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Foreword

Themissond any state health agency isto promoteand protect the healthd the
peopled thestate. Initsreport, The Futured Public Hedth, the National Academy d
Sciences suggeststhat the substanced public hedlth ' restson the scientific core
epidemiology.” ldentifyingthe patternsd diseases, harmful exposures, and injuriesis
acentral functiond public health epidemiology. These patternsoften changerapidly
and require constant vigilance.

Deve oping appropriate and aggressvemethodsto control humanillnessand injury is
adifficult task that beginswith understandingthe causes. Combining the methodsand
conceptsd epidemiology, toxicology, microbiology, human behavior, and physics
alows robust investigationsinto the causesd awidevariety d heath concerns. This
report describestrendsand sdected investigationsd human health concerns conducted
by the Texas Department d Health in1993.

Asdescribed in an Instituted Medicine report, Emerging Infections Microbid Threatsto
Hedth in the United States, newly discovered infectious agents have joined rankswith
old public healthfoesto chalenge the nation's public healthresponse. 11993, this
trend wasevident in Texasaswell. The newly discovered hantavirus pulmonary
syndromewas identified in Texas, as were human illnesses caused by infection with E.
adi 0157: H7. Animad rabiescontinuesto spread, and acased human rabieswas
identified in1993. Surveillancetrendsfor 1993 document the continued declinein
illness caused by Haemophilus influenzae type b, adramatic reductionin meades cases,
and adlight decreasein new tuberculosisinfections. Infection with the human immu-
nodeficiency virus continuesto have a devastating effect on public health.

Thescoped epidemiologicactivities beyond infectious diseases expanded in Texasin
1993. Surveillanceand specid studiesd near drownings, traumeaticspinal cord injuries
and brain injuries, and firearm-related injuries helped define the scope and magnitude
d injury asaleadingcause d death and prematuredisability in Texas. Investigations
d anencephaly expanded to include the entire state and agpecia focus on Hispanic
origin, public hospitals, border counties, and urban prevadence. Human health con-
cernsrelated to exposuresto toxic substancesin theworkplaceand environment con-
tinueto requiresolid scientificinquiry. Anevaluation d adolescent exposureto an
important public health problem, cigarettes, indicatesthat more work is needed to
reduce access through vending machines,

The Texas Department d Health will continue to study the infectious diseases, harmful
exposuresin the workplace and environment, and injurieswhich threaten the health o
thecitizensd Texas. Withthe united effortsd privateand public health providers,
locd, state, and federa agencies, and, d course, the peopled Texas- thegod o
healthy Texansin the year 2000 can be attained.



Preface

Disease Surveillance

Public health agenciesuse surveillanceto target interventions; to set program priorities;

and to plan, implement, and evaluate their programs. Epidemiologicsurveillanceincludes
systematiccollection, analyss, interpretation, and disseminationd avariety o healthdata
including demographic, environmental, |aboratory, morbidity, and mortality data. Surveil-
lance a so includesobtai ning and eval uatinginformation on animal reservoirsand vectors,
investigatingepidemicsand individual casesd diseasesand/or conditions, and conducting

special studiesand surveys.

Diseasesurveillancein Texas hasrelied on a reporting system whereby physicians notify
their local health authoritiesd infectious and other reportabl e diseasesand conditions.
Thesereports areforwarded to the Texas Department d Health. Surveillancedata must be
current and completeif actual occurrenceand distributiond diseaseare to be understood.
During1993 several programswere responsi blefor coordinatingthe surveillanced infec-
tiousdisease, chronic disease, occupational disease, injury, and environmentally related
conditionsin Texas. These programsincluded the | nfectious Disease Epidemiol ogy and
SurveillanceDivison, the Zoonosis Control Division, the Noncommuni cable Disease Epide-
miology and Toxicology Divison, the Injury Control Program, the Tubercul osisElimination
Divison, the lmmunization Divison, the Bureau d HIV and STD Prevention, and the
Bureaud Chronic Disease.

The Reporting System

TheRules & Regulationsfor the Control of Communicableand Sexually Transmitted Diseases &
Reporting o Occupational Diseases (TDH Sock No. 6-101) requirethat all diseasereports (with
afew exceptions) include the patient's name, age, sex, race, ethnicity, city d residence,
physician's name, dated onset, occurrence, and method d diagnosis. Theexceptionsare
asfollows. Influenzaand flu-likeillnesses are reported by number d cases. Chickenpoxis
reported by number o casesby agegroup. Each HIV infectionin aperson older than13is
reported by a unique number madeup d that individual's, sex, race, ethnicity, and county
and zip coded residence. For specificdiseases, additional epidemiol ogicdatamay be
requested, and in outbreak situations, it may be necessary to identify susceptibleindividu-
alsand to recommend specific control measures. Morbidity dataon reportablediseasesand
conditionsalso are obtai ned through other means such aslaboratory reports, compl eted
caseinvestigationforms, and death certificatesthat have beenfiled with the TDH Bureau d
Vitd Statigics. Statistical summariesd these data are published bimonthly in Disease
Prevention News, anewdetter distributed statewideto health officialsand other interested

persons.

A currentlistd reportable conditionsisincludedin the appendix. The appendix also
includes phone numberswhere professional saff, including epidemiol ogists, may be
reachedfor consults. The phonenumbersd thedivisonsareincluded with thereportable
conditionslistin theappendix. Reportingformsmay be obtained by callingthevarious
divisionsto which reports are made.
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Explanatory Notes

Thisreport containsdatafor the 1993 reporting period, which extended from January 1,
1993 through December 31,1993. Patientseither had onset d diseaseduring the1993
calendar year or their caseswerefirst reportedin1993. F theindividual becameill or was
hospitalized, diagnosed, or exposed i n another location, the county d residencewas
counted for case morbidity. Individua swho resided outside Texas but who becameill and
were hospitalized or diagnosed in Texaswerenot included in Texasmorbidity or this
report, with the exceptiond casesidentified by the Hazardous Substances Emergency
EventsSurveillance program. Nonresidentcaseswerereferred through an interstaterecip-
rocal notification system to the appropriateState Epidemiologistin the state wherethe
individual sresided.

All incidenceratesin thisreport are expressed as the number of reported casesd adisease
per 100,000 population unless otherwisespecified. Limitationsinherentin population
projections, aswell as underreporting, affect rate comparisonsfor different popul ation
groupsor time periods. Ratesbased on small frequenciesshould be interpreted with cau-
tionsncesamplingerrorsmay belarge. Stateand county populationdata used in comput-
ingincidencerateswere provided by the TDH Bureau d State Health Dataand Policy
Anayss(BSHDPA). Casefatdity rates (CHR) describethe number d personswhodied
from aspecificdiseaseor cause compared to the total number o reported casesd that
particular disease or condition.

The Associateshipd Disease Control and Prevention has adopted the race/ ethnicity defini-
tions provided by the U.S. Departmentd Commerce and published in the Centersfor
Disease Control and Prevention's Manua d Proceduresfor National Morbidity & Public
Health Activities. The category which most cosdly reflectsanindividud's recognitionin
hisor her community isused for purposesd reporting personswho ared mixed racia
and/ or ethnicorigins.

White: Personshavingoriginsinany d theoriginal peopled Europe, North Africa, or the
MiddleEast.

Hispanic: Personsd Mexican, Puerto Rican, Cuban, Central or South American, or other
Spanishcultureor originregardlessd race.

African-American: Personshavingoriginsinany d theblack racia groupsd Africa
(CDC usestheterm "black.™)

Asan or Pacificldander: Personshavingoriginsinany d theoriginal peoplesd theFar
Eadt, Southeast Asa, the Indian subcontinent, or the Pacificldands (including China, Japan,
India, Koreg, the Phillipines, and Samoa).

American Indian or Alaskan Native: Personshavingoriginsinany d theoriginal peoples

d North Americaand who maintaincultural identification through tribal affiliation or
community recognition.
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Brucellosis

Thirty-four casesd human brucellosiswith
onset during1993werereportedfrom Texas, up
25%from the 27 cases reported the previous
year. Hispanics(97%)made up the overwhelm-
ing mgority d cases, maesoutnumbered
females21 (62%)013. Oneinfectionoccurred
in a30-year-old non-Hispanicwhitemae.

Human brucellosisin Texashasevolved from
an occupationally-associated diseased adult
malesto afoodborneillness, affecting both.
sexesand al ages; itisconfined almost exclu-
svely to the Hispanic population. The princi-
pal sourced exposureisconsumptiond con-

taminated dairy products (usually cheese) made

in Mexico from unpasteurized goat milk.
Proper pasteurizationeliminatesBrucella spe-
cesfrom milk.

Compared with occupationally-acquired
brucellosis, foodborne brucdllosi shas the poten-
tial to affect theyoung and the elderly dispro-
portionately. Nine (26%)cases occurred among
personslessthan15yearsd age, theyoungest
d whom wasfour; four (12%)wverein persons
older than 65 years, theeldest d whom was 76.
Al o theseindividual swere Hispanic, and four
(31%) werefemale.

L aboratory confirmationthrough Brucella sp.
cultureswasmadefor 27 (79%)cases. Seven
wereconfirmedserologically. All 27 positive
cultureswere Brucella melifensis, the species
associated with dairy products madefrom
unpasteurized goat ml k. Consumptiond
Mexicandairy products (almostexclusvely
goat cheese and milk consumed in both Mexico
and Texas) wasreported by 28 patients. The
single non-Hispanic patient wasoned two
who reported “possibly/ probably” consuming
dairy productsin Mexico. Infour Hispanic
patients, no obviousexposure history was
available. However, two d theseindividuals
had culture-confirmed B. melifensi sinfections,
and one other (confirmed serologicaly) re-
ported regular travel to Mexico.

Exposureto contaminated food itemsincreases
the potential for clustersd infectionsamong
family members. In1993, 18 (53%)patients
comprised Sx differentclustersthatincluded a
husband and wifein TravisCounty; a husband,
wife, niece and nephew in Cameron County; a
brother, sister and cousinin Hidalgo County;
and threegroupsin DallasCounty consistingd
abrother and sister, three brothers, and four
males. All d theseindividual swereHispanic
and B. melifensiswasisolatedfrom at | east one
member o each group.

Theinfected couplefrom TravisCounty had
onset d illnessin March, but only the husband
was diagnosed with brucellosis. Thewife
continued to haverecurringepisodesd " flu-
like'" symptomsuntil being diagnosed with
brucellosisin March1994. The Cameron
County cluster included afifth individual who
was diagnosed and treated in Mexico. Al three
membersd the Hidalgo County cluster were
childrenaged 6, 8, and 8 years. The brother and
sister residingin Dallas County reported addi-
tional family membersill in Mexico, whilethe
three brothers (aged 4, 5, and 6 years) had a
grandmother in Mexico who had made the
cheesethat may have beenthesourced their
infections. Thefour males (rangingin agefrom
11 to 31 years) had eaten goat cheese brought to
Ddlasfrom Mexico.

Recognition d asinglecased human
brucellosis, especidly invol ving patients o
Hispanic heritagewith ahistory d consuming
dairy productsd Mexicanorigin, should
prompt suspicion and questionsregarding the
possibility d similar illnessin others, especialy
family members.

Infectious Disease Epidemiology and Surveillance
Division (512) 458-7328,458-7676




Cancer Cluster Investigations

Introduction

On aweekly, sometimeseven daily bass, the
Texas Department d Health receivescdls from
individual citizens, physi cians, environmental
groups, and other state agencies- all with
concernsabout cancer. How much cancer is
thereinthisarea? Istheretoo much cancer in
my neighborhood? Isindustry X responsible
for the cancer in my community? What causes
the cancer? What can we do about it?

Many d the concernsand questionscan be
addressed smply by providing accurateinfor-
mation about cancer and attempting to correct
misconceptions. Twod theleading misconcep-
tionsabout cancer arethat cancer isarare
diseaseand that everything (particularly envi-
ronmental contamination or pollution) causes
Cance.

Cancer is, infact, avery common disease, with
oneoutd three peoplediagnosed with some
typed cancer during their lifetimes. Cancer is
aso the second leading cause d deathin Texas,
with nearly 31,008 Texasresidentsdying d
cancer in1993. Although many risk factors
have beenidentified for specific cancers, the
causesd many cancersarestill unknown.
However, Doll and Peto, two leading epidemi-
ologistsin thefield d cancer research, have
estimated that 30%and 35%d all cancers may
be due to tobacco use and diet, respectively.
They have estimated that only 4-6%0f dll
cancersmay be due to pollutionand/or occupa
tional exposures.

Althoughmany d thecallsand questionscan
be answered through educational efforts, a
substantial number d theinquiriesresultina
formal investigationto

¢ examinetheoccurrenced cancer (inci-
dence or mortality)in adefined geo-
graphicarea

¢ determineif thereisan excessd cancer for
that area

IN1993 the Health StudiesProgram in the
Bureau d Epidemiology and the Cancer Regis-
try Divisionconducted 55 cancer cluster investi-
gationsthat addressed concernsd peopleliving
throughout the state (seeFigurel).

Figure 1. Cancer Cluster Investigations
by County of Reported Cluster, 1993

f%] Cuwsterinvestigation(s)

Investigation Protocol

The protocol for theinvestigationd areported
excessd cancer employsathree-tier methodol -
ogy. Tier linvolves gathering from the per-
son/ agency making theinquiry pertinent
information that includes

locationd thedleged cluster
cancer(s) d concern

number d cases

timeperiod d concern
environmental concerns

4o o 60

I nformation regarding general cancer factsand
known risk factorsfor specificcancersare
provided to the person or group making the
Inquiry. In many instances, theinvestigationis
concluded at thispoint. If not, theinvestigation
proceedsto Tier 2.

Tier 2involvestheanalysisd cancer incidence
or mortality datafor the geographicaread
concern. The Cancer Regigtry Divisonisthe
repository d cancer incidenceand mortaity
datafor thestate. Thedataareandyzed at
either thecity or county level and arecompared
with stateor national rates. F the number d
cancer deathsor casesisnot statigtically -
evated, theinvestigationis concluded, and a



reportd thefindingsisforwardedto the per-
son/agency thatinitiated theinquiry. If the
number d casesisdatigtically elevated, further
study may bewarranted. The mgority d the
investigations, however, areconcludedin
Tier2

Additional studiesconducted in Tier,3 may
involveavariety d methodologiesi includi ng

¢ reviewd deathcertificatesor hospital
recordsto gain additional informationon
specificcases

¢ administrationd aquestionnairetoindi-
vidual s diagnosed with cancer to deter-
mine possiblerisk factors

¢ formal epidemiologicstudy d aspecific
population or community

Investigations

Fifty-fiveinvestigationswere conducted in1993
by the Cancer Regidry Divison and theHealth
StudiesProgram, Bureau o Epidemiology. The
majority d theinvestigations (62%)wereiniti-
ated by individual citizens. Sixteen percentd
theinvestigationsoriginated with inquiries
from staff within TDH for internal projectsor as
partsd other investigations. Environmental
groups, physicians, other state agencies, and the
mediaaccounted for theremainder d the
investigations (seeFigure 2). O theinvestiga-
tionsinitiated by individual citizens, the mgor-
ity (59%)wereinitiated by women and the
remainder (41%) by men.

Figure 2. Origin of Initial Cluster Inquiry
1993

Other State Agencies 5%

TDH Staff 16% Environmental Groups 5%

Private Physicians 5%
A Media 4%

Miscellaneous 2%

Citizen 63%

Cancer cluster investigations may cover any
typed geographicdivisionor area. Investiga-
tions typically involvetheanalysis o datafor a
single county or city, but may involve multiple
countiesor entire public health regions. O the
55investigationsconductedin 1993, 28 (51%o)
were conducted at the city level; 24 (44%)at the
county levd, with threeinvestigationsinvolv-
ing multiplecounties, and three (5%)were
conducted at both the city and county level.

Two typesd dataareavailablefor analysisin
cancer cluster investigations: mortality dataand
incidencedata. Mortality datawereusedinthe
vast mgority (78%)d investigationsin1993
because mortality dataare completefor the
entirestate. Whilemany hospitalsacrossthe
statearein compliancewith statelaw that
requiresthem to report new casesd cancer,
many are not completein their reporting d
cases. For severa regionsd thestate, cancer
incidence dataare not completeand cannot be
used intheinvestigationd reported clusters. .

Thefiveleading causesd cancer mortality in
Texasarelung cancer, breast cancer, prostate
cancer, colon cancer, and pancreaticcancer. The
fiveleading cancersd concernintheinvestiga
tionsconducted in 1993 werea most identical to
theleading causesd cancer mortality state-
wide, with theexceptiond pancreatic cancer.
Thefive cancersmost oftenlisted ascancersd
concernin the cancer cluster inquirieswere
breast cancer, prostate cancer, colon cancer,
leukemia, and lung cancer. Pancrestic cancer
ranked eighth out d 24 specific cancer types
examinedin the55investigationsconductedin
1993. Tablelligtsthetop tencancer sitesd
concernin the1993investigations.

For the mgjority d the55 cancer cluster investi-
gationsconductedin 1993, multiple cancer sites
wereevaluatedfor both malesand females.
Overdl, approximately 520 separateanal yses
were conductedfor specific cancer siteand
gender combinations. O the520 analyses, only
seven percent showed a statistically elevated
excessnumber d cancers. Elevated cancer rates
were detected more oftenin malesthanfemales.
L ung cancer wasthetyped cancer most often
reported at significantly elevated levelsfor both
males and femalesfollowed by prostateand
breast cancer.



For eechd theinvestiga
tionsin whichasignificant
elevationd either cancer
incidenceor mortality was
found, further study was
conducted. Inmany cases,
thedetailed review d indi-
vidual case datareveded the
presenced known risk
factorsfor the cancer Sted
concern (e.g., sSmoking and
lung cancer). For selected
investigations, however,
special surveillanceprojects
wereinitiated.

Table 1. Top 10 Cancer Sites by Number of Investigations:

Texas, 1993

Cancer Number of Cancer Number of
Site Investigations  Site Investigations
Breast 32 Brain 17
Prostate 30 Stomach 16
Colon 28 Pancreas 16
Leukemia 26 Bladder 15

Lung 23 Non-Hodgkin's 12

Non-Communicable Disease Epidemiology and
Toxicology Division (512) 458-7222,458-7269




Cholera

Vibrio choleraeistheetiologicagent d cholera,
apotentially severediarrheal disease d
humans. Two casesd V. cholerae QLinfection
were reported to TDH in1993. Customarily,
epidemic cholerais associated with toxigenic
V. cholerae that possessthe somatic antigen
group OL Using physiologic properties, the
bacterium may be classified aseither d two
biotypes, El Tor or Classicd, and asone of two
serotypes, Inaba or Ogawa. Nontoxigenic

V. cholerae Ql.and V. chobrae non-O1 also can
causediarrheal illness.

Thetwo casesoccurredinJuly. Thefirst pa-
tient, a 35-year-old Hispanic shrimper, was a
resident of Cameron County. He was hospital-
ized with diarrhea, weakness, and leg and
stomach cramps. Hisstool culture was positive

for nontoxigenic V. cholerae Ol serotype Ogawa
biotypeEl Tor. Hehad atravel history to
Matamoros, Mexico, three days prior to onset of
illness. No sourcefor hisinfectionwasfound.

The second patient was a two-year-old Hispanic
boy - aresident d Harris County who had just
returned from Monterrey, Mexico. Hewas
hospitalized in Houston the day after hisreturn
with diarrhea, nausea, and vomiting. Hisstool
culture was positivefor V. cholerae Ql;
serotyping and biotypingwas not done. Except
for histravel history to Mexico, no other likely
sourced infection wasfound.

Infectious Disease Epidemiology and Suweillance
Division (512) 458-7328,458-7676




Drowning Mortality -- With Estimates of Near-Drowning

Drowningisclassfied into two mgor catego-
ries. Thelarger group, numbering 367 deathsin
1993, includesdrowningsnot related to boats.
Theseinclude drowningsin bathtubs, swim-
ming pools, and natural bodiesd water. The
smaller group, accountingfor 46 deathsin 1993,
involvesboats. Thefollowingfocusesonly on
the 367 residentsthat drowned in non-boating
incidents.

sharethe tremendous, life-long emotiona and
financia burdend near-drownings. The hedth
caresystem adso sharesthe heavy financid
burden. Itisestimated that for every ten per-
sonswho drown, approximately 40-80 others
surviveanear-drowning. Among children, this
relationshipis more profound. For every ten
childrenwhodrown, 176 otherssurvive anear-

Figure 1. Drownings (Non-Boating): Texas, 1993

Drowningisthesixthleading
caused unintentional injury
death among Texansd dl ages.
Among those aged five through 5
44, drowningisthefifthleading
caused unintentional injury

death; and among childrenless 3 |\
thanfiveyearsd age, drowning
isthesecond leading cause d 2

unintentional injury death.

Figurelillustratesthat maesare

6 Rate per 100,000

-»-Male +Female -+M+F

10-14

much morelikdly to drown, at <
every age, thanfemdes. The
highest drowningratesare
amongchildrenlessthanfive
yearsd age.

N=367

The Texascountieswith the most resident
drowningsin1993were Harris(57), Ddlas (29),
Bexar (28), Cameron (20), Tarrant (18), Travis
(14), Fort Bend (11), and Hidalgo (11).

In addition to the devastation caused by
drownings, many moreindividual ssuffer
extreme, permanent cognitiveand/or motor
disability resulting from anear-drowning
incident. (Near-drowningisdefined assurvival
for at least 24 hoursfollowing asphyxiation due
tosubmersioninwater). Familiesand friends

15-19

30-34 40-44
35-39

20-24
25-29

Age Group

drowning (for each child who drowns36 are
admitted to hospitalsand 140 aretreated in
emergency rooms).

Asd 1993, data on near-drowningsin Texasare
not collected on astate-wide basis. However,
based on the number d Texanswho drowned,
it can be estimated that from 1,468 to 2936
otherssurvived anear-drowningincidentin
1993.

Injuy Preventionand Control Program
(512) 458-7266



Escherichia coliO157:H7 Outbreak Investigation

E. coli O157:H7 infection officidly becamea
notifiable conditionin Texasin February
1994. However, during October 1993, an
aertinfectious disease physicianinaFort
Worth hospital recognized an unusual cluster
d threecasesd hemolytic uremic syndrome
(HUS) inthe pediatricintensivecare unit
during atwo-week period. Hereported this
cluster to Texas Departmentd Health (TDH)
regiona personnel. Each d the patientswas
threeyearsold; two werefemaes, and one
wasmae. Two had culture-confirmedE. coli
0157:H7 infections. Therewas onefatdity.

To determinewhether thiswas acommon
sourceoutbreak and to searchfor related
cases, TDH issued anoticerequestingimme-
diatereportsd all culture-confirmed casesd
E. coli O157:H7 infectionsand dl casesd

HUS Asaresultd thisrequest, tencasesof B Culture-Positive

either culture-confirmedE. coli O157:H7
infectionsor HUS were detected statewide
(Fgurel). O theseten cases, sevenweredue
to HUS (twod which resultedin death). Test
resultsfor seven cases were culture-positivefor
E. coli 0157:H7. Agesrangedfrom 21 monthsto
7lyears. Sx d the patientswerefemae, four
weremde.

The TDH I nfectious Disesase Epidemiology and
Surveillance Divisoninitiated an epidemiologic
investigationd all ten patients. The patients
familieswereinterviewedto collect thefollow-
inginformation:

+ onsetdates

¢ concurrent diarrheal illnesseswithin the
family

+ involvement with day care centers (either
asan employeeor an attendee)

¢ consumptiond milk, ground bedf, and
fresh vegetables

+ foodsources

¢ exposureto livestock and/or dairy opera-
tions

(] Fatality

Figure 1. E coli 0 157:H7 Cases by County,
October 1993

s

HUS

When available, ground meat sampleswere
collectedfrom the home and cultured for E. coli
0157:H7. All ssmpleswere negative.

Mostd the patientshad multiplerisk factors.
Each had ahistory d eating ground besf in the
seven-day period prior to onsetd symptoms.
Three patientseither resided on or adjacentto a
dairy or feedlot operation. Two drank water
from awel on or adjacent to the cattle opera-
tion. Onehad direct exposureto cavesfrom
the dairy operation. Fived thefamilieseither
had ahome garden (twofertilized with ma-
nure) or ate vegetablesfrom ahome garden.
Threed the patientsattended three different
day-carecenters.

Geneticmapping d the bacterial isolatesby
pulsedfield gd eectrophoresis (PFGE)identi-
fied four separate serotypes. Theisolatesfrom
the patientsresidingin Dalasand Potter Coun-
tiesand in Erath and HarrisCountiesgeneti-
caly matched.




TDH representativesvisited thethreeday care Oneasymptomaticcasewasidentifiedin the
centers. Fecd specimenswereobtained fromd!  first day care center; two otherswereidentified
attendeeswho met any o thefollowingcriteria  in thesecond. No caseswereidentified inthe

third day care center. In each situation, PFGE

+ wereassigned tothesameroom asan performed on the positiveculturesidentified
index case patient the same serotype as the matchingindex case.
+ had diarrheaon theday thecultureswere
taken Infectious Disease Epidemiology and Surveillance
+ wereindiapers Division (512) 458-7328,458-7676



. Firearm-Related Injury Surveillance

In Texas, firearms continue to surpassmotor
vehiclesastheleadingcaused injury death. In
1992, therewere 3447 firearm-rel ated deaths
compared with 3147 motor vehicle-related
fatalities. Firearm-reated injuriesare thelead-
ingcaused mortality for Texansaged 1to 44
years(69%d thestate population). 1n1991,
36%d all thedeathsto Texansaged15t019

. yearswererelated to gunfire.

Theappallingtoll d suffering, injury, and death
caused by firearmsunderlinestheneed for
moreresearchin thearead firearm-rel ated
injuries. Greater understandingd the epidemi-
ology d the mortality and morbidity associated
withfirearmsisrequired to devel op effective
preventionstrategies. Furthermore, interdisci-
plinary collaboreation between public health and
criminal justiceresearchersisneeded tofurther
our fundamental understandingd thisissue.

The Texas Department d Health (TDH) Injury
Control Programled amultidisciplinary effort
to collect and analyze popul ation-based
epidemiologicdataon firearm-related mortality
and serious morbidity in one Texascommunity.
Medica and financia information on firearm-
related deaths and hospitalizationswere col-
lected and linked with policereportsto obtain
dataon the circumstancesd the gunfire. This
report describesthe processand resultingdata.

Methods

A retrospectivereview was conducted d all
firearm-related mortality and hospitalizations
occurringin TravisCounty from Januaryl,
1991 through December 31,1992, Travis
County islocatedin Central Texasand hasa
population o 576407.

Mortdity informationd TravisCounty resi-
dentswas obtained from the TDH Bureau o
Vitd Statisticsand the Travis County Medica
Examiner's Office. Death recordswerein-
cluded o Texasresidents, inwhom theunder-
lyingcaused deathwasafirearm-related

injury (InternationalClassificationd Disease
code E922.0-922.9, E955.0-9554, E965.0-9654,
E970, or £985.0-9854). Informationabstracted
from death certificatesand medical examiner's
filesincluded victim's name, race, sex, age, date
d death, county d residence, weapon type,
cdiber, intentionality, victim-offender rel ation-
ship, and placed occurrence. Inaddition, years
d potentid life lost (YPLL)werecal culatedfor
thoseresidentsdyingfrom afirearm-related
injury. YALL isadtatistic used to measure
prematuremortality. It representsthesum o
yearsd lifelost annually by individualswho
diebeforetheage d 65.

Medical record information on all persons
hospitalized for treatment o firearm injuriesat
BrackenridgeHospital in Austinfrom 1991
through1992 werereviewed. Individuals
treated for firearm-related injuriesin the emer-
gency room without being admitted were not
studied. BrackenridgeHospital isthe regional
traumacenter in Central Texas. A survey o
other city hospital sdetermined that no other
facility bes des Brackenridge Hospital admitted
patientsfor firearm-relatedinjuries. Informa-
tion abstracted from the medical recordin-
cluded patients's name, race, sex, age, dateand
timed admisson, dated discharge, discharge
dtatus, county d residency, and anatomic
locationd thegunshot wounds. Hospital
financia charge data(excluding physicianfees)
and payment sourcewere also collected.

Information onfirearm-related deathsand
hospitalizationswere thenlinked by victim/
patient namewith local |aw enforcement
records. Uponlinkage, codenumberswere
assigned and names destroyed. Reportsfrom
the Austin Police Department were reviewed to
collectinformation on the circumstancessur-
rounding the gunfire. Thisincluded date and
timed the shooting, weapon type, victim-
offender relationship, placed occurrence,
intentionality, and other factorsrelated to the
shooting (e.g., robbery, gangs, drive-bys, drug
trafficking, arguments).




All data collected were analyzed using Epi Info, Table 1. Firearm-Related Mortality
Version 6. Popul ation estimates were obtained Rates by Age, Gender, and Race:
from theTDH Bureau d StateHealth Dataand ~ Travis County Residents, 1991-1992
Policy Analysis.

Rate per 100,000

Results Category Population
Gender
Mortality. Death certificatereview reveaed Male 22.0
that during thetwo year study period, 155 Female 4.4
TravisCounty residentsdied asaresult d Age (Years)
firearm-relatedinjuries (13.2 deaths per 100,000 10-14 2.8
population). IN1991, 76 deathswere associated 15-19 25.7
withfirearms,; therewere 79 such deathsin 20-24 15.5
1992. On average, Sx county residentsdied 25-29 18.1
from gunfire each month. During the two-year 30-34 16.6
study period, firearms accounted for 4,604 years 35-39 12.4
d potential lifelost. 40-44 20.7
45-49 18.1
Table1 providesfirearm-related mortality rates 50-54 18.2
by age, gender, and race. Mdeswerefivetimes 55-59 2.7
morelikely to bekilled by gunfire than were 60-64 12.2
females. Thoseaged15to 19 yearshad the 65-69 13.8
highest firearm-related death rate (25.7 deaths 70-74 4.4
per 100,000 population). African-Americans 75+ 19.9
had 2.2 times higher mortality ratesthan whites Race/Ethnicity
and twicetherated Hispanics. African-Ameri- African-American 25.7
can maes, aged15to19 years, had the highest Hispanic 12.4
firearm-related death rated any group (145 White (non-Hispanic) 11.5
deaths per 100,000 population).
Figure 1. Firearm Related Mortality by Intentionality  Figurexillustratesfirearm-related
Travis County Residents, 1991-1992 mortality categorized by intent. Cf
N thel55firearm-related desths, 81
Suicide 52% (52%)weresaf-inflicted, 66 (43%)

were homicides, and eight (5%)were
other circumstances. The' other™
circumstanceswere seven uninten-
tional deathsand one death by lega
intervention.

Onehundred thirty-six (88%)d the
155firearm-rel ated deathsoccurred
in TravisCounty. Medical examiner
fileswerefound for 130 (96%)f
N=155 Homicide 43% thesefatdities.
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Medical examiner datawereavailablefor 75

(93%)d the81firearm-related suicides.

Resultsincluded:

¢ 81%(61/75) occurred in thevictim's own
residence

+ 55% (41/75) occurred on Monday, \Wednes-
day, or Thursday

& 77%(49/64) involved handguns (most used
cadibers: .38,.22, and .357)

Medical examiner datawaslocated for 53 (80%)
d the 65 firearm-related homicides.

Resultsincluded:

¢ 52%(23/44) wereshot in one concentrated
aread East Austin

& 49%(26/53) occurred on Friday through
Sunday

+ 83%(33/40) involved handguns (most
mentioned calibers: .22, .25, and .38)

t 94%(30/32) o thevictimsreportedly knew
their assailants (e.g., acquai ntances,
spouses/lovers, other family members)

Serious Morbidity (Hospitalizations). Fre-
arm-related injuriesresultedin 268 hospitaliza-
tionsat Brackenridge Hospital
during the two year period. In
1991,129 hospitalizationsoccurred
and in1992,139. O the 268 hospi-
talizations, 214 (80%)were among
Travis County residentsand 54
(20%)wereresidentsd other
counties. Analyses performedon
the data pertaining to Travis
County residentsfollow. Informa-
tion on non-TravisCounty resi-
dentsare not presented.

Onehundred and seven Travis
County residentswerehospitalized
for firearm-related injurieseach
year. Figure2illustratesthe N=pid
monthly distribution d firearm-

related hospitalizations. November had the
fewest admissions(11) and September the most
(25). On average, nineresidentswere admitted
each month.

Demographicinformationfor the214 Travis
County residentshospitalizedfor firearm-
related injuriesisfound in Table2 One hun-
dred and ten (52%)hospitalizationswere
among those residentsaged 15-24 years.

Oneout d every eightindividual shospitalized
(13%)waslessthen17yearsd age. Onehun-

dred eighty-six (87%)were maes. Ninety-nine
(46%) theresidentswere African-Americans.

Travis County residentshad a hospitalization
rate d 18 admissions per 100,000 population.
Maeswere6.7 timesmore likely to be hospital -
ized thanfemaes. Thoseaged15-19 years had
the highest admission rates (64.9 per 100,000

.population). African-Americanshad a34

higher admissionrate than Hispanicsand11.5
higher rate than whites. The highest hospital -
izationrate occurred among African-American
males, 15-19 years (472 per 100,000 population).

Figure3illustratestheday d theweek o
admissionfor the 214 hospitalizations. One
hundred and nineteen (56%)were admitted on
Friday, Saturday, or Sunday.

Figure 2. Hospitalizations by Month: Travis County
Residents, 1991-1992

# of Hospitalizations

May Jun Jul Aug Sep ©Oct Nov Dec

Figure4illustratesthelength d hospital stay of
214 Travis County residentsadmitted for fire-
arm-related injuries. Firearm-relatedinjuries



accountedfor 1,230 hospital-
izationdays. Themean
length d hospital stay was
sx days (rangel-33days).
Al d thel4 resdentsthat
stayed for lessthan one day
died. Eighty-eight patients
(41%) required careinthe
IntensiveCare Unit (ICU).
Firearm-relatedinjuries
accountedfor 255 ICU days.

O the 214 TravisCounty
residentshospitalized, 189
(88%)yecoveredand were
discharged. Twenty-five
patients (12%)died.

Law Enforcement Data.
Policereportswerelinked
with 202 (75%)d theoveral
268 hospitalizationsfor
firearm-relatedinjuries.

Law enforcementinforma-
tionwasfound for 188 (88%)
d the 214 Travis County
residentshospitalizedfor
gunshot wounds.

Table 2. Demographic Data for 214 Persons Hospitalized
for Treatment of Firearm Injuries: Travis County Residents,
1991-1992
Rate per
100,000
Number __Percentage Population
Gender
Male 186 87 31.7
Female 28 13 4.7
Age (Years)

59 2 1 2.4
1014 7 3 9.6
1519 53 25 64.9
20-24 57 27 41.9
25-29 28 13 21.2
30-34 26 12 21.5
35-39 17 8 16.3
40-44 11 5 12.7
45-49 6 3 9.9
50-54 5 2 11.4
55+ 2 1 5.4

Race/Ethnicity
African-American 9 46 78.6
Hispanic 59 28 22.9
White (non-Hispanic) 54 25 6.8
Unknown 2 1 —

Figure 3. Hospitalizations by Day: Travis County

Residents, 1991-1992

# of Hospitalizations

Tue Wed

Thu Fri
Day of Week

Sat

12

Sun

AsFigure5illugrates, thetyped
wegpon used most frequently in
TravisCounty shootings wasa
handgun. O thel69casesin
which the weapon type was
known, 147 (87%)involved a
handgun. Thefour most prevalent
caiber typesfor these handguns
were: 9 millimeter, 2 cdiber, 25
caliber, and 38 cdliber.

The geographicoccurrenced the
shooting was documented on 187

d the188 police reports. Ninety-
ninevictims (53%)wereshotin one
concentratedaread East Audtin.



Figure 4. Length of Hospital Stay: Travis County and two (86%)residentswere

Residents, 1991 -1992 shot by an acquaintance,
spouse/lover, or other family
# @ Days Hospitalized member. In17 (14%)) the

assudlts, thevictimsdid not
know their assailants.

Twenty (112@)lice reportsd
the188 hospitalized Travis
County residentsrevealed that
an additional 51 individualsalso
sustained gunshot woundsin
those shootings but were not
admitted to BrackenridgeHospi-
tal.

<1 1 2 3 4 5 6 7 8 9 10 11 12 13 13+ Medlcal Care Chal’geS Ma:“‘
N=214 Length of Stay (Days) ca charges (excludingphysician

Figure 6 illustrates firearm-related F'QL_'re 5. Type of Weapon: Travis County
injuriesby intent. Of the184 casesin Residents, 1991-1992

which intentionality could be deter-
mined, 150 (82%)nvolved assaults,
17 (9%)weresuicide attempts, 16
(9%) were unintentional discharges,
and one (%) wasrelated to alegal
intervention. (Thetotal d these
percentagesis greater than100%due
to rounding)

Handgun 87% e

Machine Gun 1%
Rifle 2%

Victim-offenderrelationship was
knownfor 119 (79%)d thel150
assault-relatedshootings and is
illustratedin Figure 7. Onehundred N

Shotgun 10%

=169

Figure 6. Gunshots by Intent: fees) for the 214 TravisCounty resi-
Travis Cou nty ReSidentS, 1991-1992 dents hosp|ta| izedfor firearm-related
injuriestotalled $2,202,8%4. With
charges per hospitalization ranging up
to $65,933, the average was $10,294
and the median, $6,200. Eighty-two
percent ($1,803465) d these medical
chargeswere uncompensated or paid
for with publicfunds.

Assault 82%

Unintentional 9%

Injury Prevention and Control Program
(512) 458-7266

Self-Inflicted 9%
N =184 Legal 1%
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Figure 7. Victim/Offender Relationship:
Travis County Residents, 1991 - 1992

Acquaintance 60%

Stranger 14%

Spouse/l.over 17% Other Family Member 96
N=119
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Haemophilus influenzae type b Infections (Invasive)

IN1993, 51 invasive Haemophilus influenzaetype  fact, 1ab results werereported on only four d
binfectionswere reported to the TexasDepart-  theinfectionsin childrenunder five. Two cases

mentd Health. Although this number was d septicemiawere confirmed as H. influenzae
dightly higher than the 42 casesreportedin typeb, and one cased meningitiswas caused
1992, the number d invasive H. influenzae by H.influenzaetyped. A non-typeablestrain

infectionsin children under fiveyearsd age of H. influenzae wasidentified inthe blood o a
continued to declinein1993; only 15 caseswere  child with septicemia.

reported - a48%reductionfrom the 29 cases
reported in thisage groupin1992. Evenmore  Only one possiblevaccinefailure was reported

remarkablewas that only one death from any in1993. Aninfantwith Down'ssyndrome
typed H.influenzaeinfection was reportedin received threedosesd the Hib vaccineat two,
1993, a 75-year-old man fromwhom H. four, and seven monthsd age. Twenty-five
influenzaetype cwasidentified in ablood daysafter the third dose was administered this
specimen. child becameill; hewas admitted to the hospital

threedayslater. H.influenzae type b wasidenti-

Widespread and increasinguse d vaccinesto fiedinablood specimen.

protectinfants and childrenfrom H. influenzae

type b (Hib)infectionshasresultedinoned the |mmunization Divison (512) 458-7284

greatest vaccine successstoriesin recent year's.

Prior tolicensure o thefirstHib Figure 1. Reported H. influenzae infections in Children
vacainesinloss, Texasexperi- <5 Years of Age: Texas, 1985-1993

enced up to 600 casesd the

diseasein preschoolerseach 700 |\umberd Cases

year. Since then, morbidity has
declined dramatically asillus-
trated in Figurel

Thecdlinica presentationsd the
invasive H. influenzaeinfection
reported in children under five
yearsd ageincluded septicemia
(9), meningitis(5), and cellulitis
(1). Specificlaboratory informa: _
tionrarely is provided with P 57 88 09 1990 9 9 93
initial diseasereports, and, in Reporting Year
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Hantavirus Pulmonary Syndrome

InJune1993 a newly recognized hantaviruswas
identified astheetiology d an outbreak d
severerespiratoryillnessesoccurringin the
southwesternUnited States. Since thisoutbreak
was recogni zed, sporadic caseshave been
identified throughout the United States, includ-
ing Texas. Thedisease, called hantavirus pul-
monary syndrome (HPS), ischaracterizedby a
prodrome conssting d fever, myagia, and
variable respiratory symptomsfollowed by the
abrupt onsetd acuterespiratory distress.
Among17 case-patientsstudied in the south-
west, hemoconcentrati onwas noted on admis-
sionin13(76%)and thrombocytopeniain12
(71%). Inall case-patientsreviewed, bilateral
pulmonary infiltratesdevel oped within two
daysd hospitdlization. Postmortem examina-
tion routinely revealed serous pleural effusions
and heavy edematouslungs. The hospital
coursewas characterized by fever, hypoxia, and
hypotension; recovery in survivorshas been
without sequelae. The mortdlity ratein the
United Statesfor 1993 was 43%.

Onecased hantaviruspulmonary syndrome
occurredin Texasin1993. The patient was a58-
year-old whitefemaefrom Angelina County.
OnJune9she had an acute onsetd fever, chills,
myalgias, generdized edema, and progressive
shortnessd breath over afive-day period. FHve
daysafter onsetd her illness, she wasadmitted
to aloca hospital with adiagnossd bilatera
interstitial pneumonia. Onadmissionshehad a
temperature d 102.3°F, arespiratory rated 26,
aheart rated 96, and ablood pressured 142/
80mm/Hg. Her physical exam was unremark-
able exceptfor pedal edemaand crepitation at

thelung bases. Her chest x-ray revealed bilat-
eral diffuseinterstitial infiltrateswhich pro-
gressed during the patient's hospitalizationto
includefoc d alveolar consolidation. An
echocardiogramwasnormal. Al bacterid,
fungd, and mycobacterid stainsand dl sputum
and blood culturesweregterile. Two daysafter
admission, raresmall petechiae were noted on
the patient's flanks. A blood specimenfor
hantavirus antibody testing was submitted.
Theserum had anisolated Seoul IgM antibody
titer o 1:1600 by ELISA with no detectable
antibodies by fluorescence.

Despite broad spectrum antibiotic therapy and
anondiagnosticendobronchial biopsy, the
patient had progressiveunexplainedrespira-
tory failureor Adult Respiratory DiseaseSyn-
drome (ARDS), requiringintubation. She died
nine days after admissionto the hospital.

The Texas Department d Health (TDH)
Zoonosis Control Rapid Response Team traps
rodentsin communitieswhereacased
hantavirushasbeenidentified. Noned the
rodentstrapped at 60 differentsitesin Angdina
County were postivefor hantavirusinfection.

The TDH Laboratory provideshantavirus
antibody testingfor individual swith unex-
plained ARDS Serafrom 83 patientswere
tested for hantavirusinfectionin1993; only the
one patient wasidentified.

Infectious Disease Epidemiology and Suweillance
Division (512) 458-7328,458-7676
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Hazardous Substances Emergency Events Surveillancein Texas

In October 1992 the Texas Department of Figure 1. Frequency of Spill Occurrence by
Health (TDH) received a three-year Coop-  County: Texas HSEES, 1993

erative Agreement Award from the
Agency for Taxic Substances and Disease
Registry (ATSDR) to participatein the
HazardousSubstancesEmergency Event
Surveillance (HSEES) program with
deven other states. TDH collected thefirst
full year & HSEESdatain1993. These
dataincluded time, place, responsible
party, chemicasspilled or released, and
resulting health consequencesincluding
injuries, deaths, and evacuations. Popula-
tion density estimates aso were collected.
to identify the number of individuals
potentialy at risk for each event.

The Hazardous SubstancesEmergency
EventsSurveillanceRevised Protocol d
Junel992 definesthe criteriafor inclusion
d aneventin thisstudy asfollows

¢ Theeventisan uncontrolledor illegd
releaseor threatened released oneor
more hazardoussubstances; and

¢ Thesubstancesthat are actually released
include all hazardous substancesexcept
petroleum products; and

¢ Thequantity d hazardoussubstances
which arereleased, or are threatened to be
released, need or would need to bere-
moved, cleaned up, or neutralized accord-
ing tofedera, state, or local law; or

¢ Thereisonly athreatenedreleased
hazardoussubstances, but thisthreat |eads
to an action (e.g., an evacuation) that can
potentially impact the healthd employ-
ees, responders, or the generd public.
Thisaction makesthe event digiblefor
inclusoninto thesurveillancesysem even
though the hazardous substancesare not
released.

Thegod d thissurveillance projectisto reduce
the morbidity and mortaity resultingfrom
hazardoussubstancesemergencies. In support
d the solefocus on emergency events, only

- B <10

Frequency

[Jo

10- 50
. 51-150
. >150

acute hedth effectswereincluded in the data
Thissurveillanceeffort does not addresslong-
term environmental or health effects.

IN1993 the Texas HEES Project investigated
1,259 hazardous substancesi ncidentswhich met
the project casedefinition. Thesereported
incihentsoccurredin ® d thestate's 254 coun-
ties 83%d thedates resdentslivein those
counties. Figurel showsthe geographic distri-
butiond thesespills. Seventy-nine counties
had ten or fewer chemicd spills, and many o
these had only one or two spills. Sixteen coun-
tieshad from 10 to 50 spills. Four countieshad
more than 50 reported chemica spills; these
wereHarris(367), Nueces(180), Galveston
(122), and Brazoria (60). Tabled presentsa
comparisond the ten counties with the highest
absolutespill count and the highestrated spills
(i-e. spillsper 100,000 population). Nueces,
Gaveston, Calhoun, and Hutchinson counties
areincluded on bothlists. Althoughrated
spills per 100,000 populationis only aweak
indicator d potential health consequences, the
higher spill rates per 100,000 most likely will
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Table 1. Comparison of the Ten Counties with potential victims, emergency medical
Highest Chemical Spill Frequency - by Absolute ~ Stéff, firefighters, HazMat team mem-
Count and Spills Per 100,000 Population: Texas  Pers andfor Locd Emergency Planning

HSEES, 1993. Committees(LEPC’s).
By Count By Spills/100,000 O thel,250 HEES casesinvestigated,
1. Hanis 367 1. Calhoun 247 66 events (5% yesultedin 715injuries
2. Nueces 180 2. Hutchinson 183 andfive deaths. Traumawasasignifi-
i- S;';’gris;‘)” ‘gg 2- Eﬁgtces ZZ cant contributor infour  thosefive
5. Calhoun 47 5: Chambers 60 dezlthcﬁ A!Lgatallté?waejr?mﬁg Indus-
6. Hutchinson 47 6. Galveston 56 tri emicasandlixediac 't'e_Sgener'
7. Jefferson 47 7. Dallam 55 atethemgority d the HSEESspill
8. Tarrant 36 8. Throckmorton 53 reports. However, incidentsin agricul-
9. Dallas 34 9. Matagorda 51 tural settings accounted for threed the
10. El Paso 10. Gray 50 five deathsin the study (Table3).

resultin higher per capitacostsfor emergency  In95%d the HEEES events resultingin injuries,
servicesprovided by hospitals, BMS police, an averaged four peoplewereinjuredin each
fire, and HazMat teams. incident. However, the remainingfive percent

d eventsresulted ininjury d 98,128, and 251
Excluding petroleum products, an estimated people. Even though these three events caused
65,000 chemicasin the marketplaceareconsid- alargenumber d injuries, no deaths occurred.
ered hazardoussubstances. The HEES

projectimplicated amuch smaller list, Table 2. The Most Frequently Spilled or Released
consisting primarily & mgor chemica : _
commoditiesproducedin the United Chemicals: Texas HSEES, 1993
States (Table2). Althoughtheinitia Rank Chemical Frequency'
purposed the1993 TexasHSEES L Benzene 6%
project was to monitor hazardous 2, Suffuric Acid 5%
substancesbesideschemicals, over 9% 3' é‘”l‘mﬁln'a? ed Bioh jg’
d theeventsinvestigatedinvolved . Pohchlornated Biphenyts 3%
hazardouschemicas. Lessthanone 6. Formaldehyde 3%
percentd the eventswere associated 7. Methanol 3%
with radiologica, medicd, or biologica 8. Sodium Hydroxide 3%
materials. 9. Ethylene Glycol 3%
10. Hexane 3%
The number d chemicalsinvolvedin 1 Sulr Dioxide 3%
e . 12, 1,2-Dichloroethane 2%
each spillincidentimpactsthecomplex- | 73 Hydrogen Sulfide o9
ity of cleanup operations, increasesthe 14, Chlorine 1%
risksd eXposures, and increases the * Percent of Texas HEES (1993) surveillancecases whichincluded this
ranged capabilitiesrequired fromfirst | chemical

respondersand their personal protec-

tive equipment. Datafor 1993indicate that 86%

d HSEES eventsinvolved only onechemica The HSEES project monitorsinjuriesand deaths
and eight percentinvolved two chemicals. in three population groups: employees, first
Ninety-ninepercentd HEESeventsinvolved  responders, and the genera public. In1993
four or fewer chemicas, and no eventsinvolved four employeesand one member d the generd
morethaneightchemicas Thislowfrequency publicdiedin HEESevents. Therewere

d multiple chemica eventsbodeswell for nuMmerousinjuriesin each group: employees
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Fgure 2. Frequency of Key Injuries by Victim
Category: Texas HSEES, 1993

(105), first responders(27), and the
genera public (569). An additional
fourteeninjured peoplewerenot
categorized. Not only were more
membersd thegenera public
injured, but they also suffered a
wider ranged injuriesthan either
employeesor first responders. The
frequency d variousinjuriesvaried
grestly between the three groups.
Thisvariation was mogt likely due
tothelevel d risk, asdetermined
by event proximity, knowledge,
personal protective equipment
(PPE), and prior chemica experi-
ence (Figure2). Noteworthy isthe
low incidenced respiratory irrita-
tion and chemica burnsamong
first respondersreative to that d
employeesand the general public. Theselower
ratesfor first respondersmay be attributed to
better knowledge, training, and used personal
protectiveequipment. Sncenearly al d the
genera public's 72 chemica burnvictimswere
injuredin one HEESIincident, this proportion
d injuriescaused by chemica burnsisnot
likely to occur again.

