1] " 0.7 0.4 1.0 0.7 0.2 0.6 0.3 0.0 0.0 0.2 -
MALARIA 0.1 0.2 0.9 - 0.0 0.0 1.0 0.5 0.1 0.0 0.0 0.2 -
MEASLES . 0.0 0.0 0.0 0.0 0.0 0.0 0.3 0.0 0.0 0.0 0.0 -
MENINGITIS ASEPTIC 123 6.6 5.5 4.2 2.3 1.4 5.0] . 7.7 1.8 4.5 4.3 -
MENINGITIS BACTERIAL/OTHER 2.3 1.7 - 34 2.4 1.3 3.3 2.3 3.0 1.9 0.4 2.1 -
MENINGOCOCCAL INFECTION 0.6 1.3 0.5 0.6 0.7 0.6 0.7 0.3 0.0 0.1 0.3 -
MUMPS 0.3 0.0 0.3 0.0 0.3 0.0 0.1 0.3 0.0 0.0 0.2 -
- PERTUSSIS 16— 06— 12— Bt Ot 04— - 1O} —— 05— 07— Bt 05—
RABIES HUMAN 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 -
RELAPSING FEVER 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 -
RUBELLA 0.0 0.0 0.1 - 0.0 0.0 0.0 0.1 0.0 0.0 0.0 0.2 -
SALMONELLOSIS 21.0 14.4 6.7 9.1 14.0 7.9 16.8 13.2 10.4 7.4 19.4 -
SHIGELLOSIS 32.6 16.9 7.4 3.6 4.1 5.1 19.1 21.6 9.9 4.1 19.6 -
SPOTTED FEVER GP RICKETTSIOSES 0.0 0.4 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.1 -
STREPTOCOCCAL DISEASE INVASIVE 6.7 6.6 2.5 7.5 11.3 2.2 5.4 3.9 8.1 0.4 2.3 -
SYPHILIS PRIMARY & SECONDARY 0.3 1.7 3.2 4.4 4.1 2.5 1.4 1.8 0.2 1.1 0.2 8.8
TETANUS 0.0 0.2 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.1 -
TUBERCULOSIS 3.5 4.3 7.1 6.0 7.0 11.6 6.6 6.6 4.9 7.8 12.5 115
TYPHOQID FEVER 0.0 0.0 0.1 0.0 0.0 0.2 0.1 0.1 04 0.1 0.1 -
TYPHUS MURINE 0.0 0.2 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 2.3 -
VIBRIO INFECTIONS 0.0 0.2 0.1 0.0 0.4 0.6 01 03 0.5 0.0 0.2 -
YERSINIOSIS 0.0 0.0 0.1 0.3 0.1 0.1 0.1 0.0 0.4 0.0 0.0 -

*In 1999, cases were only reported by TDCJ for AIDS, HIV Infection, Chlamydia, Gonorrhea, P & S Syphilis,and Tuberculosis.
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APPENDI X

Giardialamblia (“intestinalis”) i s the most commonly diagnosed flagellated

protozoan o theintestinal tract of patients sufferingfrom diarrhea. Although

contaminated food or water may bethesource, fecal-oral contact withinfected
. individualsis more common.



ReportableConditionsin Texas

Severd Texaslaws require specific information regarding reportableconditionsto ke provided to the Texas Department ¢ Hedlth
(Hedth & Safety Code Chapters 81, 84, and 87). Hedth care providers hospitals, leboratories shods and justices d the pesceare
required to report patientswho aresuspectedd havingareporfaile condition. (Article97, Title25, TexasAdminigrative Code)

Diseasesreportableimmediately by tel ephoneto local health departmentsor the Texas Department of Health by name,
age, X, race/ ethnicity, DOB, address, telephonenumber, disease, dated onset, method d diagnosis, and name,
address, and tel ephonenumber o physician:

Outbreaks, exotic diseases, and unusual group expressionsd illnesswhichmay bed public health concern

Botulism,foodborne Plague Diphtheria Mead es (rubeola)

