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CONVEP:

THE PIARST cALDONVELL cOUNTY cOURTHOUSE IN LOsi-AAT
WVAS BPUHLT IN) 448, AT A0 ©0UTH MAIN STREET, AND THEN
PEPLACED IN 1252, Y 42295, THE cOUNTY HAD OUTARONVN
THAT BPUILPING A5 WVELL., THE CcORNERSTONE PO THE
PRESENT CcOURTHOUSE Vi LAID ON AUSGUST 48, 4295,
AND THE NBEN cOURTHOUSE Vs cOMPLETED ON MARCH
19, A4, OVER THE NEYXT 4020 YEARAS, MANY FENOVATIONS
VERE MADE T KHEEP PACE VITH AN BEVERA-SAOVINCG
COUNTY. BY 4994, HONVENVER, THE NEED FOR A« MAJOR
PENOVATION ANDP BEYPANSION ViA-S EVIDENT. A« CITIZEN'S
COMMITTEE VAS POAMED THAT COOAPINATED EXUBERANT
AND COOPERAITNVE EFFORTS AMONG cOUNTY OFFICIALS
AND cOUNTY RESIPENTS, THE CcOMMITTEE BHECOMMENDED
THAT THE cURRENT cOURTHOUSE PBE HESTORED T 1T S
ORIGINAL- £ONDITION AND THAT OTHER PUILDINGS IN THE
COUNTY PBE ACcZUIRED AND CONVERTED T ACCOMMOUATE
THE NEED PO ADDITIONAL SPACE, BPONDS T FUND
THESE EFFORTS HANVE BPEEN APPAROVED, AND THE
PROIECT 14 CURHFRENTLY IN PROGHAE S5,

COVER AND DNIPER PAGE ARAT FOR THE 419098
EPIDEMIOLOSY IN TEXAS ANNUAL REPOAT | 4 BY aPec
PAT TEASON OF THE TEWYAS DEPAARTMENT OF HEALTH AAT
DEPAFHTMENT., THE i+ PRINTING SERVICE S, CENTRAL
SITE, IN AAUSTIN, PAINTED THIS REPORT.
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Foreword

Thelast few years have been challengingfor government workers. We have been
asked to reinvent our jobs and right-sizeour workforce. Public health, like other gov-
ernment services, has had to reevaluateits purposes and judtify itsfunctions. Each
group, national or state, which has taken on the task o determining the corefunctions
d public health has concluded that epidemiology, the surveillanceand theinvestiga-
tiond diseasesand their risk factors, isan essential and vital function o ahealth de-
partment.

This need, however, may go unrecognized and unappreciated by the public we serve.
Epidemiology ismost often silent. A n occasional outbreak or environmental concern
may briefly make newsbut most do not. Our Epidemiology Annual Report reflectsthe
hard work the epidemiol ogistsaround the state have accomplishedin 1995.

Diane M. Simpson, PhD, MD
Associate Commissioner
Dissase Control and Prevention

1995
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Preface

Disease Surveillance

Public health surveillanceinvol ves systematiccollection, analysis, and dissemination d data
regarding adverse health conditions. Thisinformation typically includestheincidence, preva-
lence, and geographical location df the condition; age, sex, and race/ethnicity o the people
affected; meansby which the diseaseis transmitted; and historic trends. For many diseases,
dataregarding animal reservoirsand vectors also are essential. Surveillanceinvolvesinvesti-
gating individual casesaswell as epidemics.

During 1995 many Texas Department o Health (TDH) programs were responsiblefor coordi-
nating surveillanced adverse health conditionsin Texas. These programsincluded the follow-
ing: Infectious Disease Epidemiology and Surveillance Division, Zoonosis Control Division,
Noncommunicabl e Disease Epidemiology and Toxicology Division, Injury Prevention and
Control Program, Tuberculosis Elimination Division, Immunization Division, Bureau o HIV
and STD Prevention, Bureau d Laboratories, and Bureau d Chronic Disease Prevention and
Control.

Thevalue d epidemiologicsurveillancecannot be overestimated. In public health, surveillance
data are used to monitor disease trends; detect, respond to, and study new diseasethreats,
outbreaks, or epidemics; identify risk factors; and plan, implement, and assessintervention

and prevention services. Prompt feedback o current, accurate, and complete datais essential
s0 that health professionalscan provide the highest quality o medical care and policymakers
can plan, manage, fund, and justify disease control activitiesand research.

Reporting

Texaslaw requiresthat certain conditionsbe reported. The Reportable Conditions in Texas form
(TDHStock No. 6-101a) listsall currently reportable conditionsin Texas, guidelinesfor report-
ing, and telephone numberswhere professional staff may be reached for consultation (Appen-
dix A). Reportingformsmay be obtained by calling the various divisionsto which reports are
made. TDH has a 24-hour, toll-freetelephonereporting system. Health professionalswho call
(800) 705-8868 during businesshours reach the nearest health department. After hours and on
weekends, they reach TDH staff in Austin.