M Employee
First Responder
CIGeneral Public

0 % of Injuries by Category

The HSEESstudy tabul ated eleven categoriesd
injuries: trauma, respiratory irritation, eye
irritation, nausea/vomiting, heat stress, chemi-
ca burns, thermal burns, skinirritation, dizzi-
ness/CNS, headache, and " other'”. Heat stress
and thermal burnswererare;, eachwerere-
ported only once during the1993study. Two
major spill eventsresultedin 56" other™ types
d injuries. Inthelargest single event, 251

Table 3. Features and Characteristics Associated with Five Deaths: Texas HSEES, 1993.

OQutcome

Victim/Activity Location Actions
40-year-oldmale Industrial, Hams County, Weided ontank of unknown Explosionandimmediatedeath
Contract Welder ChemicalTank Storage contents; containedhydrogen by trauma for welder. Severe

17-year-oldmale
Driver (with.135%
bloodalcohol
level)

53-year-oldmale

Agticultural,

HPaso County, Feed Lot

sulfide (H,S) a decomposition
product of sodium sulfides.

Droveinto liquifiedammonia

(\H) tanks.

Industrial, Jefferson County, While on cat-walk, overcome by

chemicalbums forco-worker.

Severetraumaandchemical
bums. NH, leaks greatly delayed
patienttransporttomedical
facility. Died 2days later. One
responderinjured. Tenpeople
evacuated.

Chemicalasphyxiation,immediate

Employee PetrochemicalRefinery leakinghydrogensulfide (H,S). death.
47-year-oldmale Agiicultural. Plane crashedwhileloadedwith ~ Trauma, deathat scene of accident.
Pilot,Crop Duster NuecesCounty pesticide (Guthion).

46-year-oldmale
Pilot, Crop Duster

Agricultural, Hall County,

CottonGin

Planeloaded with Paraquat
crashed during take-off.
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Drove himself to hospital. 2°and 3°
chemicalandthermalburms over
70%o0f body andlungs. Severe
vomiting. Died 8 days later.




peoplewereinjured in Mt. Pleasant, Texas,
when they drank water contaminated with
sodium hydroxide. O all injuriesincurredin
thisincident, 32 typeswererecorded as' other"
and included sorethroat, diarrhea, and Gl pain.
The second eventinvolvedillegal recyclingand
dumpingd metallicmercury in Odessa, Texas,
and resulted in 24" other" typesd injuries
caused by mercury exposures.

Approximately seven percent of the1993 Texas
HSEES eventsresulted in 82 evacuations, re-
quiring the displacementd 9216 peoplefrom
their jobs, homes, and schools. Themedian
number d peopleevacuated duringan event
was15, whilethe averagenumber evacuated
was196. (A few evacuationincidentswith over
1000 evacueesskewed the averageto higher
levels) Thetimelengthd evacuationsaver-
aged 15 hours, withamediantimed two hours
and amaximum d 30 days.

Transportation eventswere eight percentd the
total 1993 Texas HEEES events, but accounted
for disproportionately higher levelsd injury,
death, and evacuations. Thirty-three percentd
transportationeventvictimsreceived injuries
which resulted in death or required hospitaliza-
tion, whileonly 3%d thevictims from fixed
facility eventssufferedinjuriesd equal sever-
ity. HSEESeventsoccurringduring chemica
transportationwere more thantwiceaslikdy to
requireevacuationas eventsoccurring at fixed
facilities (14%vs5.7%). The median number d
peopl e evacuated from a transportation event
was 75, whilethe mediannumber d evacuees
from afixedfacility eventwas15. Chemicd

trangportation has moved hazardous materias
away from trained and skilled workersinto the
domaind the morevulnerablegeneral public.

Thegod d the Texas HEES project is to reduce
the morbidity and mortality resultingfrom
hazardous substance emergencies. The project
team disseminatesresultsto partieswhose
interest and actionswill contributeto those
reductions. Organizationsreceivingthe HEES
results haveincluded state agenciesfor rule-
making and possblelegidation, responsible
parties, LEPCs for planning, and numerousfirst
responders. Texas HEESpresentationsat the
Departmentd PublicSafety, Emergency Man+-
agement Conferencewerewell received by
BMS firedepartment, and HazMat staff. By
directing education, community planning,
funding, and enforcement effortstowardsareas
d higher hedlth risks- thegoasd reduced
morbidity and mortaity can be met.

The Texas HSEES project thanks the Texas Natural
Resources Conservation Commission Emergency
Response Teamstaff and regional operations stags
for providing the project's primary notification for
chemical/hazardous material spillsand releases.
Without their support and cooperation, the Texas
HSEES project could not function.

Reference:

Hazardous Subdanoss Events Qurvdllance
Revised Protocol, June 1993. Division of Public
Hedlth Studies, Agency for Toxic Subganoesand

Disease Regdry.

Non-Communicable Disease Epidemiology and
Toxicology Division (512) 458-7222,458-7269
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Health Risk Assessment of Toxic Substances

The Health Risk Assessment and Toxicology Program (HRAT)ispart d the Divisond Noncom-
muni cable Disease Epidemiology and Toxicology at the Texas Departmentd Health (TDH). In
accordancewith a cooperative agreement between TDH and thefederal Agency for Toxic Sub-
stancesand Disease Registry (ATSDR), the HRAT conducts public health assessmentsto determine
thepotential public healthimpact o hazardouswastesitesand other environmental hazardsin
Texas. Thesesitesincludethoselisted on the U.S Environmental Protection Agency (EPA) Na-
tional PrioritiesList (NPL)d hazardouswastesitesand thoselisted by the Texas Natural Resource
Conservation Commission (TNRCC) on the State Superfund List. HRAT also evaluatesenviron-
mental data to providehealth-based consultationsfor citizens and other state agencies, and pro-
videsexpertwithess servicesfor the Attorney General's Officewhen required.

A public health assessment (PHA)istheevauationd dataand information on hazardous sub-
stancesin theenvironmentto determine their past, present, and futureimpact on public health.
Every PHA reviewsste-gpecificinformation, eval uates public healthimplications, responds to
community health concerns, and makes recommendationsfor follow-up health activitiesaswell as
actionsto reduceany health threat posed by thesite. HRAT staff may revisit asiteto completea
sitereview and update (SRU) when new environmenta databecomeavailableat sitesfor which
PHAs previoudy havebeen conducted. When citizens or state agencies request information or
pose specific questionsabout a particular chemica or site, the Program completesaHealth Con-
sultation. Documents submitted to ATSDR for publication undergo arigorousreview and revi-
sion processprior tofinal publication.

Thefollowingsummary includeswork performed by the Health Risk A ssessment and Toxicol ogy
Program during the1993 calendar year. Figurelindicatesgeneral locationsfor siteseval uated
during thesametime period.

Alamodome- San Antonio, Bexar County

Consulted with the Texas Natural Resource Conservation Commission (TNRCC) and the City o
San Antonio regarding the public health significance d soil contaminated with lead and other
wastesused asfill at thissite.

Atochem = Bryan, Brazos County

Performed aninitial publicinterest survey regarding a health study; mgor contaminantisarsenic.
Anaysesd thepublicinterestsurvey for thissiteindicated that out d thel7%d theresidents
respondingto thesurvey (115d 668), 37%(42) indicated they would not be willing to participate
inahealthstudy. TDH determined that responseto the survey wasnot sufficientto completea
public health study.

Aztec Mercury - Alvin, Brazoria County
Performed a health consultation regarding the Remedial Investigation Report for TNRCC, Septem-

ber1,1993.
Bestplate, Inc. - Dallas, Dallas County

Completed ahealth consultationfor thissiteand forwarded it to the TNRCCfor their review and
comment, August 25,1993. Contaminantsd concernare nickdl and €hromium.
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Brio NPL Site- Friendswood, Harris County

Performed a health consultationfor the TDH, Shellfish Sanitation Division pertaining to volatile
organiccompounds detected infish tissue. Provided county health departmentswith information
allowing them to remove a ban on contact recreetionfor Clear Creek.

Corpus Christi Refineries- Corpus Christi, Nueces County

Began collecting citizen concernsand environmental data associated with these refineries, summer
1993. Participatedin developinga public interest survey questionnaireto be sent to residents
around thisste; mgor contaminantsare petroleum, hydrocarbons, and benzene.

Crystal City Airport NPL Site- Houston, Harris County
Submitted draft site review and update to ATSDR, February 1,1993.

Donna Reservoir - Hidalgo County

Found that fish sampled i n the area contained excessive FCB concentrations. After completingan
evaluationd contaminant concentrationsrel ated to health comparison values, TDH issued afish
consumptionadvisory that strongly discouraged consumptiond any fish caught at the Donna
reservoir, Arroyo Colorado, and all irrigation canalsin Hidalgo County.

Fabstedl, Waskom - Harrison County

Responded to the Texas Officed the Attorney General regarding ascientific peer review d the
health assessmentfor thissite. A TDH employeeserved as an expert witnessfor the Stateduring a
subsequent court hearing. The amount awarded to the State for damages was $300,000.00.

Fort Bend County Municipal Landfill - Rosenberg, Fort Bend County
I nvestigated concernsassoci ated with thismunicipal landfill.

French Limited NPL Site- Crosby, Harris County
Submitted revisonfor blue cover (final) publicationto ATR January 8,1993. Contaminantsd
concern arevinyl chlorideand polychlorinated biphenyls (PCBs).

Frisco (City of) - Collin County
Prepared interagency memorandum on September 7,1993 regarding a TNRCC proposed " health
effectsstudy™ for lead contamination.

Genevalndustries NFL Site- Houston, Harris County
Submitted arevisonto ATSDR for blue cover (final) publication, January5,1993. No comments
werereceived during the public comment period.

Gibraltar Chemical - Winona, Smith County
Investigated concernsassociated with hazardous wasteinjectionwell (wastemixing and waste
storage) at citizens request; visited with concerned citizensin August1993.

Highland Acid Pits NFL Site- Highlands, Harris County
Submitted SRU to ATSDR, April 20,1993. Submitted revised final SRU, August 6,1993.
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Hi Yield - Commerce, Hunt County
Performed a PHA; mgor contaminantisarsenic. Commented on action levelsfor the pesticides
found in sampleresultsfrom waste pilesassociated with the Hi-Yidd sitefor the TNRCC. At-

tended public meetingson April 22 and August 26,1993.

Houston Scrap - Houston, Harris County
Prepared aPHA for thissiteand forwarded it to the TNRCCfor their review; major contaminants

arelead and PCBs.

Milby Street Site= Houston, Harris County
Reviewed TNRCC's proposed Corrective Action Plan. Mgor contaminantsare lead and total

petroleum hydrocarbons.

Mount Carmel Complex (Branch Davidian) - Waco, McLennan County

Attended aninteragency meeting with Texas Air Control Board, TexasWater Commission, Texas
Attorney General's Office, and law enforcement officialsto discuss possibleoptionsfor restricting
entry onto site by public, May 17,1993. Completed a public health consultationand TDH issued a

Quarantine Order restrictingentry.

Niagara Chemical - Harlingen, Cameron County
Reviewed TNRCC risk assessmentfor thissite.

North Cavalcade Street NPL site - Houston, Harris County
Submitted a health consultationto address controlsand respond to community health concerns,

September 24,1993.

Odessa Chromium II NPL site - Odessa, Ector County
Prepared a health consultationto address used contaminated groundwater i n evaporative coolers
and for irrigation o home gardens, September 14,1993.

Old Brazos Forge Facility - Brenham, Washington County
Performed health consultationfor TNRCC regarding residential property inthevicinity d the Old
Brazos Forgesite; mgor contaminantischromiumin drinking water.

Pesses Chemical NPL Site - Fort Worth, Tarrant County
Submitted draft SRU to ATDR, June9,1993. Contaminantsdf concernwere cadmium, lead,

copper, and nickel contaminationin soil.

Petro Chemical Systems NPL Site- Liberty County
Submitted revised health assessment to ATSDR for blue cover (final) publication, February 11,

1993.

Sheridan Disposal Services NPL Site- Hempstead, Waller County

Submitted draft SRU to ATSDR, June 21,1993. Contaminantsinclude volatile organic compounds
(VOCs) and polychlorinated biphenyls (PCBs). Responded to EPA commentson thisSRU on
December 14,1993.
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Sikes Disposal PitsNPL Site- Crosby, Harris County

Submitted PHA action plan to assess|ead i n neighborhood water wells, September 30, 1993.
HRAT saff conducted afollow-up action to collect drinking water samplesfor lead analysisfrom
residential wellsand associated home plumbing, December 21,1993, Sampleswere submitted to
the TDH laboratory for analyses.

Sol Lynn NPL Site- Houston, Harris County
Submitted draft SRU to ATDR, July 23,1993. Responded to EPA commentson November 3,1993.

South CavalcadeNPL site
ThisSRU was revised to includeagency commentsand forwarded to ATSDR on December 30,
1993.

TexarkanaWood Preserving Company NPL Site- Texarkana, Bowie County
Submitted draft SRU to ATSDR, August 24,1993.

Thistle Creek - Cibolo, Guadalupe County
Completed a health consultationto address public health concernsregardingalocal landfill in
responseto acitizen's request.

Triangle Chemical Company NPL Site~ Bridge City, Orange County
Submitted draft SRU to ATSDR, September 24,1993, Chemicalsd concerninclude VOCs.

United CreosotingNPL Site- Conroe, M ontgomery County
Forwarded ablue cover (final) copy d thishealth assessment addendum to thelocal repository for
recordsconcerningthissite.

Non-Communicable Disease Epidemiology and Toxicology Division (512) 458-7269,458-7222

24



Figure 1. Health Risk Assessment Activity Locations, 1993

1. Alamodome
San Antonio, Bexar

2. Atochem
Bryan, Brazos

3. Aztec Mercury
Alvin, Brazoria

4. Bestplate
Hutchins, Dallas

*5. Brio
Friendswood, Haris

6. Corpus Christi, Refineries
Corpus Christi, Nueces

*7. Crystal City Airport NFL

Crystal City, Zavala

8. Donna Reservoir
Hidalgo County

9. Fabsteel
Waskom, Harrison

10. Fort Bend Co. Landfill
Rosenberg, Fort Bend

*11.French Limited
Houston, Harris

12. Frisco (City of)
Frisco, Collin

*13.
14,
*15.
16.
17,

18.

20.
*21.

*22.

Geneva Industries
Houston, Haris

Gibraltar Chemical
Winona, Smith

Highlands Acid Pis
Houston, Hais

Hi-Yield
Commerce, Hunt

Houston Scrap
Houston, Haris

Milby Street
Houston, Haris

Mount Carmel Complex
(Branch Davidian)

Waco, MclLennan

Niagara Chemical
Harlingen, Cameron

North Calvacade Street
Houston, Haris

Odessa Chromium i
Odessa, Ector
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*25.

*26.

*27.

*28.

*29.

*30.
. Preserving Co.

31.

*32.

*33.

23.

Old Brazos Forge Facility
Brenham, Washington

Pesses Chemical
Fort .Worth, Tarrant

Petro Chemical Systems
'‘Lubbock, Liberty

Sheridan Disposal Services
Hempstead, Wdaller

Skes Disposal Services
Crosby, Haris

Sa Lynn
Houston, Hamis

South Calvacade
Houston, Hamis

Texarkana Wood
Texarkana, Bowie

Thistle Creek
Cibolo, Guadalupe

Triangle Chemical
Bridge City, Orange

United Creosoting
Conroe, Montgomery

*National Priorities Listing Sites



Hepatitis, Viral

Vird hepatitisisacollectiveterm used to
denoteany d several viral diseases
whosetarget organistheliver. The
magor virusesin this category are hepati-
tisA virus(HAYV), hepatitisB virus
(HBV), hepatitisC virus (HCV), hepatitis
Dvirus(HDV, asoreferred to as Deta
agent), and hepatitisk virus (HEV). C
thesefiveviruses, HAV, HBV, and HCV
accountfor the mgority d the reported
hepatitisin Texas. HepatitisD isreported
infrequently, with casesidentified gener-
aly from our mgor metropolitanaress.

Table 1. The Incidence and Demographics of
Hepatitis A in Texas, 1992 and 1993.

1993 1992

Case Total 2798 1828
Counties Reporting 111 106
Incidence Rate

(per 100,000 population) 156 104
By Race/Ethnicity:

White 83 56

Hispanic 308 204

African-American 6.0 4.0

Male/Female Ratio 1:1 1:1
Deaths 1 3
Case/Fatdlity Ratio

0.04% 0.2%

Nationwide, indigenouscasesd hepatitis
E haveyet to bereported, athough epiderniolo-
gists in the local health departments along the
Texas-Mexicoborder areawared the possbil-
ity that sporadiccasesd thisentericinfection
may occur in their communities.

IN1993, 4,722 casesd viral hepatitiswere
reportedin Texas. Thisfigure representsan
increased 23.2%from the previousyear's total
d 3833 cases. Aswith previousyears, the1993
total includescasesreported for each d thefour
virustypes presentin thiscountry (A

through D) as well asthose reported as

self-limiting viral infection of the liver acquired
viaan enteric modedf transmission. Sgnsand
symptoms, when present, may include vomit-
ing, diarrhea, malaise, right upper quadrant
discomfort, lossd appetite, dark urine, and
jaundice. Immunity followingHAYV infectionis
usually complete, thereby preventing
reinfections. Theleve of susceptibility to HAV
infection within a population is greatest during
childhood; the percentage of susceptible Per-
sonsdrops with age. The number of susceptible

personsis extremdy difficult to gaugewith

"hepatitisnon-A, non-B" (NANB)and Figure 1. Incidence Rate per 100,000 of Hepatitis

"hepatitis, type unspecified.” The

| atter denotes a category established to
accommodate the reportingd cases
identified primarily onaclinical basis.
Accountingfor 87.9% o theviral
hepatitiscasesreportedin the state,
hepatitisA and B remainthe principle
typesd hepatitis. For every ten cases
d viral hepatitisinfection reported to
TDH, sx werehepatitisA. The num-
bersd casesand correspondinginci-
denceratesfor individual countiesare
provided in the Regiond Statistical
Summary Section.

Hepatitis A

HepatitisA, oned the most frequently
reported diseasesin Texas, isan acute,

Rate

A: Texas, 1993

01- 60

51- 100 P
ﬁ%l

B o01-150

> 15.1
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accuracy. Theannual incidenceratesfor this

diseaseand for the other typesd viral hepatitis Thedemographic patternsd diseaseincidence

are considered cruderatesin that the denomi-
nator representsthe total populationrather
than thetotal population minusthose persons
who areimmune (or chroniccarriers, aswith
hepatitisB and hepatitisC).

Figure 2. Reported Cases of Hepatitis A per 100,000
Population by Race/Ethnicity and Sex: Texas, 1993

Incidence Rate Per 100, 000

30
25
20
15
10

5

M OF

for hepatitisA have remained remarkably
consistent over recentyears (Figures2 and 3).
Asin previousyears, morbidity isconcentrated
disproportionatelyin the Hispanic popul ation,
and in1993 accountedfor slightly morethan
haf (53.6%)d casesreported statewide. Onein
every threecaseswasreported
among whitesand only 4.4%d the
caseswerereportedin African-
Americans. Although malesand
femaesgeneradly were affected
equally, attack ratesdiffered with
respect to age groups and race/
ethnicity. Among whites, 53.7%0f
caseswerereportedin persons
betweentheagesd 20and 40. In
contrast, only 21.2%d the cases
among Hispanicswereadultsin
that ssmeagerange.

Asin previousyears, the group
with the highest attack ratefor

0]

White

Hispanic

SnceHAYV isan entericvirus concentratedin
gtoal, infectionisacquired when a person
ingestsfecally-contaminated food or beverages
or placesfecally-contaminated objects(e.g.,
fingers, cigarettes) in the mouth. Person-to-
personspread isrelatively commonin families
and day-care centers. Good
persona hygiene, withan
emphasison handwashing, is
the key to prevention.

IN1993therewere 2,798 casesd
hepatitisA reportedfrom 111 40
counties, representing a78.3%
increase over thecasetotal o 30
1,828 in1992 (Tablel). Inci-
denceratesby county are pre- 20
sentedin Figurel. Over 99%0f
hepatitisA casesreported were 10
diagnosed serologicaly. There

was only one death; theimmedi- o LiEEe
atecaused deathwaslisted as <1
fulminant hepatitis.

African-American

1-4
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hepatitis A wasHispanic children.
Almost one-fifth (18.4%)d all
caseswere Higpanicchildrenfive to nine years
d age, and 38.7%d thecasesin Texaswere
diagnosedin aHispanic person under theage
d Dyears. Thistrendin hepatitisA morbidity
suggeststhat Hispanicstend to acquireinfec-
tionearly inlife. Incomparison, theincidence

Figure 3. Reported Cases of Hepatitis A per 100,000
Population by Age Group: Texas, 1993
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d diseasein whitesisoften delayed until young
adulthood. Differencesin socioeconomic set-
tings, association with groupsd children, and
quality d environmental healthare all impor-
tantfactorsin thespread d hepatitisA.

Of thethreemgor typesd viral hepatitis,
hepatitis A is the one most associated with
outbreaks. Spread d infectionviafecally-
contaminated food isatypical exampled a
"point source' outbreak. Wherethetransmis-
siond foodbornehepatitisA in group settings
isconcerned, there are two possibleoutcomes.
In thefirst Situation, infected foodhandlersare
diagnosed shortly after onset d symptoms, and
prevention measuresareimplemented rapidly
to curtail further spread o hepatitisA infection
to coworkersand patrons. 1n1993 thisscenario
occurred in aSan Antoniorestaurant that
provided ahigh volumed serviceon aweekly
basis. Serum samplesfrom twofoodhandlers,
both contacts o another infected foodhandler
onemonth prior, wereserologically confirmed
for acute hepatitisA. TheSan Antonio Metro-
politan Health District arranged for patronsand
restaurant workersto receiveimmuneglobulin
(1G). Approximately 2500 dosesd I1G were
given at therestaurant's expense. Despitetheir
effortsto minimizetheimpactd this potential
outbreak, the restaurant|ost about half d its
businessin theweeksthat followed. However,
therestaurant hassincerecovered fromthis
incident.

Thesecond possi bleoutcome occurswhen
infected foodhandl ersdo not get diagnosed or
somehow fail to cometo theattentiond public
health personnel in atimely manner, and an
outbreak o hepatitisA developsin coworkers
and patrons. A situationd thisnature occurred
inthefall d 1993in central Bowie County. A
foodhandler had onset d hepatitisA shortly
before the Labor Day weekend and, despite
having seen a physician about thisillness,
continued to work at two restaurantsin the
county. Withinthreeweeksadditional casesd
hepatitisA werereported in which theindi-
vidualshad eaten at one or the other establish-
ment. To determinethe prevalenced acute

hepatitis A amongfoodhandlersin thearea, the
Bowie County Health Department conducted a
serologicsurvey d 128 foodhandlersfrom
various restaurants. O theseworkers, 33
(25.8%0showed evidenced hepatitisA anti -
body, but only two (theindex foodhandler and
afoodhandler from another restaurant who had
onset of symptoms during the outbreak)
showed evidenced recent acuteinfection. By
late October some 20 caseshad beenlinked to
thisoutbreak. Since theindex casewas not
reportedin atimey manner, thisoutbreak was
ableto spread to patrons/consumers, thus
servingasareminder thatilinessin
foodhandlersshould alwaysbe amatter d
public health concern.

The community-wide outbreak, compared with
the point-sourceclustersd hepatitis A infec-
tions, remainsthe most difficult to detectand
control. Thosefactorswhich contributeto the
difficultiesencountered in managing thistype
d outbreak include thefollowing

+ insdious beginningswith asymptomatic
or subclinical cases,

+ person-to-person spread through severd
cyclesor wavesd infection;

+ transmissonamongfamilies, friends,
neighbors, and especialy extended fami-
lies

+ highattack ratesin children under theage
d 15, with themgority o symptomatic;
illnessoccurringin children agesfiveto
nine and

+ asymptomatic, subclinica, or unreported
casesthat perpetuate the outbreak by
shiftingthecoursed theoutbreak froma
central focus(or foci) to the more diffuse
person-to-personmeansd transmission.

The most notable community-wideoutbreak in
1993 occurredin Nueces County (Figure4). The
outbreak probably started during the Fourth o
July weekend; thefirst wave d caseswas
detectedin August. Atleastfour wavesd cases
occurred during1993, as casescontinued to be
reported well into1994. Since thisoutbreak
occurredin thelatter third o theyear, itScon-
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Figure 4. Community-Wide Outbreak of Hepatitis A: theimportanced good personal

Nueces County: Texas, 1993

Number of Cases

JAN FEB MR APR MAY JUN JuL AUG  SEP
Months In 1993

Week Number

tinuation may have been sustained by the
group events, fedtivities, and food functions

hygiene and sound environmen-
tal health may havefaded from
theforefront o attentionaswell.

Hepatitis, Type Unspecified

Thenumber d casesd " hepeti-
tis, typeunspecified reportedin
Texas continuesto drop; thel57
casesreportedin1993reflected a
17.8%decreasefrom the191 cases
reportedin1992 (Table2). The
unspecified category isused
mostly to report casesd hepatitis

8 10 12 14 16 18 20 22 24 26 23 30 32 34 36 38 40 42 44 45 48 50 52 that are di@nochﬁnicaﬂy,

ooT  Nov  DEC without specific hepatitisserol -
ogy. In1993, 97% o thesecases
werereported onthebasisd a
dinicd diagnosisalone. Almost haf were
reported from Houston and the Dallas/Fort

asociated with theholidays. O thecasesthat  ~ \Worth Metroplex.

wereidentified in 1993, gpproximatey 50%

occurredin childrenunder theaged 15, oned  Theincidence patternsd unspecified hepatitis
every five casesoccurred in achild betweenthe  resemblethose d hepatitis A (Figures5 and 6).
agesd 10 and 14 years. Transmissonamong Aswith hepatitisA, most casesoccur in His-

family membersaccounted for at |east16%d panics, and attack rates are highest among the

thecases. Therewere A casesd hepatitisA

reported in the 1993 portion of this com-
munity-wideoutbreak. Compared with
the county casetotal d 10 casesin1992,
this outbreak total representsan 840%
increasein hepatitis A incidencefor this
area

Thenumber d casesand incidencerates
by county are providedin the Regiond
Statistical SummariesSectionof this
report. 1N1992 therewas asharp decrease
inincidenceratesin the border counties,
in1993 theincidenced hepatitisA re-
bounded to pre-1992 levelsin amost

Table 2. The Incidence and Demographics of
Hepatitis, Type Unspecified: Texas, 1993 and
1992.
1993 1992

Case Total 157 191
Counties Reporting 25 33
Incidence Rate

(per 100000 population) 0.9 1.1
By Race/Ethnicity:

White 0.5 0.8

Hispanic 1.6 1.7

African-American 0.8 1.0
Male/Female Ratio 1:1.2 1.2:1
Deaths 4 3
Case/Fatality Ratio 2.5% 1.6%

every county. Thisfluctuation probably
reflectsa temporary declinein hepatitisA
incidencedue to intensive health education

children. Theincidenceratefor Hispanicsin
1993 was 1.6 cases per 100,000 population, arate

campaigns promotingthe preventiond enteric  whichisdoublethatfor African-Americansand
disease. Thesecampaignswereconductedin three timesthe rateamong whites. Morethan

responseto thethreat d cholerainthearea

onethird (37.6%)f the casesoccurredin chil-

Once the threat disappeared, themessageabout  drenlessthan15yearsd age (Figure6). O
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those, Hispanicchildrensus-

tained the highest attack rates.
Oned every four (26.1%)un-
specified hepatitiscaseswasin a
Hispanicchild under theaged

ten. Inwhites, illnesstended to
occur inyoungadults, ages 2 to

44. Agan, thisincidencepattern
isstrikingly smilar to that d
hepatitisA, inwhichdisease
occursearly inlifefor Hispanics,

but at amore advanced agefor
non-Hispanics. Thenearly equal
distributiond casesbetween 05
malesand femalesisaso typical

d thatfor hepatitisA.

Four deaths due to fulminant

hepatitisd undetermined origin
werereported in thiscategory. Threed the
four werefemales, rangingin agefrom 36 to 67
years.

Hepatitis B

HepatitisB, thesecond mgor typed vira
hepatitis, isclinicaly indistinguishablefrom
hepatitisA. HepatitisB virus (HBV)isfound in
the blood and certain body substances(e.g.,
samen, vaginal secretions, saliva) d infected
persons. Transmissond thevirusrequires

Figure 6. Reported Cases of Unspecified Hepatitis
per 100,000 Population by Age Group: Texas, 1993
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Figure 5. Reported Cases of Unspecified Hepatitis
per 100,000 Populationby Race/Ethnicity and Sex:
Texas, 1993
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Hispanic African-American
percutaneousor mucosal contact with these
infectioussubstances. Activitieswhichfacilitate
HBV transmissionincludeinjectiondrug use
with shared needles, sexual contact with mul-
tiple partners, person-to-personcontact with an
HBV -infected person, and occupational expo-
sureto blood or certain body fluids. Ussd
hepatitisB vaccineis effectivein preventing
infectionin both pre-exposure and post-expo-
surecircumstances. Many peoplewith newly
acquired hepatitisB infectionsrecover, but
someremain chronicaly infected. Thischronic
carrier state often leads to more
severeliver diseasesuch as
cirrhogs, chronic active hepati-
tis, or evenliver cancer. Recent
advancesin the trestment o
chronic hepatitisB haveled to
approval d apha-interferonuse
for advanced liver disease. This
formd therapy has been moder-
ately successful in the treatment
d chronichepatitisB patients.

IN1993, 1,354 casesd hepatitisB
were reported to TDH from 109
counties. Therehasbeena
decline in incidence levels over
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Figure.7. Incidence Rate per 100,000 of
Hepatitis B: Texas, 1993
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the pastfew years. The1993 case totd repre-

sentsan11.4%decreasein the number d cases
compared with the1,528 casesreported in1992
(Table3). Figure7illustratestheincidence

group with the highest attack rate in each of the
mgjor race/ ethnic groups, adults 20 to 29 years
d age, accounted for approximately 31.8%d
the cases. Many casesa so occurred among
adults30 to dyearsd age. Overall, seven d
every ten hepatitisB casesin Texaswereadults
aged D to O yearsold. Thesx deathsreported
for hepetitisB in1993were evenly distributed
among malesand females. Theagesd the
deceased were clustered into two groups: those
inther sixtiesat thetime d their death and
thosein their thirties. Fulminant hepatitis
typically islisted as theimmediatecause o
deathin acute hepatitiscases.

Hepatitis D

Hepatitis D virus (HDV) infectionsoccur only
in personswith active hepatitisB infectionsin
either the acuteor chronic phase. The progno-
ssfor HDV infections dependson thestatus d
the HBV infection. Personsacutely co-infected
with both viruses, even when such conditionis
severe, recover morefrequently than do those
personswith acute HDV infectionsuperim-

ratesd hepatitisB by individual counties | Table 3. The Incidence and Demographics of
inTexes. Morethan 99%d the caseswere | Henatitis B: Texas, 1993 and 1992.

reported on the basisd specific hepatitisB 1993 1992
serology. Case Total 1354 1528
Since hepatitisB isablood- and body sourties Reparting 7 124
fluid-borneinfectionspread primarily (per 100000 population) 7.5 8.7
through the high-risk behaviorsand By Race/Ethnicity:

practicesd adultsand adolescents, the White 5.1 6.4
distributiond casesby age, sex, and race/ Hispanic .0 6.1
ethnicity isvery different from that Alfrican-American ]] 11;? ]] ;;?
hepatitisA (Figures7 and 8). For d| three gg;%zemc”e Ratio * 0
race/ethnic groups, hepatltISB OCCUrs Case/Fatality Ratio N o7 1.3%

morefrequently in malesthaninfemales.
Generally, thereare gpproximeately three cases
among malesfor every two casesinfemales.
African-Americanshave the highest attack

rates, the1993incidencerated hepatitisB
among African-Americanswas more than twice
that for either whitesor Higpanics. Incontrast
to hepatitisA, whereattack rates are highest
among young children, hepatitisB occurs
mainly in adolescentsand adults. Theage
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posed on achronic HBV infection, acondition
referred to asasuperinfection. Although HDV
infectionis closaly associated with hepatitisB
infection, HDV clearly belongsto avirusgroup
diginctfromthat & HBV.

HepatitisD is underreported becauise most
cliniciansdo not routinely order specificsero-
logic testswhen evaluating their hepatitisB



patients. HepatitisD, however,  Figure 8. Reported Cases of Hepatitis B per 100,000
usually issuspected whenthe Population by Race/Ethnicity and Sex: Texas, 1993
HBsAg-posgitive patient presents

with unusually severesymp- 1 Incidence Rate BN OF
toms, very high transaminase

levelsin theliver function tests 12

and ahistory d injection drug

useand sharingd needles. 10 &

IN1993 only onecased hepatitis
Dwasreportedto TDH. The 6
patient was an eight-year-old
Hispanic girl from Odessa (Ector 4
County). Shesurvived her
illness. Her onsetd illnesswas
in October 1993. Serologictest 0 <
resultsfor hepatitisB and hepa- White Hispanic African-American
titis D indicated recent acute

infection by both HBV and HDV. Intrafamilial ~ Symptomsaresimilar to, but lessseverethan,

transmissond bloodborneinfectionwas thosed hepatitisA and B. Asymptomatic
probably therouted transmissonsincethe infectionsarecommon. Fifty to 0% d acute
moretypical risk factorsweremissingfromthe  infectionsbecomechronicand 20%d chroni-
patient's history. cally infected patients develop cirrhosis, amgor

caused deathin thiscountry.

Figure 9. Reported Cases of Hepatitis B per 100,000 Currently, alpha-interferonis

. . used to treat chronicliver dis-
Population by Age Group: Texas, 1993 dueto HCV infecion. A

Iaborato test icfor
epatitis anﬂ%
commerc1ally avallablein1990.

Sincethen, increasing numbers
d liver diseasepatientshave
been screened to evduate their
candidacy for thisintensiveand
codly formd treatment.

Incidence Rate

Thesarologic diagnosisd acute
hepatitisCisdifficult because
the availablelaboratory testis
incapable of distinguishing
Age Group in Years acute diseasefrom chronicor
previousinfections. Thisprob-
lem makes surveillancefor acute hepatitisC

<1 1-4 59 10-14 1519 20-29 30-39 4049 5059 60+

Hepatitis C labor-intensiveand frustrating S nce communi-
cablediseasesurveillancein Texasfocuseson
HepatitisCisthe second mgor formd theincidenced acuteinfections. Asmany as
bloodborneviral hepatitis. Thisdiseasehas 80%0f reportsd hepatitis C antibody-postive
been the predominantform d transfusion- patientsreceived by TDH in1993 reflected non-
transmitted hepatitissince themid-1970s reportablechronic conditionsor past infections.
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Table 4. The Incidence and Demographics of
Hepatitis C: Texas, 1993 and 1992.
1993 1992

Case Tad 384 255
Counties Reporting 68 44
Incidence Rae

(per 100,000 population) 2.1 1.4
By Race/Ethnicity:

White 1.9 1.4

Higpanic 2.0 0.9

AfricanrAmerican 2.1 2.4
Male/Female Raio 1.7:1 1.8:1
Deaths 1 0
Case/Fatdlity Ratio 0.3% 0.0%

Figures9and 10 show the distribution o
cases by age, race/ ethnicity, and sex for
hepatitisC. Approximately half o the
cases occurred among whites (53.3%).
Three d every ten hepatitisC caseswere
amongwhitemales. Only 21 casesoc-
curred amongchildren and adol escents.
The patientswho were<1 year d ageat
the time d diagnosiswereolder than six
monthsd age (so that maternal antibody
would have cleared) or had a documented
conversonfrom aseronegative to
seropositivestatus. Ineachrace/ethnic

At present, liver function profiles and clinical
information must be evaluated to ascertainif
anti-HCV -positivepatientshave acute hepatitis
C. Soon therewill be more widespread distri-
bution and used newly developed|aboratory
tests which measure the presence of HCV RNA.
RNA testsare useful in identifying patients
with HCV activity that indicates ongoing
infection. Althoughthe HCV RNA testsdo not
distinguish between acute and chronic HCV
infections, theinformation provided from these
testsisimportant to the overall clinical manage-
mentd the patient's condition. Inaddition,
testsspecificfor thelgM classd
antibodies will becomeavail-
adle.

IN1993,384 cases d hepatitisC
werereported from 63 Texas
counties (Table4). Thel993 case
total reflectsa50.6%increase
over the 1992 total. The number
of casesprobably will continue
toincrease as theability to
diagnose the acute condition
improves. Morethan 99%d the
caseswere reported initially on
thebasisd specific serology.
Therewasone death reported
among the patients with acute
illness, a 29-year-old woman
from Central Texas.

group, adults under theage d 45ac-
counted for eight d every ten cases. This
rate suggeststhat blood and body fluid expo-
suresviaadult, high-risk behaviorssuch as
injection drug use with shared needles, place

this group at highest risk.

TDH received numerous reports via screening
programs df personswho were positivefor

hepatitisC antibody. Invariably, theseindi-
vidual swere asymptomatic but werebeing
tested becausethey had elevated liver function
test results, or because testing was required
prior to blood or plasmadonation. These cases
were not reported as acute because they did not

Figure 10. Reported Cases of Hepatitis C per
100,000 Population by Race/Ethnicity and Sex:
Texas, 1993
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meet casedefinitioncriteria
The Centersfor Disease Control
and Prevention (CDC) aso does
not accept reportsfrom blood
banksor plasmacenters.

Toillustratethe problemsthat
local health departmentsen-
counter with hepatitisC survell -
lance, amedical chartreview
was undertaken d hepatitisC
casesreported to TDH from the
Austin/ Travis County Health
Departmentin1993. Cf 249
initial reportsfor hepatitis C,
over 85%d theseoriginated
from the city hospital. Figure
11 depictstheclinical statusd
these patients. Only 17% of the patients had a
clinical presentationcons stentwith acute
hepatitis, and these caseswerereported. Pa-
tientswith chronicliver diseaseor related

Figure 12. Clinical Status of Anti-HCV-Positive

Patients: Travis County, 1993

Other medical reasons
without significanthistory
152% Unknown, N/A

14.9%

Acute hepatitis C
16.9%

8.4%

Other medical reasons
' with significanthistory
22.9%
Chronic liver disease
21.7%

N=249

diseaseconditions of the biliary and pancrestic
systemsaccountedfor 21.7%d thetotal. Many

(38.1% of the total) were admitted to
the hospital for other medical reasons; hepetitis

serology was performed to follow up an el-
evated liver function test or prior to surgical or

<1 14

Chronic diseases

Figure 11. Reported Cases of Hepatitis C per 100,000
Population, by Age Group: Texas, 1993

5 Incidence Rate per 100, 000

59 1014 1519 2029 30-39 4049 5059 60+

Age Group in Years

obstetrical procedures. 3x d ten patients
admitted for other medical reasons had signifi-
cant risk factorsfor hepatitisC such assurgeries
and/or transfusionsprior to 1990, substance
abuse, or injectiondrug use. Many d
thesepatients had underlying diseases
such astubercul os swhich exacerbated
their liver problems. It was evident
from the patients medical history that
high-risk behaviorsassociated with
substance abuse and injectiondrug use
contributed to progressionto chronic
hepatitisCinat least hdf o those
patients admitted for other medical
reesons. Medicd recordswere not
availablefor approximately 15%d the
patients.

The purposed theseeffortswasto
document the magnitude d hepatitisC
reportsand to demonstrate the diffi-
culty in distingui shing between inci-
denceand prevdence. However,
public hospitals serve & greater proportion of
the genergy population that engages in high-risk
behaviorsthan do private sector hospitals. A
high proportion of hepatitis C antibody-posi-
tive patientsin privatesector hospitalswould
be identified through screening needed prior to
medical or surgica procedures. Until thereare
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more specific serologic testsfor hepatitisC
which would enable usto stagethisliver dis-
ease with accuracy, attempts at sorting the
acute casssfrom everythingesewill remain an
incrediblechdlenge.

Hepatitis, Non-A, Non-B (Non-C)

Duringthe previousthreeyears, there hasbeen
adramatic decreasein the number d hepatitis
non-A, non-B (NANB) casesreportedinthe U.S
Thistrendistheresultd extensveused
serologictestsfor hepetitisC along with tests
for hepatitisA and B. Prior to mid-1990, all
casesd hepatitisthat, serologically, were
neither hepatitis A or B, werereported as
NANB. IN1993 mostd these cases probably
would be classfied ashepatitisC, athougha
small number remain non-A, non-B, non-C.
Basaed onrecent studiesd transfusion-transmit-
ted hepatitis, medica epidemiol ogistshypoth-
esizethat one or more additional bloodborne
virusesexist. Aswith other formsd hepatitis,
asymptomaticinfections areimportantin the
epidemiology & NANB because they arean
insgdioussourced infectionwithinthe commu-

nity.

IN1993, 28 cases of NANB hepatitiswerere-
ported fromfour counties (Ddlas, H Paso,
Harris, and Potter), with 23 (82.1%) originating
fromHarrisCounty. The currentyear's case
total issmilar to thatfor 1992 (26 cases). The
statewide annual incidenceratefor NANB was
0.2 cases/ 100,000 population. Seventeen cases
involved women; 11linvolved men. Therewere
no cases reported among African-Americans.
Whitesaccountedfor 60.7%d the cases, and
nine cases occurredin Hispanics. Approxi-
mately 93%d the caseswere determined clini-
cdly.

Eighteend the28 casesoccurredin adults
betweentheagesd 2D and 44 years. There-
maining ten caseswereidentified among chil -
dren and adolescents. Thisagedistribution
pattern supportsfindingsfromthe CDC’s
"Vird HepatitisSurveillanceProgram.” denti-
fying risk factors, such asinjectiondrug use and
personal contact with another NANB casg,
suggeststhat NANB hepatitisis caused by one
or more blood and body fluid-borne viruses.
No deathswerereported in the category o
NANB hepatitisduring1993.

I nfectiousDissese Epidamidogy and Surveillance
Dividon, (512) 458-7328,458-7676
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HIV/AIDS

Acquired immunodeficiency syndrome (AIDS)
iIsagpecificgroup d diseasesor conditionsthat
resultfrom severeimmunosuppress on caused
by infection with the human immunodeficiency
virus(HIV). This virusspecificdly infectsand
depletesasubgroup d T-lymphocytescaled
helper T-cdls Laboratory analysis
identifiesthese cd |Sby typi_ng speciﬁc

the more complex pre-1993 casedefinition. If a
subsequentreport meetsearlier criteria, such
casarereclassfied. Prdiminary analysis
indicated that relativel y few cases (284) re-
ported in1993 have been reclassified to a pre-
1993 casedefinition.

Figure 1. AIDS Cases by Year of Report, 1980-1993

cell-surface markers on the lymphocyte. 25,571 Cumulative Cases Reported through

The nomenclaturefor these markersis
CD (cluster designation)followed by a
group number and a plusor minus
sign. TheabbreviationCD4+ indicates
lymphocytesthat are positivefor the
CD4 marker whichisfound on the
helper T-cdl. Thedeclined CD4+ T-
cdllshasprovento beardiableindica-
tor d HIV diseaseprogression.

New AIDS Case Definition

Texasranked fourthin the United
Statesin the number AIDScases
reported (7,785)in1993. The most
significant changein the total number
of AIDScasesreported in1493wasdue
to achangein the AIDS casesurveillance defini-
tion. Over time this definition has been modi-
fied and expanded to reflect increased knowl-
edgeand improved technology related to the
disease. The1993 revised casedefinitionfor
AIDSincluded all HIV-infected personswith
CD4+ T-cdlsfewer than 200 per microliter d
blood or lessthan14%d total lymphocytes.
Also added were HIV-infected personsdiag-
nosed with pulmonary tuberculoss, recurrent
pneumonia, or invasivecervica cancer. This
change caused amarked increasein reported
casesin Texas (Figurel). Theincreasereflects
mostly thereportingd casesinvolving persons
with previoudly diagnosed HIV infection not
meeting the pre-1993 definition; 4,642 (60%)d
the 7,785 casesreported in 1993 were by the
new definition. Some casesreported under the
new definition may also have qualified under

Number of Cases (Thousands)

December 31, 1993

Category
M Pre 1993 Def E11993 Def

1980-83 1984 1985 1986 1987 1988 1989 1990 1991 1992 {9893*

Year of Report

Based on data as of September 6,1994
*Expanded ADS Surveillance Definition Implemented

Trends

Thelong period d timefrom HIV infectionto
the developmentd AIDS precludesmeasuring
trendsin recent HIV infectionsbased on AIDS
cases. The AIDS casesdiagnosed recently
reflect HIV infectionsthat may have occurred
ten to twelveyearsago. Thetimelagfrom
diagnosisto casereportingd AIDSoften spans
years, d thecasssreported in 1993, 40% were
aso diagnosed in1993, but 60%were diagnosed
inyearsprior to1993.

Texaslawsrequirethe reportingd HIV infec-
tions, however, reporting has beenincons stent
and sporadic. Theselawswill changein1994to
includelaboratoriesamong the hedth-care
providerswho are required to report labora-
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tory-confirmed positive HIV tests. Thischange
may provide morecomplete datafor interpret-
ing recenttrends. The overall AIDScaserate
rose to 43 per 100,000 populationin1993.

Gender and Ethnicity

Becaused the new AlDScase definition, com-
paring ratesor the number d casesreportedin
1993to previousyearswould obscure trends.
However, comparing the percent shared cases
for different demographic groups and modesdf
exposureindicatesthat trends observedin
recent yearscontinue. Among demographic
groups the percentaged casesreportedfor
whitemalesdeclinedin1993to 51.5%from
58.9%in1991. African-Americanshad the
largestincreaseinshared cases. In African-
American malesthe percent sharerosefrom
19.3%in1991t0 22.6%in 1993. The percent
sharefor African-Americanfemalesrosefrom
2.7%in19911t04.8%in1993 (Tablel).

increased shared casesamongwomen. There
may have been an actual increasein cases
among women, or possibly in1992, the pro-
posed changesto the definitionmay have
altered surveillanceactivitiesin anticipation o
the changeto the new casedefinition.

The AIDScaseratefor femalesin1993was8.3
per 100,000 population. Therate was signifi-
cantly higher in the African-Americanfemale
populationwitharate d 34.5 cases. Hispanic
femaleshad acaserated 4.9, and whitefemales
acaserated 4.8 per 100,000. TheAlDScase
ratefor males per 100,000 popul ation was 79.3
cases. The African-Americanmal e popul ation
had the highestrate, 175.6 cases, followed by
whitemalesat 74.3 casesand Hispanic males
third at 50 AIDScases per 100,000 popul ation.

Modes of Exposure

The percentshared AIDScasesreported from
mae-to-maesex asthemode o exposure

Table 1. AIDS Cases Reported in Texas by Sex and Race for 1991 and 1993

1991 1993
Number Percentage Number Percentage
Sex Race of Cases of Total Cases of Cases of Total Cases
Males
White 1,796 589 4,012 515
African-American 590 19.3 1,756 226
Hispanic 481 158 1,227 158
Other/Unknown 14 5 32 4
Females
White 68 22 268 34
African-American 82 2.7 373 48
Hispanic 18 .6 117 15
Other/Unknown 2 <1 0 0
Total 3,051 100.0 7.785 100.0

Reported casesd AIDShaveincreased among
femalesin 1993 with the percent share d cases
rising to 9.7%from 5.6%in1991. Oneintent o
therevised case definitionwasto adjust for
possible bias that might cause underreporting
d womenwith AIDS. However, in1992, prior
to the new definition, females comprised 9.0%
d AlDScasesreported. Thissuggeststhat the
new definition may not entirely account for the

decreased due to more casesfrom other modes
d exposuresuch asinjectingdrug use and
heterosexual sex. Mae-to-maesex asamode
d exposure constituted a60%share o casesin
1993 compared with 67%in1991. Heterosexual
sex asamoded exposureincreasedfroma
shared 3%in1991to 6%in1993. Exposureby
injecting drug use had the greatest increase
fromashared 11%4f AIDScasesin1991to
15%in1993 (Table2).

37




Table 2. AIDS Cases Reported in Texas by Mode of Exposure for 1991 and 1993

1991 1993
Number Percentage Number Percentage
Mode of Exposure of Cases of Total Cases of Cases of Total Cases
Male-Male Sex 2,052 67.3 4687 60.2
Injecting Drug Use (IDU) 341 11.2 1,185 15.2
Male-Male Sex and IDU 299 9.8 702 9.0
Hemophiliac 16 05 57 0.7
Heterosexual Contact 102 33 468 6.0
Transfusion 35 11 78 1.0
No Identified Risk* 164 54 571 73
Pediatric Cases 42 14 37 0.5
Total Cases 3,051 100.0 7,785 **100.0

* Reported mode of exposure for 1993 cases may be delayed.
** percent figures d o not total 100 due to rounding.

Geographic Distribution is4.8%d the25571 cumulativeAlDScases
reported through1993. The cumulative NIR
IN1993 the mgjority & AlIDScasesin Texas proportion hasremainedfairly level at 5%, with
werereportedfrom urban areas. Thelargest recently reported casesdisplayingahigher
number d caseswasreported from Harris percentage. O the 7,785 AlDScases reported in
County (2,694), followed by Dalas County 1993, 7.3% areclassfiedas NIR. Thehigher
(1,742), Travis County (608), Bexar County percentaged NIRs among recently reported

(501), and Tarrant County (402). AmongAIDS casesisattributed to the delay between case
caseratesby county, thehighestwasin Travis  reporting and ascertainment d risk viainvesti-
County with arated 101.5 cases per 100,000 gation (Table2).
populationfollowed by Harris(91.1), Ddlas

(89.2), Bexar (40.2), Galveston(37.6), and NIR investigations arecarried out in avariety
Tarrant Counties(31.5). H Paso County, the d ways, dependingon theindividual circum-
fifth most popul ouscounty, ranksa distant stancesd each case. Medica records, both at

sixthin both number d reported cases (120) the diagnosingfacility and at other medical
and caserate (18.7 per 100,000). Only 41d the facilitieswheretheindividual had been medi-
254 countiesin Texashave not yet _ _

had areported AIDSC&S ncethe F|gure 2. AIDS CaseS Reported in 1993
epidemic beganin theearly 1980s.
The diseasecontinuesto spread to
lessurban areasd thestate (Figure
2). AIDSisnolonger confined to
specific groupsor geographic re-
gions. Public health strategiesfor
preventionand channelingd re-
sources must betailored to meet the
continuingchangesin theepidemic.