Cholera Rabies, human Haemophilusinfluenzae Pertussis

Meningococcal infections, Vira hemorrhagicfever i typebinfections invasive!  Poliomydlitis, acute paralytic
invasive Yelowfever

TDH Immunization Divison

TDH Infectious Disease Epidemiol ogy
(800) 252-9152

& Surveillance Division (800) 252-8239

Diseasesreportableto local health departments® by name, agg 8, race/ethnicity, DOB, address, tdephonenumber, diseesg,
dated onset/occurrence, method d diagnos's, and name address, and phone number of physician. Report these diseaseson a
weekly basisexceptfor rubellaand tubercul osiswhich should bereported withinoneworking day. Refer to reverseside

for reporting information.

Acquiredimmune deficiency
syndrome (AIDS)*¢

Amebiasis

Anthrax

Asbestosis

Botulism (infant)

Brucellosis

Campylobacteriosis

Chancroid®

. Chlamydiatrachomatis infection®

Creutzfeldt-Jakob disease (CID)

Cryptosporidiosis

Dengue

Drowning/near drowning

Ehrlichiosis

Encephalitis(specify etiology)

Escherichiacoli 0157:H7

Gonorrheg®

Hansen's disease (leprosy)

Hantavirus infection

Hemolyticuremic syndrome (FIUS)

Hepatitis, acuteviral (specify type)*

Human immunodeficiency virus
(HIV) infection®

Lead, adult elevated blood

Leed, childhood elevated blood

Legiondloss

Listeriosis

Lyme disease

Malaria

M eningitis(specify type)’

Mumps

By number and agegroup only: Chickenpbx

Pesticide poisoning, acute

occupational
Relapsingfever

Rubella

Salmonellosis, i ncluding typhoid

fever

Shigellosis

Silicosis

Spotted fever group rickettsioses

Streptococcal disease, invasive!

Syphilis &

Tetanus

Trichinosis

Tuberculosis

Typhus

Vibrio infection

Yersiniosis

L aboratoriesare required to report vancomycin-resi stant Enterococcusspeci es, vancomyci n-resi stant Stgphylococcusaureus,

vancomycin-resi stant coagulase negative Staphyl

ies, and penicillin-resistant Streptococcuspreumoniae directly

tothe Texas Department of Health. Refer to ™' | solate Reporting by Laboratories’ on reversesidefor moreinformation.

'Indudes meningitis, septicemia, cellulitis, epiglottitis, osteomyelitis pericar ditis and
ly sterile Stesto the Texas Department of

meningitidis from no

ticarthritis L aboratoriesshould submit all Neisseria
ealth, Bureau of Laboratories, 1100 W. 49th Street, Austin, TX 78756-3199.

The local or regional health department shall collect reportsof diseasesand transmit them at weekly intervalsto TDH.
'Reported by physicianonly oncefollowingintid physciandiagnosis.
'Indudes types A, B, C, D (ddta),E, unspecified,and non-A, non-B.

SIncludes aseptic/viral, bacterial (specify etiology),fungal, parasitic,and other.
¢Also report date, type, and resultsof tests includingCD4+ T lymphocyte cell count below 200 cellsper microliter/ percentage < 14%.

'Als0 report gageof diagnosis.
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Disease Reporting

Initial reportingd any reportabl edi sease may be made by calling (800) 7065-8863. An EPI-1 (for al conditionsexcept
sexually transmitted diseases, including HIV infectionsand AIDS) or an EPI-4 (Private Provider Initial Morbidity Report)
form may also beused toinitially report notifiabl econditions except:

e outbreaks, exotic diseases, and unusual group expressonsd disease. Immediately call your loca health department
at (800) 705-8368 or the InfectiousDisease Epidemiol ogy and SurveillanceDivison at (800) 252-8239 (pressl) or (512)
458-7218to report.

e foodbornebotulism, cholera, invasive meningococcd infection, plague, rabiesin humans, viral hemorrhagicfever,
and ydlow fever. Immediately cal (800) 252-8239t0 report.