AIDS Cases with NIR Cé‘ées Reported
None
A cumulativetotal 1,218 AIDS = 10, oo
caseswereclassfied as No Identified BE 100 - 1000
Risk (NIR)attheend of 1993, which ~ gm > 1000
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cally tended, are thoroughly reviewed. Ancil-
lary record systems, such assexually transmit-
ted diseaserecords, tubercul osisrecords, case
management records, and death certificatesalso
arereviewed for possiblerisk information.
When no risk information can be obtained
through record review, the primary care physi-
cianand/or associated health care personnel
arecontacted in order to determineif amoded
exposureis known to them. When circum-
stancesand resourceswarrant, theindividual
may beinterviewed by surveillance g&ff to
determinerisk d HIV exposure.

Morethan 650 NIR investigationswere con-
ducted during calendar year 1993, resultingin
over 530 risk determinations. The mgority o
these reclassficationswere through the review
d medical records. Threed thereclassifica-
tionswereviadirect patientinterview.

Bureau o HIV ad STD Prevention (512) 458-7463
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Immunization Levels: A Retrospective Study

IN1993 the Texas Department o Health (TDH)
conducted a retrospectivesurvey to assessthe
immunizationstatusd publicschool kindergar-
ten students at twoyearsd age. Low immuni-
zationlevelsin thisgroup have been reported
insurveysconducted by the Centersfor Disease
Control and Prevention (CDC). Accordingto
these1991 surveys, the proportionof chil-
dren who were adequately immuni zed by
age two was only 10%in Houstonand 42%
in B Paso.!

A retrospective survey design offersseveral
advantages over other survey methodologies.
Childhood immunizationrecordsarerequired
for school entry, which guaranteesanear 100%
responserate. Recordsare availablefromal

theregion's proportiond thestate's kindergar-
ten populationto render overdl statelevels. In
thecased PHR 4, both components immuniza-
tionlevelswereweighted by their proportions
d the PHR 4 kindergarten populationto arrive
at afinal immunizationlevel for theregion.

Figure 1. RegionalMap Prior to March 1993
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providers, and doseand date-specificinfor-
mationis providedin writtenform, eiminat-
ing relianceon parental recall. Retrospective
surveysare generally easier toimplementand
incur aminimal iNvestmentin personnel time
and dollars. A disadvantaged theretrospec-
tivesurvey, however, isthat the datareflect the
immunizationratesd the two-year-old children
threeyearsprior to the survey date rather than
theratesd thecurrent two-year-old popul a-
tion. Thissurvey wasconducted during a
period d transitionin thestate's public health
region (PHR) boundaries. Asaresultd the
reconfiguration, Texasis now divided into
elevenregionsrather than eight. Theresultsd
thissurvey are presented using the older eight-
region configuration (Figurel).

The CDC two-stagecluster survey method was
used to selectasampled recordsineach d the
eight PHRsand the city o Houston.? Thirty-
five schoolsper PHR (stageone) and 25 kinder-
garten students per school (stagetwo) were
randomly selected as survey subjects, with the
exceptionof PHR 4. PHR 4wasdivided into
two components. 1. city o Houstonand 2 PHR
4, excludingthecity & Houston. Thetwo-stage
cluster survey method was used in both compo-
nents, asin theother seven PHRs. Each
region's immunizationlevelswere weighted by

~

]
|

1

RETRO software, developed by CDC, was used
to select campusesand studentsand to analyze
data. Eachregionwasprovided alistd its
selected campusesand acopy d the RETRO
software. TDH region and/or local health
department personnel visited eech d these
campusesand collected immunization histories
on 25 randomly selected kindergartenstudents.
Datawere provided on diskette to the Immuni-
zation Divisonfor analysisand reportingto
CDC.

For the purposesd thissurvey, achild was
considered adequately immunized at 24 months
d ageif hehad received at | east four dosesd
diphtheriaand tetanustoxoidsand pertussis
vaccine (DTP),threedosesd poliovaccineand
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Figure 2. 1993 Texas Retrospective Immunization
Survey: Percent of Kindergarfen Students Adequately
Immunized* by Age Two, by Public Health Region

Percent
100
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Public Health Region

*Survey was conducted during 1992-93school year. Adequately immunized means having received 4 DTR
3 doses of polio, and 1 MVRvaccinations. Students were two years dd during 1989-90 schod! year.
**Weighted state level is based 0n 1992-93 school year kindergarten population.

onedosed meades, mumps, and rubellavac-
cine(MMR). BecausehepatitisB vaccine (HBV)
and Haerophilus influenzae type b conjugate
vaccine (HibCV) are not required for school
entry, immunizationlevelsfor thesevaccines
werenotincluded in thissurvey.

Out d a 7,875 record sample, 7,762 recordswere
actually reviewed, reflecting a 98.6%response
rate. The percentaged kindergarten students
in the eight PHRs who were adequately immu-
nized by 24 monthsd age ranged from 31.0%in
PHR 4 to 51.7%in PHR 6 (Figure2). The
weighted statelevel was41.6%.

At the timethissurvey was conducted, the
national goal was the adequate immunization
d 90%d two-year-old children by theyear

2000. The unprecedented re-
sourcesmade availablethrough
the President’s Childhood | mmu-
nization Initiative haveled to an
accelerationd activitiesto reach
individual coverageratesfor each
vaccine. By 1996, at | east 90%d
two-year-oldsshould be immu-
nized with at |east three doses o
DTP (3DTP) vaccine, threedoses
d ord poliomyditisvaccine (3
OPV), onedosed MMR (AMMR)
vaccine, and at least threedosesd
HibCV. Inaddition, 70% o two-
year-oldsshould have received
threedosesd HBV. The1993
survey resultsindicated that the
weighted statelevelsfor 3DTP, 3
polio vaccinedoses, and 1LMMR
were76.2%, 72.1%, and 71.9%, respectively.
Obvioudy, considerableeffort will berequired
for Texasto achievethel1996 gods.

8 State**
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Influenza and Flu-likeillness

In thisreport relevant information from 1992 will beincludedin the discussion of diseasetrendsin

1993.

For reporting purposes, the disease category o
"influenzaandflu-likeillness" encompassesa
wideranged upper respiratory infections. Signs
and symptomsincludefever, cough, coryza, sore
throat, maaise, myalgias, athralgias, and head-
aches Reportsreflect case totalsby week; patient
identifiersand demographicinformation are not
required.

Upper respiratory infectionsd vira etiology
accountfor themgority d cases Infections due
toinfluenzavirusesare most notable, especidly
during thewinter months. Infectiousagentssuch
as parainfluenzaviruses, adenoviruses, enterovi-
ruses, respiratory syncytia virus, and Mycoplasma
Speciesa so contributeto the
morbidity in this category. Even
primary infections due to mem-
bersd the herpesvirusfamily

the dominantinfluenzavirusstrain(s) identified
for any givenseason. The1992-93flu season
began later t han usud, with approximately two-
thirdsd thecasesoccurringduring thefirstfour
monthsd 1993 (Fgurel). Incontrast to the1991-
P season, which cameto an abrupt haltin early
February 1992, the1992-93 season extended into
April assaresultd thelate emergenceand co-
creulationd asecondand thirdstraind influ-
enzavirus. The1993-94flu season wassomewhat
unusual in that pre-seasond virusactivity was
identifiedin Louisanain late August, with no
further reportsin the Central Southern states
(including Texas) until December when the
Season beganin earnest.

Figure 1. Reported Cases of Hu and FHu-Like lliness:
Monthly Totals, 1992-1993
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syndromesuggestived amild
case d the“flu.”

100,000
Many respiratory virusesfollow
seasonal patternsd incidence.
Theinfluenzaseasontypicaly 10,000

beginsinlatefdl, continues
throughout thewinter, and tapers
df inearly spring. Other viruses,
such as parainfluenzavirusesor
respiratory syncytial virus, circu-

,000

100

late to acertain extent with
influenza, especidly at the begin-
ningandend d theflu season.
Slightincreasesin casetotal snoted during the
monthsd May and Junerepresent the expected
circulationd parainfluenzavirustype3.

IN1993,277,453 cases d influenzaand flu-like
illnesswerereported in Texas. Thisfigurerepre-
sentsa 78.3%increase over thel55568 cases
reportedfor 1992. Two mgor factorscontribute
to theannual fluctuationd casetotas thetiming
d thebeginningand end d eachflu season and
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Influenzaand flu-likeillnesseshave been among
themost underreported d all the natifiable
diseases. Expertsbdievethat up to10%d the
popul ation becomesill withinfluenza during any
givenseason. IN1993 reports werereceived from
only 76 d 254 counties. The 236603 casesfrom
HarrisCounty accounted for 85.3%d there-
ported morbidity statewide. Th s casetdd is
based upon the surveillancework conducted at
the Influenza Ressarch Center (IRC) at Baylor
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Colleged Medicinein Houston. To estimatethe
number d casesthat actualy occur in the greater
Houston community, medica epidemiologistsat
the Center multiply thenumber d influenza
virusisolatesrecovered during activesurveillance
by 500; they report the estimated number d cases
to TDH. Thefigurefor HarrisCounty asoin-
cludescasesreported by theloca health depart-
ments. Thissystem d reportingisused in Harris
County only. Becauseinfluenzagtatistics repre-
sentonly afractiond expected morbidity, 1993
was thelast year for which casetotalswere
collected. " Mluenzaandflu-likeillness" has
been dropped fromthelist o reportablediseases
in1994. Anongoingstatewide sentinel surveil-
lance systemfor influenzaviruswill serveasthe
principle mechanism to document the progress
and extentd flu seasonsfrom1994 onward.

Influenza Virus Surveillance

Therearethreetypesd influenzavirus,
influenza A, B, and C. Infections due to

type A or B viruses, indistinguishable on
the basis of signs and symptoms alone,
accountfor significant levelsd morbid-
ity during thelate fall and winter
monthsin temperateclimates. Influenza

Cinfections, on the other hand, are 0
usually subclinical and often go unrecog-
nized. a0

Becaused their uniquegenornicstruc-
ture, influenzavirusesexhibit significant
variability over time. Smdl changesin 44
the antigenic propertiesd key surface
proteinsd influenza A or B viruses 0

Influenza A (H3N2)
Influenza A (H1N1)
M nfluenza B

frich
Sl i
| F

Virusisolation, alengthy and labor-intensive
process, remainsthe definitive procedurefor
laboratory identificationd influenzaviruses.
Thisprocedurehas been used successfullyfor
severd yearsaspart d asurvelllancenetwork to
characterizethe epidemiology d eachinfluenza
season. Two centers conduct active laboratory-
based influenzavirussurveillance: TDHin
Austin and the Influenza Research Center (IRC)
at Baylor Colleged Medicinein Houston.

In Texas and dsewherein the nation, influenzaA
and B virusescontinueto alternatefrom one
season to the next, with one or the other virus
predominating. Figure2 whichshowsthe profile
d influenzavirusisolatesrecovered by the TDH
system, depictsthefinal weeksd the1992-93
influenzaB season and the beginningd the 1993-
HAinfluenzaA (H3N2) season. Figure3 shows
theprofiled influenzavirusisolatesrecovered
during 1993 by the IRC surveillancein Houston.

Figure 2. Influenza Virus Isolates Recovered by
TDH-Based Statewide Surveillance by Week of
Specimen Collection, 1993

Number of Isolates

resultin new viral strainsor variants. 1 3 5 7 9111315 23 45 47 49 51
" : ; Jan Feb Mar Apr June Nov  Dec
Thesechanges, known as' antigenic Week Number

drift," arethenatural responsed the
virustoincreasinglevelsd immunity in the host
population. MluenzaA virusesaso canexhibit
dramaticchangesin theantigenicity o thehe-
magglutinin and neuraminidase capsid proteins,
resultingin the emergenced new virus subtypes.
Such abrupt changesin theinfluenzaA viruses
arereferred to as' antigenicshift.”

Typically, thereareregional variationsin virus
circulationpatterns inastatethesized Texas. In
an effort to comparedifferencesin epidemic
periodsfrom onearead the stateto the next,
TDH surveillance activitieshave been expanded
toincludemost mgor metropolitanareasin
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Figure 3. Influenza Virus Isolates Recovered by the
Influenza Research Center by Week of Specimen

Collection: Harris County, 1993

Number of Virus Isolates
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EInfluenzaA (H1N1)
M influenza B

Januaryand February,1993. Influenza
A/Beijing/32/92 (H3N2) and influenza
A/Taiwan-like (HIN1) co-circulated
with influenzaB/Panama toward the
end d thel1992-93season. TheHIN1
virusesareidentified as such because d
their antigenic smilarity to reference
HINI virusesused for subtyping
purposes. Accordingto CDC, however,
many HIN | virusesrecoveredin Texas
and dsawhereinthe U.S weredeter-
mined to beclosdy related, if not
identicdl, toinfluenza A / Texas/36/91.
A trangitionin dominancefrom influ-
enzaB toinfluenzaA occurredin

1 3 5 7 9 11 13 15 17 19 21 23
Jan Feb Mar Apr May June Nov Dec
Week Number

Texas. During1993the TDH network recovered
atotal df 239isolatesfrom thefollowingcounties:
Bexar, Brazoria, Brazos, Briscoe, Ddlas, Donley,
Eastland, El Paso, Freestone, Galveston, Grayson,
Hays, Jefferson, Lubbock, Navarro, Nueces,
Potter, Randall, Titus, and Travis. Inaddition,
paired serafromapatient residingin Cass
County demonstratedafour-foldriseinftiter to
influenzaA. During1993the InfluenzaResearch
Center (IRC) in Houstonisolated virusfrom 560
specimensin HarrisCounty. Comparedwith
1992, the1993figuresrepresentincreasesof 285%
for the TDH program and 294%for the IRC
program. Although somed thisincrease can be
attributed to the type(s) d influenzavirusdomi-
nating aseason, the coursed afluseason, when
the peak occurs, and thelengthd the
season, much d thisriseisdueto agrowing
interestin submitting specimensfor laboratory
confirmationaof influenza. Duringthe calendar
year 1993, the second half of the1992-93 season
continued well into April becaused late-emerg-
ingviruses, and very intenseinfluenzavirus
activity was detected in November and Decem-
ber, during thefirsthaf d the1993-94 season.

A comparisond Figures2and 3 demonstrates
regional differencesinvirusactivity. For both the
IRC and TDH surveillanceprograms, influenza
B/Panama/45/90 dominated the season during

43 45 47 49 B

March; all isolatesrecoveredin April
for both theIRC and TDH surveillance
programswereinfluenzaA viruses.

The geographicdistribution d thelate-emerging
influenzaA viruseswas extremely focused.
Therewassignificant influenzaA (H3N2) virus
activity in H Paso and West Texas, consistent
with CDC observationsd such afocusin the
Desert Southwest at thedosed the1992-93
season. Thiseventwasconsidered asa' herad
wave'" toindicate themost likdly viruscandidate
expected to appear i n the season whichfollowed.
In contrast, IRC-basad survelllancedetected a
higher level d influenzaA (H1N1) activity
compared with the profiled virusesrecovered
esawherein the state.

The1993-%4 seasonin Texasstarted inearly
November with virusesdetected i n both Austin
and Houston. Prior toths viral activity in Texas,
there had been unusual pre-seasonactivity in
Louisana, with at least threedistinctclustersd
culture-confirmedinfluenzaA (H3N2) cases
during August and September. Federal health
offidds expected theflu seasonto startin Texas
and elsawherein the country shortly theresfter,
but no virusactivity was detected util Novem-
ber when theinfluenza A/ Beijing/32/92 (H3N2)
virusemerged infull force. Highlevelsd mor-
bidity were evidentearly in December. Interest-
ingly, thisvirus dominated the entire1993-94
season, with no co-circulatingvirusesdetected.
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Historically, attack ratesare Figure 4. Age Distribution of Patients with Confirmed
highestamongchildrenduring  Influenza, A(H3N2): Harris Counfy and TDH Surveillance

influenzaB seasons. Theexpected Compared, 1993

agedistribution was noted during
thesecond hdf o the1992-93
influenzaB season, with children
agesfive to nineaccountingfor
approximately 35%- 40%d the
culture-confirmed cases When

Percentage
0

influenzaA seasonsoccur, espe- 15
cially those dominated by H3N2

viruses, thedistributiond cases ~ 1°
by age group ismorediffuse. 5

Figure4 shows the age distribu-
tiond patients with culture-
confirmed influenzaA (H3N2) for
both the statewideand Houston-
based surveillancesystems. In
Houstontwo out d three patientswerefrom5 to
14yearsold. Thirty percentd thevirusisolates
recovered in the TDH-based surveillancecame
from patients between theagesd 15 and 30
years, only 7.7%d theinfluenzaA virusesrecov-
eredin Houstonwerefrom that agegroup. The
elderly often experiencesubstantial morbidity
duringinfluenzaA (H3N2) seasonscompared
withthatfor influenzaB seasons. Duringthe

<1

B Harris County N=140
Cstatewide N=170

3039
2029

Age Groups in Years

influenzaB season d 1992-93, noisolateswere
recovered from Houston patientsage 60 or older.
In contrast, 9.1%d theinfluenzaA (H3N2)
isolatesfrom Houstonin November and Decem-
ber camefrom thisage group.

Infectious Disease Epidemiology and Surveillance
Division (512) 458-7328,458-7676
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Injury: Progressin Meeting Year 2000 Objectives

Death and disability from traumacontinueto
exact an enormoustoll on Texascitizens. Those
workingin thearead traumafacethedifficult
challenged findingsolutionsto oned society's
most challengingproblems. Fortunately, devel-
opment d aguidefor injury preventionefforts
was beguninthemid-1980s A setd measur-
abletargetsfor injury mortality and morbidity
wereestablishedaspart d the Healthy People
2000 Objectives. These measurabletargets
providenot only acompassto help direct
efforts but also ameansto gauge progress.

Many d theratesand percentagespresentedin
thisreport are derived from Texas Trauma
Registry (TTR) data. Particularly useful were
1993 electronic patient data provided by five
hospitalsand 108 ambulancefirms. Thesedata

are the basisfor morbidity objectivesin the
preventionand treatmentd injuriesin Texas.

Texasdeathsfrominjuriesin1993, asthey relate
to state and national objectives, are presentedin
Tablel. Thestate or national objectivesfor
drownings, poisonings, homicides, and suicides
have not been met yet.

Two historical graphshelp contrast where
efforts appear to be meetingwith successor
resistance. Figurelshowsdeath ratesfrom
motor vehiclecrashes (MVCs) for 1983 through
1993. Therédatively smooth downward slope
suggestssuccessin controlling and reducingthe
death ratefrom MVCs. Thissuccessisfurther
exemplified by Texas 1.8 deaths per one hun-

Table 1. Year 2000 Objectives, Injury Mortality

*

** Deaths per 100 million vehicle miles traveled.
D Texas or National Objective MET

NOTES: 1.
2. ldentify Codes:

A) Unintentional Injuries
1) Motor Vehicle-Related Crashes
2) Falls E880-E888
3) Drownings
4) Poisonings
5) Fires-Residential

B) Intentional Injuries
1) Homicides
2) Suicides

SOURCES:

Texas Texas Death Year 2000 Objectives*
Deaths 1993 Rate 1993* Texas National
Unintentional Injuries 6,136 31.6 none 29.3
Motor Vehicle-Related Crashes 3,179 17.6 17.3 16.8
1.8** 1.6%* 1.9%*
Falls 746 2.6 3.3 2.3
Drownings 394 2.3 2.1 1.3
Poisonings 478 2.5 2.2
Fires-Residential 237 [1.2 ] 1.2 1.2
Intentional Injuries 4,494 25.1 none 17.7
Homicides 2,227 12.8 none 7.2
Suicides 2,267 12.3 7.9 10.5

Texas Year 2000 Objectives are crude death rates. Al other death rates are per
100,000 population and are age adjusted to the 1940 US. population.

The "Unintentional Injuries" total includes subcategories that are not listed

-Trauma Registry, Injury Prevention and Control Program.
-Mortality data were obtained using EPIGRAM software.

E800-E949
E810-E825

E830,E832,E910
E850-E858,E860-E869
E890-E899

E950-E969
E960-E969
E950-E959
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Figure 1. Mortality Rates for Motor
Texas, 1983-1993

0 Age Adjusted Death Rate per 100,000 Population

The Healthy People 2000 Objec-
tivesalsoinclude measurable
targetsfor injury morbidity -
thosewho wereinjured and
survived. Theobjectivesinclude
injury prevention in transporta-
tionvehicles- (Table2). Occu-
pant protection (seatbelt, shoulder

Vehicle Crashes:

harness, airbag, or child restraint
use) for front seat occupantsand
motorcyclehelmet use arelegally
required. Compliancewith these
two typesd injury protectionis
correspondingly higher than that
for bicyclehelmet use, whichis

- Texas
=+ Nat'l 2000 Objectives
25 ¢
20 . \/\
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0
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dred millionvehiclemiles
traveled, which meetsthe
National Year 2000 Objective
(Tablel). Remarkableprogress
isbeing madein reducing
deathsfrom motor vehicle
crashesin Texas. However, the
3,179 deathsfrom MVCs in1993
indicatesconsiderablework
remains.
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not legally required in Texas.
Thesedataontheused occupant

Figure 2. Death Rates from Homicide:.Texas, 1983-1993
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In contrast, Figure 2 presents
death ratesfrom homicide. The
sloped the graph fluctuates
considerably and suggeststhat

L O ®

an effectivecombination o
measuresfor preventinghomi-
cideshas not yet beenfound.
Most likely, acomprehensive
approach like the one takenwith moto

crasheswill be needed to reduce the homicide

rate.

84 1985 86 88 89 1990 91 92 93

Year

protection devicesare based on limited report-
ingfrom Texasambulancefirms. TheTexas
sampleconsistsd patients cared for by ambu-
lancefirm personnel. Such patients are some-
timesconsid-

r vehicle

Table 2. Year 2000 Objectives, Inj

Occupant Protection 2,958 4249
Motorcycle Helmet Use 87 110
Bicycle Helmet Use 146 4

No Yg Peﬁcent Use

ury Morbidity: Vehicle Injury Prevention

National e_red greater
o risk takersthan
Percent ﬁse the gengral
59% 85% population.

80%
50%

56%
3%

47



Table 3. Year 2000 Objectives, Hospital
Admissions

Objectives (per 100,

National Year 2000

this time to compute meaningful rates.
Nevertheless, since these are the only data
available at the present time, TTR is focus-
ingfuture efforts on thefour categoriesd

000) [inury listedin Table3. Enlarging the

Unintentional Injuries 4
Hip Fractures {(age 65+) 607
Head Injuries 106
Spinal Cord Injuries 5

number of sourcesfor dataregarding
hospital admissonsdue to injury isamgor
TTR god.

Injuriesresultingin hospital admissionsareadso
included in the Healthy people 2000 Objectives
National Y ear 2000 objectivesd four mgor
categoriesare presentedin Table 3. For each
category, measurabletargetsare expressed as
number d admissonsper 100,000 popul ation.
Thereare not enough patientinjury datacur-
rently being received from Texashospitals(5) at

ﬁef {ﬁi/mlgeopleZCDO- National Health Promotion and
Disease Prevention Objectives. U.S. Department o
Health and Hunan Sarvices, 1990; DHHS Publication
No. (PHS) 91-50212.

Injuy Prevention and Control Program
(512) 458-7266
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Malaria

Therewere48 reported casesd malariain1993,
threemorethanin1992. For the second con-
secutiveyear thenumber o reported caseswas
well below the preceding 10-year annual aver-
aged 72reported cases. Forty-9x caseswere
imported; two were congenital infections.

O theimported cases, 27-(60%) werein males
and 18 wereinfemales. Neither sex nor coun-
try d exposurewerereportedfor oneimported
case. Twenty-one (46%)patientswereclassified
as African-Americans, athoughin many cases
the patient wasin fact ablack African and not
an Americancitizen. Thirteen patientswere
Adan, 10 werewhite, and two wereHispanic.
Agewasreportedfor 44 patientsand ranged
from 2-77years, withamediand 22 Tweve
(27%)werelessthan10yearsold, including
nine African-Americansand three Asians.

Four speciesd Haamodium (P. falciparum, P.
vivax, P. ovde and P. malariae) infect humans.
Amongimported cases, 20 weredueto P. vivax,
15to P.fddparum, twoto P. ovale, and oneto P.
malarige. Onewasa mixed infectioncaused by
P. vivax and P. malaria. The Haamodium species
was not knownfor nineindividuals.

Inrecentyears, Indiaand Nigeriahave been the
sourcecountriesfor themgority o theim-
ported malariacasesin Texas, thisobservation
held truein1993. Atleast 55%(22) 0 patients
withimported malariahad beenin India (12) or
Nigeria (10) prior to onset o illness. Four
additional patientshad beenin Africa(3) or
West Africa (D) thus they may have beenin
Nigeria. Three patients probably wereinfected
in Hondurasand two wereinfected in Ethiopia.
Individual patients reportedly acquired their
infectionsin the African countries of Angola,
Guinea, Sierraleone, Somdiaand Zaire; the
Asiancountriesd Afganistan, Nepal, and
Thailand; and the South American countriesd
Colombiaor Venezuela. No source country
wasreportedfor six patients.

Although malariachemoprophylaxisis not
100% effective at preventinginfection, appro-
priate chemoprophylaxis,alongwith use o
insect repellentsand other mosquito-avoidance
techniques, isstrongly recommendedfor per-
sonslivingor travelingin malariousareas.
Someinformation on chemoprophylaxiswas
availablefor 25 patients. Fourteen (56%0)used
no chemoprophylaxis. O thedl.who report-
edly used achemoprophylacticdrug, only two
used aregimenrecommended by CDC. Most of
theinappropriate regimensinvolved theuse d
chloroquinephosphatein areasd Africa, ASa,
and South Americawhere chloroquine-resi stant
malariaoccurs. Appropriatechemoprophylaxis
failed intwo patients. A Peace CorpsV olunteer
correctly used chloroquinein Honduras; her
long-termexposure probably resulted ininfec-
tion despiteanti-malaria drugs. A traveler to
Ethiopiaused mefloquine, the recommended
drug, but stayed longer than he originally
anticipated and ran out d& mefloquine before
leaving.

Congenitally-acquiredP. vivax infectionswere
recognized in two one-month old infantsborn
inTexas. Thefirstoccurredina32-day-old girl
living in Houston, whose parentswerefrom
India. Althoughnot reported at thetime, the
infant’s mother was diagnosed and treated for
malaria (treatment regimen not reported)
during thefourthmonthd pregnancy. The
mother's physiciansuggested that the preg-
nancy triggered themother's illness, asthere
was no history d recent travel outsidethe US.

The second congenital infectionwasin a43-
day-old boy from El Paso, whose mother had
cometo Texasfrom Honduras. The mother was
pregnantwhenshearrivedin Texas. Malaria
smearsfrom theinfant's mother and atwin
brother were negative. The mother, despitethe
negative blood smear, was undoubtedly the
sourcefor her infant’s infection. Low levelsd
parasiterniacan occur i n personswho have

49




beeninfected for extended periods. Inthis on his brother's infectionand some clincial
sSituation, serologictestsmay bean appropriate  symptomatology, but was not included in the
diagnostictool. A Nigeriandonor for Texas officia morbidity report which requireslabora-
two 1992 P. falciparum transfusion-acquired tory confirmationd infection.

caseswas smear-negative, although he had an

elevated titer to P. falciparum. Serologic tests Infectious Dissase Epidemiology and Suweillance
were not performed on the Honduran mother. Divison (512) 458-7328,458-7676

Thetwin sibling wastreated for malaria based
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Measles

Meedesisan acute vira infectiousdisease
eadly prevented by routine mead esvaccination
during childhood. Thediseaseischaracterized
by ahighfever followed by arash that spreads
from thefaceto thebody. Other symptoms
may include cough, coryza, conjunctivitis, and
Koplik’s spots. Complicationsfrom meades
include otitismedia, pneumonia, seizures,
encephdlitis, and death.

Tencasesd meadeswerereported
in Texasin1993, amarked decline
from the1,097 casesexperiencedin

Hospitalizationsand complicationsassociated
with mead es continueto emphasize the sever-
ity d thedisease. Forty percent (4) d the

mead escasesin Texas required hospitalization.
Pneumonia, dehydration, and otitismediawere
the cited causesd mead es-associatedhospital -
izations. Oneor more complicationswere
noted for two cases.

Figure 1. Reported Cases of Measles: Texas,
1989-1993

Number of Cases

5,000
1992 and thelowest recorded
number o casessincemeades 4,000
morbidity began beingmonitored
in1920. All tencasesoccurredin
thefirst ax monthsd 1993. Figure 3,000
dillustratesmead esincidencefor
thefive-year period 1989 to 1993. 2,000
No mead es-associated deaths
occurredin1993. Nationwide, 515 1,000
casssd meadeswerereported
from 29 states. Texas accounted for 0

1989

2%d thenation's meadesmorbid-
ity and ranked ninthamong all
states.

Twoclustersd meadesoccurredin Texasin
1993involvingeight d theten reported cases.
A cluster d four meadescasesoccurredin
Liberty County. All four casesoccurredin
relativeswho received day-carein thesame
household. Anadditional epidemiologicaly
linked patientfrom Gaveston County was
infected in thishouseholdaswell. A cluster d
two casesoccurred in Harris County with an
additional casein adjoining Fort Bend County.
Thesource, a33-year-old mae, wasinfected
with the mead esviruswhilein the Philippines.
Theviruswas spread to his12-month-old son
who, in turn, infected al4-month-old child
from Fort Bend County who attended the same
day-carecenter. Twoisolated casesoccurredin
Harris County and El Paso County.
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Meadeswas confirmedinindividualsranging
inagefrom12 monthsto 33years. Children
under fiveyearsd age accountedfor 80%(8) o
all Texas meadescasesfor 1993. O children1-4
yearsd age, fivewere African-American, one
was Hispanic, onewaswhite, and onewas
classfied asother. Asin previousyears,

meed es predominantly affected unvaccinated
preschool children. Sixty percent (6) d meades
casesoccurredin childrend preschool agewho
had not been immunized against measles. Only
one patient wasadequately vaccinated. The
distributiond dosesd meadesvaccinere-
ceivedisshowninFigure2. Thissituation
illustratesthe need to adequately vaccinate
preschool-aged childrento protect agai nst
meedes.




Ongoing mead esmorbidity, bothin
Texasand the United States, brings
to light the potential severity o dl
vaccine-preventablediseases and the
necessity d adequately immunizing
childrenin accordancewith current
age-appropriate recommendations.
Enhanced immunizationinitiatives
toimproveimmunizationlevels
among preschool -agechildren have
beenimplementedin Texasaswdl
as throughout the United Stetes.
Through theseimmunizationinitia-
tives aswell asimmediately identi-
fyingand reporting mead escases
and implementing aggressive out-
bresk control measures, meades
morbidity can bereduced in Texas.

Immunization DiviSon (512) 458-7284

Figure 2. Doses of Measles Vaccine Received Prior
to lliness Onset, Measles Cases: Texas, 1993

Zero doses 6

Unknown 2

Onedose 17— “—Two doses 1

Doses of Measles Vaccine Received
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Meningococcal Infection

Meningococcd diseasesareinvasiveinfections
caused by the bacteria Neisseria meningitidis.
The most common presentationsare meningitis
and/or meningococcemia, but other manifesta-
tionssuch asseptic arthritisand pericarditis
may also occur. While meningococcd infec-
tions aso can be asymptomaticor cause only
upper respiratory symptoms, only invasive
diseaseisreportablein Texas. Meningococca
infectionsare confirmed in thelaboratory by
isolating the organismfrom anormally sterile
body fluid, most often cerebrospinal fluid (CSF)
or blood. Onehundred and fifty-sevencasesd
invasive meningococcd infectionwere reported
in Texasduring1993. The mgority (71%) were
reported as meningitis, theremainingwere
meningococcemia(44) and septic arthritis (1).
Even though all caseswere culture confirmed,
serogroupingwas available only for 33%d the
reported cases. Twenty-eightweregroup C, 14
group B, ninegroup Y, and one group W135.

Since1990 there has been a steady increasein
the number d reported meningococca infec-
tions. Reported casesincreased by 41% in1993.
Thel57 casesreported represented an incidence
rated 0.8 casesper 100,000 population.  Fifty-
three percentd the patientsweremaes. The
distributiond patientsby race/ethnicity was
87.5%white, 18%Hispanic, and 11.8%African-
American. Theindividualsrangedin agefrom
oneday to 88 years. Over 50%(86) d the cases
occurred in childrenunder theaged eight
yearsand 31% (27)d the children wereinfants
under oneyear d age. Infantsunder oneyear
d age continue to experiencethe highest age
specificincidencerate: 8.5 casesper 100,000
population.

The19 patientswho died from meningococcal
infectionsduring1993 ranged in agefrom one
day to 86 years. Thirty-six percentd thel9
deathswerein childreneight yearsd ageor
younger.

Onecluster d invasive meningococcal disease
was reported in Texasin1993. During Febru-
ary and March d 1993, five Grayson County
residentsdevelopedillness. Oned thefive
died. Threed the patientslived in Denison,
and twolived in Sherman. All d theindividu-
aswerebetweentheagesd 4and 27years. All
had blood or CS-culturespositivefor N.
meningitidis serogroup C. Theattack ratefor
Sherman and Denison residentsbetween 2 and
D yearsd agewasapproximately 24.5 per
100,000 population, well above the annual
incidencerated 1 .case per 100,000 population
in the United States. Thiscluster d infections
wasinteresting because attendanceby the
patient or a household member at a bar was
associatedwithanincreasedrisk o disease. A
community-widemeningococcal vaccination
campaignwascarried outfor individual sages
2-29 years by the Grayson County Health
Department, and by Junel1993 approximately
50%(11,000) d the targeted popul ation was
vaccinated.

Onecased group C meningococcal infection
occured in September 1993. Thisindividual
wasa4byear old malefrom Denison. No cases
inthevaccinetargeted populationoccurred in
1993.

Infectious Disease Epidemiology and Surveillance
Division (512) 458-7328, 458-7676 .
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Neural Tube Defects in Texas: Recent Trends

Introduction Table 1. Variables used in Race/Ethnicity
Computation
The term neural tube defect .
generaly appliesto anencephaly, MRACE - (Mother's Race Code)
encephal ocdle, and spinabifida ((f)) el
These congenital anomaiesarise ) - Black
in thefirst threetofour weeksd (3) - North American Indian
development. Anencephdy (4) - Chinese
occurswhen the neural tubeisleft (5) - Japanese
open on the anterior end, at the (6) - Hawaiian
level d the cranium; itisauni- (7) - F"'ﬁ'”o .
formly fatal birth defect. 8)) | Qther Asan
nggl:[lﬁocelel:l aﬁnﬁ It?lr cranial (10) - Central or South American Indian
roughwhich the
meningesand brain may herniate, | MSORG - (Mother's Hispanic Origin)
may be compatiblewithlife. (0) - Non-Hispanic
Spinabifida, meningomyelocele, (1) - Mexican
and meningocelearedefectsalong (2) - Puerto Rican
] (©)) Cuban
the_ vertebral column; SOO/ Od these (4) - Central or South American Hispanic
lesonsare"open”. Spinabifidais (5) - Other Hispanic
the most commonvertebral de- (9) - Not Classified

fect. Although most spinabifida

lesionscan besurgically repaired, RACE - (Computed Race/Ethnicity of Child's Mother)

. (1) - White
neurol ogi csequel ae are common. @) - Black

_ 3) - Hi i
The Centersfor Disease Control 54)) - oltﬂf:mc

and Prevention (CDC) estimates
that 300,000-400,000 infantswith WHTE if MRACE= 1) and (MSORG=0 or 9) thenrace = 1
anencephaly and spinabifidaare

born yearly worldwide. Neura BLACK:  If (MRACE=2) thenrace =2

tube defect (NTD) ratesvary HISPANIC: If (MRACE=0, 1,3, 9, or 10} and
dramatically from country t_o MSORG=1, 2,3, 4, or5) thenrace =3
country and are based on widely

varied methodsd surveillance. OHER  If (MRACE=0, 3,9, or 10 and MSORG =0 or 9) or

(MRACE=4, 5, 6, 7, or 8) thenrace =4

Ethnicity data presentedin the

firstsectiond this reportare based on the Patterns of Anencephalyin Texas 1992
followingguiddines. For the mother, CDC

definitionsfor white, Hispanic, African-Arneri-  In1993 Texasdid not yet haveauniform sys-
can, and " other"" were used. The ethnicity d tem d birth defectssurveillance. A high pro-
theinfantwasdetermined usingthecomputa  portiond anencephdicbirths, however, can be
tion described.in Tabled. For therestd the identified through surveillanced livebirth,
report, the same guidelineswere used except fetal death, and death certificates. Theresultsd
that the Non-Hispanic groupingincludeswhite, several epidemiologicinquiriesdemonstratethe
African-American, and "' other.” usefulnessd thisavailableinformation.
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For 1992,112 anencephalic birthswereidenti-
fiedfrom Texasvital records, including 56
(50%)from fetal death certificates, 55 (49%)
fromlive birth certificates, and one (1%) from a
death certificate. The statewide prevaenced
anencephaly in1992 was 3.5 per 10000 live

births.

Figurel. Prevalence of Anencephalic
Births by Public Health Region, 1992

Rate per 10,000 Live Births

L] <30

]  30- 39
40 - 49
> 49

Figurel showsthe prevaenceof anencephdic
births by the state's Public Health Regions

(PHRs). Thehighest prevalence
wasfound among birthsto
resdentsin PHR 8 with 5.2
anencephdlicbirths per 10,000
livebirths.

The prevadenced anencephaly
varied by the gender d thechild
and the mother's ethnicity / race.
The prevaenced anencephaly
amongfemale birthswas higher
(4.2 per 10000 live births) than
among malebirths (2.8 per
10,000 livebirths). Figure 2
showsthevariationd the
prevalenced anencephaly by
ethnicity /race. The highest
prevalenced anencephay was

foundamong birthsclassifiedas" other”, a-
though thisrate was based on only fiveanen-
cephalichirths. For1992 the prevalenced this
defect among whiteHispanic motherswas 2.4
times greater than that among whitenon-
Hispanic mothersand 3.3 times greater than
that among African-American mothers.

No relationship was noted between maternal
age and prevalenced .anencephal yin1992.
Figure 3showsthe prevalenced anencephaly
by mother's number d previouslivebirths. A
strong positive correl ationwasfound between
number d previouslive birthsand prevaence
d anencephaly (p= 0.001) amnong birthsto
Texasresidents.

IN1993 the Birth Defects Act was passed by
the TexasLegidature. The Department was
provided fundingand authority to establisha
birth defects registry and conduct cluster inves-
tigationsinvolvingbirth defects. Shortly there-
after, offidasfrom apublic hospital'inan urban
county d Texasexpressed concernabout d-
evated ratesd severa birth defects'inthe
public system and among Hispanics. Oned
these birth defectswas anencephaly. To ad-
dressthisconcern, the new Texas Birth Defects

Figure 2. Prevalence of Anencephaly by Race/
Ethnicity of Births: Texas, 1992

. Rate per 10,000 Live Births

Other

White African-American

Race/Ethnicity

Hispanic
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Monitoring Divison conducted a
study with the assistanced the
Health Studies Programand the
Bureau d Vitd Statistics. For thesx 10
largest urban counties, the Divison
looked atdl infantand fetal deaths 8
(20+ weeks gestation) for which
anencephaly wasrecorded asthe
underlyingcaused deathfrom1991
through1993. Thesesix counties
(Bexar, Ddlas, H Paso, Harris,
Tarrant, and Travis) recorded atotal
o 547534 livebirths over the three- 2
year period, which comprised 56%

d all livebirthsstatewide. Cases 0
were categorized by typed ddivery
hospital (publicvs. private) and by
Hispanic ethnicity. Inthisstudy,
Hispanic ethnicity was determined

by the mother's sdlf-stated race/ethnicity on
fetal death recordsand by the reported race/
ethnicity oninfant death records. Denomina-
torsused to calculate" prevalenceat birth were
the number of occurrent live births and fetal
deathsin each category. Theresultsd this
study areshowninTable 2

Figure 3.
of Previous Live Births

Rate per 10,000 Live Births

RN

Prevalence of Anencephaly by Number

3
Number of Previous Live Births

birthswas documentedfor the period 1986-

1991, using a similar method of case
ascerfainment.

In the present study of the six urban counties,

offspring with anencephaly were over two
timesmorelikely to bedeliveredin apublic

hospital thanin a privatehospital (prevaence

Six Largest Counties*", 1991 - 1993

*

Table 2. Anencephaly Prevalence*, by Hispanic Origin and Hospital Type at Delivery:

Public Private Total
Cases Prev 95% Cls Cases Prev 95% ClLs Cases Prev 95% Cls
Hispanic 43 451 (3.26, 6.07) 31 260 (1.77,3.69) 74 345 (271, 4.33)
Non-Hispanic 18 3.50 (2.07 ., 5.53) 45 158 (1.15, 2.11) 63 187 (1.44,2.39)
Total 61 416 (3.18,5.34) 76 188 (1.48,235) 137 249 (209, 294)

Occurrent cases per 10,000 occurrent live births + fetal deaths, with 95% confidence limits (95% CLs)
** Bexar, Dallas, H Paso, Haris, Tarrant, and Travis counties

For the three-year period, theoverall preva-
lenced anencephaly in urban counties was 249
per 10,000 live births plusfetal desths. Thetrue
prevalencemay be somewhat higher, assome
diagnosed casesmay not have been recorded as
acaused death. Thisanencephaly prevaence
isapproximately 40%lower than that deter-
minedinal992study d thel4 countiesalong
the TexasMexicoborder. Inthat study, an
anencephaly prevalenced 4.20 per 10000 live

ratio=2.21, or 4.16/1.88; p<0.05) (Table2 Fgure
4). A getistically higher prevaencein public
(vs. private) facilitieswas observed for both
Hispanicsand non-Hispanics. Using typed
ddivery hospital asaroughindicator d socio-
economic status, thisfinding suggeststhat the
birth prevdenced anencephaly in these areas
issomewhat associated with incomelevel. An
associ ation between|ow socioeconomicstatus
and neural tube defects has been observed in
other studies. This public-private differencein
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Figure 4. Anencephaly Prevalence*, by Hispanic
Origin and Hospital Type at Delivery: Six Largest

Counties'*, 1991 -1993

Prevalence
7.00
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0.00

Non-Hispanic

ISpanic

B8 Public [ Private

because anencephaly, unlike
most birth defects, isa univer-
sdlyfatal condition.

In the near future, the Texas
Birth Defects Registry and the
Texas Birth DefectsM onitoring
Divisonwill be able to supple-
ment thesevital statisticsdata
withawedthd other dataon
birth defectsfrom avariety o
sources. TheDivisonwill begin
pilotingtheregistry in Public
Health Regions6and 11 on
January1,1995 (seeFigurel)
and hopesto expand itsregistry
statewidein late1996.

Total

* Occurrent cases per 10,000 occurrent live births * fetal deaths, with 95% confidence intervals

** Bexar, Dallas, H Paso, Harris, Tarrant, &Travis counties

anencephaly prevaence may reflect differences
in the availability and utilizationd prenatal
diagnosticand pregnancy terminationservices,
perhaps partly due to economicfactors. How-
ever, notd!| public sector deliveries occur
among low-incomewomen. Furthermore, some
private hospital saccept Medicad patients.
Prevaencealso may beinfluenced by referrd
patterns. Therefore, the true preva encediffer-
ence betweenincomelevds, asreflected by
having obtained servicesfrom public or private
facilities,is difficult to determinefrom these
data.

The prevalenced anencephay among Hispan-
icsin the urban countieswas 84%higher than
that amongnon-Hispanics (prevaencera-
tio=1.84, or 3.45/1.87; p<0.05) (Table2). This
ethnicdifferencewas satidticaly significantin
the private sector, but not in the public sector.
Thehigher prevdenced anencephaly inHis
panicshas been describedin other studies.

Vitd records are generdly apoor primary data
sourcefor studieson birth defectsbecause
many defects are not manifested until after the
infant has been released and the birth certificate
has been submitted to the Bureau d Vitd
Statigics. However, death certificatesare useful
in providinginformation on anencephaly,

Texas Neural Tube Defect
Surveillance and Intervention Project

In April 1991 three anencephalicinfantswere
ddiveredin Brownsville, Texaswithin a36-
hour period. Thisinvestigationrevealed that
Cameron County women who conceived dur-
iNg 1986 through 1989 had significantly |lower
NTD rates (14.7 cases per 10,000 live births)
than thosed women who conceived during
1990 and 1991 (27.1cases per 10,000 live births).
These dataincluded casesthat were spontane-
oudy aborted at <20 weeks gestationaswell as
casssthat wereterminated at any gestational
age. For women who concelved during1990-91
the anencephaly rate was19.7 cases per 10,000
live births. Theanencephaly to spinabifida
ratio (A:SB) during that period was 4:1. In
contrast, for women who conceived during
1986-89 the anencephaly rate was 9.6 per 10,000
live births, and the A:SB ratiowas2:1. Based on
these data, the high NTD rate during 1990 and
1991 clearly can be attributed to an anencephaly
cluster.

Inlate summer d 1992, the Texas Department
d Hedth (TDH)responded to a CDC request
for proposal (RAP) to implement NTD surveil-
lanceand risk reduction activitiesin ahigh
prevalencearea. TheRFP aso requested acase-
control study for NTD risk factors. TDH was
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awarded a cooperativeagreement based ona
proposal to carry out theseactivitiesin thel4
countiesa ong the1,000-mile Texas-Mexico
border. Thefollowing paragraphsdescribethe
TDH Neural Tube Defect Surveillanceand
Intervention Project (TNTDP). Theseactivities
requireextensvetrave by threeteamssta-
tioned along the border.

Surveillance. Thesurveillance portion of the
TNTDPIinvolvesprospectivecasefinding
through thefollowing datasources: the 21
hospitalsdf thel4-county Texas-Mexico border

study areainwhich birthsoccur, birthing
centers, geneticsdinics, ultrasound centers,
abortion centers, prenatal dinics, and birth
attendants. (Birthattendantsincludelay mid-
wives, certified nurse midwives, and non-
hospital physcians.) Every attemptismadeto
identify both prenatally diagnosed fetusesand
out-of-hospital birthsand abortions.

Thetime period for thesurveillancedatare-
ported hereisfrom January 1 through Decem-
ber 31,1993. For thisperiod, 67 NTD-affected
pregnancieswereidentified amongwomen

Table 3. Estimated NTB Rates per 10,000 Live Births by County,
1993
County Type* Live Births Cases Rates*" 95% CI
Cameron R 7,641 11 14.4 [7.2-25.8]
(0] 9,436 14 14.8 [8.1-24.9]
Hidalgo R 12,639 19 15.0 19.2-23.5]
(0] 12,676 15 11.8 [6.6-19.5]
Starr R 1,358 1 7.4 [0.2-41.0]
(@] 949 2 21.1 [2.6-76.1]
Zapata R 217 1 46.1 [1.2-256.8]
(@] 5 0] - -
Webb R 4,745 11 23.2 [11.6-41.5]
(@] 5,305 9 17.0 [7.8-32.2]
Maverick R 1,164 2 17.2 [2.1-62.1]
(0] 1,502 2 13.3 [1.6-48.1]
Kinney R 45 0 - -
(@) 0 0 - -
Val Verde R 942 1 10.6 [0.3-59.1]
(@) 982 1 10.2 [0.3-56.7]
Terrell R 20 0 - --
(0] 0 0 - -
Brewster R 114 1 87.7 [2.2-488.7]
(@] 246 1 40.7 [1.0-226.5]
Presidio R 136 1 73.5 [1.9-409.7]
(@] 25 0 - -
Jeff Davis R 19 0 - -
(@] 0 0 - -
Hudspeth R 70 0 - --
(@] 5 0 - -
El Paso R 15,956 14 8.8 [4.8-14.7]
(0] 17,749 15 8.5 [4.7-13.9]
Total R 45,066 62 13.8 [10.51761
(@) 48,880 59 121 [9.2-15.6]
* R =resident
O = occurrent
* per 10,000 Live Births; rates are based on time period of delivery or termination
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Table 4. NID Type, Resident Rates, and Anencephaly/Spina Bifida Ratiob y County,
1993

Anencephaly Spina bifida Other NTDs A:SB*
County Cases (Rate)* Cases (Rate)* Cases (Rate)* Total (Rate)* Ratio
Cameron 5 (6.5) 5 (6.5) 1 (1.3) 11 (14.4) 1.0:1
Hidago 3 (4.7) 10 (7.9) 3 (2.4 19 (150) 04:1
Webb 7 (14.7) 4 (84 0 (00 11 (232) 1.8:1
H Paso 8 (5.0) 6 (3.9 0 (00 14 (88  1.3:1
Other 2 (4.9) 4 (9.8 1 (24) 7 (171) 05:1
Totd 28 (6.2) 29 (6.4) 5 (11 62 (138) 1.0:1
' Rates are cases per 10000 live births (in1993) and are equivalentto prevalenceat birth; cf., Table 1 for 1993 live births
* A:SB is theratio of cases of anencephaly and other anomalies (alllCD-9 code 740), including craniorachischisis, to cases of

spina bifida.

who delivered or terminated their pregnancy in
thel4-county study area; 17 (25.4%)were
terminated or spontaneously aborted at <20
weeksgestation, 14 (20.9%)delivered or termi-
nated between 21 and 33 weeks, and 36 (53.7%)
delivered or terminated at 234 weeks. A prena-
tal diagnosiswas reported for 72%d the cases.
Of the 67 NTD-affected pregnancies, 62 resident
and 59 occurrent mothers met the caseand
residency requirements. A birth wascounted as
aresident birth when the birth or termination
involved amother whowas aresident o oned
the 14 study-area counties; an occurrent birth or
termination was a NTD-affected outcome that
occurredinoned the14 study-areacounties.
Thisdifferenceisimportant becaused the
considerablemigrationfor birthfrom acounty
d residenceto adifferentcounty which may or
may not bewithin thestudy area. Active
surveillancedetectsall births that occur. How-
ever, county-specificresidenceratesrequire the
mother's residence; exposureiscoupled to
residence, not occurrence. The geographic
distribution df thesecasesand county-specific
rateswith confidenceintervalsareillustrated in
Table3. Ratesareequivalent to prevalence at
birth.

IN contrast'to the high rate of anencephaly
identified in Cameron County during1990 and
1991 (i.e., 19.7 per 10,000 live births), theratefor
1993 was 6.5 per 10,000 live births. Four coun-
ties; Cameron, Hidalgo, Webb, and El Paso,

accountedfor 90%d the births. Together these
countieshad an anencephaly rate o 6.3 per
10,000 live births; aggregately, the14 border
countieshad arate of 6.2 per 10,000 livebirths.
IN1993 the Cameron County spina bifida rate
equaled the anencephaly rate at 6.5 per 10,000
live births. Thefour largest countieshad a
spinabifidarated 6.1 per 10,000 live births,
and the14 border countieshad arate of 6.4 per
10,000 live births. For 1993 A:SB was 1.0:1 for
Cameron County, thefour largest counties, and
thel4-county aggregate. County-specificrates
areshownin Table4.

Only three d the 62 patientsin1993 were non-
Hispanic. Hispanicrateswereonly slightly
higher than overall rates. The Hispanic anen-
cephaly and spina bifidaratesin Cameron
County were both 7.1 per 10,000 live births,
whichis not significantly different from the
overall rated 6.5 per 10,000 live births. Simi-
larly, the Hispanic A:SB ratio is1.0:1 for both
Cameron County and thefour largest counties
together, and 0.9:1 for the 14-county aggregate.

Analysisd the sex-specific birth prevalence by
NTD type showed that 57%d dl anencephaly
caseswere girlsand 21%were boys. Gender
was not identified for 21%d theinfants (Table
5). Therate d anencephaly for girlswas 7.2 per
10,000 femaeresidentlivebirths. Themale
anencephaly rate was 2.6 per 10,000 maleresi-
dentlivebirths. Incontrast, boysand girls were
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more equally represented among spinabifida
caseswith 45% beingmde; 41% femae; and
14%undetermined. Therated spinabifidafor

folic acid / multivitamin supplementif they
were contracepting. WWomen who were not
contracepting were placed on adaily multivita-

Table 5. Sex-Specific Prevalence of Neural Tube Defects: All Counties by

er10,000mal eor femal elivebirths

Type, 1993
N=62 Resident Cases
Male Femaie Undefined Total

Type of NTD No. (Rate)+ No. (Rate)+ No. No. (Rate)
Anencephaly (all 740.0)3 6 (2.6) 16 (7.2 6 28 (6.2
Spina Bifida (all 741.0) 13 5.7 12 59 4 2 6.9)
Encephalocele (all 742.0) 1 0.9 4 1.8) -- 5 (1.1)
Total by Sex 20 (8.8) 32 @449 10 &2 (13.8)

8 total anencephaly, includingotheranomaliesundertherubric of ICD-9code 740, such ascraniorachischisis

femalebirthswas5.4 per 10,000 femd e resident
livebirths. Themaespinabifidaratewas5.7
per 10,000 maleresident live births.

Folic-acid Intervention. Thetime periodfor
theinterventiondatareported hereisfrom
January 1,1993 through December 31,1993.
Thosewomen whosefirst NTD-affected preg-
nancy wasdelivered or terminated during1993
and whoresidein the study areawereinter-
viewed and enrolledin theintervention pro-
gram. They were provided preconception,
pregnancy, and NTD risk-reduction education
and counselingand given alow-dose, 0.4 mg

min regimen that provides4 mgfalic acid.
Health historieswere obtained and blood was
drawnfor serumfolate, red blood cdl folate,
B,,, 0lucose, and acompl ete blood count prior
to supplementation. Women wholived outside
the study area.and women with NTD-affected
pregnancies before1993 wereeducated but not
givenfolicacid. Becauseno prenatal multivita-
min with4 g d folicacid currently exigts, a
prenatal multivitaminwith1 mgd folicacid
was packaged with threel mg folic acid tablets
to provide4 mg d folic acid per day to high-
risk women who may have become pregnant.

Thethree project
Table 6. Enrollmentin Folic Acid Intervention, 1993 teams began enrol |-
N=67 Identified cases; 52 Eligible cases ing casesin the
interventionstudy
Status Number _Percent - Status Number __Percent | in September 1993.
Consented and 41 o 4.0 mg 10 24 Asd December 31,
on folic acid 0.4 mg 28 68 1993, 67 NTD-
0.8-1.0 3 7| affected pregnancies
Consented and 4 8 Pregnant 2 50 hed been identified,
not on folic acid Pending 2 5 |d which52were
digiblefor the
Eligible/not enrolled 7 13 Lost 1 14 | interventionstudy.
Refused 5 71 1 S these, fivere-
Total eligible cases 52 100 Qut : 14 fused to enrall in the
Total ingligible cases 15 100 Moved 12 a0 Interventionstudy,
Tubal ligation 3 xp |Onecouldnotbe
located, two were
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not placed onfolic acid because they were
identified prenatally and were still pregnant,
and two were pending enrollment. OF the4l
womenwho wereplaced on afolic-acid con-
taining supplement, 10 (24%)took high dose
folicacid (4.0mg), 28 (68%)took |ow dosefolic
acid (0.4mg), and three (7%)took physician-
prescribed prenatal vitaminscontaining 0.8 to
1.0 mgfolicacid (Tableb).

Assessmentd theefficacy d periconceptional
folicacid inthe preventiond NTD recurrence
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must await severa yearsd pregnancy out-
comesdueto therelatively small number of
case mothersin thisstudy.

Noncommunicable Disease Epidemiology and
Toxicology Division (512) 458-7222

Texas Birth Defects Monitoring Division
(512) 458-7232

I nfectious Disease Epidemiology and Surveillance
Division (512) 458-7328, (512) 458-7676




Occupational Disease Surveillance

The Texas Occupationa Disease Reporting Act
was passed by the 69th Legidaturein1985.
Thisact required that physiciansand |aboratory
directorsreport adult e evated blood lead levels
(>40 g/ dl), and diagnosesd suspected or
confirmed asbestossand silicosis. Theact dso
gavethe TexasBoard d Hedlth the authority to
add other preventableoccupational diseasesto
thelist. Later that sameyear, the Board made
acute occupational pesticide poisoning areport-
ableconditionin Texas. Snce1987, the Na-
tional Institutefor Occupationa Safety and
Health (NIOSH) d the Centersfor Disease
Control and Prevention (CDC) has provided
limited fundingfor occupationa diseasesur-
veillanceactivity in Texas.

Figure 1. Acute Occupational Pesticide
Poisoning in Texas, 1993
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Acute Occupational Pesticide Poisoning

The Environmental and Occupational Epidemi-
ology Program (EOEP) conductsactive surveil -

throughout the state. Theactivesurveillanceis
conducted using asentinel provider system
whichconsssd individual physicians, dinics,
and hospitalswho consent to be contacted by
EOEP daf onaregular bass.

Initidly, the EOEP concentrated thisactive
surveillanceeffortin three specific agricultural
regionsd Texas theWinter Gardenareain
south central Texas theRio GrandeVadley in
far south Texas, and the Texas Panhandle.
Other agricultural areasd Texasare now
included in the active surveillanceeffort. Sixty-
three health dinics, 30 hospital emergency
rooms, and 26 phys ciansparticipated as senti-
nel providersin1993. Inaddition to contacting
sentinel providers, health care providers
fromdl areasd the state report pesti-
cide-relatedillness directly to EOEP.

IN1993, 15 incidentsinvolving 36 work-
erswith acute pesticide poisoningwere
reported to the Texas Department d
Health (TDH); oneworker died. The
agesd the personsreported with pesti-
cideillnessrangedfrom 21to 66 yearsd
age. Themgority (66%)wered His-
panic descent; al otherswerewhite,
non-Hispanic. Twenty-9x (72%)d the
workersweremae, and 10 (28%)were
female. Reportsd acute occupational
pesticide poisoningin1993 are presented
geographicalyin Figurel. For three
incidents, the county where the exposure
occurred could not be determined.

Non-agricultural settingsaccounted for
most (21) d thereported illnesses, in-
cluding afireat alandscapecompany
where nine peoplewereexposed. Seven
d the ninewerevolunteer firefighters.
A company employeeand hisone-year-old
daughter (notcounted in the occupational
exposure tota) were on the premiseswhen the
fireoccurred. Eleven other workerswere
exposedin asgparateincidentinvolvinga

lance of acuteoccupational pesticide poisonings ~ structural pest control applicationinagovern-
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i i i 40 micrograms per deciliter o
Table 1. Exposurein the Agricultural Setting, 1993 blood (meg/ dl) in persons15
Cases Reported yearsd ageor older. Al reports
1{F) Expoare while mixing/loading pesicides are confirmed laboratory blood
1 (FW) Bxpoaure while moving bags d pesticides lead reports. For 1993, the EOEP
3(1F&2FwW)  Bxqoosure fram dift during ground application recaived 800 reportsd elevated
7(EW) Expoare from dift duing crop dsting blood lead levelsfor 273indi-
HF/CD) qurem md@m crtogatc{glfndgcb viduals. Because the Occupa
S Eposrewnlewarking in recently trested iAlcs | o Sefety and Health Admin-
Farmer=(F) Crop Duster=(CD) Fam Worker=(FW) istration (OSHA) requires that
employeesbe tested at two-
ment officebuilding. Sixteenworkerswho month intervalsif their blood lead level sexceed

became ill dueto pesticideexposure performed 40 mcg/dl, multiplereports werereceived for
agriculture work: twowerefarmers, onewasa many individuals.
farmer and crop duster, and 13werefarm

workers. Table 1. showswhere _ o . .
the exposureto pesticideoc- Figure 2. Distribution of Individuals with Elevated

curred in the agricultural setting.  Blood Lead Levels by Age Group: Texas, 1993

Age Group in Years

Thefatality involved an agrial
pesticideapplicator who crashed 55+ [
whilespraying cottonfieldswith

paragquat. The pesticidespilled 4554 SRR
on the pilot when the airplane
crashed. Hedied d paraquat 3544 [
poisoning eight dayslater. _ ‘
2534 N
Adult Elevated Blood Lead
Levels 1524 8
Physicians, |aboratories, and Unknown
other responsble partiesare o o 20 0 - 100

required to reportto the TDH,

all blood lead levelsat or above Nunber d Cases

IN1993,268 (98%)d the individuals

Table 2. Distributionof Individuals Reported .
with Elevated Blood Lead Level Test by Type of “gg%?ﬁﬂ@gggﬁ;ﬁgﬂ?&iés
Industry: Texas, 1993 Basad onfollow-upfordl reported
N=273 cases, 142 (52%)of the individuals were
- Hispanic, 75 (27%)werenon-Hispanic
198 Batay I\/Ienuf_aci unng - whites, and 20 (1) were African-
¥ Foudy, Smelting, and Rdining X e )
15  Urknown American. |dentificationfor race and
12 Radiaor Repar Shop ethnicity could not be obtained for 27
3 Condruction (10%)d theworkersreported. Figure 2
3  Scrgp and Weste Metds _ identifiesthe age grouping d reported
2 Battay Leed Oxide Manufecturing workerswith devated blood lead levels.
2 Sed Waksand Blat Fumece Table 2shows, by typed industry, the
1  Meds Redamation WS, Dy typ edtry,h
1 Vehide Patsand Accessories Manufacturing | number d individualsreported to have
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Table 3. Reported Individuals with Elevated Blood Lead Levels by
Type of Occupation, 1993

N=273

37 Machine Operators

31 Radiator Repairers

16 Supervisor, Production Operations

16 Furnace, Kin, and Oven Operators, except food

19 Machine Feeders and Off-Bearers

19 Freight, Stock, and Material Handlers

24 Laborers, not Construction

21 Unknown or Pre-employment Blood Lead Tesis

13 Welders and Cutters

10 Hand Painting, Coating, and Decorating Occupations
Assemblers

Electrical and Electronic Equipment Assemblers
Extruding and Forming Machine Operators
Miscellaneous Material Moving Equipment Operators
Mixing and Blending Machine Operators

Inspectors, Testers, and Graders

Janitors and Cleaners

Miscellaneous Electrical and Electronic Equipment Repairers
Industrial Truck and Tractor Equipment Operators
Cementing and Gluing Machine Operators

Stock Handlers and Baggers

Miscellaneous Plant and System Operators

Managers and Administrators

Handpackers and Packagers

Mechanical Engineer

Chemist

Security Guard, not public service

Supervisor of Mechanics and Repairers

Painting Contractor

Asbestos Removal Worker

Lathe and Tuming Machine Set-up Operator

Machine Operator

Miscellaneous Metal, Plastic, Stone, and Glass Working Machine
Fabricating Machine Operator

Molding and Casting Machine Operator

Heat Treating Equipment Operator

Separating, Filtering, and Clarifying Machine Operator
Crushing and Grinding Machine Operator

Production Inspectors, Checkers, and Examiner

elevated blood lead levels. Asin previous Reportsd eevated blood lead levelsare priori-
years, workerswhowereemployedin battery  tized onthebassd blood lead level and pres-
manufacturingrepresent most d the cases enced symptoms. If any d thefollowing
(73%0). Thirty-sx workers (13%)workedinthe  conditionsare present, thework siteisconsid-
Foundry-Smelting-Refiningindustry. Radiator  ered high priority and isinspected by local or
repair shop workerscomprised 4%or12d the  state health department staff to identify the
workersreported. Theremainingindustries sourced |ead exposureson the job:
represented 27 (10%)d theworkers. Table3

shows, by occupation, the number d reported ¢ Anemployeds blood lead leve isgreater
casesd elevated blood lead levels. than 60 mcg/dl.
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¢ Anemployees blood lead level aver-
ages0 mceg/dl over asix-month
period.

¢ The individual exhibits symptoms of
lead poisoning.

I ndustrial hygieneinspections measurelead

levelsin theair and examinework practices

to assessadditional opportunitiesfor worker
exposure. Basad on theseinspections,

interventionsto reduceworker exposureare

suggested (changingwork practices, worker
education, etc.) and assistancein implement-
inginterventionsis offered.

Asbestosis

O thelO7 casesd ashestosisreported to
TDH during1993, 47 (44%)wereidentified
by reviewingdeath certificatesfiled with the
TDH Bureaud Vitd Statistics. Phydcians
reported20 (19%)d the cases, 40 (37%)were
identified during medica record review at a
VeteransAdministration hospital. The
distributiond patientsby race/ethnicity is
shownin Figure3 and by agegroupin
Figure4. Theageat diagnosisrangedfrom
26 t0 90 years. Themedical recordfor the
26-year-old did not list jab duties, but did
notethat he wasin Koreain the military,
had symptom onset duringthe 1950s, and
was diagnosed with asbestosisin
1959, Theoldestindividual wasa
retired military officer; no addi-
tional employment information
wasavailablefrom hisdeath
certificate.

90+ &

Figure 3. Distribution of Reported Asbestosis
Cases by Race and Ethnicity: Texas, 1993

White, Non-Hispanic
80%

Unknown
7%

African-American
8%
Hispanic
4%

thetypesd occupationslisted were construc-
tion worker, dectrician, plumber, pipefitter,
engineer, machinig, fireman, laborer, insulator,
boilermaker, rigger, sheet metal worker, and
welder. Mogt medical recordsand physician
reports do not includethe occupationwherethe
exposure most likely occurred.

In November 1993, a hospital medical record
review to identify asbestos s cases was con-
ducted at aVeterans Administrationfacility.
Medical recordswere sal ected based on Interna-
tiona Classficationd Disease (ICD)-9 Codefor
ashestosis(501) listed on the discharge sum-

Figure 4. Distribution of Reported Asbestosis Cases
by Age Group: Texas, 1993

Age Group in Years

. . L 80-80 [§
Varied occupationswereidenti-

fied among theindividualsre-
ported with asbestosisin1993.
Mostd the occupational informa:
tion was obtained fromdeath
certificates. Theoccupation
shown on the death certificate,
however, may not have contrib-
uted to the asbestosexposure,
sncethe exposure may have
occurred yearsearlier. Among

7079 |
60-69 |
50-59 g%
o
2539 f

Unknown [

30

15 20 25 40

Number d Cases
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mary. Sixty-seven medical records
werereviewed; thediagnosisd

ashestosswasidentifiedin40 o

the67 records. Although occupa-

tiona informationwaslisted in12 80+
medical records, noned these
occupationswereidentified asthe

sourced the ashestosexposure. 60-69

Silicosis 0%
40-49

Forty-twocasesd dlicosswere

reported in Texas during1993. 03

Oneindividual was diagnosed 2029

70-79

with both slicosisand asbestosis.
Threeindividual swerediagnosed
withslicosisand tuberculosis. In
past yearsmost reportsd silicosis
inTexaswereidentified during
reviewsd death certificates. Dur-
ing1993nined the42 cases (21%)
wereidentified from thisreview.
Ten (24%)reportswere obtained
from medical record review o
Veterans Administrationfacilities,
23 (55%)werereported by private
physicians.

Figure 5. Distribution of Reported Silicosis Cases
in Texas by Age Group, 1993

Age Groupin Years

Table 4. Distribution of Reported Silicosis
Cases by Occupation, 1993
26 (62%) Sandblaster

5 (12%) Unknown Occupation

3 (7%) Painter

2 (5%) Maintenance Worker

1 (2%) Asphalt Factory Worker

1 (2%) Grinder/Chipper

1 (2%) Foundry Supervisor

1 (2%) Pipefitter

1 (2%) Qil Field Roustabout

1 (2%) Cloth Material Seamstress

10 2 30 40 50

Number of Cases

Occupationa informationwas availablefor d|
exceptfived theindividuals. Table4liststhe
typesd occupationsreported. The death
certificatefor the only report & afemaeworker
reported indicated she worked asa cloth mate-
rial seamgtress.

Before1993 the mgority & workerswith
slicosswerewhite, non-Hispanic, or African-
American. IN1993, 25 (60%)workerswith
slicosswerewhite, Hispanic; Sx (14%)were
African-American; and 11 (26%)werewhite,
non-Higpanic. Figure 5 showsthe age distribu-
tion. During1993 the youngest worker, a
sandblaster, was diagnosed at age 24.

Non-Communicable Disease Epidemiology and
Toxicology Division (512) 458-7222,458-7269
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Pertussis

Pertussisisahighly contagiousupper respira-
tory illness with symptomsthat can linger 6to
10 weeks. Asthedisease progresses, coughing
comesin spasmsinterspersed with acharacter-
istic"whoop" sound oninspirationd air. In
infantslessthan sx monthsd age, apneaisa
common manifestation, and the whoop may be
absent. Pertussisisaparticularly severedisease
inthefirstyear d life, with younginfantsat the
highestrisk d pertussis-related complications.
Complicationsd pertussisincludeconvulsons,
emphysema, bronchia conditions, otitismedia,
pneumonia, weight loss, and encephal opathy.
According to the Centersfor Disease Control
and Prevention (CDC),from 1989
t01991, 69% d al confirmed
pertussis casesininfantsin the
United States were hospitalized.

IN1993,121 pertussiscaseswere
reported from 38 countiesin
Texas. Themgority d cases
occurredin Ddlas, Harris, and 15
Bexar counties, with 30%, 14%,

and 8%d casesreported, respec- 1
tively. Therewereno deathsfrom ]
pertussisin Texasin1993.
Pertussis morbidity markedly
increased inJuly and August, as

20

31%d cases1todyearsd agewere hospital-
ized, andfour percentd cases5to9yearsd
agewere hospitalized. Thisatteststo the sever-
ity d thisdiseaseininfants. Figure2 depicts
theagedistributiond pertussiscasesaswell as
hospitalizationsdue to pertussis.

O thel21casesd pertussisin1993, detailed
caeinformationwasavailablefor 86. O these
85% (73) experienced paroxysmsd coughing,
65% (56) an inspiratory whoop, 59% (51)
cyanosis, 59%(51) vomiting, 48%(41) apnea,
23%(20) pneumonia, and one percent (1) sai-
Zures.

Figure 1. Reported Cases of Pertussis: Texas, 1993

Number of Cases

illustrated in Figure1. Nation- " san
wide 6586 cases d pertussiswere
reported. Texasaccounted for only 2%d the
nation's pertussismorbidity and ranked17th
amongd| dtates.

Nearly 90%d dl pertussiscasesin Texaswere
under fiveyearsd age, with63% o dl cases
occurringin childrenlessthan oneyear d age.
Age-specificincidenceratesfor pertussiswere
239 per 100,000 for childrenlessthan oneyear
d age, 2.7 per 100,000 for children1.to 4 years
d age, and 04 per 100,000 for children5to 9
yearsd age. Cf those childrenunder oneyear
d age, 75% were hospitalized. 1n comparison,

Feb  March  April

June Sept Oct Nov Dec

Month of Onset

May July Aug

Fifty-three pertussis patientswered whiteand
Asian descent, 43d Hispanic descent, and 20 o
African-Americandescent. While morecasesd
pertussisoccurredin thewhiteand Asian
populétion, theincidencerated pertussiswas
highest in the African-American popul ation,
with 9.6 casesreported per one million popul a-
tionfor dl ages. Thiswasfollowed by Hispan-
icswitharated 8.8 per million, and whitesand
Asanswitharated 4.8 per million. Therace/
ethnicity d fivecaseswas unknown.

67




Inthecurrenterad controversy Figure 2. Pertussis Cases and Hospitalization by Age
concerningthesafety and effective-  Group: Texas, 1993

nessd pertussisvaccing, itis Number of Cases

increasingly important to under- ®

stand pertussisepidemiology and [OHospitalized Cases
the reasonsfor continuingpertussis Bl Unhospitalized Cases

vaccination. AccordingtoCDC, a
primary seriesd pertussisvaccine
provides70%-90%protection 40
againstinfection, particularly
during thefirst several yearsfol-
lowingimmunization. Giventhe
seriousnatured thisdisease, the
overal benefitd pertussisvaccine 0
isgreat when compared with the <t 14 59 10-14 1519 2029 3089

risks associated with the disease. Age Group in Years
Agewas Unknownfa 4 of 21 Gases.

20

Immunization Divison (512) 458-7284
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Plague

On May 3,1993, the Texas Departmentd
Health (TDH)wasnotified o a possible human
plague case. Automated bacteriologictest
procedures at the hospital had identified a

Y ersniaspeciesfrom ablood specimen collected
April 25,1993. The organism was shipped to
the TDH Laboratory, whereit was confirmed as
Yersnia pestis.

The patient was a 94-year-old whitewoman
from Kent County. She experienced onset d
fever and headacheon April 24 and wastaken
to the emergency room by family members.
She presented with fever, headache, body aches,
and confusion. On admission her temperature
was103F, blood pressure was134/70 mm Hg,
pulsewas 96/ minute, and respiratory rate was
22/minute. Her initia whiteblood cell count
was16,100 cell/ mm? with 91%polymorpho-
nuclear cdls, 5%band formsand 4%lympho-
cytes. Her hemoglobinlevel was13.2g/dL,
hematocritwas39.3%, and platel et count was
81,000/mme. A chest x-ray wasnormal. Initia
diagnosesincluded sepsis, dehydration, and
possiblepneumonia.

Initialy, her treatmentincluded ceftriaxoneand
rehydration. On thesecond day d hospitaliza-
tion, theleft sided her neck became tender and
swollen. Shecomplainedd difficultyin swal-
lowing. Ceftriaxonewas discontinued, and she
received ampicillin and sulbactam for ten days.
Theswelling decreased over the next five days.
A CT scand theneck did not identify an ab-
scess or lymphadenopathy. On day four, the
hospital laboratory reported the Y ersniaspecies
in her blood specimen. Upon subculture, the
automated test system identified the organism
as Y ersiniapestis with aconfidencelevel d 59%.
Doxycycline was added to her treatment regi-
men. Additional testing by separate automated
systemsidentified the becteriaas Y ersniapestis
(by two systems) or Y ersiniapseudotuberculosis

(by one system).

The patient's illnessgradually resolved, and she
was discharged on May 4. Becauseno hospital
daff memberswere exposed to blood or body
fluidsfrom the patient, no one received prophy-
lactic therapy.

The patient was not able to provide areliable
exposurehistory. Sheresidedinoned three
homeslocated on adead end street. Oned the
houseswasvacant. Therewereseveral vacant
lotsand homes within 100 yards d the patient's
home. Her next door neighbor, who cutsthe
grassat all threeresidenceson thedead end
street, had not noticed any dead animalson the
three properties. The patientowned one cat.
Sometimein April, fleas had been noticed on
the neighbor's baby granddaughter when she
had been placed on the patient's sofa. The
patient had not travelled out o her hometown
for over threemonths.

Aninspectiond the patient's househol d ascer-
tained no current rodent problem, although she
had previoudy trapped two miceand aratin
her home. A desiccated mouselater wasfound
inthe home.

Themost likely sourced exposurefor this
patientwas afleabite at homesincetherewas
evidenced aproblemwith rodentsand fleasat
her residenceprior to her illness. Additional
surveillanceindicated the presenced zoonotic
plaguein the county.

This patient representsthefourth human
plague case with exposurein Texassi nce1980.
The other three cases occurred in1982,1984,
and 1988. The patientsresided in Ector,
Winkler and PecosCounties; all weremales
betweentheagesd 23and 41years. Therewas
onefatality.
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The Zoonosis Control Division maintainsyear-
round surveillancefor plaguein Texaswildlife.
Blood specimensare collected from carnivores,
primarily coyotes. Most carnivoresare resi stant
toinfection by Y. pestis, but they do seroconvert
when exposed to the plague organism and
thereforeareindicatorsfor plagueactivity. In
1993, 51 specimens, al from countieswithin
Public Health Region 2, wereseropositive.
These camefrom coyotes (40), domesticcats (6),
raccoons (2), as well asaskunk, a bobceat, and
an opossum.

In March, aTaylor County rancher notified
TDH that he had encountered numerousdead
and dyingfox squirrels (Sciurus niger) on his
property. Uponinvestigation, it wasfound that
thesquirrelsand their fleaswereinfected with
Y. pestis. Thisoutbreak representsthe third
recorded squirrel epizooticinthe USand the
firstreportedin Texas. Subsequently, asa
resultd publicity surrounding this die-off, one
plague-infected squirrel wascollected in Dallas
County in May; another was collected in June.

| nfectious Dissese Epidemidogy and Surveillance
Divison (512) 458-7328,458-7676

70



Rabies, Human Case

On November 4,1993, awhite82-year-old man
residingin Bowie County, Texas, was admitted to
an Arkansas hospital. The previousday, he had
begun having difficulty swallowing, speaking,
and walking. According to family members, the
man had becomeforgetful and confused during
thefour tofive days prior to admission. Hewas
on no regular medications, had no significant
medical conditions, and had been ableto work his
ownfarm until he becameill.

On admission the patient could follow some
commandsand had no motor or sensory deficits,
but was hallucinatingand uncooperative. He
complained to hisfamily that someonewas
standing on hisfeet and that people were coming
out d theteevison. Abnormal findingson
physical examinationincluded mild elevationd
temperature (100.1°F), increased muscle tonein
hisupper and lower extremities, tremors, and
decreased reflexes. Hiswhite blood cell count
wasnormal except for adifferential with 90%
polysegmented neutrophils. Examination o
cerebrospinal fluid reveal ed onelymphocyte/
mm?® aglucoselevel d 60 mg/dL, and a protein
level d 42 mg/ dL. Computerized tomography
(CT) d hisbrainreveded diffuse atrophy.

Although the admittingdiagnosiswas cere-
brovascular accident, by the second day d hospi-
talization, tetanusor viral encephal opathiessuch
asrabieswere considered morelikely. At this
point, the patient's family reported that he had
not traveled out o hisimmediatesurroundings
and had no known animal bites.

During hishospitalization the patient had to be
pharmacologically paralyzed for paroxysmal
muscle activity and required a heating blanket for
hypothermia. He died on November 9 after
ventilatory support waswithdrawn because no
brainstem reflexescould be demonstrated. His
brain tissuewas positivefor rabiesvirus by
fluorescent antibody testing. Additional testing
using monoclonal antibodiesand polymerase
chain reaction (PCR)technology implicated a
straind rabiesgeneticalyrelated to thestrain
associated with thesilver-hairedbat.

Two possibleroutesd infection wereidentified
duringthe coursed an extensiveon-siteinvesti-
gation. Thelivingaread the patient's home was
found to have openings accessibleto batsfrom
theoutside. Additionally, uponfurther question-
ing, the family recalled that the patient had had a
cow that died d an unknown diseasethree
months prior to theonset o hisillness.

Fifteenfamily membersand close contactsin
Texasreceived rabies prophylaxis; in Arkansas,
55 medica personnel received prophylaxis. The
costd prophylaxisfor both the Texasand Arkan-
sas contacts exceeded $50,000.

Infectious Dissase Epidemiology and Surveillance
Divison (512) 458-7328,458-7676
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Rabies in Animals

Rabiesisaviral zoonosis affecting the central
nervoussystem. Themoded transmissionis
by salivacontainingrabiesvirus being intro-
duced into an openingin theskin or through
mucous membranes, usually viathe bited a
rabid animal. Animalsconsidered to be high-
risk for transmitting the rabies

virusinclude bats, coyotes, foxes,

concern becauserabid domestic animalsare
morelikely to comeinto contactwith humans
than arerabid wildlife. Tables1and 2 compare
thenumbersd domesticand wildliferabies
casesfor thevariousanimal speciesfor 1992 and
1993. 1n1992, thegreatest number d animal

Figure 1. Confirmed Cases of Animal Rabies: Texas,

raccoons, and skunks. 1981-1993
Number d Cases
INn1493,533 (5%)cf 11,169 animal 199
specimenstested by the Texas 800
Department o Healthwere
positivefor rabies. Thisnumber
o confirmed cases, al2%increase 690
over the471casesreportedin 400
1992, isthe highest yearly total
for Texassince1985 (Figurel). 200
Rabiesin wildlifeaccounted for 0
82%d thecases. Skunksand %, 49% % % % % % B % R, %, %, %,

bats, responsible for 28%each d

the total cases statewide, continued to bethe
primary reservoirs. During1993,151 skunks
tested positivefor rabiescompared with 182
rabid skunksin1992. OF all skunkstested for
rabies, 25%were positivein1993, and 29%were
positivein1992. During1993,150 batswere
positivefor rabiescompared with 69 rabid bats
in1992. O all batstested for rabies, 18%were
positivein1993, and 13%were positivein1992.

Rabiesin domesticanimals(18% o dl animals
tested positivefor rabies) continuesto bea

Table 1. Rabies in Domestic Animal
Species: Texas, 1992 and 1993

Species 1992 1993
Dogs 56 4
Cats 16 21
Cows 11 11
Horses 6 6
Goats 7 1
Sheep 2 1
Donkeys 0 1
Total 98 95

Yex

rabiescasesoccurredinMarchand April. In
1993, September had the highest count due to
theincreasein rabid bats reported during that
month.

Rabiesinwild or domesticanimalsoccurred in
110 Texascountiesin1993 (Figure2). More
rabiescases (49 bats) werereported from Travis
County than any other county. Inthelast 2
monthsd 1993, an outbreak o fox rabiesoc-
curred in McCulloch County with atotal o 7
casss.

Table 2. Rabies in Wild Animal Species:
Texas, 1992 and 1993

Species 1992 1993
Skunks 182 151
Bats 69 150
Foxes 33 42
Coyotes 70 71
Raccoons 7 20
Other 12 4
Total 373 438

72



Figure 2. Oonfirmed Cases of Animal Rabies
(all species) by County: Texas, 1993

The caninerabies epizootic, which beganin
1988 in South Texas, continued through1993; 69
coyotesand 42 dogs tested positivefor rabies.
Ninety-seven percent d all rabid coyotesre-

73

ported and 96%d d| rabid dogs
reported werefrom thefollowing13
South Texas counties: Brooks, Duvd,
Hidago, Jim Hogg, Jm Wells Kenedy,
Kleberg, LaSdle, Nueces, Starr, Webb,
Willacy, and Zapata. A rabid raccoon
with thecaninestrain d rabiesvirus
was recorded in CameronCounty in
May 1993. Thetestingd arabid
coyotein LaSaleCounty in Novem-
ber 1993 demonstrated the continual
northward movementd the epizootic.

In responseto this outbreak, the Oral
RabiesV accination Project (ORVP)for
coyotesin South Texaswasinitiated.
Thegod d the ORVPisto createa
zoned vaccinated coyotesalong the
leading northernedge d the epizootic.
Thisproject targetswild animals

 becausethey aretheprimary reservoir

for rabies. Immunizationd coyotes
will be accomplished by aerial distri-
butiond abait containing rabies
vaccine over approximately a15,200
squaremilearea.

Zoonosis Control Division (512) 458-7255




Rabies Postexposure Treatment in Humans

Human rabiesisafatal diseasethat iscom-
pletely preventable. Itistransmitted through
exposured mucousmembranesor brokenskin
tothesdlivad arabid animal. If exposure
occurs, the disease can be prevented by prompt
administration d rabiesimmuneglobulin (RIG)
and rabiesvaccine (RV). In the United States,
two typesd RV arein use: humandiploid cdl
vaccine (HDCV) and rabiesvaccine, adsorbed
(RVA). They areequally effective, and eachis
givenin thesameway.

Postexposure prophylaxis (PEX)for rabies
generdlyisgivenasasingledosed RIGand a
seriesd fivedosesd RV. If apersonhas previ-
oudly received FEX or been immunized against
rabiesbecaused occupationd risk d exposure
to the disease (veterinary or laboratory workers,
animal control officers, spelunkers, etc.), the
FEX regimenconsistsd only two dosesd RV,
without the RIG.

Thenumber d exposuresto rabid or potentially
rabid animalsin Texasisunknown. The Texas
Department d Health (TDH) Zoonosis Control
Divisionreceivesreports on human and animal
exposuresto proven rabid animals, but many
other peopleare started on FEX due to sus-
pected exposures.
Treatment also may
be started on FEX
becausetheanimal <0 |
wasnot availablefor
testingor thesub- 25
mitted specimenwas
unsuitablefor test- 20
ing. Evenif thecat
ordoginvolvedin {5
theincidentisbeing
quarantinedfor a10-
day period, treat-

ment may be begun

if other factors 5
indicatealikelihood

d rabiesinfection. 0

1989

1990

Thenumber d exposuresin Texascan beedti-
mated through TDH data.on theamount o
rabiesbiologicas(RIGand RV) used in the
state. Becauseit does not accountfor
biologicas given through the private sector,
however, this data provides an underestimate
d total exposures. Snce RIGisgivenonly for
PEX, and asasingledose, itisabetter indicator
d exposuresthan thenumber d RV doses
administered. However, thisdata also underes-
timates the actual number o exposures because
thistotal doesnotinclude previously immu-
nized persons (for whom RIG isnot indicated)
who are exposed to rabies.

Theratesd publicheath regionused RG for
1989-1993 areshownin Figurel. Comparisons
between regions may be mid eadingbecause
differencesin medical practicesand population
demographicscould resultin differencesin the
proportiond all RIG provided by thestate.
However, comparisonswithin aregionover a
time period should reflect changesin the preva-
lenced animal rabies, aswell as publicand
professional awareness and concernabout
rabiesin that region. Duringthetimeframe
shownin Figurel, themgor changesin animal
rabies epidemiol ogy have been an increasein

Figure 1. Persons Started on PEX/100,000 Population

EPHR1 ZPHR2 [JPHR3* EIPHR4
ZPHRS5 EPHR6* BEPHR7 EIPHRS

1903

1992

* Data not available from PHR 3, and for 1989 in PHR 6
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bat rabiesin PHR 1L
in1993and an
epizooticd canine
rabiesin PHR 8
that started in1988
and continuesto
the present. There
isacorresponding
risfin RIG usein
PHR1in1993. RIG
uein PHR 8
remained high
throughout the
five-year period.
The 4.4 ¢51q higher
used RIGinthis
regionover the

averaged the other regionsundoubtedly is
related to the canine rabiesepizootic.

In PHR 8 testsresultsfor 408 animalswere
positivefor rabiesfrom 1989 through1993.
Theseanima swere respons blefor 646 human
exposures (190in 1989, 78 in 1990, 53 in 1991,

Figure 2. Regional Map Prior to March 1993

Table 1. Human Exposures to Proven Rabid Animals:
Public Health Region 8, 1989-1993

Total With Persons %With #Per # Exposed/100,000
Species Positive Exposure* Exposed Exposure*™* Exposure** Population
Dog 174 105 575 60 5.48 35.33
Coyote 190 20 27 1 135 1.66
Bat 13 2 3 15 1.50 0.18
Cat 13 1 21 85 191 1.29
Livestock 7 2 18 29 9.00 111
Other 11 2 2 18 1.00 0.12
Total 408 142 646 35 455 39.69

* Number of animals which exposed at least one human

** Percentage of rabies positive animals to which human exposure occurred.

*** Average number of humans exposed per exposure event. Excludes animals which exposed
no humans.

176in1992, and 149in1993) or an averaged

1.6 exposures per animal. During the same
period, thestate provided FEX 101,662 indi-
viduals in thisregion. Approximately one-third
d FEX treatmentswerefor exposure to known
rabid animals, illustrating the magnituded the
difference between FEX treatmentsfor exposure
to known rabid animalsand FEX for suspected

exposureto rabies.

Thelikelihood d human exposureto arabid

animal varieswith thespeciesd the animal.

Tabledreflectsthe number o rabid animalsin

12|‘

PHR 8 by speciesand human exposuresfrom

1989-1993. Although there were not many

exposures per cat, ahigh proportion (85%)d

rabid catsinvolved at | east one human expo-

I sure. Human exposureis much morelikely

to occur from arabid dog than any other

soecies, indicatingthe threat to public

e
L health that occurs when rabies becomes
epizooticin domesticanimals.

Nl i LS

Note: A legidativemandaterequired that dl
state health and human servicesagenciescom-
pile and report datafrom auniform configura-
tiond 11 regionsby March1,1993. Thedata
for thisreport, however, was compiled based on
the previouseight-regionconfiguration (Figure
2).

oY,

Zoonosis Control Division (512) 458-7255
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St. Louis Enceppalitis

St. Louisencephalitis(SLE) isan arboviral TheTexas GUf Coastisarecognizedendemic
infection caused by aflavivirus. Thenatural areafor St. Louisencephalitis. Sx d the pa-
cycled thediseasein the United Statesinvolves tientsresidedin thisarea Nonehad traveled
wild birdsand mosquitoesin thegenusCulex.  outsided Texasin thetwo weeksprior to

In Texasthe diseaseoccursin the coastal re- illness. The patient from Denton County had
gionsduring thewarmer monthsd theyesr. recently traveled to Smith County, Texas.
Although most human infectionsareinappar- Denton and Smith Countiesare not considered
ent or asymptomatic, symptomsin humanscan endemicareasfor human3_E, butS_E virus

rangefromamildfebrileillnessto aseptic activity in avian and mosquito populationshas
meningitisand severeencephalitis. Fever and beenidentifiedin areas outsidethe Gulf Coast.
headache arefrequently thefirst and most Viruswas detected in19 poolsd mosquitoesin
persistentsymptoms. Increased ageisthemost  1993: 12 from Nueces County, Six from
significant risk factor for developing Jefferson County, and onefrom El Paso County.
neuroinvasivedisease. At the Texas Departmentd Health (TDH),
antibody to theS_E viruswasdetected in sera
IN1993 seven casesd S_E werereportedin from 53 chickens. Thirty-three reactive speci-

Texas. Thepatientsresidedin BrazoriaCounty  mensweresubmitted from DallasCounty, 17
(one), Denton County (one), Galveston (one), from Lubbock, and threefrom Galveston.
HarrisCounty (one), and Nueces County

(three). Agesranged from19yearsthrough84  Infectious Disease Epidemiology and Surveillance
years. Fiveweremaes. The patientfrom Division (512) 458-7328458-7676

Galveston County had onsetd illnessin Jduly.

The other six casesexperienced onset d illness

inAugust. All sevencaseswere hospitalized.

Nonedied.
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Salmonellosis

A total of 1,924 casesd sadmonellosis Figure 1. Salmonellosis Rates, 1984-1993

werereported in Texasin1993, the Rate per 100,000
lowest number of casessincel1978. The

annual statewideincidenceratewas10.7

casesper 100,000 population. Figurel 5

illustratesthe declined salmonellosis

rates since1984. The geographic distri- -

bution o salmonellosisby county is 10
showninFigure2. Theactual numbers
d casesintheindividual countiesand 5
their correspondingincidenceratesare

n
o

provided in the Regiona Statistical 0

SummariesSection. 84 1985 86 87 88 89 1990 91 92 93
) Year
! Childrenfiveyearsdf dund —
) : y ageanaunaer = SAmondlatyphimurium, 8.4%were S. newport,
! constituted 28.3%d all cases, and their inci- and 7.2%were S enteritidis.

dencerate d 35.7 casesper 100,000 population

was the highest ratefor any age group. The Threeoutbreaksd salmonellosiswerereported
incidenced salmonellosiswashigher among 4 the Texas Department o Health Infectious
Hispanics, (14.5per 100,000) thanamong Afri-  py; geage Enidemiol ogy and Surveillance Divi-
can-Americans(6.1) or whites (5.9). Incidence ¢ 5111993, Altogether these outbreaks ac-
ratesfor all races decreased. counted for 152 (7.9%)df the salmonellosiscases
reported. itidiswasidentifi th
Theserotypewasidentified and reported for eﬁ%(l)o:iccj: ageﬁ:ﬁ\r 4 |d tshreaes ddfk?&eeeo%fsbreais.
63.4%d thecases. Of the1,220 casesfor which  \10¢t f the cases (145) were due to two out-
thisinformationwas reported, 17.1%were breaksin El Paso county associated with the
samefast-food Chineserestaurant. Both of
Figure 2. Incidence of Salmonellosis by these outbreakswereinvestigated by thelocal
County - 1993 health department and a CDC Epidemic Intelli-
genceService (EIS) officer. Eggrollswere
identified asthe contaminated food item, with
egg roll preparation implicated asthe point of
contamination. CDC and the United States
Department d Agriculture (USDA)followed
the eggs back to the sourcefarm but were
unableto culture S enteritidisfrom any d the
more than 200 environmental samples col-
lected at that farm. Thethird outbreak
occurredin Montague County and was
¥ associated with abarbecuerestaurant.. This
7 outbreak resulted in seven reported cases;
while a particular food item was not identi-
fied, the owner/chef at the restaurant was
culture-positivefor S enteritidis.

gLy
e

g
33

o

I nfectiousDiseese Epidemiology and Surveillance
Divison (512) 458-7328,458-7676
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Sexually Transmitted Diseases

Mgor changesinthetrendsd syphlis,
chancroid, chlamydia, and gonorrheawere
noted in1993.

Syphilis

While reported cases d syphilis continueto
decline, new trendsareemerging in the profile
d the populationacquiringths sexually trans-
mitted disease (STD). The numbersd reported
casesdeclined from10,796 in1992t0 9904 in

1993. Reported syphiliscases hit a40-year high

in1991 when 13,297 cases werereported. Al-
though the number d syphiliscasesare dedlin-
ing, alarger shared casesisbeing reported
amongwomen (Figurel). Previoudy, the
male/female ratio ranged ashigh as5to 1 and
3.5to1 malesper femde, reflectingthe high
prevalence d syphiliscasesamonggay men,
especialy in the1970s and early 1980s.

Theratio began to decrease as gay men changed
their behaviors, practicing safer sex. Thesyphi-

lisepidemicd thelate1980swas concentrated
in heterosexual men and women who used
crack cocaine. Duringthelast
severd years, theratiod mento
womenwith infectioussyphilis
(primary and secondary stages)
has been approximately1.5to 1.
IN1993the mae-to-femaeratio
wasl.12tol. If thistrend contin-
ues, morewomen than men will 50
havesyphilis in the next several

Percent

by providingaportal d direct entry for the
virus. Thedeclineinthenumber d reported
primary and secondary syphiliscasesamong
femd es has been less notabl ethan the decline
among mdes (Figure2). Thedisparity may be
an early warningthat the1992 and 1993in-
creasein thefemaeproportiond total AIDS
casesisdso likely to continue.

Controlling syphilisis becoming more difficult
insomesettings. Inthelast threeyears, five
separate outbreaksd syphilis have been re-
ported in rural Texascounties. Four d thefive
outbreaksinvolved theused crack cocaineand
theexchanged sexfor drugsby addicted
woman. Limited public health resourcesin
rural areas must cover awider areathan urban
locations, making the control d rural syphilis
much more problematic. Sexually transmitted
diseasedinics may not be held regularlyin
rural areasand patientsmay wait weeksto see
contract physicians. Effortstointerrupt trans-
mission by partner notification are often con-
ducted by public healthworkerswho must
cover 20 or more counties.

Figure 1. Infectious Syphilisin Texas: Proportion
of Cases by Gender

--Male *Female

60\‘\\\\.,_,.

years. 40 M

Theratioisimportant for two %

reasons. First, anincreasing 20
percentaged women with syphi-

liscould alsolead to anincreasein 10
congenital syphilis cases. Second,

0

thechancred syphilisisknownto g,

facilitatethe transmisson d HIV
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Figure 2. Primary and Secondary Syphilis in Texas

by Gender
o Reported Cases
2,500
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Chlamydiaand Gonorrhea

During1993 chlamydiaremained
the most commonly reported
sexudly transmitted diseasein
Texas. Whilereported cases o
gonorrheadeclined from 35517 in
199210 30,122 in 1993, chlamydia
casesrosefrom 39,728 in1992to
43874 in1993. Nevertheess,
severa important factorsmakeit
likely that chlamydiain Texasis
under-diagnosed. First, most d the
chlamydia testing performed

o

1989 1980 1991 1992
Yex d Repart

Chancroid

Chancroidisagenital ulcer disease caused by
the bacteria Haemophilus ducreyi. It wasconsid-
ered rarein thecontinental United States until
thelate1980s, now it appearsto beendemicin
Texas Multiplestudiesin Africa have sug-
gested chancroid'sgenital ulcersfacilitatethe
transmissond HIV. 1n1993,190 caseswere
reported; 319 werereported in1992. 1n1991,
Texas had 1,045 cases, athird d Al casesre-
ported in the United States.

involveswomen attending family
planning and prenatal clinics. The
maepartnersd thesewomen
usually are not examined or tested. Only 14%
d thechlamydiacasesreportedin1993 were
among men. Second, somelarge and medium-
sized citiesare not yet providing chlamydia
testingin STD dinicsand other public health
facilities. The number d ,chlamydiacasesis
expected to increase as more men are tested and
asthe number of dinics ableto providetesting
and diagnose chlamydiaincreases.

1993

Bureau of HIV and STD Prevention (512) 458-7463
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Shigellosis

IN1993, 4,581 casesd shigellosis
werereportedin Texas, anincrease
d over 1,000 casesfrom 1992 and the
highest number d casesever re-
corded. Theannual statewide
incidenceratewas 25.5 cases per
100,000 population, another al-time
record. Thedistributiond
shigellosisby regionisillustratedin
Figurel. Figure2showsamapd
theincidenceratesby county. (See
the chartsin the Regiona Statistical
Summariessectionfor theactual
numbersd casesintheindividual
countiesand their corresponding
incidencerates.)

Childrenfiveyearsd ageand under consti-

tuted 41.5%d all cases, and their incidencerate

d 1054 cases per 100,000 populationwasth

highest ratefor any age group. Theincidence
d shigellosiswas higher among Hispanics(40.9
per 100,000) than among African-Americans

(18.2) or whites (13.2). Incidenceratesfor 4l
racesincreased.

Figure 2. Incidence Rate of Shigellosis
County, 1993

Rit e per 100,000

Figure 1. Shigellosis Incidence Rate by Public
Health Region, 1993

o Rateper 100000

EFRegional Rates
—Statewide Rate

Region

The bacterial serotypewasidentified and

e
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by
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reportedfor 67%d thecases. O the3057 casss
for which thisinformation was available, 91%
wereidentified as Shigdlasonnei. Theother
serotypesidentifed wereS. flexneri (7.5%), S.

(A.), and S. dysenferiae (0.4%).

FHveoutbreaksd shigellosiswerere-
ported to the Texas Department d Health
(TDH) InfectiousDisease Epidemiology
and SurvelllanceDivisonin1993. Alto-
gether these outbreaksaccounted for 492
(10.7%)d theshigellosiscasesreported.
Althoughthenumber d outbreaksand
the percentage d casesrelated to out-
breaksaredightly lower than the1992
figures, it representsa three-fold increase
from1991. Most d the casesweredueto
asingle, community-wide outbreakin
Hays county (348cases). Outbreaks,
ranginginsizefrom16 - 85 cases, oc-
curredin Caldwell, Harris, Medina, and
Rusk Counties. S. sonnel wasidentifiedas
the causativeagentin all d the outbreaks.

Two deathsrelated to shigellosiswere
reportedin1993. Both deathsoccurredin
Hispanicfemaes. afour-year-oldfrom
VictoriaCounty, and a 37-year-old from



VictoriaCounty, and a37-year-old from Infectious Disease Epidemiology and Surveillance
WilliamsonCount y. Serotypeswerenot re- Division (512) 458-7328,458-7676
portedfor either case.
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Smoking: Access of Minors to Cigarette Vending Machines

Thesa e of tobacco productsto personsyounger
than18yearsd age has been prohibited by law
in TexassinceSeptember 1989.* Thislaw
requirescigarettevending machineownersto
post signson their machinesstating thelaw and
the consequence: that merchants convicted for
sdlling tobacco productsto
underaged personsmay befined
up to $500. A city ordinance
passed in August1991in Arling-
ton, Texas, requiredinstallationd
electroniclockingdeviceson all
cigarettevending machines. These
devicesrender thevending ma-
chineinoperable until thestore
owner electronically unlocksthe
machineon customer request. To
determinetheaccessd minorsto
cigarettesthrough vending ma-
chines, the TexasDepartment d
Health (TDH) conducted astudy
in Arlington and five neighboring
communitiesin October 1993.