e diphtheria, invasive Haemophilusinfluenzae typebinfection, meedes, pertussis, and acute paral ytic poliomyditis.
Immediately cal (800) 252-9152t0 report.

e rubella. Call (800) 252-9152 within oneworking day.
® tuberculoss. UseTB-400formsto report within oneworking day. Cdl your regional TDH officeto order forms.
Inaddition to the EF-4, other formsare availableto report

e chancroid, Chlamydia trachomatis infection, gonorrhea, and syphilis. Useform STD-27 to report thesesexually
transmitteddiseases. Cdl your regiona TDH officeto order forms.

e HIV/AIDS. UssCDC 50.42A to report HIV infection or AIDSin persotis > 15 yeats d age. To report HIV infection
or AIDS in persons< 13 yearsd age, useform CDC 54.42B. Cdll your regional TDH officeto order forms.

Inadditionto aninitial report, thefollowing requirefurther medical informationfor confirmation. Casereportformsare
availablefor thefollowing diseases/ conditions:

Botulism (infant and foodborne) Hantavirus infection Relapsng fever
Brucellosis Hepatitis(acuteviral) Rubdlla
Cadliforniaencephalitis Legiondloss Spotted fever group rickettsoses
Dengue Lyme disease St Louisencephdlitis
Drowning/near drowning Madaria Tetanus
Eastern equineencephalitis Meedes Trichinoss
Ehrlichioss Meningitis, bacterial Typhoidfever
Elevated blood lead levels(children) Meningococcal infection (invasive) Typhus
Escherichia coli O157:H7 infection Mumps Venezue an equineencephdlitis
Haemophilusinfluenzae type b Occupeationdly acquired disease* Vibrio infection

infection (invasive) Pertussis Western equineencephalitis

Yersiniosis

Formsareavailableand required for food- and waterbornediseaseoutbreaks.
!ndudmg asbestosis, elevated blood lead |evelsin adults, acute pesticidepol soni ng, andsiliocoss.

| solate Reporting by Laboratories

Immediately reportisolatesd vancomycin-resi stantSaphyl ococcusaureusand vancomycin-resi stant coagul asenegative
Saphylococcusspeciesby calling ([800] 252-8239) or faxing ([512] 458-7616) thel nfecti ous Disease Epidemiology and
SurveillanceDivison. Allisolatesdf vancomycin-res stant Saphylococnrsaureusand vancomycin-resistant coagulase
negati ve Saphyl ococcusspeci esshoul d be submitted to the Bureau of Laboratories, 1100 West 49th Street, Austin, Texas
78756-3199.

Isolatesd vancomycin-resistant Enterococcus Species and penicillin-res stant3reptococcuspreumoniae should be reported
to the Infectious Disease Epidemiology and SurveillanceDivisonon at least aquarterly basis.

All reportsdf vancomycin-res stantSaphyl ococcusaureus, vancomycin-res stant coagul asenegative Saphylococcus species,
vancomycin-resi stant Enterococcus, and penicillin-res stantSreptococcuspreumoniae should include pati ent name, date of
birth or age, and sex; city d submitter; anatomicsited culture; and dated culture.

Inaddition, numerictotalsd all isolatesaf Enterococcusspeciesand all isolatesd Streptococcus pneumoniae should be
reported to the I nfectious Disease Epidemiology and SurveillanceDivisonno later than thelast working day o March,
June, September, and December.

Findly, |aboratoriesshould submit all Neisseria meningitidis isolatesfrom normally sterilesitesto the TexasDepartment
d Hedlth, Bureaud Laboratories, 1100 West 49th Street, Austin, TX 78756-3199.

For moreinformation, call thelnfectious Disease Epidemiology and SurveillanceDivision at (800) 252-8239 (pressl).
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Back cover:
Macroconidiaproduced by the fungus Microsporumcanis.
This organism causesringwormin humans and other mammals.
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