This report summarizes thestudy
findings.

N=114

INn September1993 TDH obtained alistd busi-
ness establishmentswith cigarettevending
machinesowned by thelargest cigarette vend-
ingcompany inthe Arlingtonarea. A total d
116 establishmentswereidentifiedin the study
area; 590 (51%) machineswerein establishments
considered easily accessibleto minors(i.e.,
restaurants, gas stations, motel lobbies, food
stores, and recreational facilities) (Figurel).
Four investigativeteams collected datafrom 42
d the59 sites. Each team consisted d one adult
paired with one minor (aged15-17years). The
minors made one attempt to purchase cigarettes
ateach d the 42 establishments. During each
purchase attempt, the adult entered the estab-
lishment beforethe minor and asked theem-
ployeefor street directions. Theadult then
observed whilethe minor entered and at-

Workplace |
22%

tempted to purchasecigarettesfrom thevend-
ing machine. Minorswereinstructed to answer,
if asked, that the cigaretteswerefor themsealves.
Following the purchase attempt, the minor and
the adult observer completed aquestionnaire.

Figure 1. Type of Establishments with Cigarette
Vending Machines in the Arlington, Texas Area

Restaurant

44%

Other accessible*
7%

Private club
7%

Bar
21%

* Gas station, motel lobby, recreational facility, food store

While attempting to purchase cigarettesfrom
vending machines, no minorswere challenged
by busnessowners. O 42 attempts, 41were
successful. 0 the4l steswherepurchase
attemptsweresuccesstul, 24 (59%)werelocated
withinone-hdf miled aschool. Thirty-five
purchaseattempts(83%) occurredin restau-
rants, however, cigaretteswere bought at every
typed establishment where purchaseswere
attempted. Warning signs prohibiting cigarette
salesto minorswere posted on vending ma-
chinesin 32 (76%)establishments. O 16 vend-
ing machineslocated i n businessestablishments
inthecity d Arlington, only one was equipped
with an eectroniclocking deviceasrequired by
the Arlington ordinance. Thesngle unsuccess-
ful purchase attempt occurred at this el ectroni-
caly locked machine.

Texas Health and Safety Code, Title 2, Sections161.081-161.082.
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For the42 vending machinesiteswherea Thefindingsin thisreport are subject to at | east
purchasewas attempted, questionnaireresults  twolimitations. First, datain thisreport were

wereasfollows: obtained for only one vending machine com-
pany in the Arlington area because the Texas
+ Did anyone object to minor entering Department d the Treasury doesnot require
establishment? vending machinecompaniesto specify the
100%= No locationsd their machines. Second, becaused
+ Did anyone object to minor buying ciga- time constraintsduring the study, datawere
rettes? not collected for 17 establishmentsconsidered
100%-= No eadly accessbleto minors, however, sites
& Wassign posted warningagainstsalesto  includedin theanalysis probably do not differ
minors? from sitesthat were not included.
24% = No
+ Wereother minorspresentinsideestab- Approximately 82%d adult smokersreport
lishment? that they first tried acigarette by agel8years
46%= Yes and 53%were daily smokers by that age.? The
+ Mediandistancefrom entranceto cigarette initiation ratefor smoking increasesrapidly
machine: after ageldl years.> A 1989 survey d 4400 high
3yards school studentsin Texasfound that 55%d 12-
¢ Ismachinevisibleby anadultat all times? year-oldshad aready tried cigarette smoking.*
43%= No Becausevending machinesalesare not moni-
+ Waereother productsvendedinsameroom tored actively by adults, cigarette vending
or hallway? machines can be animportant sourcefor
21%=Yes younger adolescents(i.e., aged 12-15 years),
+ Did machinehave aworkinglocking who are morelikely than older adolescents (i.e.,
device? aged 16-18 years) to berefused an over-the-
95%= No counter cigarettesale.’ Studiesindicatethat
+ Did minor successfully purchasecigar younger adolescent smokersare morelikey
rettes? than older adol escent smokersto buy cigarettes
98%-= Yes fromvending machines.%”

Thefindingsin thisreportindicatethat, despite  Unregulated cigarette vending machines may
laws prohibiting cigarette sales to persons facilitateinitiationd smoking amongyounger
under 18 yearsdf age, minorsreadily purchased adolescents; therefore, more effectiveregul ation
cigarettesfrom vending machinesin Arlington ~ d thesesales may be an important preventive

and five neighboringcommunities. The only measure. Preventiond adol escentsmoking
failed purchase attemptin thisstudy resulted may be enhanced by therecently enacted Synar
from a vending machine equipped with a Amendment to the Alcohol, Drug Abuse, and
remote-controlledlocking device. Unfortu- Mental Health Administration(ADAMHA)

nately, compliance with legidation requiring ReorganizationAct.”" TheSynar Amendment
thesedeviceshas been minimal'. Thefinding requiresthat states demonstrate effective prohi-
that only oned 16 vending machinesin thecity bitiond thesaled tobacco products (including
d Arlingtonwas equipped with thedeviceis cigarettesfrom vending machines) to persons
similar tofindingsd other studiesshowingthe younger than18 d ageasa conditiond receiv-
ineffectivenessd ordinancesrequiringlocking-  ingfull ADAMHA block grant funding. Asa

devices.

*Public Law 102-321,51926.
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result d thisstudy, the Arlington City Council
approved an ordinance on January 4,1994,
prohibiting cigarette vending machinesin al
busi ness establishmentsthat admit persons
younger than18yearsold.
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Tetanus

Seven casesd tetanus were reportedin Texas in
1993. The patientsranged in agefrom 50to 86
yearsd age; median agewas6lyears. Only
one death due to tetanus occurred in 1993,
resultingin acase-fatdity rated only 14%.
Tetanusisaserious neurologic diseasewhich
resultsin lengthy hospitalization, usualy in
intensivecare units. Consequently, the eco-
nomic impact can be staggering. Thesx teta-
nussurvivorsin1993required hospital stays
ranging from 29 to 65 days, median hospital
stay was40 days.

Sx d the patientsacquired their tetanusinfec-
tionsastheresultd injuriesreported aslacera-
tions (3), abrasions(2), and puncture (1).Two
d theinjurieswere associated with lawn
mower accidents, two patientsfell and suffered
lacerations, onewasinvolved in an auto-pedes-
trian accident, and onestepped on apiece d
wood. One casewasassociated withanin-
fected chronic woundwhich led to theamputa-
tiond the patient's leg.

Preciseimmuni zationhistori.esare difficultto
obtain and verify in the course d atetanuscase
investigation. Becaused the seriousnature d
the disease, patientsare often unableto commu-
nicate; they may requiremechanical ventilation,
or theseveremusclespasmsd the jav may
leave them unable to speak. Furthermore,
many elderly patientssimply cannot remember
whether they have been immunized in the past.
InTexastwo d theseven patientswith tetanus
in1993 had never beenimmunized against the
disease. Threereported some previousimmu-
nization, yet they could not recall the exact
number d doses; thesethreedid, however,
report thatit had been ten or moreyearssince
they had recelved thelast dosed tetanus
toxoid. Two d the patientshad received only
onedosed tetanustoxoid during their life-
times, but both wereimmunized withinthe
year precedingonsetd symptoms. Includedin
thelatter group was an 86-year-old woman
who diedfive daysafter onsetd symptoms.

Immunization Divison (512) 458-7284
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Tick-bor ne Diseases
Lyme Disease

Lymedisease, caused by thespirochete Borrelia
burgdorferi, continuesto be the most prevalent
tick-borne diseasein Texas, although the num-
ber of reported cases decreased by more than
haf between1992 and 1993. O the131 possible
casesin1993, 48 (37% )met CDC's surveillance
casedefinition: phys cian-diagnosed erythema
migrans (EM) at |eastfivecmin diameter or
rheurnatol ogic, cardiac or neurologic manifesta-
tionswith a positivelaboratory test. Twenty
(42%)d the 48 patientswere mde; 28 (58%0)
werefemale. Agesranged from 6 to 76 years,
although most were 30 to 30 yearsold.

Twenty-five (52%)patientsrecalled atick bite
prior toonset d illness; two (4%)eported flea
bites. Sx patientswere exposed outsided
Texas. Eighteen (38%)d the 48 patientshad
physician-diagnosed BM; eight d thesehad
multiplelesions. Onsetd BM occurred most
oftenin thewarmer monthsd theyear, and
lesionsusually werefound on the torso or leg
aread the body.

Cardiacabnormalities- including conduction
defects, heart block, and ventricular dysfunc-
tions- werereported for three patients.

Bdl's palsy wasreportedfor only two patients;
one had a unilateral paralyss, the other, bilat-
eral. Other neurol ogic manifestationswere
reported for 20 (42%)persons. Theseincluded
sensory loss/neuropathies, chronicfatigue,
encephalitis, meningitis, confusion/memory
loss, visionimpairment, limb weakness, and
vertigo/ dizziness.

Migratory joint pain was reported for 21 (44%)
patients; 18 (38%)had swellingd thejoints.
The knees, ankles, wrists, ebow, fingers, and
shoulderswere most often affected.

Rocky Mountain Spotted Fever

Seven casesd Rocky M ountainspotted fever
were confirmed in Texasin 1993, although two
d thepatientsactually received their tick bites
inOklahoma. The other patientslivedin Dal-
las, Gaveston, Hunt, Smith, and Taylor coun-
ties. One case occurred each monthfrom March
through Juneand onein August. Two cases
had onsetinJuly. Therewerefivemalesand
twofemales. Threewerechildren, agesthree,
13, and 14, and four were adults between the
agesd 31 and 41. Sx patientswere hospital-
ized. One casewasseriousenough that the
pati ent became comatose and required amputa-
tiond both of hislegs. Therewas one death.

Each patient experiencedfever, mydgias, and a
rash. Five patientshad headache, nauseaand/
or vomiting, anorexia, and malaise. Other
symptomsincluded lymphadenopathy (three),
conjunctivitis (two), photophobia(one), jaun-
dice (one), and diarrhea(one). Intwo cases,
diagnosesd Rocky M ountainspottedfever
were confirmedimmunohistologically. Rickett-
Sarickettsii, the etiologic agent, wasdetectedin
tissue biopsies utilizing immunofluorescentor
immunoperoxidaseprocedures. Inaddition,
spotted fever group rickettsiaewere detectedin
theliver d oned these patientsusing poly-
merase chainreaction (PCR) technology. The
remaining caseswere confirmedserologically
using either enzymeimmunoassay (EIA) or
immunofluorescentantibody (IFA) techniques.

Tularemia

Therewerefivecasesd tularemiain1993: four
maesand onefemale. Agesrangedfrom10 to
5. Twod thesecasesfollowedtick bites; the
otherswere associated with wild animalss,
including jack rabbitsand wild hogs. Infour
cases, diagnoseswere confirmed by serologic
tests. Theremainingcasewasconfirmed by
isolationd Franasdlatularensis from an ulcer-
ated lesion on the patient's finger.

86



Human Ehrlichiosis

Only one cased human ehrlichiosiswas de-
tected in1993. The patient, a42-year-old male
from TravisCounty, had onset o illnessin June,
threetofour weeks after receivingnumerous
tick bites. Symptomsincluded malaise, fever,
severechills, headache, myalgias, arthralgias,
and amaculopapular rash. Hisantibody titer to
Ehrlichiachaffeensis was>1:512. Tenmonths
later histiter dropped to <1:16.

Most casesd human ehrlichiosisin the United
Stateshave been caused by E. ddjosads a
rickettsial organism with a tropism for leuko-
cytes. Thefirst casewasreported from Arkan-
sasin1987. Sincethen, the diseasehas been
reported from at |east 27 states, usually these
have been Southeasternor South Central states
wherethelone star tick, Amblyomma
americanum, 1S present. Human ehrlichiosisis
not yet a reportabl e disease, so the true preva-
lenced infectionisunknown. Morethan 320
caseshave beenidentified nationwide. InTexas
26 caseswere detected between1986 and 1993.

Clinicdly, human ehrlichiosisissimilar to

Figure 1. Total Cases of Lyme Disease, Rocky
Mountain Spotted Fever and Tularemia: Texas

1980-1993

Number of Cases *+RMSF - Lyme *Tularemia
140

120

100

Rocky Mountainspotted fever. After anincu-
bation period d seven to 21 days, the patient
presentswith an acutefebrileillness. Symp-
tomsmay includefever, headache, anorexia,
myalgia, chills, nausea, and vomiting. A rashis
seen approximately 30%d thetime.

L eukopenia, thrombocytopenia, and el evated
hepatic aminotransferaselevelsare relatively
common. Themortality rate appears to be
about one percent. Laboratory confirmation of
human ehrlichiosisrequires afourfold increase
or decreasein antibody titer between paired
serum specimens.

Prevention

Lyme disease, Rocky Mountain spotted fever,
human ehrlichiosis, tularemia, and most other
tick-borne diseasescan be preventedin the
same manner: wear protectiveclothing, use
effectiverepellentsor acaricides, check for ticks
regularly whenin tick-infested areas, and keep
petsfreed ticks. Ticksthat bitehumans or
their pets may be submitted to the Texas De-
partment & Health (TDH) Laboratory for
identification and analysis. In1993, 9,949 ticks
were submitted to TDH. When examined for
spotted fever group rickettsia, 319 (3.2%)
wereinfected, including A. americanum,
Dermacentor variabilis(Americandog
tick), Rhipicephdussanguineus (brown
dog tick), and Ixodes scapularis (black-
legged tick). Also, 6,495 were tested to
determinewhether they wereinfected
with Borrelia spirochetes; 17 (0.3%)d
these, all A. americanum, were positive.
Y early totals of Lyme disease, Rocky
Mountainspotted fever, and tularemia
- inTexas, 1980-1993, are graphically
illustrated in Figurel.

I nfectious Disease Epidemiology and

82 87
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‘Suruellance Divison (512) 458-7328,
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Traumatic Brain Injuries in Texas

May-December 1993

Traumatic braininjuriesare the most common
severe disablinginjury in the United States.
Approximately 500,000 new cases occur annu-

aly.

Inthespring of 1993, the Texas
Department o Health (TDH)
Injury Prevention and Control
Program began workingwith
the TexasHead Injury Associa-
tion, the Allianced Head Injury
Rehabilitation Facilities, and the
Southwest Regiond Brain Injury
Rehabilitationand Prevention
Center to design and implement
atraumatic braininjury (TBI)
registry to collect, analyze, and
report data on the occurrenced
TBIsinTexas. InMay d that
year, 28 rehabilitationfacilities
agreed to participatein the
surveillanceproject. By Decem-
ber, that number increased to 45

sentinelsand included: 39 rehabilitationfacili-
ties, five acute carehospitals, and the Louisiana

Health Department.

Figure 2. Traumatic Brain Injuries by Etiology: Texas,

May-December 1993"

Falls

From May through December 1993,132 trau-
matic braininjurieswerereported to the TDH
Injury Prevention and Control Program. Cases
werereported by 14 d our 45 sentinel facilities,

Figure 1. Traumatic Brain Injuries by Age:
Texas, May-December 1993*

# TBIs

-34 40-44 50-564 60+

10-14 20-24 30
o4 2529 3539 4549 5559

Years
N=132

*Voluntary reporting
Injury Prevention & Control Program, Texas Dept of Hal th (2/04)

including one hospital trauma unit, 12 rehabili-
tationfacilities, and the LouisanaHealth De-
partment.

Of the 132 injured cases, 92 (70%)

weremae. Theracial/ethnic
distributiond thecaseswas: 77%
(201)white, 17%(23) Hispanic, 5%
(7)African-American,and <1% (1)
other. Ethnicity wassdf-desig-

Auto 55

Motor Vehicles
67%
Pededtrian 15

Vidence
1%

N=132
*oluntary reporting
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nated by the patient. Although
the agesranged from one to 93
years, 76%wereunder 40 yearsd
age (averageage 32 years). See
Figurelfor additional datare-
garding age.

Etiologicdly, 838 (67%)d the
injurieswere motor-vehiclere-
lated. TheseMVR injuriesin-
volved S5individualsinjuredin
automobiles, four in pickup



trucks, seven on motorcycles, three on bicycles,
four in miscellaneousvehicles, and 15 onfoot.

I nformationon seat-belt and helmet use was
knownfor 49 cases. Nearly half (49%;24/49) o
theseindividual swere not using appropriate
safety equipment. Theetiologiesd the44
injuriesthat did not involve motor vehicles
included: 26 (20%)duetofalls, 15 (11%queto
violence[sx gunshot wounds (GSWSs), nine
assaultsother than GSWY, two (<2%) to
sports/recreation, and one due to an unknown
cause (Figure2).

Thetypeand severity d injury were reported
for 129 and 114 cases, respectively. Thevast
majority (93%, 120/129) o the TBIswere
"closed braininjuries." Seven (5%)werere-
ported as" open braininjury, penetrating,” and
two (<2%) as' open braininjury, non-penetrat-
ing." Over half (54%, 61/114) o the cases
sustained severe TBIs 24 (21%) sustained mod-
erate TBIS and 29 (25%) sustained mild TBIs

Intentionality was reported for 122 cases. Sev-
enteen (14%)injurieswere categorized as"'in-
tentional." OF these, three were salf-inflicted.

Informationabout alcohol and drug involve-
ment was reported for 100 (76%)and 95 (72%)
d the cases, respectively. Thirty werealcohol-
related; four weredrug-related. The drug-
related casesinvol ved cannaboids (2), cocaine
and benzodiazipine(1), and unspecified (1).

I nformationon whether the injury occurred on
the job was reported for 116 (88%)individuals,
12 (10%)sustained work-related injuries. Nine
injuriesresulted fromfalls, twofrom motor-
vehiclecollisions, and onefrom an assault with
a pipe by aco-worker.

Injury Prevention ad Control Program
(512) 458-7266
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Traumatic Spinal Cord Injuries in Texas

IN1993,298 Texanssustained traumaticspinal
cordinjuries (SCls). SClswerereported to the
Injury Preventionand Control Programfrom
approximately 80 hospitalsand rehabilitation
facilitiesunder the voluntary SCI surveillance
system. In addition, state health departmentsd
Colorado, Louisiana, and Oklahoma contrib-
uted casereportsd Texansinjured or treatedin
these states. Hospitalsand rehabilitationfacili-
tieswererecruited from acrossthestateand
from each mgor population center.

Eight percent (25) died from their injuries
during treatmentin the hospital, while 29%(84)
entered long-term rehabilitation programs. The
agesd thoseinjured ranged from
lessthan one year to Byears
(meand 34years, mediand 29
years, mode d 16 years). Fifty- 50%
one percent (151/298) d injuries
wereto peopleunder 30 yearsd
age (Figurel). Nineteen percent
(55) d theinjured werel8years
d ageand younger. Mdes
accountedfor 72%(215) d in-
jured Texans. Theracial/ethnic
distributiond injuriesisas 5%
follows. 54%(162) white, 28%
(83)Hispanic, 15% (46) African 0% i
American, 1% (4) Adan, and 1% <5
(3) other/unknown.

Percent

15%

10%

59

N=298
Motor-vehicle-related(MV)
injuriesaccounted for 46%0(136)d spinal cord
injuriesto Texans (Figure2). O these, 71%(96)
d individualswereinjured as automobile
occupants, 11 as occupantsin pickup truck cabs,
three as passengersin pickup truck beds, 11in
motorcyclecrashes, ninein pedestrian-vehicle
crashes, twoin bicyclig-vehiclecrashes, and
threein commercia vehicleincidents. Safety
belts, child restraints, airbags, or helmetswere
not used in52%d MV -reated injuries, while
used restraintswas not known or reportedin
an additional 20%d cases.

10-14
15-19

AsFigure2illustrates, other mechanisms
accounted for the remaining54%(162) d inju-
ries. O these, 43%(71) were dueto assaullt,
41% (66) duetofdls, seven percent (12) dueto
diving, and five percent (8) due to falling ob-
jects. Gunshots accounted for 86%d assaults.
Overall, gunshotsaccounted for over onein
every five (22%) Cls.

Intentd injury wasknown for 94%(279) o
incidents. Twenty percent (57)d thesewere
categorized as"intentional "' (i.e., suicidesand
assaults) (Figure3).

Twenty-fourpercent (73) d injurieswerere-

Figure 1. Percent sf Spinal Cord Injuries by Age Group:
Texas Residents, 1993

30-34 40-44 50-54 60-64 70-74
35-39 45-49 66-59 65-69 75-79

20-24
25-29

85-89

Age Group

ported asacohol or drug-related (i.e., alcohol or
drugswasinvolved in theinjury, but was not
necessarily consumed by thevictim). For an
additional 15%d injuries, alcohol or drug-
involvement was unknown/ untested.

I nformation concerning job-related injurieswas
availablefor 93%(278) o cases. O these, 12%
(32)werejob-rdated. O these3225%(8)
receivedinjuriesastheresultd afall, while
25%(8) wereinjured by falling objects.
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Figure 2. Spinal Cord Injuries by Etiology:
Texas Residents, 1993

Sports 6

Falling Object 3% BN A tomobile 96

N=298

tothe TDH Injury Pre-
vention and Control
Program. Six percent
(49) o these Texansdied
in the hospital during
treatment, While another
25% (204) entered long-
term rehabilitation
programs. MV crashes
accountedfor 48% o
SCls, while gunshot
wounds accounted for
20%d SCls. Seventy-six
percent o all SClsoc-
curred to males.

Injury Preventionand Control Program

Information on type and extentd injury was
availablefor 96%(285)d cases. O these, 53%
(152) resulted in paraplegia, and 47%(133)
resulted in quadriplegia. The most severely
injured persons (i.e., injuries to neck resulting
intotal lossd sensationand movement
below theinjury) accounted for 18% (53) o
casesd known severity.

(512) 458-7266

Theaveragelength of stay for acute-care
hospital patientswas18 days (mediand 10

days).
Since the beginning of the voluntary trau-

matic spinal cord injury survelllanceeffortin
January1991,817 Texans have been reported

Unintentional 73% G

N=298
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Figure 3. Intent of Action Resulting in Spinal
Cord Injury: Texas Residents, 1993
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Tuberculosis

Theannual number d new tuberculosis(TB)
casesin Texas declined between1953 and 1984
from 3252 t01,762 cases. Since1984 an upward
trendincasesd TB hasoccurred. 1n1993, 2,393
cases (13.3 cases per 100,000 population)d TB
werereported to the Texas Department d
Health (TDH), Tubercul os s Elimination Divi-
son. Thel993totd reflected adecreased 4.6%
from1992. Texascasesaccountedfor 9.5%d
thetotal United Statescases.

Myoobacferium tuberculoss, the agent that causes
TB, isan acid-fastbacillusthat isan obligate
aerobe. The most effective mode d

Compared with1992, therewasa18.9% de-
creasein1993in casesamongchildrenaged less
thanfour yearsand a 34%decreaseamong
childrenaged 5to14 years. Thegreatestin-
creasein TB cases, however, occurred in young
adultsaged 15t0 19 yearsand adults aged 45 to
A years, particularly among African-Ameri-
cans. O the 2333 reported casesd TB in1993,
163 occurredin childrenaged lessthan15years,
which represents 6.8%d total casesreported.
Overdl, most childrenareat very low risk for
tuberculosisinfectionand disease. However,
children with prolonged exposure to adult

transmissionisairbornethrough

Figure 1. Reported TB Cases by Race/Ethnicity in

theinhalationd dropletnucle, Texas - 1993
which are aerosolized by sneezing,
coughing or talking. Number % of Case Rate

. . Race/Ethnicity of Cases Total Cases (per 100,000)
Asshownin Tablel, racid and White (non-Hispanic)* 842 35.2% 76
ethnic minoritiesaccountedfor the Hispanic 878 36.7% 180
majority d thecases. Texasres- | African-American 673 28.1% 323

dentswho were borninforeign
countriesaccountedfor 20%d the

*Of 842 cases reportedin white, non-Hispanics, 206 cases werereported as
"other", whichincludes AmericanIndians, Asians, Eskimos, Aleuts and Pacific

total cases. The population groups
most at risk for M. tuberculogsare
thefollowing:

Islanders. Cases of "other"were added to white, non-Hispanicbecause 1993
state populationprojectionsare not available to determinea separate case
rate for "other". Asians comprise about 80%of the totalstate populationlisted

as "other".

foreign-born persons

homel esspersons

usersd intravenous or other street drugs

personswho have medical conditions

whichincrease TB susceptibility (e.g., HIV

infectionand diabetes)

¢ health careworkersfrom areaswhere 1B
is prevalent

& current or former residentsd institutions

such as prisonsor nursing homes

L 2R 2R 2R ~

A shared characteristicd many high-risk
groupsisthat theliving conditionsd its mem-
bersoften are crowded and generally conducive
tothespread o airborneinfectionssuch as TB.
In densely popul ated prisons, transmission
risksareincreased, especialy in susceptible
subjects. Immigrationand HIV infectionhave
been important factorsin increasing the number
d casesin Texas, but are by no meanstheonly
factors. Many d our new TB patientsdo not
belong to specific high-risk groups, but prob-
ably wereinfected due to exposureto a high-
risk group member who had TB.

membersd thehigh-risk groupslisted earlier
dsoareatrdatively highrisk. Table2illus-
tratesthedistinctdifferencesinincidencerates
d TB by age group and race/ ethnicity.

For centuriesT B has been recognized as being
more common among personswhosehealthis
compromised inany way. Conditionswhich
may promotethe contractiond TB are

mal nutrition, hematol ogical and reticul oendo-
thelial malignancy, solid tumors, corticosteroid
therapy, diabetesmdlitus, end-stagerenal
diseaseand humanimmunodeficiency virus
(HIV)infection. Among tuberculous-infected
individuals, HIV immunosuppressionisthe
greatest known singlerisk factor for developing
TB. TB hasre-emerged asamgor publichealth
threatin the United States, particularly in areas
where HIV infectionis prevalent. A person
with M. tuberculogsinfection and without HIV
infection hasal10%lifetimerisk o developing
active TB whereasan HIV-infected person with
M. tuberculogsinfection has a8%annual risk.
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Figure 2. TB Cases by Age and Race/Ethnicity: | with161cases, or 6.4%,in1992. Asd
Texas. 1993 December 31,1993, there were 398 cases
’ managed for drug resistancewith 105 of
. . these being followed for resistance to both
Agein  Total _ _ African- | yooniazid(INH) and rifampin (RIF). Resis-
Years Cases White* Hispanic __American tanceto both INH and RIFisknown as
0-4 103 1 622 27 multi-drugresistant TB (MDR-TB). The
59 gg 7 8 2 risingnumbersd MDR-TB casesin1993
1014 0 > I~ ared particular concern. 11993 therewere
218' %3 132 3151 67 2% 26 new casesd MDR-TB compared with 20
55 34 59 132 162 165 new casesd MDR-TB reported in1992.
3544 528 181 149 198 When patientsdo not complete adequate
4554 368 157 105 ]gf therapy, they are at high risk of developing
5554 249 e 89 secondary resistanceor relapse. Directly
65+ 432 179 172 81 observed therapy (DOT),inwhich ahealth-
Total 2.393 842 878 673 careworker or other person observesthe
*White non-Hispanicincludes Americanindian, Alaskan native, Asian patl ent taki ng the_medl cine, 1S th.e r_nost_
and Pacificislander populations. reliableand effectlveway o administeri ng

Thedefinitiond acased AIDSwasrevisedin
1993 to include HIV-infected personswho have
either pulmonary or extrapulmonary TB.

A recent collaborativework between the TB and
HIV/AIDS surveillance programsd TDH has
resulted in amore accurate count for TB pa-
tients coinfected with HIV/ AIDS. Compared
with1988, the number d reported TB patients
coinfected with HIV/AIDS has more than
doubled.

Theemergenced drugresistant TB isoned the
greatest threats to TB control. I1n1993there
werel69 new cases, or 7%d total cases, that
wereresistant to one or more drugscompared

anti-TB medicationsand assuring treatment
completion. Idedlly, every TB patient should
receiveevery dosed anti-TB medication within
aprogram d DOT. Health Department staff
can provide DOT at aclinic, a patient's home or
work, drug-treatment centers, correctional
centers, community-based organizations, or any
mutually agreed uponsite. TDH recommends
that DOT be consideredfor all patients because
d thedifficulty in predicting which patients
will adhere to a prescribed treatment regimen.
Asd December 1993, approximately 30%d TB
patientswere receiving anti-TB medi cations by
DOT. The TDH goal for DOT is55%by Decem-
ber 1994.

Tuberculoss Elimination Divison (512)458-7447
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Tuberculosis: DNA Fingerprinting

DNA fingerprinting isarelatively new technol -
ogy that isuseful for some epidemiologic
investigations. Thereare different methodsfor
performing DNA fingerprinting, but they all
have thesame basis: used restrictionenzymes
that recognize specific nucl eotidesequencesand
then cleave the chromosomesat thesesitesinto
smaller fragments that can be measured on an
electrophoreticgd. Thedistribution o frag-
mentson such agel formsa pattern. An
epidemiologiclirk betweentwo different cases
o adiseaseisestablished when the organisms
from the two cases haveidentical (or very
nearly identical) patternsd DNA fragment
distribution.

The TexasDepartment d Health (TDH) labora-
toriescan perform DNA fingerprinting on

sel ected organisms. Thismethod was used in
1993 to provethat anincreasein shigellosis
casesin San Marcosrepresented a community-
wide outbreak rather than several unrelated
clusters. Thistechniquealsomay prove useful
indifferentiating sporadic casesd meningococ-
cal meningitisfrom clustersd disease.

Tuberculosis(TB)isadiseasefor which DNA
fingerprintingisespecially useful. TB has such
along and variableincubation period that
definite epidemiologiclinksbetween casesare
extrememly difficult to establish. Now, with
DNA fingerprinting, such links can be made.
TDH hasnot yet used thistool in aTB cluster
investigation, but has used it to link selected
Cases.

The Centersfor Disease Control and Prevention
(CDC) hasfunded regional labsto perform
DNA fingerprinting on Mycobacterium tuberculo-
sis. Thelabfor Texasisat the Little Rock VA

Hospital in Arkansas. DNA fingerprint pat-
ternswill bearchived and stored in suchaway
that it will be possibleto compare casesseenin
differentlocationsand pointsintime. The
capacity o theregional labislimited, but TDH
expectsto be able to obtain DNA fingerprints
on 250-300 cases per year. Initialy, TDH will
use DNA fingerprinting to determine the pro-
portiond casesdueto recent TB transmission
in two settings: the Texas prison system and
onelargecity. Asthisdataisevaluated, other
targetsfor DNA fingerprinting will be selected.

Thistechnology also will be used for investigat-
ing TB clusters. Sincea cluster may not be
recognized early, all TB isolateswill befrozen at
TDH so that they can be DNA fingerprinted at a
later date. This processwill enable TDH steff to
analyzebetter thekind d slowly developing
outbreak that isso characteristicd TB.

DNA fingerprintingwill advance knowledgein
several other ways:

¢ Detectionor confirmationd theroute,
mechanism, and locationd TB transmission

+ Detectiond errorsinlaboratory results
(whether originatingin thelab or prior to
specimenarrival at thelab)

¢ Clarificationd themechanismsd the
developmentd drug-resistant TB organisms

+ Differentiationbetween recurrent disease
dueto relapseand that due to new infection

+ Differentiationbetween recently transmitted
and remotely transmitted disease

¢ Improved understanding d the global
spread o TB

Bureau of Communicable Disease Control (512)
458-7455
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Tuberculosis Drug Resistance Study

IN1993, the Texas Department d Health, Bu- Table 1. Overall Resistance of Mycobac-
reau d Communicable Disease Control, con- terium tuberculosis to Frst Line Antibiotics:
ducted astudy o drugresistanttuberculosisin  Texas, ¥1986-1992

Texasfor 1986 through1992. Thisstudy repre-

. Antibiotics Number Percent
sentsan attempt to assesstheincidenced drug  Syepiomycin 615 £3
resistancefor al tuberculosis(TB) patients Isoniazid 560 48
reported in Texasduring the1986-1992period.  Rifampin 286 25

Ethionamide 153 13
During1986-1992, atotal d 14,620 TB cases Ethambutol 133 11
werereported to the Texas Department d Pyrazinamide 50 03
Health, TuberculosisElimination Divison. The  «ajone orin combinationwith other antibiotics
annua number rangaj from 1,890 to 2510 Totalof culture confirmedcases = 11,555

cases. Theaverageannual incidenceratewas _
12.24 cases per 100,000 population. Counties Table 2 Common Resistance Patterns of
with thelargest average annual incidence rate Mycobacterium tuberculosis to First Line

werelocated along the Texas-Mexico border. Antibiotics: Texas, *1986-1992
.. ) Antibiotics Number Percent

Annual incidenceratesinfemaeswerelower STR alone 343 3.0
compared with malesin each race/ ethnicity INH alone 206 18
group. From1986 through1992, ratesre- INH + STR 113 10
mained fairly constant for whites. Ratesfor ETH alone 64 05
African-Americanmales, Hispanicmales and R alone 0 05
African-Americanfemalesincreased31%, 50%,  NH+RIF - 9 04

and 83%respectively. *ETH (ethionamide) ANH (isoniazid),RIF (rifampin),STR (strepto-

mycin)

Texastotal of culture confirmed cases= 11,555

Figure 1 INH Resistant Counties,

1986-1992 .
Average age-pecificrateswerelower for

whitesin each age group compared with His-

panicsor African-Americans. Ratesincrease

withincreasingage. Inolder age groups, age-

specificratesare higher for African-Americans
o1~ compared with Hispanics or whitesexceptin
2] personsaged 65yearsor older.

O the14,620 reported cases, 11,555 (79%) - .
caseswerelaboratory confirmed. Overdl,
90.7%d patientshad isolates resistant to one
or moreantituberculosis drugs, 4.8%had
isolatesresistantto at leastisoniazid and
1.8%had resstancetoisoniazid alone. Overdl,
2.5%had isolatesresistantto at | east rifampin
and 0.5%had isolatesresi stant to rifampin
aone. Seetablesland 2

I 10-14.9%
M= 15%
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TB patientswith resistanceto isoniazid or Figure 2. RIF Resistant Counties, 1986-1992

rifampin resided throughout the state.
I soniazid and rifampin resistancewere

more common in countiesalong the =
Texas-Mexico border compared with non- —
border counties (RelativeRisk =1.87, p e L]
0.0001and Relative Risk = 291, p < 0.001) o
respectively. Seefiguresland 2. B

| soniazid resi stancewas more commonin
Asians (RelativeRisk = 241, p < 0.001)
and Hispanics (ReativeRisk =1.50, p <
0.001) compared with whites. Rifampin
resistancewas more commonin Hispanics
(RelativeRisk =1.71, p < 0.001) compared

Rate

with whites. Seetable3. i1 -2.4%

| 2.5-49%
Tuberculogs Elimnation Divison B 59-99%
(512) 458-7447 N > 10%

Table 3. Demographic Characteristics of Tuberculosis, Texas 1986-1 992

Culture Pan INH RF
Confirmed Sensitive Resistant Resistant
11,555 10,437 90.3 560 48 286 25

Sex Cases Cases % Cases % Cases %
Male 8,106 7311 90.2 378 47 199 24
Female 3,449 3,126 90.6 182 53 87 2.5
Race/Ethnicity
White 3,415 3,139 91.9 138 4.0 66 .
Black 3,173 2,951 93.0 93 3.0 59 1.9
Hispanic 4248 3,753 88.3 258 6.1 140 3.3
Asian 689 . 567 82.3 67 9.7 21 3.0
Agein Years ‘

0-19 455 404 88.8 27 59 14 3.1
20-39 4,140 3,673: 887 251 6.1 . 118 28
40-59 3,624 3,288 90.7 157 4.3 88 2.4

60 3,330 3.069 922 - 125 38 66 20
Border Counties* 1618 1,402  86.7.. 130 8.0 92 7
Non-Border Counties 9,937 9.035 90.9 430 43 194 1.9

*Texas-MexicoBorder Counties (14 counties)
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Tuberculosis Laboratory Reporting Study

The TexasDepartment o Health (TDH)re-
quiresthat all laboratories notify the Tubercu-
loss Elimination Divisonwithin aseven-day
period of patientswith cultures positivefor
Mycobacteriumtuberculosis. 1n1993, 79% o all
TB casesreported to TB Elimination Division
were culture positivefor M. tuberculosis.

IN1993 the Bureau d CommunicableDisease
Control identified thirty-ninelaboratoriesin
Texasthat culture and identify M. tuberculosis.
Aletter was sent to theselaboratoriesrequest-
ing permissionto visitand toobtainalistd all
patientswhose test resultswere culture-positive
for M. tuberculosis. Anon-sitesurvey was
conducted at 31 labs, and alist was obtained
with the patients name, date d birth, social
security number and named physician. The
listd patientswhoseculture was positivefor
M. tuberculosis was matched with all tubercul o-
sscasesreported in1993. Only 28 caseswhich
wereculture positive were not reported. This
number is1.4%d thetotal culture positive
Cases.

Severa problem areasin reporting wereidenti-
fied during thesurvey. Twofacilitiesfailed to
reportall o the patientswith positive cultures
for M. tuberculosis. OF those reporting positive
cultures, somefacilitiesdid not report during a
seven day period asismandated by the state. In
oneinstancethe culturewasreported aslate as
six months after the resultswere known at the
laboratory. Whilesomefacilitiesreport their
positivecultureresultsdirectly, othersreport
cultures positivefor M. tuberculosis through
their infection control nurse. Oncetheresults
were reported to thelocal health departments,
there sometimesweredelaysin reporting this
informationto the TDH Tubercul osisElimina-
tion Division.

Tuberculosis Elimination Division (512) 458-7447
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REPORTED CASES OF GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 1 - 1993

SALMONELLOSIS SHIGELLOSIS CAMPYLOBACTER AMEBIASIS

COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARMSTRONG 2,017 0 0.0 0 0.0 0 0.0 0 0.0
BAILEY 7,128 0 0.0 0 0.0 0 0.0 0 0.0
BRISCOE 1,960 0 0.0 0 0.0 0 0.0 0 0.0
CARSON 6,543 0 0.0 0 0.0 0 0.0 0 0.0
CASTRO 9,236 0 0.0 0 0.0 0 0.0 0 0.0
CHILDRESS 6,789 0 0.0 0 0.0 0 0.0 0 0.0
COCHRAN 4,530 1 221 0 0.0 0 0.0 0 0.0
COLLINGSWORTH 3,512 2 56.9 0 0.0 1 28.5 0 0.0
CROSBY 7,408 0 0.0 17 229.5 1 135 0 0.0
DALLAM 5,486 0 0.0 3 54.7 0 0.0 0 0.0
DEAF SMITH 19,459 3 : 15.4 0 0.0 0 0.0 0 0.0
DICKENS 2,529 2 i 791 0 0.0 0 0.0 0 H 0.0
DONLEY 3,607 0 i 00 0 0.0 0 0.0 0 0.0
FLOYD 8,585 1 i 116 3 34.9 0 0.0 0 0.0
GARZA 5,191 0 i 00 1 19.3 0 0.0 0 0.0
GRAY 24,194 1 P41 6 24.8 0 0.0 0 0.0
HALE 34,556 2 i+ 58 3 87 1 29 0 0.0
HALL 3812 0 ! 00 0 0.0 0 0.0 0 0.0
HANSFORD 5,867 3 i 511 0 0.0 0 0.0 0 0.0
HARTLEY 3,627 0 i 00 0 0.0 0 0.0 0 0.0
HEMPHILL 3,709 0 i 00 0 i 00 0 0.0 0 0.0
HOCKLEY 24,348 2 1 82 9 37.0 1 41 0 0.0
HUTCHINSON 25,392 5 i 197 3 i 118 0 0.0 0 0.0
KING 365 0 i 00 0 0.0 0 0.0 0 0.0
LAMB 14,910 1 i 67 2 13.4 0 0.0 0 0.0
LIPSCOMB 3,123 0 i 00 1 i 320 0 0.0 0 00
LUBBOCK 224,207 61 i 272 170 758 17 7.6 0 0.0
LYNN 6,807 1 14.7 2 i 294 1 14.7 0 0.0
MOORE 18,225 3 i 165 13§ 713 0 0.0 0 0.0
MOTLEY 1,507 o i 00 i 00 0 0.0 0 0.0
OCHILTREE 9,121 2 21.9 0.0 0 0.0 0 0.0
OLDHAM 2,269 0 0.0 0.0 1 44.1 0 0.0
PARMER 10,066 0 : 0.0 0.0 0 H 0.0 0 0.0
POTTER 100,165 38 i 379 44.-.%1 439 14 i 140 0 i 00
RANDALL 95,751 14 | 146 18 { 188 4 i 42 0 i o0
ROBERTS 1,031 0.0 0 0.0 0 0.0 0 0.0
SHERMAN 2,881 0.0 0 0.0 0 i 00 0 0.0
SWISHER 8,708 {00 1 115 0 0.0 0 0.0
-TERRY 13,453 13§ 96.6 5 i 372 0 0.0 0 0.0
WHEELER 5,720 0.0 o 0.0 0 0.0 0 0.0
YOAKUM 9,010 0.0 0 0.0 0 0.0 0 0.0
[ ReGIONAL TOTAL | 746858 | 155 i 208 301 i 403 4 i 55 0 i 00
[ TExas | 17,988,512 | 1,924 -i 107 | 4s81 ; 255 849 1 47 86 i 05
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 1 - 1993

HEPATITIS A HEPATITIS HEPATITIS HEPATITIS
B C UNSPECIFIED
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARMSTRONG 2,017 0.0 0.0 0.0 i 00
BAILEY 7128 0 0.0 0 0.0 0 0.0 0 0.0
BRISCOE 1,960 0 0.0 0 0.0 0 0.0 0 0.0
CARSON 6,543 0 0.0 0 0.0 0 0.0 0 i 00
CASTRO 9,236 7 75.8 0 0.0 0 0.0 0 0.0
CHILDRESS 6,789 0 0.0 0 0.0 0 0.0 0 0.0
COCHRAN 4530 0 0.0 0 0.0 0 0.0 0 0.0
COLLINGSWORTH 3512 0 0.0 1 285 0 0.0 0 0.0
CROSBY 7,408 0 0.0 0 0.0 0 0.0 0 0.0
DALLAM 5,486 0 0.0 0O : 00 0 0.0 0 : 00
DEAF SMITH 19,459 1 5.1 0 : 00 0 i 00 0 : 00
DICKENS 2529 0 0.0 0 0.0 0 : 0.0 0 i 00
DONLEY 3,607 0 0.0 0 0.0 0 0.0 0 0.0
FLOYD 8585 1 116 0 0.0 0 0.0 0 0.0
GARZA 5191 0 0.0 0 0.0 0 0.0 0 0.0
GRAY 24,194 2 83 8 331 1 41 0 0.0
HALE 34,556 16 46.3 1 29 2 58 0 0.0
HALL 3,812 0 0.0 0 0.0 0 0.0 0 0.0
HANSFORD 5,867 0 0.0 0 0.0 0 0.0 0 0.0
HARTLEY 3,627 0 0.0 0 0.0 0 0.0 0 0.0
HEMPHILL 3,709 0 0.0 0 0.0 0 0.0 0 0.0
HOCKLEY 24,348 0 0.0 2 82 0 0.0 0 0.0
HUTCHINSON 25,392 8 31.5 4 15.8 0 0.0 0 0.0
KING 365 0 0.0 0 0.0 0 0.0 0 0.0
LAMB 14,910 8 53.7 0 0.0 0 0.0 0 0.0
LIPSCOMB 3123 0 0.0 0 0.0 0 0.0 0 0.0
LUBBOCK 224,207 6 27 6 27 3 13 0 0.0
LYNN 6,807 0 0.0 0 0.0 0 0.0 0 0.0
MOORE 18,225 0 0.0 0 0.0 0 0.0 0 0.0
MOTLEY 1,507 0 0.0 0 0.0 0 0.0 0 0.0
OCHILTREE 9121 0 0.0 0 0.0 0 0.0 0 0.0
OLDHAM 2,269 ) 0.0 0 0.0 0 0.0 0 0.0
PARMER 10,066 0 0.0 0 i 00 0 0.0 0 0.0
POTTER 100,165 9 2.0 22 1 220 9 2.0 0 00
RANDALL 95,751 4 42 7 1 73 0 0.0 0 0.0
ROBERTS 1,031 0 0.0 0 0.0 0 0.0 0 0.0
SHERMAN 2,881 0 0.0 0 0.0 0 0.0 0 0.0
SWISHER 8,708 0 0.0 1 ¢ 115 0 0.0 0 : 00
TERRY 13,453 7 i 520 0 : 0.0 1 74 0 00
WHEELER 5720 0 0.0 0 0.0 0 0.0 0 0.0
YOAKUM 8,010 0 0.0 0 0.0 0 00 0 : 00
REGIONAL TOTAL | 746858 | 69 : 92 52 i 70 6 @ 21 0 i 00
TEXAS 117,958512 | 2708 i 156 1,354 75 384 i1 21 157 i 09

29




REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 1 - 1993

GONORRHEA CHLAMYDIA P&S SYPHILIS TUBERCULOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARMSTRONG 2,017 0 0.0 2 99.2 0 0.0 0 0.0
BAILEY 7,128 5 70.1 19 i 266.6 0 0.0 1 14.0
BRISCOE 1,960 0 0.0 0 0.0 0 H 0.0 0 0.0
CARSON 6,543 0 0.0 5 76.4 0 H 0.0 1 15.3
CASTRO 9,236 3 325 10 108.3 1 i 108 1 10.8
CHILDRESS 6,789 11 i 1620 23 i 3388 0 0.0 0 0.0
COCHRAN 4,530 0 i 00 11} 2428 0 0.0 0 0.0
COLLINGSWORTH 3,512 1 28.5 8 i 2278 0 0.0 0 0.0
CROSBY 7,408 40.5 18 i 2430 0 0.0 0 0.0
DALLAM 5,486 i 54.7 12 2187 1 18.2 1 18.2
DEAF SMITH 19,459 13 {668 101 i 519.0 2 10.3 0 0.0
DICKENS 2,529 2 79.1 9 i 3559 0 H 0.0 0 0.0
DONLEY 3,607 4 i 1109 6 i 166.3 0 0.0 1 27.7
FLOYD 8,585 i 582 15 & 1747 0 0.0 1 11.6
GARZA 5,191 5 96.3 15 i 289.0 0 0.0 0 0.0
GRAY 24,194 48 i 1984 88 i 3637 1 4.1 0 0.0
HALE 34,556 40 i 1158 114§ 3299 0 0.0 1 29
HALL 3,812 78.7 3 H 78.7 0 0.0 1 26.2
HANSFORD 5,867 0.0 1 17.0 0 0.0 0 0.0
HARTLEY 3,627 0.0 0 0.0 0 0.0 0 0.0
HEMPHILL 3,709 H 0.0 2 i 53.9 0 0.0 0 0.0
HOCKLEY 24,348 24 98.6 54 {2218 0 0.0 1 | 4.1
HUTCHINSON 25,392 12 47.3 44 g 173.3 2 7.9 0 0.0
KING 365 0 P00 1 i 274.0 0 0.0 0 0.0
LAMB 14,910 11 i 738 37 1 2482 0 0.0 0 0.0
LIPSCOMB 3,123 1 H 320 0 H 0.0 0 0.0 0 0.0
LUBBOCK 224,207 613 i 2734 1419 632.9 4 1.8 11 4.9
LYNN 6,807 11 147 20 i 4260 0 0.0 2 29.4
MOORE 18,225 0 0.0 27 io148.1 0 0.0 1 55
MOTLEY 1,507 1 66.4 1 i 66.4 0 0.0 0 0.0
OCHILTREE 9,121 4 43.9 15 i 1645 0 0.0 0 0.0
OLDHAM 2,269 0 H 0.0 1 H 44.1 0 0.0 0 0.0
PARMER 10,066 5 H 49.7 17 § 168.9 0 0.0 0 0.0
POTTER 100,165 335 i 3344 787 i 7857 2 2.0 8 8.0
RANDALL 95,751 36 H 37.6 180 i 188.0 0 0.0 4 : 4.2
ROBERTS 1,031 1 97.0 2 i 194.0 0 0.0 0 H 0.0
SHERMAN 2,881 0 0.0 4 i 1388 0 0.0 o { 00
SWISHER 8,708 2 i 23.0 20 i 2297 0 0.0 1 115
TERRY 13,453 7 52.0 44 3271 0 0.0 2 14.9
WHEELER 5,720 0 0.0 4 69.9 0 0.0 0 0.0
YOAKUM 9,010 1 11.1 12 i 1332 0 0.0 1 111
REGIONAL TOTAL 746,858 1,200 160.7 3,160 423.1 12 1.6 39 5.2
167.7 | 43874 2443 | 2530 ¢+ 141 | 2393 | 133

TEXAS

| 17958512 | 30122
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REPORTED CASES OF VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 1 - 1993

MEASLES MUMPS PERTUSSIS RUBELLA

COUNN 1993POP. | CASES  RATE CASES  RATE CASES  RATE CASES  RATE
ARMSTRONG 2,017 0 0.0 0 0.0 0 0.0 0 0.0
BAILEY 7,128 0 0.0 0 0.0 0 0.0 0 0.0
BRISCOE 1,960 0 0.0 0 0.0 0 0.0 0 0.0
CARSON 6,543 0 0.0 0 0.0 0 0.0 0 0.0
CASTRO 9,236 0 0.0 0 0.0 0 0.0 0 0.0
CHILDRESS 6,789 0 0.0 0 0.0 0 0.0 0 0.0
COCHRAN 45530 0 0.0 0 0.0 0 0.0 0 0.0
COLLINGSWORTH 3512 0 0.0 0 0.0 0 0.0 0 0.0
CROSBY 7,408 0 0.0 1 135 0 0.0 0 0.0
DALLAM 5486 0 0.0 0 0.0 0 0.0 0 0.0
DEAF SMITH 19,459 0 0.0 0 0.0 0 0.0 0 0.0
DICKENS 2,529 0 0.0 0 0.0 0 0.0 0 0.0
DONLEY 3,607 0 0.0 0 0.0 0 0.0 0 0.0
FLOYD 8,585 0 0.0 1 11.6 0 0.0 0 0.0
GARZA 5,191 0 0.0 0 0.0 0 0.0 0 0.0
GRAY 24,194 0 0.0 0 0.0 0 00 0 0.0
HALE 34,556 0 0.0 1 29 o i 00 0 0.0
HALL 3812 0 0.0 0 0.0 0 0.0 0 0.0
HANSFORD 5,867 0 0.0 0 0.0 0 0.0 0 0.0
HARTLEY 3627 0 0.0 0 0.0 0 0.0 0 0.0
HEMPHILL 3,709 0 0.0 1 27.0 0 0.0 0 0.0
HOCKLEY 24,348 0 0.0 1 41 0 0.0 0 0.0
HUTCHINSON 25,392 0 0.0 0 0.0 0 0.0 0 0.0
KING 365 0 0.0 0 0.0 0 0.0 0 0.0
LAMB 14,910 0 0.0 0 0.0 0 0.0 0 0.0
LIPSCOMB 3123 0 0.0 0 0.0 0 0.0 0 0.0
LUBBOCK 224,207 0 0.0 1 0.4 0 0.0 4 1.8
LYNN 6,807 0 0.0 0 0.0 0 0.0 1 14.7
MOORE 18,225 0 0.0 0 0.0 0 0.0 0 0.0
MOTLEY 1,507 0 0.0 0 0.0 0 0.0 0 0.0
OCHILTREE 9,121 0 0.0 0 0.0 0 0.0 0 0.0
OLDHAM 2,269 0 0.0 0 0.0 0 0.0 0 0.0
PARMER 10,066 0 0.0 2 19.9 0 0.0 0 0.0
POTTER 100,165 0 0.0 2 2.0 0 0.0 0 0.0
RANDALL 95,751 0 0.0 2 2.1 0 0.0 0 0.0
ROBERTS 1,031 0 0.0 0 0.0 0 0.0 0 0.0
SHERMAN 2,881 0 0.0 0 0.0 0 0.0 0 i 00
SWISHER 8,708 0 0.0 0 0.0 0 0.0 o i 00
TERRY 13,453 o] 0.0 1 7.4 0 0.0 0 i 00
WHEELER 5,720 0 0.0 0 0.0 0 0.0 0 0.0
YOAKUM 9,010 0 0.0 1 11.1 0 0.0 0 0.0
REGIONAL TOTAL | 746858 | o { 00 14 1.9 o i 00 5 i 07
TEXAS | 179585512 | 10 01 231 13 121 i 07 22 1 01
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REPORTED CASES OF SELECTED VIRAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 1 - 1993

ASCEPTIC ENCEPHALITIS INFLUENZA & FLU- CHICKENPOX
MENINGITIS LIKE ILLNESS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARMSTRONG 2,017 0 0.0 0 0.0 0 - 0.0 0 i 00
BAILEY 7,128 0 0.0 0 0.0 0 0.0 14 196. 4
BRISCOE 1, 960 0 0.0 0 0.0 0 0.0 0 0.0
CARSON 6, 543 0 0.0 0 0.0, 0 0.0 0 : 00
CASTRO 9, 236 1 10.8 0 0.0 0 0.0 0 i 00
CHILDRESS 6, 789 0 0.0 0 0.0 0 0.0 0 : 0.0
COCHRAN 4,530 0 0.0 0 0.0 0 0.0 0 : 00
COLLINGSWORTH 3,512 0 0.0 0 0.0 39 1,110.5 1 i 285
CROSBY 7, 408 0 0.0 0 0.0 0 0.0 0 i 0.0
DALLAM 5, 486 0 0.0 0 0.0 0 0.0 0 0.0
DEAF SMITH 19, 459 3 15.4 0 0.0 0 0.0 0 0.0
DICKENS 2,529 0 0.0 0 0.0 0 0.0 0 0.0
DONLEY 3,607 0 0.0 0 0.0 0 0.0 0 0.0
FLOYD 8,585 1 11.6 0 0.0 0 0.0 0 0.0
GARZA 5,191 0 0.0 0 0.0 0 0.0 0 0.0
GRAY 24,194 1 41 0 0.0 0 : 0.0 0 i 00
HALE 34, 556 0 0.0 0 0.0 810 : 2,344.0 197 : 570.1
HALL 3,812 0 0.0 0 0.0 0 : 00 0 0.0
HANSFORD 5, 867 0 0.0 0 0.0 0 0.0 2 A1
HARTLEY 3,627 0 0.0 0 0.0 0 0.0 0 0.0
HEMPHILL 3,709 0 0.0 0 0.0 0 0.0 0 0.0
HOCKLEY 24, 348 0 0.0 0 0.0 0 0.0 4 16.4
HUTCHINSON 25, 392 3 11.8 0 0.0 0 0.0 0 0.0
KING 365 0 0.0 0 0.0 0 0.0 0 0.0
LAMB 14, 910 0 0.0 0 0.0 0 0.0 0 0.0
LIPSCOMB 3,123 0 : 00 0 0.0 0 0.0 0 ;00
LUBBOCK 224, 207 34 i 152 0 0.0 104 46.4 73 i 326
LYNN 6, 807 0 0.0 0 0.0 0 0.0 0 0.0
MOORE 18,225 3 16.5 0 0.0 0 0.0 0 0.0
MOTLEY 1, 507 0 : 00 0 0.0 0 0.0 0 i 00
OCHILTREE 9,121 0 i 0.0 0 0.0 0 0.0 0 i 0.0
OLDHAM 2, 269 0 0.0 0 0.0 0 : 00 0 0.0
PARMER 10, 066 0 i 00 0 0.0 0 i 00 0 : 00
POTTER 100, 165 46 i 459 0 0.0 5006 4,997.8 69 i 689
RANDALL 95, 751 6 : 167 0 0.0 2849 2,975. 4 66 : 689
ROBERTS 1,031 0 0.0 0 0.0 0 : 0.0 0 0.0
SHERMAN 2,881 0 : 00 0 0.0 0 0.0 0 : 00
SWISHER 8, 708 0 i 00 0 0.0 0 0.0 0 : 00
TERRY 13, 453 2 14.9 0 0.0 0 0.0 0 0.0
WHEELER 5,720 0 0.0 0 0.0 0 0.0 0 0.0
YOAKUM | 9010 0 0.0 0 00 | 0 0.0 3 3.3
REGIONAL TOTAL | 746, 858 110 : 147 0 : 00 | 8808 1,179.3 | 429 1 57.4
TEXAS | 17,958,512 | 1,320 i 7.4 61 0.3 | 277,453 ; 1,545.0 | 14,201 79.6
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Public Health Region 2




REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 2 - 1993

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARCHER 8,093 0 0.0 0 i 00 0 0.0 1 12.4
BAYLOR 4,295 0 0.0 o i 00 0 0.0 0 0.0
BROWN 34,007 0 0.0 0 i 00 6 17.6 6 17.6
CALLAHAN 11,907 0 0.0 0 H 0.0 2 16.8 0 0.0
CLAY 10,020 0 0.0 0 i 00 1 10.0 0 0.0
COLEMAN 9,515 0 0.0 1 i 105 2 21.0 4 42.0
COMANCHE 13,294 0 0.0 0 i 00 2 15.0 1 75
COTTLE 2,223 0 0.0 0 i 00 0 0.0 0 0.0
EASTLAND 18125 0 0.0 0 i 00 1 55 0 0.0
FISHER 4,475 0 0.0 0 i 00 3 67.0 0 0.0
FOARD 1,775 0 0.0 o i o0 1 56.3 0 0.0
HARDEMAN 5,194 10 1925 0 0.0 1 19.3 2 385
HASKELL 6,734 0 0.0 0 0.0 0 0.0 0 0.0
JACK 6,941 0 0.0 0 0.0 0 0.0 0 0.0
JONES 18,337 0 0.0 0 0.0 2 10.9 0 0.0
KENT 1,021 0 0.0 0 0.0 0 0.0 0 0.0
KNOX 4,787 0 0.0 0 0.0 1 20.9 0 0.0
MITCHELL 7,985 0 0.0 0 0.0 0 0.0 0 0.0
MONTAGUE 16,861 0 0.0 0 0.0 7 415 0 0.0
NOLAN 16,698 0 0.0 1 6.0 3 18.0 28 167.7
RUNNELS 11,288 0 0.0 1 8.9 3 26.6 5 i 443
SCURRY 18,736 0 0.0 0 0.0 3 16.0 4 i 213
SHACKELFORD 3,720 0 0.0 0 0.0 0 i 00 0 0.0
STEPHENS 8,870 0 0.0 0 0.0 1 11.3 0 0.0
STONEWALL 1,999 0 i 00 0 0.0 0 0.0 0 i 00
TAYLOR 123,138 140 i 1137 6 4.9 10 8.1 57 § 463
THROCKMORTON 1,864 0 0.0 0 0.0 0 0.0 0 i 00
WICHITA 123,933 0 0.0 4 32 8 6.5 10 i 81
WILBARGER 15,159 0 0.0 0 0.0 0 0.0 1 i 68
YOUNG 17,820 0 0.0 1 56 2 11.2 25 i 1403
| REGIONAL TOTAL 528664 | 15 i 28 | 14 i 26 | 59 i 112 | 144 § 272
[ TEXAS | 17958512 | 8 i o5 | 849 : 47 | 1924 i 107 | 481 i 255
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 2 - 1993

HEPATITIS A HEPATITIS B HEPATITIS C HEPATITIS
UNSPECIFIED

COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARCHER 8,093 o i 00 o i o0 o i o0 0 0.0
BAYLOR 4,295 o i 00 0 0.0 0 0.0 0 0.0
BROWN 34,007 2 5.9 2 5.9 0 0.0 0 0.0
CALLAHAN 11,907 0 0.0 0 0.0 0 0.0 0 0.0
CLAY 10,020 0 0.0 0 0.0 0 0.0 0 0.0
COLEMAN 9,515 0 0.0 0 0.0 0 0.0 0 0.0
COMANCHE 13,294 1 7.5 0 0.0 0 0.0 0 0.0
COTTLE 2,223 0 0.0 0 0.0 0 0.0 0 0.0
EASTLAND 18,125 0 0.0 1 5.5 0 0.0 0 0.0
FISHER 4,475 0 0.0 0 0.0 0 0.0 0 0.0
FOARD 1,775 0 0.0 0 0.0 0 0.0 0 0.0
HARDEMAN 5,194 o 0.0 1 19.3 0 0.0 0 0.0
HASKELL 6, 734 0 0.0 0 0.0 0 0.0 0 0.0
JACK 6 941 | 14.4 1 14.4 0 0.0 0 0.0
JONES 18, 337 0 0.0 0 0.0 0 0.0 0 0.0
KENT 1,021 0 0.0 0 0.0 0 0.0 0 0.0
KNOX 4,787 1 20.9 2 41.8 1 20.9 0 0.0
MITCHELL 7,985 0 0.0 0 0.0 0 0.0 0 0.0
MONTAGUE 16, 861 2 11.9 0 0.0 1 59 0 0.0
NOLAN 16, 698 3 18.0 1 6.0 0 0.0 0 0.0
RUNNELS 11,288 1 8.9 0 0.0 0 0.0 0 0.0
SCURRY 18, 736 0 0.0 3 16.0 3 16.0 1 53
SHACKELFORD 3,720 2 53.8 0 0.0 0 0.0 1 26.9
STEPHENS 8, 870 0 0.0 1 113 0 0.0 0 0.0
STONEWALL 1,999 0 0.0 1 50.0 0 0.0 0 0.0
TAYLOR 123,138 0 0.0 8 6.5 6 4.9 1 0.8
THROCKMORTON 1, 864 0 0.0 0 0.0 0 0.0 0 0.0
WICHITA 123, 933 39 3L5 6 4.8 11 8.9 0 0.0
WILBARGER 15, 159 2 13.2 2 13.2 0 0.0 0 0.0
YOUNG 17, 820 2 1.2 1 56 56 0 0.0
REGIONAL TOTAL 528, 664 56 : 106 | 3 5.9 2B i 44 3 i 06
TEXAS 117,958,5121 2,798 ; 156 | 1,354 ; 75 384 i 21 157 ¢ 09
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 2 - 1993

GONORRHEA CHLAMYDIA P&S SYPHILIS TUBERCULOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARCHER 8,093 0 0.0 7 86.5 0 0.0 1 12.4
BAYLOR 4,295 0 0.0 2 46.6 0 0.0 0 0.0
BROWN 34,007 31 91.2 70 205.8 0 0.0 1 29
CALLAHAN 11,907 10 84.0 12 100.8 0 0.0 0 0.0
CLAY 10,020 0 0.0 8 79.8 0 0.0 0 0.0
COLEMAN 9,515 1 10.5 6 63.1 0 0.0 0 0.0
COMANCHE 13,294 2 15.0 14 105.3 0 0.0 1 75
COTTLE 2,223 5 224.9 3 135.0 0 0.0 0 0.0
EASTLAND 18,125 3 16.6 10 55.2 1 55 2 11.0
FISHER 4,475 1 22.3 7 156.4 0 0.0 0 0.0
FOARD 1,775 0 0.0 0 0.0 0 0.0 0 0.0
HARDEMAN 5,194 1 19.3 5 96.3 0 0.0 0 0.0
HASKELL 6,734 5 74.3 6 89.1 0 0.0 0 0.0
JACK 6,941 1 14.4 4 57.6 0 0.0 0 0.0
JONES 18,337 8 43.6 36 196.3 0 i 00 0 0.0
KENT 1,021 0 0.0 0 0.0 0 0.0 0 0.0
KNOX 4,787 4 83.6 41.8 0 ! 00 0 0.0
MITCHELL 7,985 1 125 11 137.8 0 {00 0 0.0
MONTAGUE 16,861 4 23.7 10 59.3 0 {00 0 0.0
NOLAN 16,698 25 149.7 98 586.9 0 0.0 0 0.0
RUNNELS 11,288 6 53.2 23 203.8 0 0.0 0 0.0
SCURRY 18,736 22 117.4 61 325.6 0 {00 1 5.3
SHACKELFORD 3,720 0 0.0 5 134.4 0 i o0 0 0.0
STEPHENS 8,870 11.3 18 202.9 0 ! 00 0 0.0
STONEWALL 1,999 0 00 1 50.0 0 ¥ 00 0 0.0
TAYLOR - 123,138 203 164.9 415 337.0 11 8.9 4 32
THROCKMORTON 1,864 0 0.0 1 53.6 0 i 00 0 0.0
WICHITA 123,933 172 138.8 447 360.7 21 i 169 12 97
WILBARGER 15,159 3 19.8 16 105.5 0 0.0 1 6.6
YOUNG 17,820 5 28.1 9 50.5 0.0 1 5.6
REGIONAL TOTAL 528,664 505 955 ] 1,307 247.2 | 33 6.2 | 24 45
TEXAS 17,958,512 | 30,122 167.7 | 43874 | 2443 [ 2530 | 141 | 2393 13.3
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REPORTED CASES OF VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 2 - 1993

MEASLES MUMPS I PERTUSSIS I RUBELLA
COUNTY " |l 1993Por. | cases RATE CASES RATE CASES RATE CASES RATE
ARCHER 8,093 0 0.0 0 0.0 0 0.0 0 0.0
BAYLOR 4,295 o i 00 0 0.0 0 0.0 0 0.0
BROWN 34,007 0 0.0 0 0.0 0 0.0 0 0.0
CALLAHAN 11,907 0 0.0 0 0.0 0 0.0 0 0.0
CLAY 10,020 0 0.0 1 10.0 0 0.0 0 0.0
COLEMAN 9,515 0 0.0 0 0.0 0 0.0 0 0.0
COMANCHE 13,204 0 0.0 0 0.0 0 0.0 0 0.0
COTTLE 2,223 0 0.0 0 0.0 0 0.0 0 0.0
EASTLAND 18,125 0 0.0 0 0.0 0 0.0 0 0.0
FISHER 4,475 0 0.0 0 0.0 0 0.0 0 0.0
FOARD 1,775 0 0.0 0 0.0 0 0.0 0 0.0
HARDEMAN 5,194 0 0.0 0 0.0 1 19.3 0 0.0
HASKELL 6,734 0 0.0 0 0.0 0 0.0 0 0.0
JACK 6,941 0 0.0 0 0.0 0 0.0 0 0.0
JONES 18,337 0 0.0 6 327 0 0.0 0 0.0
KENT 1,021 0 0.0 0 0.0 0 0.0 0 0.0
KNOX 4,787 0 0.0 0 0.0 0 0.0 0 0.0
MITCHELL 7,985 0 0.0 0 0.0 0 0.0 0 0.0
MONTAGUE 16,861 0 0.0 1 59 0 0.0 1 59
NOLAN 16,698 0 0.0 0 0.0 0 0.0 0 0.0
RUNNELS 11,288 0 0.0 0 0.0 0 0.0 0 0.0
SCURRY 18,736 0 0.0 1 53 0 0.0 0 0.0
SHACKELFORD 3,720 0 0.0 0 0.0 0 0.0 0 0.0
STEPHENS 8,870 0 0.0 2 225 0 0.0 0 0.0
STONEWALL 1,999 0 0.0 0 0.0 0 0.0 0 0.0
TAYLOR 123,138 0 0.0 0 0.0 1t 08 0 0.0
THROCKMORTON 1,864 0 0.0 0 i 00 0 0.0 0 0.0
WICHITA 123,933 0 0.0 0 0.0 0 0.0 0 0.0
WILBARGER 15,159 0 0.0 0 0.0 0 0.0 0 0.0
YOUNG 17,820 0 0.0 1 56 0 0.0 0 0.0
REGIONAL TOTAL [ s8664 | o i 00 | 12 i 23 | 2 04 | 1 i o2
TEXAS | 17058512 | 10 i o1 | 231 i 13 | 121 i 07 22 i o1
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REPORTED CASES OF SELECTED VIRAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 2 - 1993

ASCEPTIC ENCEPHALITIS INFLUENZA & FLU-LIKE CHICKENPOX
MENINGITIS ILLNESS

COUNTY 1993 POP. | CASES RATE CASES RATE CASES RATE CASES RATE
ARCHER 8,093 o { 00 0.0 0 {00 0 P00
BAYLOR 4,295 1 i 233 0 0.0 o { o0 o ! 00
BROWN 34,007 0 0.0 0 0.0 7 i 206 ) i 0.0
CALLAHAN 11,907 3 25.2 0 0.0 o i 00 o i 00
CLAY 10,020 1 {100 0 0.0 33 i 3293 0 0.0
COLEMAN 9,515 1 105 0 0.0 0 0.0 0 0.0
COMANCHE 13,294 0 0.0 0 0.0 153 | 11509 0 "0.0
COTTLE 2,223 0 i 00 0 0.0 0 i 00 0 0.0
EASTLAND 18,125 o 1 00 0 0.0 0 0.0 0 0.0
FISHER 4475 1 223 0 0.0 0 0.0 0 0.0
FOARD 1,775 0 0.0 0 0.0 0 0.0 .0 0.0
HARDEMAN 5,194 0 0.0 0 0.0 0 0.0 0 0.0
HASKELL 6,734 1 14.9 0 0.0 0 0.0 1 14.9
JACK 6,941 0 0.0 0 0.0 0 i 00 0 0.0
JONES 18,337 3 16.4 0 0.0 22 i 120.0 0 0.0
KENT 1,021 0 H 0.0 0 0.0 0 0.0 0 0.0
KNOX 4,787 0 i 00 0 0.0 0 0.0 0 : 00
MITCHELL 7,985 1 12,5 0 0.0 0 0.0 0 i 00
MONTAGUE 16,861 1 5.9 1 59 0 0.0 0 i 00
NOLAN 16,698 1 6.0 0 0.0 0 0.0 0 0.0
RUNNELS 11,288 0 0.0 0 0.0 0 0.0 0 0.0
SCURRY 18,736 2 10.7 0 0.0 10 i 534 15 80.1
SHACKELFORD 3,720 0 0.0 0 0.0 0 { 00 o { o0
STEPHENS 8,870 1 11.3 0 0.0 0 i 00 i 225
STONEWALL 1,999 0o i 00 0 0.0 0 i 00 0 i 00
TAYLOR 123,138 16 i 130 0 0.0 1,559 1,266.1 326 i 2647
THROCKMORTON 1,864 o i 00 0 0.0 0. i 00 0 i 00
WICHITA 123,933 57 1 460 1 08 270 | 217.9 28 | 226
WILBARGER 15,159 0 0.0 0 0.0 106 i 6927 H 0.0
YOUNG 17,820 0.0 0 0.0 116 i 6510 44.9
| REGIONAL TOTAL | se64 | o1 i 172 | 2 i o4 | 2215 4303 | 380 i 719
TEXAS | 17958512 | 1320 ¢ 74 | 61 i 03 | 277453 { 1,645.0 | 14201 i 796
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Public Health Region 3




REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 3 - 1993

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS

COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
COLLIN 307, 302 0 0.0 4 13 15 i 49 27 i+ 88
COOKE 31,314 0 0.0 0 : Q0 2 [ 6.4 0 i 00
DALLAS 1, 953, 947 9 0.5 97 50 77 ¢ 91 281 : 14.4
DENTON 312, 077 0 0.0 2 0.6 5 ¢ 48 41 i 131
ELLIS 94, 951 2 21 6 6.3 6 6.3 9 9.5
ERATH 29, 207 0 0.0 0 0.0 2 6.8 0 : 00
FANNIN 24, 886 0 0.0 0 0.0 3 21 2 8.0
GRAYSON 95, 985 0 0.0 1 10 8 83 9 9.4
HOOD 32,748 0 0.0 0 0.0 6 18.3 7 214
HUNT 67, 618 0 Q0 0 00 9 13.3 7 i 104
JOHNSON 108, 322 0 0.0 4 37 5 46 23 ¢ 212
KAUFMAN 57,620 0 0.0 1 17 7 21 9 15.6
NAVARRO 41. 009 0 0.0 4 9.8 2 4.9 1 2.4
PALA PINTO 25, 641 0 0.0 0 Qo 3 17 2 i 7.8
PARKER 72,871 0 0.0 3 41 5 6.9 3 i 41
ROCKWALL 29, 703 0 0.0 0 00 1 3.4 2 67
SOMERVELL 5, 705 0 0.0 0 (0]0] 0 Qo 2 H ST
TARRANT 1,277,839 0 00 37 29 97 7.6 241 i 189
WISE 37,470 0 0.0 0 00 3 80 4 i 107
REGIONAL TOTAL | 4, 606, 215 11 0.2 159 & 35 366 79 670 i 145
TEXAS TOTAL | 17,958 512 86 i 05 849 i 47 1,924 § 10.7 | 4,581 { 256
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 3 - 1993

HEPATITIS A HEPATITIS B HEPATITIS C HEPATITIS
UNSPECIFIED
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES  RATE
COLLIN 307,302 18 59 27 8.8 2 0.7 2 07
COOKE 31,314 0 0.0 1 3.2 0 0.0 0 0.0
DALLAS 1,053,947 399 20.4 325 16.6 86 4.4 30 15
DENTON 312,077 21 6.7 6 19 3 10 0 0.0
ELLIS 94,951 7 7.4 5 5.3 0 0.0 1 11
ERATH 29,207 7 24.0 1 3.4 0 0.0 0 0.0
FANNIN 24,886 0 0.0 2 8.0 1 4.0 0 0.0
GRAYSON 95,985 3 3.1 11 115 9 9.4 0 0.0
HOOD 32,748 5 15.3 3 9.2 1 31 0 0.0
HUNT 67,618 0 0.0 3 4.4 2 3.0 0 0.0
JOHNSON 108,322 18 16.6 6 55 2 18 1 09
KAUFMAN 57,620 4 6.9 8 139 1 17 0 0.0
NAVARRO 41,009 0 0.0 1 2.4 0 0.0 0 0.0
PALA PINTO 25,641 7 27.3 7 27.3 2 78 0 0.0
PARKER 72.871 7 96 0 0.0 0 00 0 0.0
ROCKWALL 29,703 0 0.0 4 135 1 3.4 0. 0.0
SOMERVELL 5,705 0 0.0 0 0.0 0 0.0 0 0.0
TARRANT 1,277,839 413 323" 157" 12.3 44 3.4 14 1.1
WISE 37.470 17 45.4 0 0.0 3 8.0 0 0.0
REGIONAL TOTAL | 4606215 | 926 201 | 567 123 157 3.4 48 1.0
TEXAS TOTAL | 17988512 | 2708 1 156 | 134 i 75 384 21 157 0.9
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 3 - 1993

GONORRHEA CHLAMYDIA P & S SYPHILIS TUBERCULOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
COLLIN 307,302 152 49.5 352 114.5 8 2.6 9 2.9
COOKE 31,314 15 47.9 77 245.9 4 12.8 0 0.0
DALLAS 1,953,947 6820 349.0 4528 231.7 410 21.0 294 15.0
DENTON 312,077 138 44.2 412 132.0 6 1.9 4 1.3
ELLIS 94,951 125 131.6 146 153.8 14 14.7 9 9.5
ERATH 29,207 14 47.9 121 4143 0 0.0 0 0.0
FANNIN 24,886 15 60.3 55 221.0 0.0 1 4.0
GRAYSON 95,985 135 140.6 191 199.0 34 35.4 3 3.1
HOOD 32,748 7 21.4 54 164.9 1 3.1 1 31
HUNT 67,618 112 165.6 49 72.5 6 8.9 5 7.4
JOHNSON 108,322 31 28.6 159 146.8 1 0.9 4 3.7
KAUFMAN 57,620 36 62.5 60 104.1 1 1.7 4 6.9
NAVARRO 41,009 235 573.0 167 407.2 10 24.4 0 0.0
PALA PINTO 25,641 3 11.7 26 101.4 1 3.9 1 3.9
PARKER 72,871 11 15.1 42 57.6 1 1.4 0 0.0
ROCKWALL 29,703 2 6.7 8 26.9 3.4 0 0.0
SOMERVELL 5,705 0 0.0 2 35.1 0 0.0 0 0.0
TARRANT 1,277,839 2722 213.0 1464 114.6 351 275 159 12.4
WISE 37,470 1 2.7 27 72.1 0 0.0 2 5.3
REGIONAL TOTAL | 4,606,215 | 10,574 2296 | 7,940 1724 | 849 184 | 49 10.8
TEXAS TOTAL | 17958512 | 30,122 167.7 | 43874 2443 | 2,530 551 | 2,393 13.3
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REPORTED CASES OF VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 3 - 1993

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
COLLIN 307,302 6] 0.0 1 i 0.3 1 0.3 0 H 0.0
COOKE 31,314 -0 0.0 0 0.0 0 0.0 0 0.0
DALLAS 1,953,947 0 0.0 18 0.9 36 1.8 o’ 0.0
DENTON 312,077 0 0.0 2 0.6 4 13 0 0.0
ELLIS 94,951 0 0.0 0 H 0.0 1 1.1 0 0.0
ERATH 29,207 0 0.0 0 I 0.0 0 0.0 (6] 1 0.0
FANNIN 24,886 0 0.0 1 : 4.0 (¢} 0.0 0 0.0
GRAYSON 95,985 0 0.0 0 0.0 0 0.0 0 0.0
HOOD 32,748 0 0.0 0 0.0 0 0.0 0 0.0
HUNT 67,618 0 H 0.0 1 15 0 0.0 0 0.0
JOHNSON 108,322 0 | 0.0 1 0.9 1 0.9 1 0.9
KAUFMAN 57,620 0 i 0.0 1 1.7 1 1.7 0 0.0
NAVARRO 41,009 0 0.0 0 0.0 1 2.4 0 0.0
PALA PINTO 25,641 0 0.0 1 3.9 0 0.0 0 0.0
PARKER 72,871 (6] 0.0 0 0.0 0 0.0 0 1 0.0
ROCKWALL 29,703 0 0.0 2 6.7 0 0.0 (o] 0.0
SOMERVELL 5,705 0 0.0 0 0.0 0 0.0 0 0.0
TARRANT 1,277,839 0 : 0.0 16 1.3 2 0.2 4 0.3
WISE 37,470 0 | 0.0 1 i 27 (o] i 0.0 0 0.0
REGIONAL TOTAL 4,606,215 0 i 00 45 ¢ 10 47 ¢ 10 | 5 ¢ 041
TEXAS TOTAL 17,958,512 0 : 01 231 i 13 1210 3 o7 | 22 i oa
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REPORTED CASES OF SELECTED VIRAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 3 - 1993

ASCEPTIC ENCEPHALITIS INFLUENZA & FLU-LIKE CHICKENPOX

MENINGITIS ILLNESS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
COLLIN 307,302 14 i 46 0 0.0 1,310 426.3 172 i 56.0
COOKE 31,314 0 i 00 0 0.0 0 0.0 0 i 00
DALLAS 1,953,947 174 ¢ 89 5 0.3 0 0.0 43 1 22
DENTON 312,077 7 P22 2 0.6 0 0.0 52 i 167
ELLIS 94,951 14 14.7 0 0.0 0 0.0 0.0
ERATH 29,207 0 0.0 0 0.0 0 i 00 0.0
FANNIN 24,886 0 0.0 0 0.0 1 i 4.0 0.0
GRAYSON 95,985 3 3.1 0 0.0 1,162 : 1,210.6 23 t 24.0
HOOD 32,748 1 3.1 0 0.0 0 0.0 0 i 00
HUNT 67,618 1 1.5 0 0.0 202 i 298.7 80 ¢ 1183
JOHNSON 108,322 8 7.4 0 H 0.0 0 0.0 1 : 0.9
KAUFMAN 57,620 4 i 6.9 1 1.7 0 0.0 : 17
NAVARRO 41,009 0 i 00 0 0.0 0 0.0 16 ! 390
PALA PINTO 25,641 0 i 00 0 0.0 0 i 0.0 0.0
PARKER 72,871 0 0.0 0 0.0 0 {00 : 00
ROCKWALL 29,703 0 0.0 0 0.0 0 : 0.0 i 0.0
SOMERVELL 5,705 0] 0.0 0 0.0 0 17 0.0 H 0.0
TARRANT 1,277,839 140 11.0 5 0.4 165 i 129 387 : 303
WISE 37,470 1 2.7 0 0.0 0 : 00 - 0 0.0
REGIONAL TOTAL | 4,606,215 | 367 : 80 13 i 03 | 2879 ¢ 625 775 16.8
TEXAS TOTAL | 17,958,512 | 1320 | 7.4 61 ! 0.3 | 277,453 1,545.0 | 14,291 t 79.6
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REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 4 - 1993

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS
COUNTY 1993 CASES RATE CASES RATE CASES RATE CASES RATE
POPULATION
ANDERSON 50,920 0 0.0 0 0.0 5 9.8 0 0.0
BOWIE 82,935 0 0.0 4 48 4 4.8 16 19.3
CAMP 10,170 0 0.0 0 0.0 0 0.0 0 00
CASS 29,901 0 '0.0 1 3.3 2 6.7 0 0.0
CHEROKEE 41,594 0 0.0 1 2.4 2 4.8 2 4.8
DELTA 4,845 0 i 00 0 0.0 0 0.0 0 0.0
FRANKLIN 7,895 0 {00 0 i 00 0 i 0.0 0 0.0
GREGG 106,076 0 {00 0 ! 00 9 i 85 12 11.3
GARRISON 59,091 0 0.0 1 1.7 0 0.0 1 17
HENDERSON 63,631 0 0.0 0 0.0 4 6.3 2 3.1
HOPKINS 29,150 0 0.0 0 0.0 1 34 0 0.0
LAMAR 43,974 0 0.0 0 0.0 2 i 45 1 23
" MARION 10,115 0 0.0 0 0.0 0 0.0 1 9.9
MORRIS 13,044 0 0.0 0 0.0 0 0.0 0 0.0
PANOLA 22,594 0 0.0 0 0.0 1 4.4 1 4.4
RAINS 7,146 0 0.0 0 0.0 0 0.0 0 0.0
RED RIVER 14,134 0 0.0 0 0.0 2 14.2 0 0.0
RUSK 44,215 0 0.0 0 0.0 1 2.3 92 208.1
SMITH 156,652 0 0.0 0 0.0 23 14.7 16 10.2
TITUS 24,472 0 0.0 0 0.0 11 44.9 3 12.3
UPSHUR 32,055 0 0.0 0 0.0 3 9.4 1 31
VAN ZANDT 39,574 0 0.0 1 25 00 0 . 0.0
WOOD 30,645 0 0.0 0 0.0 2 6.5 3 9.8
! REGIONAL TOTAL | 924,828 0 i 00 | 8 I 09 | 72 7.8 151 16.3
| STATEWIDE TOTAL | 17,958,512 86 : 05 | 89 i 47 | 1924 i 107 4,581 255
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 4 - 1993

HEPATITIS A HEPATITIS B HEPATITIS C HEPATITIS
UNSPECIFIED
COUNTY 1993 CASES  RATE CASES RATE CASES RATE CASES  RATE
POPULATION
ANDERSON 50,920 1§ 20 2 i 39 0 0.0 0 0.0
BOWIE 82,935 25 30.1 12 145 0 0.0 0 0.0
CAMP 10,170 0 0.0 1 98 0 : 00 0 0.0
CASS 29,901 1 33 2 6.7 0 0.0 0 0.0
CHEROKEE 41,594 1 2.4 0 0.0 0 0.0 0 0.0
DELTA 4,845 0 0.0 1 20.6 0 0.0 0 0.0
FRANKLIN 7,895 0 H 0.0 0 H 0.0 0 i 0.0 0 H 0.0
GREGG 106,076 3 28 6 57 2 i 19 0 i 00
GARRISON 59,001 1 17 1 17 o | o0 o i o0
HENDERSON 63,631 1 16 2 3.1 0 0.0 0 0.0
HOPKINS 29,150 0 0.0 0 0.0 0 0.0 0 0.0
LAMAR 43,974 0 0.0 0 0.0 0 i 00 0 i 00
MARION 10,115 0 0.0 0 0.0 0 0.0 0 0.0
MORRIS 13,044 0 : 00 0 0.0 0 0.0 0 0.0
PANOLA 22,594 1 44 0 0.0 0 0.0 0 0.0
RAINS 7,146 0 0.0 1 14.0 0 0.0 0 0.0
RED RIVER 14,134 0 0.0 1 71 0 0.0 0 0.0
RUSK 44,215 0 0.0 1 i 23 0 0.0 0 0.0
SMITH 156,652 15 96 21 i 134 1 06 0 0.0
TITUS 24,472 0 0.0 0 0.0 1 41 0 i 00
UPSHUR 32,055 1 3.1 0 0.0 0 0.0 o | 00
VAN ZANDT 39,574 2 51 4 10.1 1 25 o i 00
WOOD agess | 3 98 3 98 0 0.0 0 0.0
REGIONAL TOTAL | 924828 | 55 : 59 | s8 : 63 | 5 05 0 0.0
STATEWIDETOTAL | 17958512 | 2798 ; 156 | 135 i 75 | 384 i 21 157 i 09
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 4 - 1993

GONORRHEA CHLAMYDIA P & S SYPHILIS TUBERCULOSIS

COUNTY 1993 CASES RATE CASES RATE CASES RATE CASES RATE
POPULATION

ANDERSON 50, 920 26 5L1 7 139. 4 3 5.9 4 7.9
BOWIE 82, 935 128 154.3 311 375.0 16 19.3 12 14.5
CAMP 10, 170 6 59.0 4 39.3 3 29.5 2 19.7
CASS 29, 901 32 107.0 38 127.1 2 6.7 1 3.3
CHEROKEE 41, 594 36 8.6 43 103. 4 8 19.2 5 12.0
DELTA 4,845 2 41.3 1 20.6 0 0.0 0 0.0
FRANKLIN 7,895 0.0 2 25.3 0 0.0 1 12.7
GREGG 106, 076 60 56.6 189 178.2 20 18.9 9 85
GARRISON 50, 091 180 304.6 124 200. 8 8 135 5 85
HENDERSON 63, 631 23 36.1 36 56. 6 3 4.7 8 126
HOPKINS 29, 150 21 72.0 47 161 2 2 6.9 1 3.4
LAMAR 43,974 85 198.3 68 154.6 3 6.8 3 6.8
MARION 10, 115 13 1285 17 168, 1 3 2.7 1 9.9
MORRIS 13, 044 7 53.7 32 245.3 4 30.7 0 0.0
PANOLA 22,594 19 8.1 36 150.3 5 2.1 2 8.9
RAINS 7,146 0 0.0 2 28.0 0 0.0 0 0.0
RED RIVER 14,134 18 127.4 19 134.4 0 0.0 1 7.1
RUSK 44,215 16 3.2 40 9.5 8 i 181 3 i 68
SMITH 156, 652 576 367.7 567 361 9 18§ 115 20 i 128
TITUS 24,472 15 6L3 4 167.5 12 i 49.0 4 i 163
UPSHUR 32, 055 12 3.4 16 49.9 0 : 00 6 i 187
VAN ZANDT 39, 574 11 27.8 37 93.5 1 25 1 25
WOOD 30, 645 13 42.4 22 718 0 i 00 4 131
REGIONAL TOTAL | 924,828 | 1,209 : 1405 | 1,763 1906 | 119 ; 129 93 : 101
STATEWIDETOTAL | 17,958,512 | 30,122 i 167.7 | 43,874 § 2443 | 2,530 § 141 2393 § 13.3




REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 4 - 1993

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1093 CASES RATE CASES RATE CASES RATE CASES RATE
POPULATION
ANDERSON 50,920 0 0.0 1 2.0 o ! 00 0 0.0
BOWIE 82,935 0 0.0 0 0.0 1 i 12 0 0.0
CAMP 10,170 0 0.0 0 00 0 0.0 0 0.0
CASS 29,901 0 0.0 0 0.0 1 33 0 0.0
CHEROKEE 41,594 0 0.0 0 0.0 0 0.0 0 0.0
DELTA 4,845 0 0.0 0 0.0 0 0.0 0 0.0
FRANKLIN 7,895 0 0.0 0 0.0 0 0.0 0 0.0
GREGG 106,076 0 0.0 0 0.0 2 19 0 0.0
GARRISON 59,001 0 0.0 0 0.0 0 0.0 0 0.0
HENDERSON 63,631 0 0.0 0 0.0 1 1.6 0 0.0
HOPKINS 29,150 0 0.0 0 0.0 0 0.0 0 0.0
LAMAR 43974 0 0.0 0 0.0 0 0.0 0 0.0
MARION 10,115 0 0.0 1 9.9 0 0.0 0 0.0
MORRIS 13,044 0 0.0 0 0.0 0 0.0 0 0.0
PANOLA 22,504 0 0.0 0 0.0 0 0.0 0 0.0
RAINS 7,146 0 0.0 0 0.0 0 0.0 0 0.0
RED RIVER 14,134 0 0.0 0 0.0 0 0.0 0 0.0
RUSK 44215 0 0.0 0 0.0 2 45 0 0.0
SMITH 156,652 0 0.0 0 0.0 2 1.3 0 0.0
TITUS 24,472 0 0.0 0 0.0 0 0.0 0 0.0
UPSHUR 32,055 0 0.0 0 0.0 1 3.1 0 0.0
VAN ZANDT 39,574 0 0.0 0 0.0 1 25 0 0.0
WOOD 30,645 0 0.0 0 0.0 0 0.0 0 0.0
[ REGIONAL TOTAL | 924828 0 0.0 2 0.2 11 1.2 0 0.0
| sTATEWIDE TOTAL | 17,958,512 10 0.1 231 1.3 121 ¢ 07 22 0.1
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REPORTED CASES OF SELECTED VIRAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 4 - 1993

ASCEPTIC ENCEPHALITIS NFLUENZA& CHICKENPOX
MENINGITIS FLU-LIKE ILLNESS
COUNTY 1993 CASES RATE CASES RATE CASES RATE CASES RATE
POPULATION
ANDERSON 50,920 1 2.0 0 0.0 11 21.6 1 i 20
BOWIE 82,935 19 22.9 0 0.0 0 0.0 38 | 458
CAMP 10,170 0 0.0 0 0.0 0 0.0 o { o0
CASS 29,901 1 33 0 0.0 0 0.0 0 0.0
CHEROKEE 41,594 1 2.4 1 24 0 00 0 00
DELTA 4,845 0 0.0 0 0.0 8 165.1 5 i 1032
FRANKLIN 7,895 0 0.0 0 i 00 0 0.0 o i 00
GREGG 106,076 47 44.3 0 i 00 14 13.2 106 99.9
GARRISON 59,001 5 85 1 i 17 691 1,169.4 99 1675
HENDERSON 63,631 3 47 0 0.0 38 59.7 9 14.1
HOPKINS 29,150 0 0.0 0 0.0 25 85.8 7 24.0
LAMAR 43,974 0 0.0 0 : 0.0 0.0 0 0.0
MARION 10,115 1 9.9 0 i 00 0.0 0 0.0
MORRIS 13,044 1 7.7 0 0.0 25 191.7 0 0.0
PANOLA 22,594 0 0.0 0 0.0 0.0 0 0.0
RAINS 7,146 0 0.0 0 0.0 0.0 0 0.0
RED RIVER 14,134 0 0.0 0 0.0 0.0 0 0.0
RUSK 44,215 0o i 00 0 0.0 16 36.2 2 45
SMITH 156,652 12 & 77 0 0.0 1,160 740.5 261 166.6
TITUS 24,472 1 [ 41 0 0.0 0 0.0 1 41
UPSHUR 32,055 6 18.7 0 0.0 0 0.0 18.7
VAN ZANDT 39,574 6 15.2 0 0.0 25 63.2 2 i 51
WOOD 30,645 1 33 1 33 787 2,568.1 94 i 3067
REGIONAL TOTAL | 924828 | 105 § 114 | 3 03 | 2800 3028 | 631 i 682
STATEWIDETOTAL | 17,958,612 | 1,829 §{ 74 | 61 i 03 | 277453 | 15450 | 14,291 i 79.6
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Public Health Region 5




REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 5 - 1993

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANGELINA 71,618 0 0.0 2 2.8 1 H 1.4 5 H 7.0
HARDIN 41,866 0 0.0 0 0.0 0 i 00 5 i 119
HOUSTON 21,518 0 0.0 1 46 2 9.3 0 i 00
JASPER 31,324 0 0.0 0 0.0 4 i 128 5 i 160
JEFFERSON 238,493 0 0.0 0 0.0 13 { 55 46 19.3
NACOGDOCHES 55,402 0 0.0 12 21.7 11 ¢ 199 3 5.4
NEWTON 13,875 0 0.0 0 0.0 2 14.4 0 0.0
ORANGE 81,272 0 0.0 0 0.0 4 4.9 3 37
POLK 34,249 0 0.0 0 0.0 0 0.0 1 2.9
SABINE 9,818 0 0.0 0 0.0 0 0.0 1 10.2
SAN AUGUSTINE 7,980 0 0.0 0 0.0 0 0.0 0 0.0
SAN JACINTO 17,788 0 0.0 1 56 2 11.2 1 56
SHELBY 21,962 0 0.0 0 0.0 0 0.0 1 4.6
TRINITY 11,899 0 0.0 0 0.0 0 0.0 0 0.0
TYLER 17.884 0 0.0 0 0.0 4 22.4 0 0.0
REGIONAL TOTALS 678,941 0 i 00 | 16 2.4 | 43 6.3 71 i 105
STATEWIDE TOTALS 17,958,512 86 i 05 | 849 i 47 | 1924 i 107 4581 i 255
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 5 - 1993

HEPATITIS A HEPATITIS B HEPATITIS C HEPATITIS
UNSPECIFIED
COUNTY 1993 POP. | CASES RATE CASES RATE CASES RATE CASES RATE
ANGELINA 71,618 0 00 0 i 00 1 1.4 0 0.0
HARDIN 41,866 0 0.0 0 0.0 0 0.0 0 0.0
HOUSTON 21,518 0 0.0 0 H 0.0 0 0.0 0 0.0
JASPER 31,324 0 0.0 1 i 32 0 0.0 0 0.0
JEFFERSON 238,493 4 17 14 i 59 4 17 0 0.0
NACOGDOCHES 55,402 3 54 2 i 36 2 36 0 0.0
NEWTON 13,875 0 0.0 0 0.0 0 0.0 0 0.0
ORANGE 81,272 0 0.0 1 12 1 12 0 0.0
POLK 34,249 0 0.0 0 0.0 1 2.9 0 0.0
SABINE 9,818 0 0.0 1 10.2 0 0.0 0 0.0
SAN AUGUSTINE 7,980 0 00 0 0.0 0 0.0 0 0.0
SAN JACINTO 17,788 0 0.0 0 0.0 0 0.0 0 0.0
SHELBY 21,962 0 0.0 0 0.0 0 0.0 0 0.0
TRINITY 11,899 0 0.0 2 16.8 0 0.0 0 0.0
TYLER 17,884 0 0.0 0 0.0 0 0.0 0 0.0
REGIONAL TOTALS 678941 | 7 10 [ 21 & 31 9 i 13 0 i 00
STATEWIDE TOTALS 17,958512 | 2798 156 | 134 i 75 384 | 21 157 {009
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 5 - 1993

GONORRHEA CHLAMYDIA P & S SYPHILIS TUBERCULOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANGELINA 71,618 199 277.9 325 453.8 15 20.9 8 11.2
HARDIN 41,866 29 69.3 17 40.6 3 7.2 1 2.4
HOUSTON 21,518 15 69.7 55 255.6 7 325 6 i 27.9
JASPER 31,324 62 197.9 91 290.5 5 16.0 2 6.4
JEFFERSON 238,493 242 101.5 137 57.4 264 i 1107 26 10.9
NACOGDOCHES 55,402 61 110.1 161 290.6 12 21.7 3 54
NEWTON 13,875 15 108.1 21 151.4 0 0.0 0 0.0
ORANGE 81,272 4 4.9 11 135 22 27.1 5 6.2
POLK 34,249 14 40.9 73 213.1 1 2.9 5 14.6
SABINE 9,818 50.9 815 1 10.2 0 0.0
SAN AUGUSTINE 7,980 75.2 62.7 1 12.5 0 0.0
SAN JACINTO 17,788 16.9 10 56.2 4 225 3 16.9
SHELBY 21,962 18 82.0 31 141.2 3 13.7 5 22.8
TRINITY 11,899 7 58.8 4 33.6 1 8.4 0 0.0
TYLER 17.884 14 78.3 26 145.4 1 5.6 1 5.6
REGIONAL TOTALS I 678,941 694 102.2 I 975 143.6 I 340 50.1 I 65 9.6
STATEWIDE TOTALS | 17958512 | 30122 | 1677 | 43874 2443 | 2530 141 | 2393 13.3
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 5 - 1993

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1993 POP, | CASES RATE CASES RATE CASES RATE CASES  RATE
ANGELINA 71,618 o i 00 1 P14 2 i 28 o { 00
HARDIN 41, 866 0 0.0 0 0.0 0 0.0 0 0.0
HOUSTON 21,518 0 Q0 0 Q0 0 Q0 0 0.0
JASPER 31,324 0 0.0 0 0.0 0 00 0 0.0
JEFFERSON 238, 493 0 0.0 2 0.8 0 Q0 0 0.0
NACOGDOCHES 55, 402 0 0.0 0 0.0 1 18 1 18
NEWTON 13,875 0 0.0 0 0.0 0 Q0 0 0.0
ORANGE 81, 272 0 Q0 0 Q0 0 00 0 0.0
POLK 34, 249 0 0.0 1 29 0 Qo 0 0.0
SABINE 9,818 0 0.0 0 Qo0 0 0.0 0 0.0
SAN AUGUSTINE 7, 980 0 Q0 0 0.0 0 0.0 0 0.0
SAN JACINTO 17,788 0 0.0 0 0.0 0 0.0 0 0.0
SHELBY 21, 962 0 Qo 0 0.0 1 46 0 0.0
TRINITY 11,899 0 0.0 0 0.0 0 oo | O 0.0
TYLER 17,884 0 0.0 1 56 0 0.0 0 0.0
REGONALTOTALS | 6894 | o : oo | 5 i a7 | 4 ¢ 06 | 1 : o1
STATEWIDETOTALS | 17,9852 10 : a1 | 21 i 13 | 121 : o7 | 22 : a1
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REPORTED CASES OF SELECTED VIRAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 5 - 1993

ASCEPTIC ENCEPHALITIS INFLUENZA & CHICKENPOX
MENINGITIS FLU-LIKE ILLNESS
COUNTY 1993 POP, CASES RATE CASES RATE CASES RATE CASES RATE
ANGELINA 71,618 1 14 0 0.0 3 P42 0 i 00
HARDIN 41,866 1 2.4 0 0.0 0 i 00 12 i 287
HOUSTON 21,518 0 0.0 0 0.0 60 i 2788 1 4.6
JASPER 31,324 0 0.0 0 0.0 217 i 6928 43 i 1373
JEFFERSON 238,493 3 13 0 0.0 446 i 187.0 421 i 1765
NACOGDOCHES 55,402 1 1.8 0 0.0 38 68.6 8 14.4
NEWTON 13,875 1 7.2 0 0.0 0 0.0 0 0.0
ORANGE 81,272 0 0.0 0 0.0 0 0.0 45 55.4
POLK 34,249 0 0.0 0 0.0 o i 00 0 i 00
SABINE 9,818 0 0.0 0 0.0 0 0.0 0 0.0
SAN AUGUSTINE 7,980 0 0.0 0 0.0 0 0.0 0 i 0.0
SAN JACINTO 17,788 0 0.0 0 0.0 0 0.0 [0} : 0.0
SHELBY 21,962 0 0.0 0 0.0 0 H 0.0 0 0.0
TRINITY 11,899 0 0.0 0 0.0 11 92.4 7 58.8
TYLER 17,884 0 0.0 0 0.0 29 i 162.2 3 16.8
REGIONAL TOTALS 678,941 | 7 1.0 | 0 0.0 804 i 1184 | 540 79.5
STATEWIDE TOTALS 117,958,512 | 1329 ; 74 | 61 § 03 1277,453 | 15450 | 14291 | 796
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Public Health Region 6




REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 6 - 1993

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS

COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
AUSTIN 20,141 0 {00 0 {00 0 i 00 0 i 00
BRAZORIA 201,851 1 05 4 P20 18 i 89 38 i 188
CHAMBERS 20,379 0 i 00 0 i 00 1 P49 0.0
COLORADO 18,333 0 i 00 0 i 00 {109 i 00
FORT BEND 261,716 2 0.8 23 ¢ 88 28 i 107 49 i 187
GALVESTON 223,486 0 0.0 30 ! 134 22 i 98 88 i 394
HARRIS 2,957,057 1 i 04 137 } 46 205 i 69 352 i 119
LIBERTY 54,645 0 {00 2 3.7 3 55 1 i 18
MATAGORDA 37,414 0 i 00 1 27 0 0.0 0 0.0
MONTGOMERY 199,044 0 i 00 5 25 7 35 5 25
WALKER 55,061 0 0.0 0 0.0 2 36 1 1.8
WALLER 24,463 0 0.0 2 8.2 1 41 2 8.2
WHARTON 40,250 0 0.0 0 0.0 2 5.0 0 0.0

! REGIONAL TOTALS 14,115,833 | 14 § 03 204 i 50 291 i 71 536 | 13.0 J

[ STATEWIDE TOTALS | 17,958,512 [ 86 i 05 849 i 47 1924 i 107 4587 i 255 ]
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 6 - 1993

HEPATITIS A HEPATITIS B HEPATITIS C HEPATITIS
UNSPECIFIED
COUNN 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
AUSTIN 20, 141 0 i 00 0 i 00 0 0.0 0 i 00
BRAZORIA 201, 851 6 ¢ 30 8 i 40 0 0.0 1 i 05
CHAMBERS 20, 379 o i 00 0 0.0 0 0.0 o { 00
COLORADO 18, 333 0 { 00 0 0.0 0 0.0 0 : 00
FORT BEND 261, 716 3 i 11 9 i 34 3 & 11 0 i 00
GALVESTON 223, 486 9 i 40 14 i 63 3 i 13 0 i 00
HARRIS 2,957,057 | 38 i 130 188 § 6.4 12 0.4 34 & 11
LIBERTY 54, 645 0 i 00 i 18 1 18 0 : 00
MATAGORDA 37,414 1 2.7 0 00 2 53 0 0.0
MONTGOMERY 199, 044 2 10 : 20 2 10 0 H 0.0
WALKER 55, 061 4 7.3 3 i 636 0 0.0 0 i 00
WALLER 24, 463 1 41 0 i 00 0 0.0 0 0.0
WHARTON 40, 250 0 0.0 25 0 0.0 0 0.0
REGIONALTOTALS 14,115,833 | 411 i 100 | 260 : 6.3 23 i 06 3 i 09
STATEWIDETOTALS | 17,958,512 | 2 798 156 | 1,354 § 7.5 384 § 21 157 §{ 0.9
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 6 - 1993

GONORRHEA CHLAMYDIA P & S SYPHILIS TUBERCULOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
AUSTIN 20,141 17 84.4 17 84.4 3 14.9 0 ¢ 00
BRAZORIA 201,851 91 451 212 105.0 17 8.4 12 i 59
CHAMBERS 20,379 0 0.0 5 24.5 0.0 2 i 98
COLORADO 18,333 26 141.8 21 114.5 43.6 i 55
FORT BEND 261,716 64 245 155 59.2 2.3 28 i 107
GALVESTON 223,486 408 i 1826 776 347.2 34 15.2 34 i 152
HARRIS 2,957,057 7,646 i 2586 9,118 308.3 567 19.2 728 i 246
LIBERTY 54,645 10 183 44 80.5 4 7.3 11 i201
MATAGORDA 37,414 10 26.7 56 149.7 0 0.0 7 i 187
MONTGOMERY 199,044 127 63.8 308 154.7 27 13.6 13 i 65
WALKER 55,061 78 141.7 161 292.4 60 109.0 5 P91
WALLER 24,463 43 175.8 93 380.2 19 77.7 52 i 2126
WHARTON 40,250 40 99.4 86 213.7 9 22.4 5 i12.4
REGIONAL TOTALS | 4,115,833 | 8,560 208.0 | 11.052 268.5 754 18.3 898 i 218
STATEWIDE TOTALS | 17,958,512 | 30,122 167.7 | 43,874 244.3 2530 14.1 2393 § 133
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 6 - 1993

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
AUSTIN 20,141 0 0.0 0 i 00 0 i 00 0 0.0
BRAZORIA 201,851 0 0.0 0 0.0 1 05 0 0.0
CHAMBERS 20,379 0 0.0 4 19.6 0 0.0 0 0.0
COLORADO 18,333 0 0.0 0 i 00 0 i 00 0 0.0
FORT BEND 261,716 1 0.4 3 11 0 0.0 0 0.0
GALVESTON 223,486 1 0.4 7 i 31 2 0.9 0 0.0
HARRIS 2,957,057 3 0.1 30 ¢ 10 17 i 06 0 0.0
LIBERTY 54,645 4 7.3 1 1.8 0 0.0 0 0.0
MATAGORDA 37,414 0 0.0 0 0.0 0 0.0 0 i 00
MONTGOMERY 199,044 0 0.0 0 i 00 0 0.0 0 0.0
WALKER 55,061 0 0.0 0 i 00 0 0.0 0 0.0
WALLER 24,463 0 0.0 0 0.0 0 0.0 0 : 00
WHARTON 40,250 0 0.0 0 0.0 0 0.0 0 0.0
REGIONAL TOTALS 4,115,833 9 i 02 45 ¢ 11 | 20 i 05 0 : 00
STATEWIDE TOTALS 17,958,512 10 i 01 231 § 13 | 121 i 07 22 i 01
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REPORTED CASES OF SELECTED VIRAL DISEASES AND RATES PER

PUBLIC HEALTH REGION 6 - 1993

100,000 POPULATION

ASCEPTIC ENCEPHALITIS INFLUENZA & CHICKENPOX

MENINGITIS FLU-LIKE ILLNESS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
AUSTIN 20,141 0 0.0 1 5.0 0 0.0 0 0.0
BRAZORIA 201,851 4 2.0 1 0.5 3 15 29 14.4
CHAMBERS 20,379 0 0.0 0 0.0 0 0.0 . 62 304.2
COLORADO 18,333 0 0.0 0 0.0 0 0.0 0 0.0
FORT BEND 261,716 9 H 34 3 1.1 6 2.3 131 50.1
GALVESTON 223,486 16 7.2 3 i 13 263 117.7 232 103.8
HARRIS 2,957,057 171 5.8 11 0.4 236,603 8,001.3 3,492 1181
LIBERTY 54,645 0 0.0 0 0.0 0 0.0 3 55
MATAGORDA 37,414 0 0.0 0 0.0 0 0.0 0 0.0
MONTGOMERY 199,044 3 15 1 05 0 0.0 65 32.7
WALKER 55,061 0 0.0 0 0.0 101 183.4 79 143.5
WALLER 24,463 0 0.0 0 0.0 0 0.0 10 40.9
WHARTON 40,250 1 25 0 0.0 2 5.0 1 25
REGIONAL TOTALS | 41158338 | 204 ¢ 50 | 20 : 05 1236978 i 57577 | 4,104 99.7
STATEWIDE TOTALS | 17958512 | 1329 { 74 | 61 i 03 277,453 i 1,645.0 | 14291 79.6
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REPORTED CASES OF SELECTED GASTROINTERITIS DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 7 - 1993

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
BASTROP 42,714 0 0.0 2 47 4 i 94 16 i 375
BELL 197,714 0 0.0 1 05 52 i 263 19 ¢ 96
BLANCO 6.389 0 0.0 1 15.7 i 00 0.0
BOSQUE 15,438 0 0.0 0 0.0 3 19.4 i 194
BRAZOS 124,101 0 0.0 6 48 15 12.1 14 i 113
BURLESON 14,174 1 7.1 0 0.0 1 71 1 P71
BURNET 24,216 0 0.0 2 8.3 2 8.3 0 i 00
CALDWELL 28,545 0 0.0 2 7.0 5 17.5 28 @ 981
CORYELL 66,951 0 0.0 1 15 0 0.0 1 15
FALLS 18,418 0 0.0 0 0.0 1 5.4 2 10.9
FAYETTE 20,211 0 0.0 0 0.0 0 0.0 0 0.0
FREESTONE 16.687 0 0.0 1 6.0 0 0.0 0 0.0
GRIMES 20,107 0 0.0 0 0.0 0 0.0 1 5.0
HAMILTON 7,577 0 0.0 0 0.0 0 i 00 0 i 00
HAYS 74,561 1 13 0 0.0 21 i 282 479 i 6424
HILL 27,620 0 0.0 3 10.9 0 0.0 0 0.0
LAMPASAS 13,874 0 0.0 2 14.4 3 216 1 7.2
LEE 13,437 0 0.0 0 0.0 1 i 74 5 37.2
LEON 13,578 0 0.0 0 0.0 0 i 00 0 0.0
LIMESTONE 21,148 0 0.0 0 0.0 0 0.0 0 0.0
LLANO 11,936 0 0.0 0 0.0 0 0.0 0 0.0
MC LELLAN 190,229 1 05 1 ¢ 58 12 ¢ 63 29 i 152
MADISON 11,415 0 0.0 0 0.0 1 i 88 0 00
MILAM 23,010 0 0.0 0 0.0 2 i 87 0 0.0
MILLS 4,491 0 0.0 0 0.0 0 i 00 0 0.0
ROBERTSON 15,977 0 0.0 0 i 00 1 6.3 2 12.5
SAN SABA 5,943 0 0.0 0 i 00 1 i 168 2 i 337
TRAVIS 599,018 13 2.2 100 § 167 11 } 185 463 § 773
WASHINGTON 27,015 0 0:0 1 i 37 1 i 37 3 [ R
WILLIAMSON 161,673 1 0.6 17 i 105 24 i 148 79 i 4809
REGIONAL TOTALS 1,820,160 17 1 09 | 150 i 82 261 i 143 1,148 i 631
STATEWIDE TOTALS 17,958,512 86 i 05 | 849 i a7 1924 107 4581 i 255
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 7 - 1993

HEPATITIS A HEPATITIS B HEPATITIS C HEPATITIS
UNSPECIFIED

COUNTY | 1993 POP CASES RATE CASES RATE CASES RATE CASES RATE
BASTROP 42,714 0 i 00 1 i 23 1 23 0 0.0
BELL 197,714 25 i 126 3 15 3 15 0 00
BLANCO 6,389 o i 00 0 0.0 0 0.0 0 0.0
BOSQUE 15,438 1 i 65 0 0.0 0 00 0 0.0
BRAZOS 124,101 3 i 24 11 89 0 0.0 0 00
BURLESON 14,174 1 71 0 0.0 0 0.0 0 0.0
BURNET 24,216 0o i 00 1 41 1 41 2 83
CALDWELL 28,545 1 i 35 1 35 0 0.0 0 0.0
CORYELL 66,951 2 ¢ 30 0 0.0 0 0.0 0 00
FALLS 18,418 0o i 00 0 0.0 1 54 0 00
FAYETTE 20211 0 i 00 0 0.0 0 0.0 0 00
FREESTONE 16,687 0o i 00 1 6.0 0 0.0 0 0.0
GRIMES 20,107 0o i 00 0 0.0 0 0.0 0 00
HAMILTON 7577 0o i 00 0 0.0 0 0.0 0 0.0
HAYS 74,561 4 i 54 6 8.0 7 9.4 0 00
HILL 27,620 1 i 36 2 7.2 1 36 0 0.0
LAMPASAS 13,874 0o i 00 0 0.0 0 0.0 0 0.0
LEE 13,437 0o i 00 0 0.0 0 0.0 0 00
LEON 13578 0o i 00 0 0.0 0 00 0 00
LIMESTONE 21,148 1 47 1 4.7 0 00 0 0.0
LLANO 11,936 1 i 84 0 0.0 0 0.0 0 0.0
MC LELLAN 190,229 3 i 16 6 32 2 11 1 05
MADISON 11,415 1 i 88 1 8.8 0 0.0 0 00
MILAM 23,010 3§ 130 1 43 0 0.0 1 43
MILLS 4,491 o i o0 0 0.0 0 0.0 0 0.0
ROBERTSON 15,977 1 63 4 25.0 0 0.0 0 00
SAN SABA 5943 0 0.0 0 0.0 0 0.0 o i 00
TRAVIS 599,018 95 15.9 67 11.2 38 63 14 @ 23
WASHINGTON 27,015 0 0.0 0 0.0 0 0.0 1 i 37
WILLIAMSON 161,673 12 74 49 19 7 43 .
REGIONAL TOTALS | 1820160 155§ 85 | 114 § 63 57 i 31 26 i 14
STATEWIDETOTALS | 17958512 | 2798 i 156 | 1354 i 75 384 i 21 157 i 09
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 7 - 1993

GONORRHEA CHLAMYDIA P & S SYPHILIS TUBERCULOSIS
COUNTY 1993 POP. | CASES  RATE CASES RATE CASES RATE CASES RATE
BASTROP 42,714 21 49.2 58 135.8 0 0.0 3 7.0
BELL 197,714 922 466.3 1,332 673.7 37 18.7 10 51
BLANCO 6,389 0 0.0 0 0.0 0.0 1 15.7
BOSQUE 15,438 0 0.0 16 103.6 0 0.0 0 0.0
BRAZOS 124,101 168 135.4 359 289.3 22 17.7 11 8.9
BURLESON 14,174 14 98.8 23 162.3 2 14.1 1 71
BURNET 24,216 10 413 46 190.0 1 4.1 2 83
CALDWELL 28,545 10 35.0 33 115.6 0 0.0 4 14.0
CORYELL 66,951 40 59.7 81 121.0 2 3.0 4 6.0
FALLS 18,418 77 418.1 71 385.5 1 5.4 2 10.9
FAYETTE 20,211 17 84.1 22 108.9 0 0.0 3 14.8
FREESTONE 16,687 12 71.9 24 1438 1 6.0 0 0.0
GRIMES 20,107 36 179.0 61 303.4 9 448 0 0.0
HAMILTON 7,577 2 26.4 4 52.8 0 0.0 0 0.0
HAYS 74,561 62 83.2 278 3728 3 4.0 1 13
HILL 27,620 18 65.2 38 137.6 1 3.6 1 3.6
LAMPASAS 13,874 11 79.3 41 295.5 0 0.0 1 7.2
LEE 13,437 17 1265 21 156.3 1 7.4 1 7.4
LEON 13578 8 58.9 14 103.1 1 7.4 0 0.0
LIMESTONE 21,148 42 198.6 55 260.1 4 18.9 5 23.6
LLANO 11,936 1 8.4 15 125.7 0 0.0 1 8.4
MC LELLAN 190,229 12 63 10 53 1 05 12 63
MADISON 11,415 843 7,385.0 712 6,237.4 13 113.9 1 88
MILAM 23,010 37 160.8 89 386.8 18 78.2 1 43
MILLS 4,491 0 0.0 2 445 0 0.0 0 0.0
ROBERTSON 15,977 39 244.1 37 2316 12 75.1 2 125
SAN SABA 5943 0 0.0 6 101.0 0 0.0 0 0.0
TRAVIS 599,018 1,269 211.8 2,059 3437 100 16.7 104 17.4
WASHINGTON "1 27,015 38 133.3 27 99.9 16 59.2 1 3.7
WILLIAMSON 161,673 62 38.3 170 105.2 1 0.6 3 1.9
REGIONAL TOTALS | 1,820,160 | 3,786 2080 | 5704 3134 | 246 135 | 175 96
STATEWIDE TOTALS | 17,958,512 | 30,122 167.7 | 43874 2443 | 2530 141 [ 2393 13.3
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 7 - 1993

MEASLES MUMPS PERTUSSIS RUBELLA

COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
BASTROP 42,714 0 0.0 1 23 | 23 0 0.0
BELL 197, 714 0 0.0 4 i 20 0 0.0 0 0.0
BLANCO 6,389 0 0.0 1 i 1587 0 0.0 0 0.0
BOSQUE 15, 438 0 0.0 0 0.0 0 0.0 0 0.0
BRAZOS 124, 101 0 0.0 0 0.0 4 32 0 0.0
BURLESON 14,174 0 0.0 0 i 00 0 0.0 0 0.0
BURNET 24,216 0 0.0 0 | 00 0 0.0 0 0.0
CALDWELL 28,545 0 0.0 0 0.0 0 0.0 0 0.0
CORYELL 66, 951 0 0.0 0 0.0 0 0.0 0 0.0
FALLS 18418 0 0.0 0 0.0 0 0.0 0 0.0
FAYETTE 20,211 0 0.0 0 0.0 0 0.0 0 0.0
FREESTONE 16, 687 0 0.0 0 0.0 1 6.0 0 0.0
GRIMES 20,107 0 0.0 1 5.0 0 0.0 0 0.0
HAMILTON 7,577 0 0.0 0 0.0 0 0.0 0 0.0
HAYS 74, 561 0 0.0 0 0.0 0 0.0 0 0.0
HILL 27,620 0 0.0 0 0.0 0 0.0 0 0.0
LAMPASAS 13, 874 0 0.0 0 0.0 0 0.0 0 0.0
LEE 13, 437 0 0.0 1 7.4 0 0.0 0 0.0
LEON 13,578 0 0.0 0 0.0 0 0.0 0 0.0
LIMESTONE 21, 148 0 0.0 0 0.0 0 0.0 0 0.0
LLANO 11,936 0 0.0 1 8.4 0 0.0 0 0.0
MC LELLAN 190, 229 0 0.0 0 0.0 0 0.0 0 0.0
MADISON 11, 415 0 0.0 0 0.0 0 0.0 0 0.0
MILAM 23,010 0 0.0 0 0.0 0 0.0 0 0.0
MILLS 4,491 0 0.0 0 0.0 0 0.0 0 0.0
ROBERTSON 15, 977 0 0.0 0 Qo 0 0.0 0 0.0
SAN SABA 5,943 0 0.0 0 0.0 0 0.0 0 0.0
TRAVIS 599, 018 0 0.0 4 0.7 6 10 2 0.3
WASHINGTON 27.015 0 0.0 0 0.0 0 0.0 0 0.0
WILLIAMSON 161, 673 0 0.0 1 06 1 06 0 0.0
REGIONAL TOTALS | 1,820,160 0 0.0 14 i 08 13 ¢ 07 | 2 i a1 |
STATEWIDE TOTALS | 17,958, 512 10 i Q1 2l i 13 i 07 | 2 i a1
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REPORTED CASES OF SELECTED VIRAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 7 - 1993

ASCEPTIC ENCEPHALITIS INFLUENZA & CHICKENPOX
MENINGITIS FLU-LIKE ILLNESS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
BASTROP 42,714 2 P47 1 2.3 0 00 3 i 70
BELL 197,714 87 44.0 2 1.0 1147 } 5801 464 2347
BLANCO 6,389 1 15.7 0 0.0 0 i 00 0 i 00
BOSQUE 15,438 0 0.0 0 0.0 240 i 15546 0 {00
BRAZOS 124,101 8 6.4 0 0.0 1,719 1,385.2 182 i 146.7
BURLESON 14,174 0 0.0 0 0.0 0 i 00 0 i oo
BURNET 24,216 1 41 0 0.0 0 i 00~ 10 | 413
CALDWELL 28,545 1 35 1 it 35 0 P00 i 00
CORYELL 66,951 0 0.0 0 i 00 0 i 00 i 00
FALLS 18,418 0 0.0 0 i 00 14 76.0 50 { 2715
FAYETTE 20,211 1 49 0 {00 0 0.0 0.0
FREESTONE 16,687 0 0.0 0 0.0 0 0.0 0.0
GRIMES 20,107 0 0.0 0 0.0 0 0.0 i 00
HAMILTON 7577 0 0.0 0 0.0 0 0.0 0 00
HAYS 74,561 6 8.0 0 0.0 2 2.7 76 i 101.9
HILL 27,620 0 0.0 0 0.0 0 0.0 0 0.0
LAMPASAS 13,874 0 0.0 0 ; 0.0 0 ; 0.0 0 H 0.0
LEE 13437 1 i 74 0 0.0 0 i 00 o { oo
LEON 13,578 0 i 00 0 i 00 0 P00 0 0.0
LIMESTONE 21,148 0 0.0 0 i 00 335 1,584.1 0 i 00
LLANO 11,936 0 0.0 1 8.4 0 0.0 41 i 3435
MC LELLAN 190,229 1 05 0 0.0 84 44.2 221 i 1162
MADISON 11,415 0 00 0 0.0 o I 00 0 0.0
MILAM 23,010 2 8.7 0 0.0 283 § 1,229.9 14 = 60.8
MILLS 4,491 0 0.0 0 0.0 0.0 0 i 00
ROBERTSON 15,977 0 0.0 0 0.0 0 0.0 ) 0.0
SAN SABA 5,943 0 0.0 0 0.0 o} 0.0 o} 0.0
TRAVIS 599,018 111 18.5 6 1.0 379 63.3 1,086 181.3
WASHINGTON 27,015 0 0.0 0 - 0.0 0 0.0 0.0
WILLIAMSON 161,673 177 {1 105 1 0.6 " 437 . F 2703 25 i i85
REGIONAL TOTALS 1,820,160 239} 131 12 i 07 | 4640 § 2549 | 2,172 119.3
STATEWIDE TOTALS 17,958,512 | 1329 i 74 61 i 03 | 277,453 1,545.0 | 14291 i 796
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Public Health Region 8




REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 8 - 1993

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ATASCOSA 32,559 0 0.0 1 31 1 31 3 i 92
BANDERA 11,618 0 0.0 0 0.0 1 8.6 o { 00
BEXAR 1,247,969 3 02 107" 86 128 10.3 646 i 518
CALHOUN 19,437 0 0.0 1 51 4 206 3 i 154
COMAL 58,451 0 0.0 4 6.8 10 17.1 16 i 274
DE WITT 18,888 1 53 0 0.0 1 5.3 2 i 106
DIMMITT 10,695 0 0.0 0 0.0 1 9.4 2 i 187
EDWARDS 2,340 0 0.0 0 0.0 0 0.0 0 0.0
FRIO 14,970 0 0.0 0 0.0 0 0.0 1 i 67
GILLESPIE 18,090 0 0.0 0 0.0 1 55 3 16.6
GOLIAD 6,214 0 0.0 0 0.0 0 0.0 0 0.0
GONZALES 17,508 0 0.0 0 0.0 2 11.4 4 i 228
GUADELUPE 70,800 0 0.0 3 42 2 2.8 20 i 282
JACKSON 13,101 0 0.0 0 0.0 1 7.6 3 1 229
KARNES 12,696 0 0.0 1 79 1 7.9 0 0.0
KENDALL - 15,979 0 0.0 2 12.5 0 0.0 6.3
KERR 38,230 0 0.0 2 5.2 4 105 5 13.1
KINNEY 3,219 0 0.0 0 0.0 0 0.0 0 0.0
LA SALLE 6,055 0 0.0 0 0.0 0 0.0 0 0.0
LAVACA 18,491 0 0.0 1 5.4 2 10.8 2 10.8
MAVERICK 38,809 0 0.0 2 5.2 2 5.2 9 i 232
MEDINA 29,964 0 0.0 0 0.0 0 0.0 23 i 768
REAL 2,468 0 0.0 0 0.0 0 0.0 0 0.0
UVALDE 24,154 0 0.0 4 16.6 4 16.6 16.6
VAL VERDE 40,577 0 0.0 3 7.4 5 12.3 0 00
VICTORIA 76,340 0 0.0 6 79 31 406 134 { 1755
WILSON 24,880 0 0.0 1 40 0 0.0 1 40
ZAVALA 12,650 0 0.0 0 0.0 7.9 1 79
| REGIONAL TOTALS | 1889145 4 1 02 | 138 73 | 202 107 | 883 i 467
| sTATEWIDE TOTALS | 17958512 | 86 05 | 849 47 | 1924 107 | 4581 i 255
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 8 - 1993

HEPATITIS A HEPATITIS B HEPATITIS C HEPATITIS
UNSPECIFIED
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ATASCOSA 32,559 5 15.4 1 : 31 0 0.0 0 0.0
BANDERA 11,618 0 i 00 0 i 00 0 0.0 0 Y
BEXAR 124,7969 344 1 276 101 i 81 25 20 0 0.0
CALHOUN 19,437 0 i 00 0 0.0 0 0.0 0 i 00
COMAL 58,451 12 i 205 2 34 6 10.3 0 0.0
DE WITT 18,888 0 0.0 0 0.0 0 0.0 0 0.0
DIMMITT 10,695 0 0.0 0 0.0 0 0.0 0 0.0
EDWARDS 2,340 1 427 0 i 00 0 0.0 0 0.0
FRIO 14,970 ) 0.0 o { 00 0 0.0 0 0.0
GILLESPIE 18,090 0 0.0 0 0.0 0 0.0 0 0.0
GOLIAD 6,214 0 0.0 0 0.0 0 0.0 0 0.0
GONZALES 17,508 9 i 514 1 57 0 0.0 0 0.0
GUADELUPE 70.800 0 i 00 6 85 4 56 0 0.0
JACKSON 13,101 0 0.0 0 0.0 0 0.0 0 0.0
KARNES 12,696 0 0.0 0 0.0 0 0.0 0 i 00
KENDALL 15,979 0 0.0 0 0.0 0 0.0 0 { 00
KERR 38,230 1 26 1 2.6 3 78 5 & 131
KINNEY 3,219 1 311 0 0.0 0 0.0 0 0.0
LA SALLE 6,055 0 0.0 0 0.0 0 0.0 0 { 00
LAVACA 18,491 1 i 54 1 5.4 0 0.0 0 i 00
MAVERICK 38,809 32 i 825 5 12.9 1 26 0 0.0
MEDINA 29,964 15 1 501 0 0.0 0 0.0 0 0.0
REAL 2,468 0 i 00 0 0.0 0 0.0 0 0.0
UVALDE 24,154 4 16.6 2 8.3 0 0.0 0 0.0
VAL VERDE 40,577 18 44.4 0 H 0.0 0 0.0 3 7.4
VICTORIA 76,340 14 i 183 1 i 13 4 52 0 0.0
WILSON 24,880 0 i 00 0 0.0 0 0.0 0 0.0
ZAVALA 12,650 7.9 0 0.0 0 0.0 0 0.0
REGIONAL TOTALS 1,889,145 458 i 242 121 i 64 43 2.3 8 i 04
| sTaTEwDETOTALS  117,958,5121 2798 § 156 1354 § 75 384 21 157 i 09
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 8 - 1993

GONORRHEA CHLAMYDIA P & S SYPHILIS TUBERCULOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ATASCOSA 32, 559 1 31 14 43.0 0 0.0 3 i 92
BANDERA 11, 618 1 8.6 7 60.3 0 0.0 0 i 00
BEXAR 1, 247, 969 1,759 140.9 4, 447 356. 3 8L 6.5 113 ;91
CALHOUN 19, 437 36.0 17 87.5 1 51 3 15.4
COMAL 58,451 9 15.4 60 102.7 1 1.7 2 3.4
DE WITT 18, 888 22 116.5 36 190.6 1 53 2 10.6
DIMMITT 10, 695 2 18.7 17 159. 0 0 i 00 2 18.7
EDWARDS 2,340 0 0.0 1 42.7 0 i 0.0 0 0.0
FRIO 14, 970 5 33.4 48 320.6 0 i 00 0 0.0
GILLESPIE 18, 090 4 21 116.1 0 i 00 0 0.0
GOLIAD 6, 214 0 0.0 9 144.8 0 i 00 1 16.1
GONZALES 17, 508 18 102.8 119.9 0 H 0.0 1 57
GUADELUPE 70, 800 40 56.5 97 137.0 0 i 00 5 71
JACKSON 13,101 9 68.7 28 213.7 0 0.0 0 0.0
KARNES 12, 696 15.8 46 362. 3 0 0.0 0 0.0
KENDALL 15, 979 6.3 16 100.1 0 0.0 3 18.8
KERR 38, 230 27 70.6 80 209.3 0 0.0 4 10.5
KINNEY 3,219 0 0.0 1 3.1 0 0.0 0 0.0
LA SALLE 6, 055 0 0.0 14 231.2 0 0.0 0 0.0
LAVACA 18, 491 23 124. 4 24 129.8 0 0.0 1 5.4
MAVERICK 38, 809 26 2 54.1 1 26 20 515
MEDINA 29, 964 20.0 53 176.9 0 0.0 i 00
REAL 2,468 0.0 0 0.0 0 0.0 0 P00
UVALDE 24, 154 13 53.8 131 542. 4 0 0.0 2 i 83
VAL VERDE 40, 577 19 46.8 218 537.3 0 0.0 10 i 246
VICTORIA 76, 340 138 180.8 291 381.2 6 7.9 5 i 65
WILSON 24, 880 4 61 46 184.9 2 8.0 i 00
ZAVALA 12, 650 9 711 31 245.1 0 0.0 2 i 158
REGIONAL TOTALS | 1, 889, 145 | 2,120 112.2 | 5,795 306. 8 | 93 4.9 | 179 i 95
STATEWIDE TOTALS | 17, 958, 512 | 30, 122 167.7 I 43,874 244.3 2530 14.1 | 2,393 § 133
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 8 - 1993

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ATASCOSA 32,559 0 0.0 1 3.1 0 0.0 0 i 00
BANDERA 11,618 0 0.0 0 0.0 1 86 0 0.0
BEXAR 1,247,969 0 0.0 7 0.6 10 0.8 1 : 0.1
CALHOUN 19,437 0 0.0 0 0.0 0 0.0 0 ! 00
COMAL 58,451 0 0.0 1 17 0 0.0 0 P00
DE WITT 18,888 0 0.0 0 0.0 0 0.0 0 0.0
DIMMITT 10,695 0 0.0 1 9.4 0 0.0 0 0.0
EDWARDS 2,340 0 0.0 0 0.0 0 0.0 0 0.0
FRIO 14,970 0 0.0 0 0.0 0 0.0 0 ! 00
GILLESPIE 18,090 0 0.0 0 0.0 0 0.0 0 I 00
GOLIAD 6,214 0 0.0 0 0.0 0 0.0 0 0.0
GONZALES 17,508 0 0.0 0 0.0 0 0.0 0 0.0
GUADELUPE 70,800 0 0.0 0 0.0 1 1.4 1 1.4
JACKSON 13,101 0 0.0 1 7.6 0 0.0 0 0.0
KARNES 12,696 0 0.0 0 0.0 0 0.0 0 0.0
KENDALL 15,979 0 0.0 0 0.0 0 0.0 0 0.0
KERR 38,230 0 0.0 0 0.0 0 0.0 0 0.0
KINNEY 3,219 0 0.0 0 0.0 0 0.0 0 0.0
LA SALLE 6,055 0 0.0 0 0.0 0 0.0 0 0.0
LAVACA 18,491 0 P00 0 0.0 0 0.0 0 0.0
MAVERICK 38,809 0 {00 17 43.8 0 0.0 0 0.0
MEDINA 29,964 0 0.0 1 3.3 0 0.0 0 0.0
REAL 2,468 0 0.0 0 0.0 0 0.0 0 0.0
UVALDE 24,154 0 0.0 0 0.0 0 0.0 2 8.3
VAL VERDE 40,577 0 0.0 0 0.0 0 0.0 0 0.0
VICTORIA 76,340 0 0.0 4 52 1 13 0 0.0
WILSON 24,880 0 0.0 2 8.0 0 0.0 0 0.0
ZAVALA 12,650 0 0.0 0 0.0 0 0.0 0 0.0
REGIONAL TOTALS | 1,889,145 0 00 135 1.9 13 0.7 4 0.2
STATEWIDE TOTALS | 17,958,5121 10 0.1 | 231 1.3 121 ¥ 07 22 i 01
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REPORTED CASES OF SELECTED VIRAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 8 - 1993

ASCEPTIC ENCEPHALITIS INFLUENZA & CHICKENPOX

MENINGITIS FLU-LIKE ILLNESS
COUNTY 1003 POP. | CASES  RATE CASES  RATE CASES  RATE CASES  RATE
ATASCOSA 32,559 1§ 31 0 0.0 6 18.4 1 31
BANDERA 11,618 1 i 86 0 0.0 1 86 | 38 i327.1
BEXAR 1,247,969 100 i 80 3 0.2 1,261 101.0 439 35.2
CALHOUN 19,437 0 0.0 0 0.0 0 0.0 0 0.0
COMAL 58,451 2 3.4 0 0.0 674 1,153.1 194 331.9
DE WITT 18,888 0 0.0 0 0.0 0 0.0 7 37.1
DIMMITT 10,695 1 9.4 0 0.0 0 0.0 26 243.1
EDWARDS 2,340 0 0.0 0o i 00 0 0.0 0 0.0
FRIO 14,970 0 0.0 0 0.0 0 0.0 0 0.0
GILLESPIE 18,090 0 0.0 0 0.0 0 0.0 1 55
GOLIAD 6,214 0 0.0 0 0.0 0 0.0 0 0.0
GONZALES 17,508 0 0.0 0 0.0 0 0.0 0 0.0
GUADELUPE 70,800 5 7.1 0 0.0 164 231.6 20 28.2
JACKSON 13,101 0 0.0 0 i 00 0 0.0 0 0.0
KARNES 12,696 0 00 0 0.0 0.0 0.0
KENDALL 15,979 0 { 00 0 0.0 0 0.0 0 0.0
KERR 38,230 3 7.8 0 0.0 30 785 34 88.9
KINNEY 3,219 0 0.0 0 0.0 0.0 0 0.0
LA SALLE 6,055 0 0.0 0 0.0 0.0 i 330
LAVACA 18,491 0 0.0 0 0.0 0 0.0 4 i 216
MAVERICK 38,809 2 52 0 0.0 78 201.0 57 i 1469
MEDINA 29,964 0 0.0 1 1 33 0 0.0 i 33
REAL 2,468 0 i 00 0 i 00 0 0.0 : 0.0
UVALDE 24,154 0 i 00 0 {00 429 1,778.1 35 i 1449
VAL VERDE 40,577 1 25 0 0.0 344 847.8 8 i 197
VICTORIA 76,340 1 13 0 0.0 839 1,099.0 278 i 3642
WILSON 24,880 0 0.0 0 0.0 0 0.0 18 i 723
ZAVALA 12,650 0 0.0 0 0.0 0 0.0 67 | 5296
REGIONAL TOTALS [ 1,889,145 117 i 62 4 02 | 382 2025 | 1230 65.1
STATEWIDE TOTALS | 17958512 | 1320 : 7.4 61 i 03 | 277453 } 1,545.0 | 14,201 79.6
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REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 9 - 1993

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANDREWS 14, 691 0 0.0 0 0.0 1 i 68 0 i 0.0
BORDEN 809 0 0.0 0 0.0 0 0.0 0.0
COKE 3,432 0 0.0 0 0.0 3 87.4 1 i 291
CONCHO 3,132 0 0.0 1 i 3L9 0 0.0 0 0.0
CRANE 4, 806 0 0.0 0 i 00 0 0.0 0 0.0
CROCKET 4,160 0 0.0 0 0.0 0 0.0 5 120.2
DAWSON 15, 368 0 0.0 0 0.0 4 26.0 3l 2017
ECTOR 122, 030 1 0.8 0 0.0 3A 27.9 0 0.0
GAINES 14, 418 0 i 00 0 0.0 0 0.0 0 0.0
GLASSCOCK 1,516 0 {00 0 0.0 0 0.0 5 320.8
HOWARD 32,198 0 0.0 0 0.0 8 24.8 0 0.0
IRION 1,678 0 0.0 2 119.2 | 59.6 0 0.0
KIMBLE 4,113 0 i 00 0 0.0 0 0.0 0 0.0
LOVING 109 0 i 00 0 0.0 0 0.0 0 0.0
MC CULLOCH 8, 781 0 i 00 0 0.0 0 0.0 0 0.0
MARTIN 5,122 0 i 00 0 0.0 3 58.6 0 0.0
MASON 3,379 0 i 00 1 2.6 1 2.6 0 0.0
MENARD 2,288 0 0.0 0 i 00 0 0.0 0 0.0
MIDLAND 113,268 0 0.0 0 i Q0 8 71 22 19.4
PECOS 15, 602 0 0.0 0 0.0 5 320 1 6.4
REAGAN 4,702 0 0.0 0 0.0 0 0.0 | 2.3
REEVES 16, 418 0 0.0 0 0.0 1 6.1 0 0.0
SCHLEICHER 3,058 0 0.0 0 0.0 0 0.0 0 0.0
STERLING 1,480 0 0.0 0 0.0 0 0.0 0 0.0
SUTTON 4, 257 0 0.0 0 i 0.0 0 0.0 0 0.0
TERRELL 1, 448 0 0.0 0 i 0.0 0 0.0 0 0.0
TOM GREEN 102, 447 0 0.0 2 i 205 23 25 134 130.8
UPTON 4,572 0 0.0 0 0.0 0 0.0 0 0.0
WARD 13, 206 0 0.0 0 0.0 1 7.6 0 0.0
I WINKLER 8,738 0 0.0 0 0.0 | 11.4 0 0.0
[ REGIONAL TOTALS 533, 219 1 i 02 .33 4.7 94 17.6 200 i 37.5
| STATEWIDE TOTALS 17,958,512 8 { 05 849 i 4.7 1Lo4 i 107 | 458 i %5
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 9 - 1993

HEPATITIS A HEPATITIS B HEPATITIS C HEPATITIS
UNSPECIFIED

COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANDREWS 14, 691 0 0.0 1 6.8 0.0 0 0.0
BORDEN 809 0 0.0 0 0.0 0 0.0 0 0.0
COKE 3.432 0 00 0 00 0 0.0 0 0.0
CONCHO 3,132 0 0.0 0 0.0 0 0.0 0 0.0
CRANE 4, 806 1 20.8 1 20.8 1 20.8 0 0.0
CROCKET 4, 160 0 0.0 0 0.0 0 0.0 0 0.0
DAWSON 15, 368 1 6.5 0 0.0 0 0.0 0 0.0
ECTOR 122, 030 25 20.5 4 33 12 9.8 0 0.0
GAINES 14,418 0 0.0 1 6.9 0 0.0 0 0.0
GLASSCOCK 1,516 0 0.0 0 0.0 0 0.0 0 0.0
HOWARD 32,198 8 24.8 7 21.7 3 9.3 0 0.0
IRION 1,678 0 0.0 0 0.0 0 0.0 0 0.0
KIMBLE 4,113 0 0.0 0 0.0 0 0.0 0 0.0
LOVING 109 0 0.0 0 0.0 0 0.0 0 0.0
MC CULLOCH 8,781 0 0.0 1 11. 4 0 0.0 0 0.0
MARTIN 5,122 0 0.0 0 0.0 0 0.0 0 0.0
MASON 3,379 0 0.0 0 0.0 0 0.0 0 0.0
MENARD 2,288 0 0.0 0 0.0 0 0.0 0 0.0
MIDLAND 113, 268 7 6.2 13 1.5 6 53 1 0:9
PECOS 15, 602 1 6.4 0 0.0 1 H 6.4 0 0.0
REAGAN 4,702 0 0.0 0 0.0 0 0.0 0 0.0
REEVES 16, 418 0 0.0 0 0.0 0 0.0 0 0.0
SCHLEICHER 3,058 0 0.0 0 0.0 0 0.0 0 0.0
STERLING 1,480 0 0.0 0 0.0 0 0.0 0 0.0
SUTTON 4, 257 0 0.0 0 0.0 0 0.0 0 0.0
TERRELL 1,448 0 0.0 0 0.0 0 0.0 0 0.0
TOM GREEN 102, 447 3 2.9 3 29 0 0.0 0 0.0
UPTON 4,572 1 21.9 0 0.0 0 0.0 0 0.0
WARD 13, 206 1 7.6 2 151 1 7.6 0~ 0.0
WINKLER 8,738 0 0.0 0 0.0 0 0.0 0 0.0
REGIONAL TOTALS | 533, 219 48 9.0 38 i 62 24 45 1 P02
STATEWIDE TOTALS | 17,958,512 | 2,798 15.6 1,34 i 75 384 : 21 157 ¢ 0.9
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 9 - 1993

GONORRHEA CHLAMYDIA P & S SYPHILIS TUBERCULOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANDREWS 14,691 9 i 613 14 95.3 1 i 68 1 6.8
BORDEN 809 o { o0 0.0 o | 00 ) 0.0
COKE 3,432 0 H 0.0 116.6 0 0.0 0 0.0
CONCHO 3,132 0 i 00 0.0 0 0.0 0 0.0
CRANE 4,806 5 104.0 24 499.4 0 0.0 0 0.0
CROCKET 4,160 0 0.0 5 120.2 0 0.0 0 0.0
DAWSON 15,368 4 i 260 19 123.6 0 0.0 1 65
ECTOR 122,030 213 | 1745 413 338.4 10 8.2 10 8.2
GAINES 14,418 3 i1 208 32 221.9 1 6.9 0 0.0
GLASSCOCK 1,516 0 0.0 0 0.0 0 0.0 0 0.0
HOWARD 32,198 20 62.1 63 195.7 1 31 2 6.2
IRION 1,678 2 119.2 1 59.6 0 0.0 1 59.6
KIMBLE 4,113 0 0.0 1 24.3 0 0.0 1 243
LOVING 109 1 i 9174 0 0.0 0 0.0 0 0.0
MC CULLOCH 8,781 3 i 342 8 91.1 1 11.4 0 0.0
MARTIN 5,122 0 0.0 0 0.0 0 0.0 0 0.0
MASON 3,379 2 59.2 14 4143 1 29.6 0 0.0
MENARD 2,288 0 i 00 0 0.0 0 0.0 0 0.0
MIDLAND 113,268 146 { 1289 224 11978 14 12.4 2 18
PECOS 15,602 2 12.8 33 211.5 7 44.9 4 25.6
REAGAN 4,702 0 0.0 1 21.3 0 0.0 0 0.0
REEVES 16,418 5 i 305 20 121.8 0 0.0 3 18.3
SCHLEICHER 3,058 0o i 00 0.0 0 0.0 0 0.0
STERLING ' 11,480 o i o0 202.7 0 0.0 0 0.0
SUTTON 4,257 1 235 117.5 0 0.0 0 0.0
TERRELL 1,448 0 0.0 0.0 0 0.0 0 0.0
TOM GREEN 102,447 124 {1210 241 235.2 0 0.0 5 49
UPTON 4,572 1 21.9 2 43.7 0 0.0 0 0.0
WARD 13,206 4 i 303 20 151.4 0 0.0 1 7.6
WINKLER . 8,738 P14 14 160.2 1 11.4 1 11.4
REGIONAL TOTALS | 533210 546 3 1024 | 1161 217.7 37 69 | 32 6.0
STATEWIDE TOTALS | 17,958512 | 30,122 | 167.7 | 43874 244.3 2530 141 | 2393 13.3
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 9 - 1993

MEASLES MUMPS PERTUSSIS RUBELLA

COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANDREWS 14, 691 0 0.0 1 6.8 0 0.0 0 0.0
BORDEN 809 0 0.0 0 0.0 0 0.0 0 0.0
COKE 3,432 0 0.0 0 0.0 0 0.0 0 0.0
CONCHO 3,132 0 0.0 0 0.0 0 0.0 0 0.0
CRANE 4, 806 0 0.0 0 0.0 0 0.0 0 0.0
CROCKET 4,160 0 0.0 0 0.0 0 0.0 0 0.0
DAWSON 15, 368 0 0.0 0 0.0 0 0.0 0 0.0
ECTOR 122, 030 0 0.0 1 0.8 1 0.8 0 0.0
GAINES 14,418 0 0.0 0 0.0 0 0.0 0 0.0
GLASSCOCK 1,516 0 0.0 0 0.0 0 0.0 0 0.0
HOWARD 32,198 0 0.0 0 0.0 0 0.0 0 0.0
IRION 1,678 0 0.0 0 0.0 0 0.0 0 0.0
KIMBLE 4,113 0 0.0 0 0.0 0 0.0 0 0.0
LOVING 109 0 0.0 0 0.0 0 0.0 0 0.0
MC CULLOCH 8 781 0 0.0 1 11.4 0 0.0 0 0.0
MARTIN 5,122 0 0.0 0 0.0 0 0.0 0 00
MASON 3,379 0 0.0 0 0.0 0 0.0 0 0.0
MENARD 2,288 0 0.0 0 0.0 0 0.0 0 0.0
MIDLAND 113, 268 0 0.0 5 4.4 0 0.0 0 0.0
PECOS 15, 602 0 0.0 0 0.0 0 0.0 0 0.0
REAGAN 4,702 0 0.0 1 213 0 0.0 0 0.0
REEVES 16, 418 0 0.0 1 6.1 0 0.0 0 Qo
SCHLEICHER 3,058 0 0.0 0 0.0 0 0.0 0 0.0
STERLING 1,480 0 0.0 0 0.0 0 0.0 0 0.0
SUTTON 4, 257 0 0.0 0 0.0 0 0.0 0 0.0
TERRELL 1,448 0 0.0 0 0.0 0 0.0 0 0.0
TOM GREEN 102, 447 0 0.0 1 10 0 0.0 0 0.0
UPTON 4,572 0 0.0 0 0.0 0 0.0 0 0.0
WARD 13, 206 0 0.0 0 0.0 0 0.0 0 0.0
WINKLER 8,738 0 0.0 0 0.0 0 0.0 0 0.0
REGIONAL TOTALS 533,219 | O 0.0 11 21 1 0.2 0 0.0
STATEWIDE TOTALS 17,958, 512 l 10 Q1 231 13 2 0.7 22 Q1
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REPORTED CASES OF SELECTED VIRAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 9 - 1993

ASCEPTIC ENCEPHALITIS INFLUENZA & CHICKENPOX

MENINGITIS FLU-LIKE ILLNESS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANDREWS 14,691 1 6.8 0 0.0 0 0.0 0 0.0
BORDEN 809 0 0.0 0 0.0 0 0.0 0 0.0
COKE 3,432 0 0.0 0 0.0 0 0.0 0 0.0
CONCHO 3,132 0 0.0 0 0.0 0 0.0 0 0.0
CRANE 4,806 0 0.0 0 0.0 0 0.0 0 0.0
CROCKET 4,160 0 0.0 0 0.0 0 0.0 0 0.0
DAWSON 15,368 0 0.0 0 0.0 0 0.0 0 0.0
ECTOR 122,030 2 16 0 0.0 1,589 1,302.1 149 122.1
GAINES 14,418 2 13.9 0 0.0 0 0.0 7 48.6
GLASSCOCK 1,516 0 0.0 0 0.0 0 0.0 0 0.0
HOWARD 32,198 0 0.0 0 0.0 0 0.0 0 0.0
IRION 1,678 0 0.0 0 0.0 0 0.0 0 0.0
KIMBLE 4,113 0 0.0 0 0.0 0 0.0 0 0.0
LOVING 109 0 0.0 0 0.0 0 0.0 0 0.0
MC CULLOCH 8,781 0 0.0 0 0.0 0 0.0 6 68.3
MARTIN 5,122 0 0.0 0 0.0 0 0.0 0 0.0
MASON 3,379 0 0.0 0 0.0 0 0.0 0 0.0
MENARD 2,288 0 0.0 0 0.0 0 0.0 0 0.0
MIDLAND 113,268 16 14.1 0 0.0 869 767.2 145 128.0
PECOS 15,602 0 0.0 0 0.0 0 0.0 1 6.4
REAGAN 4,702 0 0.0 0 0.0 0 0.0 0 0.0
REEVES 16,418 1 6.1 0 0.0 6.1 2 12.2
SCHLEICHER 3,058 0 0.0 0 0.0 40 1,308.0 0 0.0
STERLING 1,480 0 0.0 0 0.0 0 0.0 0 0.0
SUTTON 4,257 0 0.0 0 0.0 0.0 0 0.0
TERRELL 1,448 0 0.0 0 0.0 0 0.0 0 0.0
TOM GREEN 102,447 22 215 1 1.0 259 252.8 165 161.1
UPTON 4,572 0 0.0, 0 0.0 0 0.0 0 0.0
WARD 13,206 '0.0 0 0.0 0 0.0 1 7.6
WINKLER 8,738 0.0 0 0.0 0 0.0 2 22.9
REGIONALTOTALS | 533219 44 83 | 1 i o2 2,758 5172 | 478 89.6
STATEWIDE TOTALS | 17,958,512 | 1,329 7.4 | 61 ! 03 1277,453 1,545.0 | 14,291 79.6
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PUBLIC HEALTH REGION 10 - 1993

REPORTED CASES OF SELECTED VIRAL DISEASES AND RATES PER 100,000 POPULATION

ASCEPTIC ENCEPHALITIS INFLUENZA & CHICKENPOX
MENINGITIS FLU-LIKE ILLNESS

COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
BREWSTER 9606 0 { 00 0.0 2 i 208 2 i 2.8
CULBERSON 3636 0 : 00 0 0.0 0 i 00 0 i 00

EL PASO 641484 20 i 31 3 05 1872 291.8 1318 205.5
HUDSPETH 3065 0 i 00 0 0.0 0 { 00 0 : 00
JEFF DAVIS 2027 0 i 00 0 0.0 0 i 00 0 i 00
PRESIDIO 7233 0 ¢ 00 0 0.0 0 i 00 0 [ 00

REGIONALTOTALS | 669,044 | 20 30 | 3 i 04 | 184 : 201 | 1,320 197.3
STATEWIDE TOTALS | 17,585,512 | 1329 76 | e i 03 | 277453 i 1,577.7 | 14201 8L 3

REPORTED CASES OF HEPATITIS AND RATES PER 100,000, POPULATION
HEPATITIS A HEPATITIS B HEPATITIS C HEPATITIS
UNSPECIFIED

COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
BREWSTER 9606 0 : 00 0 i 00 0.0 0 i 00
CULBERSON 3636 0 i 00 0 : 00 0 0.0 i 0.0
EL PASO 641484 246 1 383 M ; 6.4 6 0.9 3 i 05
HUDSPETH 3065 0 : 00 0 : 00 0 0.0 0 0.0
JEFF DAVIS 2027 i 0.0 1 i 49.3 .0 0.0 0 0.0
PRESIDIO 7233 0 : 00 0 i 00 0 0.0 0 0.0
| REcionaL TOTALS | 669,044 | 246 %8 | 42 63 | 6 : 09 | 3 i o4
[ statewipe TotaLs | 17,585,512 | 2798 159 | 1354 77 | 384 22 | 157 0.9

REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
BREWSTER 9606 0 0.0 0 0.0 1 10.4 0 0.0
CULBERSON 3636 i 00 0 §i 00 0 i 00 0 : 00
EL PASO 641484 5 0.8 62 § 9.7 188 i 203 189 i 29.5
HUDSPETH 3065 0 0.0 0 i 00 1 i 326 0 i 00
JEFF DAVIS 2027 0 0.0 0 0.0 0 : 0.0 0 H 0.0
PRESIDIO 7233 0 0.0 0 i 00 13.8 0 i 00
REGIONALTOTALS | 669,044 | 5 i 07 | 62 9.3 191 85 | 189 28.2
STATEWIDE TOTALS | 17,585,512 | 86 05 | 849 4.8 1924 109 | 4581 26.0
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PUBLIC HEALTH REGION 10 - 1993

REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

GONORRHEA CHLAMYDIA P & S SYPHILIS TUBERCULOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
BREWSTER 9606 6 i 625 32 3Bl 0 i 00 0 { 00
CULBERSON 3636 0 i 00 3 i &5 0 i 00 0 { 00
EL PASO 641484 279 i 45 2123 ; BLO 222 i 346 76 i 118
HUDSPETH 3065 2.6 8 i 26L0 {00 0 i 00
JEFF DAVIS 2027 i 00 1 i 493 i 00 0.0
PRESIDIO 7233 0 i 00 23 i 3180 2 i 217 27.7
REGIONALTOTALS | 669,044 | 286 | 427 | 2190 327.3 224 3’5 78 1 117
STATEWIDE TOTALS [ 17,585,512 | 30122 i 171.3 | 43874 ; 2495 [ 9904 56.3 2393 136

REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION

MEASLES MUMPS PERTUSSIS RUBELLA

COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
BREWSTER 9606 0 i 00 i 10.4 0 i 00 0 : 00
CULBERSON 3636 0 0.0 0 0.0 0 0.0 0 0.0
EL PASO 641484 1 0.2 14 2.2 4 0.6 2 0.3
HUDSPETH 3065 0 0.0 0 i 00 0 | 00 0 0.0
JEFF DAVIS 2027 0 i 0.0 0 {00 0 0.0 0 0.0
PRESIDIO 7233 0 i 00 0 00 0 0.0 0 0.0

| rRecionaL ToTALS 669,044 | 1 ¢ o1 | 15 i 22 | 4 | o6 2 i 03
STATEWIDE TOTALS 17,585,512 ] 10 i a1 | 281 : 13 vl 0.7 2 i 01
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REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 11 - 1993

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARANSAS 18,525 0 i 00 0 0.0 3 1 162 0 i 00
BEE 27,779 o ! o0 0 0.0 o | o0 o i o0
BROOKS 8,461 0o i 00 0 0.0 1§ 118 1§ 118
CAMERON 280,658 15 53 4 1.4 18 i 64 27 i 96
DUVAL 13,310 0 0.0 0 0.0 3 i 225 3 i 225
HIDALGO 426,640 0 0.0 1 0.2 38 i 89 40 i 9.4
JIM HOGG 5,542 0 0.0 0 0.0 0 0.0 0 0.0
JIM WELLS 38,344 0 0.0 0 0.0 6 15.6 3 7.8
KENEDY 477 0 0.0 0 0.0 1 209.6 0 0.0
KLEBERG 31,830 0 00 1 31 5 i 157 6 18.9
LIVE OAK 9,716 0 0.0 0 0.0 1 10.3 0 0.0
MC MULLEN 837 0 0.0 0 0.0 0 i 00 0 i 00
NUECES 302,763 4 13 19 63 57 i 188 150 § 495
REFUGIO 8,092 0 0.0 0 0.0 4 1 494 0 i 00
SAN PATRICIO 61,585 0 0.0 0 0.0 19 ¢ 309 10 § 162
STARR 46,530 0 0.0 0 0.0 0 00 0 0.0
WEBB 147,760 0 0.0 5 3.4 34 i 230 47 i 318
WILLACY 18,301 0 0.0 1 5.4 0 i 00 0 i 00
ZAPATA 10,323 0 00 1 9.7 0 i 00 1 i 97
| RecionaLToTALS | 1,457,563 | 19 13 | 32 ¢ 22 | 190 i 130 | 288 ; 198
[ staTewiDE TOTALS  |17,958512 | 86 i o5 | 849 i 47 | 1924 i 107 | 4s81 § 255
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 11 - 1993

HEPATITIS A HEPATITIS B HEPATITIS C HEPATITIS
UNSPECIFIED

COUNTY 1993 POP. | CASES RATE CASES RATE CASES RATE CASES RATE
ARANSAS 18,525 1 i 54 1 i 54 0 0.0 0 i 00
BEE 27,779 2 i 72 0 i 00 0 0.0 0 : 00
BROOKS 8,461 0o i 00 0 0.0 0 0.0 0 i 00
CAMERON 280,658 50 : 178 14 5.0 1 0.4 26 i 93
DUVAL 13,310 1 i 75 0 0.0 0 0.0 0 0.0
HIDALGO 426,640 84 i 197 2 0.5 6 14 2 05
JIM HOGG 5,542 0 0.0 0 00 0o i 00 0 0.0
JIM WELLS 38,344 1 26 0 0.0 0 0.0 0 00
KENEDY 477 0 0.0 0 0.0 0 0.0 0 0.0
KLEBERG 31,830 1 31 1 31 1 3.1 1 31
LIVE OAK 9716 0 0.0 0 0.0 0 0.0 0 0.0
MC MULLEN 837 0o i 00 0 0.0 0 0.0 0 0.0
NUECES 302,763 113§ 373 30 9.9 9 3.0 0 0.0
REFUGIO 8,092 1 i 124 0 0.0 0 0.0 0 0.0
SAN PATRICIO 61,585 10 i 162 6 9.7 1 16 0 0.0
STARR 46,530 13 & 279 0 0.0 0 0.0 0 0.0
WEBB 147,760 88 i 596 1 07 2 14 3 20
WILLACY 18,391 1 54 0 0.0 1 54 1 54
ZAPATA 10,323 1 97 0 0.0 0 0.0 0 0.0
REGIONAL TOTALS | 1450586 367 i 251 5 i 38 21 1.4 33 ¢ 23
STATEWIDE TOTALS | 17,958,512 2798 i 156 | 1354 § 75 384 i 21 14291 i 796
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 11 - 1993

GONORRHEA CHLAMYDIA P &S SYPHILIS TUBERCULOSIS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARANSAS 18,525 3 16.2 34 1835 1 5.4 3 16.2
BEE 27,779 11 39.6 95 342.0 2 7.2 2 7.2
BROOKS 8,461 1 118 2 236 0 0.0 5 59.1
CAMERON 280,658 51 18.2 859 306.1 81 28.9 87 31.0
DUVAL 13,310 3 2255 12 90.2 2 15.0 3 225
HIDALGO 426,640 78 183 1,010 236.7 96 225 96 225
JIM HOGG 5,542 0 0.0 1 18.0 0 0.0 0 0.0
JIM WELLS 38,344 3 738 47 122.6 1 26 10 26.1
KENEDY 477 0 0.0 0 0.0 0 0.0 0.0
KLEBERG 31,830 1 31 19 59.7 0 0.0 0.0
LIVE OAK 9,716 0 0.0 2 206 1 10.3 1 10.3
MC MULLEN 837 0 0.0 0 0.0 0 0.0 0 0.0
NUECES 302,763 362 119.6 538 177.7 49 162 37 12.2
REFUGIO 8,092 5 618 12 148.3 0 0.0 1 12.4
SAN PATRICIO 61,585 13.0 59 95.8 32 7 11.4
STARR 46,530 1 21 12 2538 3 6.4 11 23.6
WEBB 147,760 19 12.9 88 59.6 15 10.2 39 26.4
WILLACY 18,391 326 37 201.2 3 16.3 217
ZAPATA 10,323 0.0 0 0.0 9.7 38.7
[ rRecionaLTOTALS | 1459556 | 552 378 | 2827 1937 | 257 176 | 310 21.2
| staTewipe ToTaLs | 17,958,512 | 30,122 1677 | 43874 2443 | 9,904 551 | 2,393 13.3
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 11 - 1993

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1993 POP, | CASES RATE CASES RATE CASES RATE CASES RATE
ARANSAS 18,525 0 0.0 0 i 00 0 i 00 0 i 00
BEE 27,779 0 0.0 o i 00 0 0.0 0 0.0
BROOKS 8461 0 0.0 0 0.0 0 0.0 0 0.0
CAMERON 280,658 0 0.0 28 10.0 1 04 0 0.0
DUVAL 13,310 0 0.0 0 0.0 0 0.0 0 0.0
HIDALGO 426,640 0 0.0 0 0.0 3 0.7 0 0.0
JIM HOGG 5542 0 0.0 0 0.0 0 0.0 0 0.0
JIM WELLS 38,344 0 0.0 0 0.0 0 i 00 0 i 00
KENEDY 477 0 0.0 0 0.0 0 0.0 o { o0
KLEBERG 31,830 0 0.0 0 0.0 0 i 00 0 0.0
LIVE OAK 9,716 0 0.0 0 0.0 0 0.0 0 0.0
MC MULLEN 837 0 0.0 0 0.0 0 0.0 0 0.0
NUECES 302,763 0 0.0 0 0.0 0 0.0 0 0.0
REFUGIO 8,092 0 0.0 0 0.0 0 0.0 0 0.0
SAN PATRICIO 61,585 0 0.0 0 0.0 0 0.0 0 0.0
STARR . 46,530 o 0.0 2 4.3 2 4.3 0 0.0
WEBB 147,760 0 i 00 3 2.0 0 0.0 2 1.4
WILLACY 18,391 o i o0 0 0.0 0 0.0 0 0.0
ZAPATA 10,323 0 0.0 0 0.0 0 0.0 0 0.0
 REGIONALTOTALS | 1459556 | o : o0 | 33 : 23 | 6 ¢ 04 | 2 & o1
STATEWIDE TOTALS  |17.968512 | 10 : o1 | 231 i 13 | 122 ¢ o7 | 22 : o1
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REPORTED CASES OF SELECTED VIRAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 11 - 1993

ASCEPTIC ENCEPHALITIS INFLUENZA & CHICKENPOX

MENINGITIS FLU-LIKE ILLNESS
COUNTY 1993 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARANSAS 18,525 0 0.0 0 0.0 0 ; 0.0 0 0.0
BEE 27,779 0 0.0 0 0.0 0 {00 0 0.0
BROOKS 8,461 0 0.0 0 0.0 0 i 00 0 0.0
CAMERON 280,658 5 18 0 0.0 1,112 i 396.2 575 204.9
DUVAL 13,310 0 0.0 0 0.0 0 i 00 18 135.2
HIDALGO 426,640 6 1.4 0 0.0 0 i 00 45 10.5
JIM HOGG 5,542 0 0.0 0 0.0 0 i 00 0 0.0
JIM WELLS 38,344 0 0.0 0 0.0 0 i 00 0 0.0
KENEDY 477 0 0.0 0 0.0 0 P00 0 0.0
KLEBERG 31,830 0 0.0 0 0.0 0 0.0 0 0.0
LIVE OAK 9,716 0 0.0 0 0.0 0 0.0 0 0.0
MC MULLEN 837 0 0.0 0 0.0 0 0.0 24 2,867.4
NUECES 302,763 13 i 43 3 1.0 8,583 2,834.9 1,403 463.4
REFUGIO 8,092 0 0.0 0 0.0 0 0.0 0 0.0
SAN PATRICIO 61,585 0 0.0 0 0.0 15 24.4 125 203.0
STARR 46,530 0 0.0 0 0.0 0 0.0 2 43
WEBB 147,760 1 0.7 0 0.0 98 66.3 1 0.7
WILLACY 18,391 0 0.0 0 0.0 0.0 33 179.4
ZAPATA 10,323 0 0.0 0 0.0 29.1 6 58.1
REGIONALTOTALS | 1457563 | 25 | 17 3 02 | 9sn 6731 | 2232 153.1
STATEWIDE TOTALS | 17,958,512 | 1329 i 74 61 0.3 | 277,453 i 15450 | 14,291 79.6
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Appendix A




TABLE |

REPORTED CASES OF SELECTED DISEASES IN TEXAS

1983 - 1993

DISEASE 1993 1992 1991 1980 1989 1988 1987 1986 1985 1984 1983
AMEBIASIS 86 108 86 139 159 252 290 394 279 356 412
BOTULISM 2 1 4 7 4 4 4 5 4 9 3
BRUCELLOSIS 34 27 36 18 23 22 51 18 47 26 84
CAMPYLOBACTERIOSIS 849 996 810 739 625 745 780 803 666 198 -
CHICKENPOX 14291 20554 19409 26636 23722 20085 23228 23221 20758 16124 15031
CHOLERA 2 5 3 0 0 1 0 0 ) 0 0
COCCIDIOIDOMYCOSIS 67 68 42 52 46 56 45 50 21 4 -
DENGUE 2 0 2 ) 2 ) 0 17 1 0 0
ENCEPHALITIS 61 89 121 74 60 74 118 191 144 114 163
GONORRHEA 30122 | 35517 43282 43231 45786 45639 51688 63376 66728 65802 76903
HANSEN'S DISEASE 31 52 38 37 25 35 31 29 28 31 35
H. INFLUENZAE INFECTIONS 51 42 152 625 797 843 747 647 554 524 394
HEPATITIS A 2798 1828 2663 2722 3211 2739 1886 2137 2565 2605 3030
HEPATITIS B 1354 16528 1958 1789 1853 1654 1487 1500 1513 1644 1234
HEPATITIS NANB 28 26 144 130 236 149 161 205 178 144 -
HEPATITIS UNSPECIFIED 157 191 260 287 530 576 599 854 1280 1695 2387
HISTOPLASMOSIS 69 79 66 142 106 133 71 77 44 10 -
INFLUENZA/FLU-LIKE ILLNESS 277453 | 155568 | 386911 | 314372 | 134604 | 109871 62192 83524 96164 176900 | 92160
LEGIONELLOSIS ° 22 24 23 25 50 20 " 38 41 29 27 -
LISTERIOSIS 28 26 52 32 40 45° 42 28 - - -
LYME DISEASE 48 113 © 87 44 82 25 33 9 - - -
MALARIA 48 45 75 80 79 73 56 84 93 77 54
MEASLES 10 1097 294 4409 3313 286 452 398 450 642 37
MENINGITIS, ASEPTIC 1329 1242 1275 811 836 675 758 1383 989 645 1176
MENINGITIS, OTHER/BACTERIAL 262 380 337 345 371 385 354 533 423 301 -
MENINGOCOCCAL INFECTIONS | 157 111 100 93 93 98 126 138 132 180 188
MUMPS ’ 231 388 "363 470 551 327 338 239 321 219 225
PERTUSSIS 121 161 143 158 366 158 111 112 379 60 95
RMSF 7 1 2 6 19 22 22 21 33 |53 108
RUBELLA 22 10 16 99 64 30 5 78 52 75 117
SALMONELLOSIS 1924 1933 ‘2317 2315 2277 2334 2803 2445 2442 2339 2838
SHIGELLOSIS 4581 3568 2178 3550 1654 2826 2087 2454 1718 1659 | 2208
SYPHILIS, PRIMARY/SECONDARY 9904 3316 4970 5165 4267 3124 3071 3967 4610 5136 6254
TETANUS 7 5 10 7 5 6 5 12 9 10 8
TUBERCULOSIS 2393 2610 | 2525 2242 1915 1901 1757 1890 1891 1762 1965
TULAREMIA 5 ) 3 3 1 3 5 8 8 9 13
TYPHOID FEVER 15 23 31 28 20 3 36 28 32 30 72
TYPHUS FEVER, MURINE 12 18 22 36 30 30 34 ) 25 37 46
VIBRIO INFECTIONS 17 15 25 25 17 27 20 - - - -
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REPORTED CASES OF SELECTED DISEASES IN TEXAS PER 100,000 POPULATION

TABLE Il

1983 - 1993
DISEASE 1993 1992 1981 1990 1989 1988 1987 1986 19856 1984 1983
AMEBIASIS .5 .6 .5 .8 .9 1.5 1.7 2.4 1.7 2.3 2.7
BOTULISM .0 .0 .0 .0 .0 .0 -0 .0 .0 .1 .0
BRUCELLOSIS 2 .2 .2 1 .1 1 .3 .1 3 2 .6
CAMPYLOBACTERIOSIS 4.8 5.7 4.7 4.4 3.6 4.3 4.6 4.8 4.1 1.3 -
CHICKENPOX 81.3 116.7 112.5 156.8 135.8 116.3 162.3 138.6 128.7 102.7 98.0
CHOLERA .0 .0 .0 .0 .0 .0 .0 .0 .0 .0 .0
COCCIDIOIDOMYCOSIS 4 4 2 .3 .3 .3 .3 .3 A .0 -
DENGUE .0 .0 .0 .0 .0 .0 .0 .1 .0 .0
ENCEPHALITIS .3 .5 7 4 .3 4 7 1.1 9 7 1.0
GONORRHEA 171.3 201.6 250.8 254.5 262.1 264.3 303.6 378.3 413.7 419.1 501.1
HANSEN'S DISEASE 2 3 .2 .2 A 2 2 .2 2 2 .2
H. INFLUENZAE INFECTIONS .3 2 9 3.7 4.6 4.9 4.4 3.9 3.4 3.3 -
HEPATITIS A 15.9 10.4 15.4 16.0 18.4 15.9 11.1 12.8 15.9 16.6 19.7
HEPATITIS B 7.7 8.7 11.3 10.5 10.6 9.6 8.7 9.0 9.4 9.8 8.0
HEPATITIS NANB .1 1 .8 .8 1.4 .9 1.0 1.2 1.1 .9 -
HEPATITIS UNSPECIFIED .9 1.1 1.5 1.7 3.0 3.3 3.5 5.1 8.0 10.8 15.6
HISTOPLASMOSIS .3 4 4 .8 .6 .8 4 .5 3 A -
INFLUENZA/FLU-LIKE ILLNESS 1577.7 883.1 2241.7 1850.7 770.5 636.3 365.3 498.5 596.2 1126.7 600.6
LEGIONELLOSIS .1 1 .1 .1 .3 .1 2 .2 .2 2 -
LISTERIOSIS 2 A .3 2 3 .3 2 - - -
LYME DISEASE .3 .6 .3 .5 1 .2 .1 - - .
MALARIA 3 .3 4
MEASLES A 6.2 17 26.0 19.0 17 27 24 2.8 41 .2
MENINGITIS, ASEPTIC 7.6 7.1 7.4 4.8 4.8 3.9 4.5 8.3 6.1 4.1 7.7
MENINGITIS, OTHER/BACTERIAL 1.5 2.2 2.0 2.0 2.1 2.2 2.1 3.2 2.6 1.9 -
MENINGOCOCCAL INFECTIONS .9 .6 .6 .5 .5 .6 .8 .8 1.2 1.2
MUMPS 1.3 2.2 2.1 2.8 3.2 1.9 2.0 1.4 2.0 1.4 1.5
PERTUSSIS 7 9 .8 .9 2.1 .9 7 2.4 4 .6
RMSF .0 .0 .0 .0 .1 A .1 .1 .2 .3 7
RUBELLA 1 B .1 .6 4 2 .0 .5 3 .5 .8
SALMONELLOSIS 10.9 1.0 13.4 13.6 130 135 16.5 14.6 151 14.9 18.5
SHIGELLOSIS 26.0 20.3 12.6 2.9 9.5 16.4 12.3 14.7 10.7 10.6 14.4
SYPHILIS, PRIMARY/SECONDARY 56.3 18.8 28.8 30.4 24.4 81 18.0 23.7 286 3.7 40.8
TETANUS .0 .0 .1 .0 .0 .0 1 1 2 .1 -
TUBERCULOSIS 136 14.2 146 13.2 11.0 11.0 10.3 1.3 nz n2 12.8
TULAREMIA .0 .0 .0 .0 .0 .0 .0 .1 .1 .1 .1
TYPHOID FEVER .1 1 .2 A 2 .2 2 2 .2 .5
TYPHUS FEVER, MURINE .1 .1 A .2 2 .2 .2 .3 h Z 2
VIBRIO INFECTIONS 1 .1 1 A A 2 .1 _ - -

1992 ESTIMATED TEXAS POPULATION = 17, 958, 512
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TABLE Il

REPORTED CASES OF SELECTED DISEASES BY MONTH OF ONSET

TEXAS, 1993
DISEASE JAN FEB  MAR  APR | MAY  JUN JUL  AUG SEP OCT ~ NOV  DEC
AMEBIASIS 10 10 6 7 5 10 12 6
BOTULISM 0 0 0 0 0 1 1 0 0 0 0
BRUCELLOSIS 0 3 2 4 6 3 2 1 5 1 1
CAMPYLOBACTERIOSIS 68 57 60 72 95 113 88 76 51 56 71 39
CHOLERA 0 0 0 0 0 0 2 0 0 0 0 0
COCCIDIOIDOMYCOSIS 1 4 7 14 9 5 4 8 2 12 0 3
DENGUE 1 0 0 0 0 0 1 0 0 0 0 0
ENCEPHALITIS 9 5 4 5 6 1 8 12 5 1 4 1
GONORRHEA H 2256 | 2267 | 2523 | 2331 | 2150 | 2832 | 2699 | 3047 | 2717 | 2659 | 2445 | 2196
HANSEN'S DISEASE 0 4 2 6 2 6 3 1 6 0 1 0
H. INFLUENZAE INFECTIONS 4 6 4 1 3 1 &6 7 5 11 3 3 4 5
HEPATITIS A 180 150 181 173 187 206 247 312 346 293 232 271
HEPATITIS B 111 120 135 125 103 109 134 107 124 108 91 75
HEPATITIS C 25 26 25 37 26 29 46 36 42 34 22 47
HEPATITIS NANB 3 2 3 2 3 2 1 4 2 3 2 1
HEPATITIS UNSPECIFIED 19 17 19 15 19 17 12 13 5 5 13 3
HISTOPLASMOSIS 7 11 6 5 4 5 7 3 2 4 10 5
LEGIONELLOSIS 0 2 3 2 1 3 0 2 5 3 0 0
LISTERIOSIS 2 0 0 1 3 1 1 5 4 4 5 2
LYME DISEASE 5 0 7 7 7 5 5 2 6 1 1 2
MALARIA 6 2 4 3 2 7 3 10 6 0 2 3
MEASLES 0 0 2 2 4 2 0 0 0 0 0 0
MENINGITIS, ASEPTIC 54 43 57 68 136 293 248 162 98 58 69 55
MENINGITIS, OTHER/BACTERIAL 26 24 40 16 16 15 13 19 27 22 23 31
MENINGOCOCCAL INFECTIONS 15 19 21 14 6 10 3 11 12 8 11 26
MUMPS 27 21 26 20 21 14 12 15 25 21 31 11
PERTUSSIS 9 9 4 7 9 10 24 21 4 11 7 8
RMSF 0 0 1 1 1 1 2 1 0 0 0 0
RUBELLA 6 2 2 0 2 2 1 0 1 4 1 1
SALMONELLOSIS 105 82 115 131 164 226 237 219 235 196 133 78
SHIGELLOSIS 265 339 403 413 474 470 438 535 357 404 308 175
SYPHILIS, PRIMARY/SECONDARY O 198 242 242 180 213 228 163 185 250 262 197 170
TETANUS 2 0 2 0 0 1 1 0 0 1 0 0
TUBERCULOSIS 83 69 153 178 194 - | 264 251 230 216 114 211 430
TULAREMIA 3 0 0 0 0 0 1 0 0 1 0 -0
TYPHOID FEVER 1 0 0 1 0 4 3 2 2 0 1 1
TYPHUS FEVER, MURINE 2 o 1 2 4 0 0 0 o | 1 i
_VIBRIO INFECTIONS 1 1 2 2 2 1 5 2 1 0 0

D TOTALS ARE BY MONTH OF REPORT RATHER THAN MONTH OF ONSET
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TABLE IV

REPORTED CASES OF SELECTED DISEASES BY AGE GROUP

TEXAS, 1993

DISEASE <1 14 59 1014 | 1519 | 2029 | 3038 | 4049 | 5059 | 60+ UNK
AMEBIASIS 2 9 5 1 1 14 25 13 7 8 1
BOTULISM 2 0 0 0 0 0 0 0 0
BRUCELLOSIS 0 1 7 1 4 6 6 2
CAMPYLOBACTERIOSIS 31 112 71 34 37 179 153 87 44 63 39
CHOLERA 0 1 0 0 0 0 1 0 0 0
COCCIDIOIDOMYCOSIS 0 0 0 2 2 5 10 13 10 22
DENGUE 0 0 0 0 0 1 1 0 0 0
ENCEPHALITIS 1 3 7 3 5 5 7 10 6 14 0
GONORRHEA 12 20 14 629 | 9,73 | 14,185 | 4,047 | 1,030 | 240 120 82
HANSEN'S DISEASE 0 0 0 0 3 4 5 5 4 10
H. INFLUENZAE INFECTIONS 3 7 6 3 0 3 5 6 2 16
HEPATITIS A 10 233 624 352 190 538 436 188 64 08 65
HEPATITIS B 4 15 27 105 410 369 176 84 86 70
HEPATITIS C 0 6 9 120 157 63 13 2
HEPATITIS NANB 0 1 2 4 3 3 9 6 0 0
HEPATITIS UNSPECIFIED 0 14 33 12 11 21 24 20 7 12 3
HISTOPLASMOSIS 0 0 0 0 7 29 17 6 2
LEGIONELLOSIS 0 1 0 0 1 2 3 2 4 2
LISTERIOSIS o] 1 1 0 2 3 3 4 2 10 2
LYME DISEASE 0 1 5 4 0 3 9 15 4 1
MALARIA 0 7 7 4 1 9 4 3 8 2
MEASLES 2 6 0 1 0 0 1 0 0 0
MENINGITIS, ASEPTIC 118 143 192 99 86 261 222 79 26 34 28
MENINGITIS, OTHER/BACTERIAL 16 45 25 15 13 21 45 24 16 39 1
MENINGOCOCCAL INFECTIONS 27 23 35 13 13 17 13 7 6 18 0
MUMPS 2 39 93 47 13 17 12 2 1 3 2
PERTUSSIS 22 49 27 8 3 1 0 0 0 4
RMSF 0 1 [0} 0 0 3 1 o o] 0
RUBELLA 0 1 7 4 3 0 3 0 0 0
SALMONELLOSIS 38 506 324 157 63 201 158 105 66 184 122
SHIGELLOSIS 280 | 1457 | 1,342 | 307 137 476 347 120 43 74 189
SYPHILIS, PRIMARY/SECONDARY 0 0 0 22 325 989 787 269 96 41 1
TETANUS 0 0 0 0 0 0 0 0 3 4 0
TULAREMIA 0 0 0 1 0 0 0 3 1 0 0
TYPHOID FEVER 0 1 1 2 1 5 4 1 o 0 0
TYPHUS FEVER, MURINE 0 0 0 1 2 0 3 1 1 4 0
VIBRIO INFECTIONS 0 0 2 0 1 4 1 4 0 5 0

TUBERCULOSIS AGE GROUPS-—-> 0-4 59 1014 1519 2024 2534 3544 4554 5564 65+  UNK
TUBERCULOSIS | 103 | 38 | 22 | s8 | 136 | 450 | 528 | 368 | 249 | 432 | ©
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RATES PER 100,000 OF SELECTED DISEASES BY AGE GROUP

TABLE V

TEXAS, 1993
DISEASE <1 1-4 5-9 10-14 15-19 20-29 30-39 40-49 50-59 60 * UNK
AMEBIASIS 0.6 0.7 0.4 0.1 0.1 0.5 0.8 0.6 0.5 0.3 .
BOTULISM 0.6 0.0 00 0.0 0.0 0.0 0.0 0.0 0.0 0.0 ;
BRUCELLOSIS - 0.1 0.3 0.2 0.2 0.1 0.1 0.2 .
—CAMPYLOBACTEROSIS | - , y 2.4 2.9 6.2 4.9 3.7 2.9 2.6 -
CHOLERA I . 00 0.0 0.0 0.0 0.0 0.0 0.0 0.0 .
COCCIDIODOMYCOSIS L 00 , 00 , 00 0.1 0.2 0.2 0.3 0.6 0.7 0.9 R
DENGUE ' 0.0 ' 0.0 ! 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 -
ENCEPHALITIS 0.3 0.2 0.5 0.2 0.4 0.2 0.2 04 04 0.6
GONORRHEA 3.8 1.7 1.0 445 749.8 493.3 128.9 44,0 16.0 49
HANSEN'S DISEASE 0.0 0.0 0.0 0.0 0.2 0.1 0.2 0.2 0.3 04
H. INFLUENZAE INFECTIONS 09 0.6 04 0.2 0.0 0.1 0.2 0.3 0.1 0.7
HEPATITIS A 31 19.4 44.3 249 14.6 18.7 139 8.0 4.3 4.0
HEPATITIS B 1.3 0.7 1.1 1.9 8.1 14.3 11.8 7.5 5.6 3.5 -
HEPATITIS C 0.0 0.2 0.4 0.2 0.7 4.2 5.0 2.7 0.9 0.3 -
HEPATITIS NANB 0.0 0.1 0.1 0.3 0.2 0.1 0.3 0.3 0.0 0.0 -
HEPATITIS UNSPECIFIED 0.0 1.2 2.3 0.8 0.8 0.7 0.8 0.8 0.5 0.5 -
HISTOPLASMOSIS 0.0 0.0 0.0 0.0 0.0 0.2 0.9 0.7 0.4 0.3 -
LEGIONELLOSIS 0.0 0.1 0.0 0.0 0.1 0.1 0.1 0.1 0.3 0.3 -
LISTERIOSIS 0.0 0.1 0.1 0.0 0.2 0.1 0.1 0.2 0.1 0.4 }
LYME DISEASE 0.0 0.1 0.4 0.3 0.0 0.1 0.3 0.6 0.3 0.2 .
MALARIA 0.0 0.6 0.5 0.3 0.1 0.3 0.1 0.1 0.5 0.1 )
MEASLES 0.6 0.5 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 -
MENINGITIS, ASEPTIC 37.2 11.9 13.6 7.0 6.6 9.1 7.1 3.3 1.7 1.4 -
MENINGITIS, BACTERIAL/OTHER 5.0 3.7 1.8 1.1 1.0 0.7 1.4 1.0 1.1 1.6 -
MENINGOCOCCAL INFECTIONS 8.5 1.9 2.5 0.9 1.0 0.6 0.4 0.3 0.4 0.7 -
MUMPS 0.6 3.2 6.6 3.3 1.0 0.6 0.4 0.1 0.1 0.1 -
PERTUSSIS 6.9 4.1 1.9 0.6 0.2 0.2 0.0 0.0 0.0 0.0 ;
RMSF 0.0 0.1 0.0 0.1 00 | 00 0.1 0.0 0.0 0.0 ;
RUBELLA ) 0.0 0.1 0.5 0.3 0.2 0.1 0.0 0.1 0.0 0.0 -
SALMONELLOSIS 12.0 42.1 23.0 1.1 4.9 7.0 5.0 4.4 4.4 7.5 ;
SHIGELLOSIS 88.9 121.2 95.3 21.7 10.6 16.6 11.1 5.1 2.9 3.0 -
SYPHILIS, PRIMARY/SECONDARY 0.0 0.0 0.0 16 25.0 34.4 25.1 11.4 6.4 1.7
TETANUS 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.2 0.2
TULAREMIA 0.0 0.0 0.0 0.1 0.0 0.0 0.0 0.1 0.1 0.0
TYPHOID FEVER 0.0 0.1 0.1 0.1 01 0.2 01 0.0 0.0 0.0
TYPHUS FEVER, MURINE 0.0 0.0 0.0 0.1 0.2 0.0 01 0.0 0.1 0.2
VIBRIO INFECTIONS 0.0 0.0 0.1 0.0 0.1 0.1 0.0 0.2 0.0 0.2 -
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TABLE VI

REPORTED CASES OF SELECTED DISEASES BY PUBLIC HEALTH REGIONS

TEXAS, 1993
1993 pHR1 | PHR2 | PHR3 | PHR4 | PHRS | PHRG | PHR7 | PHR8 | PHR9 | PHR10 | PHR 11
DISEASE TOTAL
AMEBIASIS 86 15 1 0 0 14 17 4 1 5 19
BOTULISM 2 0 0 0 0 0 0 1 1 0
BRUCELLOSIS 34 12 0 0 3 3 0 0 2 14
CAMPYLOBACTERIOSIS 849 a1 14 159 8 16 204 150 138 25 62 32
COCCIDIOIDOMYCOSIS 67 1 15 0 0 4 5 7 6 14 12
DENGUE 2 0 1 0 0 1 0 0 0 0 0
ENCEPHALITIS 61 2 13 3 0 20 12 4 1 3 3
GONORRHEA 30,122 | 1,200 506 | 10,574 | 1,298 694 8,560 | 3,786 | 2,120 546 286 552
HANSEN'S DISEASE 30 0 0 7 0 2 7 1 7 0 0 7
H. INFLUENZAE INFECTIONS 51 4 0 6 7 1 20 4 5 o 2 2
HEPATITIS A 2,798 69 56 926 55 7 411 155 458 48 246 367
HEPATITIS B 1,354 52 31 567 58 21 260 114 121 33 42 55
HEPATITIS C 384 16 23 157 5 9 23 57 43 24 6 21
HEPATITIS NANB 28 3 0 1 0 o 23 0 0 0 1 0
HEPATITIS UNSPECIFIED 157 0 3 48 0 0 35 26 8 1 3 33
HISTOPLASMOSIS 69 4 1 18 7 0 13 14 9 0 1 2
LEGIONELLOSIS 22 3 0 3 0 0 10 4 0 0 2 0
USTERIOSIS 28 0 0 4 1 0 10 6 5 1 0 1
LYME DISEASE 48 2 7 14 4 1 6 9 2 0 1 2
MALARIA 48 0 1 13 1 1 25 5 0 0 1 1
MEASLES 10 0 0 0 0 0 9 0 0 0 1 0
MENINGITIS, ASEPTIC 1,329 110 91 367 105 7 204 239 117 44 20 25
MENINGITIS, OTHER/BACTERIAL 262 5 8 52 10 5 77 59 18 ) 8 14
MENINGOCOCCAL INFECTIONS 157 3 56 14 7 39 19 4 6 2 3
MUMPS 231 14 12 45 2 5 45 14 35 11 15 33
PERTUSSIS 121 2 47 11 4 20 13 13 1 4 8
RMSF 7 1 1 2 2 o 1 0 0 0 0
RUBELLA 22 5 1 5 o 1 o 2 4 0 2 2
SALMONELLOSIS 1,924 155 59 366 72 43 291 261 202 94 191 190
SHIGELLOSIS 4,581 301 144 670 151 71 536 1,148 883 200 189 288
SYPHILIS, PRIMARY/SECONDARY 2,530 12 33 849 119 340 754 256 93 37 18 29
TETANUS 7 0 1 0 0 0 2 1 0 0 0 3
TUBERCULOSIS 2393 39 24 496 94 33 933 175 179 32 78 310
TULAREMIA 5 0 0 1 1 0 1 0 1 0 0 1
TYPHOID FEVER 15 1 4 0 0 1 2 1 1 0
TYPHUS, MURINE 12 1 0 0 0 0 0 0 0 11
VIBRIO INFECTIONS 17 1 0 0 0 10 3 1 0 0 2
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TABLE VII

RATES OF SELECTED DISEASES PER 100,000 POPULATION BY PUBLIC HEALTH REGIONS
TEXAS, 1993

DISEASE :3232 PHR 1 PHR 2 PHR 3 PHR 4 PHR 5 PHR 6 PHR 7 PHR 8 PHR 9 PHR 10 PHR 11
AMEBIASIS 0.5 0.0 2.8 0.2 0.0 0.0 0.3 0.9 0.2 0.2 0.7 1.3
BOTULISM 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.2 0.1 0.0
BRUCELLOSIS 0.2 0.0 0.0 0.3 0.0 0.0 0.1 0.2 0.0 0.0 0.3 1.0
CAMPYLOBACTERIOSIS 4.2 _ 5.5 2.6 3.5 0.9 2.4 5.0 8.3 7.3 4.7 9.3 2.2
COCCIDIOIDOMYCOSIS 0.4 0.4 0.2 0.3 0.0 0.0 0.1 0.3 0.4 1.1 2.1 0.8
DENGUE 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
ENCEPHALITIS 0.4 0.0 0.4 0.3 0.3 0.0 0.5 0.7 0.2 0.2 0.4 0.2
GONORRHEA 167.7 160.7 985.7 229.6 140.4 102.5 208.1 208.2 112.3 102.8 42.9 37.9
HANSEN’S DISEASE 0.2 0.0 0.0 . 0.2 0.0 ° 0.3 0.2 0.1 0.4 0.0 0.0 0.5
H. INFLUENZAE INFECTIONS 0.3 0.5 0.0 0.1 0.8 0.1 0.5 0.2 0.3 0.0 0.3 0.1
HEPATITIS A 16.6 8.2 10.6 20.1 5.9 1.0 10.0 8.5 24.3 9.0 36.9 25.2
HEPATITIS B 7.5 7.0 5.9 12.3 6.3 3.1 6.3 6.3 6.4 6.2 6.3 3.8
HEPATITIS C 2.1 2.1 4.4 3.4 0.5 1.3 0.6 3.1 2.3 4.5 0.9 1.4
HEPATITIS NANB 0.2 0.4 0.0 0.0 0.0 0.0 0.6 0.0 0.0 0.0 0.1 0.0
HEPATITIS UNSPECIFIED 0.9 0.0 0.6 1.0 0.0 0.0 0.9 1.4 0.4 0.2 0.4 23
HISTOPLASMOSIS 0.4 0.5 0.2 0.4 0.8 0.0 0.3 0.8 0.5 0.0 0.1 0.1
LEGIONELLOSIS 0.1 0.4 0.0 0.1 0.0 0.0 0.2 0.2 0.0 0.0 0.3 0.0
LISTERIOSIS 0.2 0.0 0.0 0.1 0.1 0.0 0.2 0.3 0.3 0.2 0.0 0.1
LYME DISEASE 0.4 0.3 1.3 0.3 0.4 0.1 0.1 0.5 0.1 0.0 0.1 0.1
MALARIA 0.4 0.0 0.2 0.3 0.1 0.1 0.6 0.3 0.0 0.0 0.1 0.1
MEASLES 0.1 0.0 0.0 0.0 0.0 0.0 0.2 0.0 0.0 0.0 0.1 0.0
MENINGITIS, ASEPTIC 7.5 14.7 17.2 8.0 11.4 1.0 5.0 13.1 6.2 8.3 3.0 1.7
MENINGITIS, BACTERIAL/OTHER 1.6 0.7 1.5 1.1 1.1 0.7 1.9 3.2 1.0 1.1 1.2 1.0
MENINGOCOCCAL INFECTIONS 0.9 0.5 0.6 1.2 1.5 1.0 0.9 1.0 0.2 1.1 0.3 0.2
MUMPS 1.3 1.9 2.3 1.0 0.2 0.7 1.1 . 0.8 1.8 2.1 2.2 2.3
PERTUSSIS 0.7 0.0 0.4 1.0 1.2 0.6 0.5 0.7 0.7 0.2 0.6 0.4
RMSF 0.0 0.1 0.2 0.0 0.2 0.0 0.0 0.0 0.0 0.0 0.0 0.0
RUBELLA 0.1 0.7 0.2 0.1 0.0 0.1 0.0 0.1 0.2 0.0 0.3 0.1
SALMONELLOSIS 10.7 20.8 11.2 7.9 7.8 6.4 7.1 14.4 10.7 17.7 28.6 13.0
SHIGELLOSIS 25.5 40.3 27.2 14.5 16.3 10.5 13.0 63.1 46.8 37.6 28.3 19.8
SYPHILIS, PRIMARY/SECONDARY 14.1 1.6 6.2 18.4 12.9 50.2 18.3 14.1 4.9 7.0 2.7 2.0
TETANUS 0.0 0.0 0.2 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.0 0.2
TUBERCULOSIS 13.3 5.2 4.5 10.8 10.2 4.9 22.7 9.6 9.5 6.0 11.7 21.3
TULAREMIA 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.0 0.1 0.0 0.0 0.1
TYPHOID FEVER 0.1 0.1 0.0 0.1 0.0 0.0 0.1 0.1 0.1 0.2 0.1 0.0,
TYPHUS, MURINE 0.1 - 0.0 0.2 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.8
VIBRIO INFECTIONS 0.1 0.0 0.2 0.0 0.0 0.0 0.2 0.2 0.1 0.0 0.0 0.1
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Reportable Conditionsin Texas

Several Texas laws require specific information regarding reportable conditions to be provided to the
Texas Department of Health. The Communicable Disease Prevention and Control Act (Health &
Safety Code, Chapter 81) requires physicians, dentists, veterinarians, and chiropractors to report, after
the firg professional encounter, each patient examined whois suspected of having a reportable disease.
Also required to report are certain individuals from hospitals, laboratories, and schools. Detailed rules
on the reporting of notifiable diseasesand conditions and the duties of local health authorities may be
found in Article 97, Title 25, Texas Administrative Code.

Diseases reportable immediately by telephone to local health departments or Texas Department of Health by name,
age, X, racefethnicity, DOB, address, telephone number, disease, date of onset, physician, and method of diagnosis.

TDH Immunization Division

TDH Infectious Disease Epidemiology
(CALL TOLL-FREE 1-800-252-9152)

& SurveillanceDivision
(CALL TOLL-FREE 1-800-252-8239)

Botulism, foodborne Plague Diphtheria Pertussis

Cholera Rabiesin Man Huemophilus influenzae Poliomyelitis,

Meningococcal infections, Vira hemorrhagicfevers  infections, invasive! acute paralytic
invasive Yelow Fever Meades (rubeola)

Outbreaks, exotic diseases, and unusual group expressons o illnesswhich may ke o public health concern also should be reported immediately.

Diseases reportable to local health departments? by name, age, sex, race/ethnicity, DOB, address, telephone number,
disease, date of onset/occurrence, physician, and method of diagnosis. Report these diseases on aweekly basis except
for rubella and tubercul osiswhich should be reported within one working day.

Acquired immune deficiency
syndrome (AIDS)?

Amebiasis

Anthrax

Asbestosis*

Botulism (infant)

Brucellosis

Campylobacteriosis

Chancroid®

Chlamydia trachomatis infection®

Dengue

Encephalitis (specify etiology)

Escherichia coli O157:H7 infection

Gonorrhea®

Hansen’s Disease (leprosy)

Hantavirus infection

By Number Only: Chickenpox

Hemolytic uremic syndrome (HUS)
Hepatitis, acute viral (specify type)®
Injuries (specify type)”
Spinal cord injury
Near drowning
Lead, adult elevated blood*
Legiondlosis
Listeriosis
Lyme disease
Malaria
Meningitis (specify type)®
Mumps
Pesticide poisoning, acute
occupational
Relapsing fever
Rocky Mountain spotted fever

Rubella

Salmonellosis, including typhoid

Shigellosis

Silicosis*

Streptococcal disease, invasive
Group A

Syphilis®

Tetanus

Trichinosis

Tuberculosis

Tuberculosisinfectionin persons
lessthan15years o agegJ

Typhus

Vibrio infections

By last 4 digits of social security number; sex; race/ethnicity; DOB; city, county, and zip of patient's residence; and
name, address, and telephone number of physician: HIV infection in persons13years o age and older.

By name sex; race/ethnicity; DOB; city, county, and zip d patient's residence; and name, address, and telephone
number of physician: HIV infectionin personslessthan13yearsd age.

'Includes meningitis, septicemia, cellulitis, epiglottitis, osteomyelitis, pericarditis, and septicarthritis.

2Thelocal or regional health department shall collect reportsdf diseasesand transmit themat weekly intervalsto the TDH
3Reported by physicianonly onceper case, following initial physician diagnosis.
“The Occupational DiseaseReporting Ad, (Health & Safety Code, Chapter 84) requires physiciansand directorsd laboratoriesto report these occupationally

related diseases to the Texas Department d Health at 512/458-7269.
Syphilis, gonorrhea, chancroid, and Iaboratory-confirmedChlantydin trachomatis infectionsare reportabl ein accordance with Sections97.132, 97.134, and

97.135d TAC. FormSTD-27, "' Confidential Report d Sexudly Transmitted Disease)”" shall be used to report thesesexually transmitted diseases. Questions

may be directed to 512/458-7463.

SIncludes types. A; B C, D (Ddta); E non-A, non-B; and unspecified.
7The Injury Preventionand Control Act (Heal th & Safety Code, Chapter 87) requires physicians, medical examiners, and Justicesd the Peaceto report the
injuries toloca health departments or to the Texes Departmentd Health 512/458-7266.
8Includes aseptic/viral, bacterial (specify etiology), fungal, and other.

*Report tubercul osison Form TB-400, "' Report d Caseand Patient Services™ Questionsmay be directed to 512/458-7448,

6-101a (2-99)
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GLOSSARY

ANENCEPHALY. A severe birth defect caused by abnormal development o the brain
during thefirst trimester; congenital absence d the cranial vault, with cerebral hemi-
spheres completely missing or reduced to small masses attached to the base d the skull.

ASBESTOSIS. A pneumoconiosis produced by inhalationd asbestosfibers. A
chronic disease with slow onset that usually requiresseveral yearsd exposure depend-
ing on theintensity d exposure. Characterizedclinically by diffuseinterstitial pulmo-
nary fibrosis, often accompanied by thickeningand sometimescdcificationd the
pleura. Shortnessd breath on exertionis the most common presenting symptom. A
chronicdry coughiscommon, but the cough may be productive, especialy among
smokers. Finger clubbing may appear in advanced cases.

AVERAGE. The arithmetic mean. The measured central location calculated by add-
ing together al theindividual valuesin agroup d measurementsand dividing by the
number d valuesin the group.

CHRONIC CARRIER. A stated persistent infectivity and ongoing inflammation
irrespectived the presenceor absenced disease symptoms.

CLUSTER. Anaggregationd casesd adiseaseor other health-related condition,
particularly cancer and birth defects, which are closely grouped intimeand place. The
number d casesmay or may not exceed the expected number; frequently the expected
number is not known.

INCIDENCE RATE. (Sometimesreferred to ssmply asincidence.) A measured the
frequency with which an event, such asanew cased illness, occursin a population
over aperiod d time. The numerator isthe number d new casesoccurringduring a
given time period; the denominator isthe population at risk during the sametime
period.

MEAN, ARITHMETIC. Seeaverage.

MEDIAN. Themeasured central location which dividesa set d datainto two equal
parts; themiddled aset d datathat has been put into rank order; ameasured central
tendency that isthe middlevaluein an orderly set d values. (For example: For the
followingset d incubation periods: 24, 25, 29, 30, 31 - themedianis 29. Two observa-
tionsarelarger, and two are smaller.)

MORBIDITY. Any departure, subjectiveor objective, from astated physiological or
psychological well-being.

MORTALITY RATE. A measured thefrequency o occurrenced deathin a defined
population during aspecified interval d time.
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NEAR DROWNING. Survivd for at least 24 hoursfollowing asphyxiationdue to
submersionin water.

PERIOD PREVALENCE. Theamount d a particular disease present in a population
over an extended period d time.

POINT PREVALENCE. Theamount d a particular disease present in a populationat
asingle pointintime.

PREVALENCE RATE. (Sometimessimply referredto asprevalence.) Theamountd a
given disease or other conditionin agiven population at adesignated time; the propor-
tion d a populationthat isaffected by a diseaseor condition at a given pointin time;
the numerator isthe number d dl cases present during agiven time period, and the
denominator isthe population during the sametime period.

RATE. Anexpressond thefrequency with which an event occursin a defined popu-
lation. Usually defined as the number d cases per 100,000 population.

SENTINEL PROVIDER SYSTEM. A system used to gaugethe occurrenced disease
inan area. Thisactivesurveillanceisconducted using asystem consistingd indi-
vidual physiciansand clinic/hospital Saff who consent to be contacted by the surveil-
lancestaff onaregular basis. When contacted, reportsd variousreportabl e diseases
are solicited.

SILICOSIS. Refersto severd lung fibroses that arisefrominhaling crystallineforms d
slica(slicondioxide [SiO,]). Slicossreducesthe ability d thelungsto work properly
and way eventually cause death from heart failureor from destructiond lung tissue.

1. Nodular slicoss, dsocdled "dassc” or "pure” slicods. Character-
ized by hyalineand nodular lung lesionsthat may aggregate into large
fibrotic masses (conglomeratesilicosisor progressivemassivefibrosis

[PMF]).

2. Acutedlicoss. A rapidly developingdisorder havingfeaturesd
aveolar proteinosisand fibrosingavedlitis.

3. Mixed dust fibrosis. A disorder showingfibrotic lesions (somed
which may be typical "'slicotic”’ nodules) and othersirregular in shape
(that arisefrominhalingdustsd slicaand other agents[eg, iron oxide,
cod, welding fumes]).

4. Diatomaceousearth pneumoconiosis. A conditionwithfibrosing
alveolitisand a prominent cdlular reaction. Diagnosisis based on symp-
toms, exposurehistory, physical examination, chest x-rays, pulmonary
function tests, and sometimes pathol ogical examinationd tissue. Symp-
tomsincludeshortnessd breath, coughing, tiredness, weakness, blueor
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TEXASOCCUPATIONAL DISEASE REPORTING ACT. An act passed by the 69th
Legidaturein1985. Thisact requiresthat physiciansand laboratory directors report
adult elevated blood lead levelsand cases o suspected or confirmed asbestosisand
glicosis. Theact dso gavethe TexasBoard d Health the authority to add other pre-
ventableoccupational diseasesto thelist. Later that same year, the Board made acute
occupational pesticide poisoning areportable condition.

VI RUSISOLATION. A laboratory processwhereby an activevirusis successfully
recovered from a patient's specimen.
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