Most case reports must include the patient's name, date d birth, sex, race/ethnicity, city of
residence, date o onset, physician's name, and method d diagnosis. The exceptionsare as
follows. Chickenpoxisreported by number d cases. HIV infectionsare reported by namefor
childrenunder 13 yearsd age and by thelast four digitsd the social security number for
adults and adolescents. HIV reports for all ages must also include the patient's age and date o
birth; sex; race/ethnicity; city, county, and zip code d residence; date d test; and physician's
name, clinic address, and telephone number.

Surveillancedata aso are obtained from laboratory reports, caseinvestigationforms, and TDH
Bureau d Vita Statisticsdeath certificates. Social and demographicinformationis collected to
determine patterns d diseasein the population, identify case contacts, and target control
measures.

X
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Explanatory Notes

All casesthat occurred in Texas during 1995, whether to state residents or to persons tempo-
rarily in the state, areincluded in this report. Reportable conditionsdiagnosed in residents o
other statesin the US whilethey are visiting Texas, are reported to the health authoritiesd the
individual'shomestate. These casesare not included in thisreport. Reportsregarding Texas
residents who becameill whilevisiting other states areincludedin thisreport. Reportable
ConditioninTexas (6-101a: Appendix A) isthe most current formasd publicationd this
report; itincludestwo changesthat were not in effect when the data for this report were
collected. Before August 1,1996, cryptosporidium infectionsand ehrlichiosis were not report-
able. After thisdate, reporting d invasive Haemophilus influenzae infectionswas|imited to H.
influenza type b infectionsonly. Mortality data were obtained from the TDH Bureau o Vital
Statistics or fromindividual program records.

Theinformationin thisreport is subject to limitationswhich affect many data collection sys-
tems. Under reporting is a ubiquitous problem, but its extent differsamong diseases. Re-
ported rates d disease are affected by the estimation inherent in population projections. Care
should be used ininterpreting rates o annual diseaseincidence for small areas or for infre-
quently occurringdiseases. Unlessother information is available about area health conditions
or temporal patternsd disease, such rates should not be used asindicatorsd the usual inci-
dence d adisease.

TDH uses the following race/ethnicity designations. For reporting purposes, when an indi-
vidual is of mixed racial or ethnic origin, the category that most closely reflectshisor her
recognitionin the community isused. In TDH reports, the term used to obtain thedata isthe
one used to describethose data.

White: Personshaving originsinany d the original peopled Europe, North Africa, or the
Middle East.

Hispanic: Personsd Mexican, Puerto Rican, Cuban, Central or South American, or other
Spanish culture or origin, regardlessd race.

Black/African American: Personshaving originsin any d theblack racial groupsd Africa
(Thestandard term used in epidemiologic reportsis™black.”" " African American" is often used
in political or cultural contexts.)

Asian or Pacific Islander: Personshaving originsin any o the original peoplesd the Far Eadt,
Southeast Asa, the Indian subcontinent, or the Pecific slands (includingChina, Japan, India,
Koreg, the Philippines, and Samoa).

American Indian or Alaskan Native: Personshaving originsin any d the original peoples d
North Americaand who maintain cultural identificationthrough tribal affiliation or commu-
nity recognition.

* Based on USDepartmentdf Commercedesi gnationspublished inthe CDC Manua o Proceduresfor National Morbidityand
PublicHealth Activities

xii
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Active Surveillance of VVaccine-Preventable Diseases

IN 1995, the ImmunizationDivisioninitiated an
active surveillance system to monitor vaccine-
preventabl edisease occurrence. To prevent
duplicationd surveillanceactivities, regional and
local heath departmentswere queried about any
exigting activesurveillancesystems. Austin
Health and Human Services/Travis County
Health Department, Dallas County Health De-
partment, Houston Health and Human Services,
and the San Antonio Metropolitan Health District
either had existing active surveillancesystemsor
requested that |ocal agencies and physiciansin
their areasnot be contacted. Thisactivesurveil-
lance systemwas designed to enhanceand assist,
rather than to replace, current surveillance activi-
ties. Prior to theimplementationd the active
surveillancesystem, surveillance activitiesrelied
solely upon hospitals, laboratories, health provid-
ers, day-carecenters, and schoolsreporting
vaccine-vreventabl edisease casesto their local
health departments or to the Texas Department of
Health.

The Immunization Division enlisted nearly 500
active surveillance sentinelsfrom Texas. The
selected sitesincluded large private hospitals, all
public hospital's, school districtswith more than
5,000 students, day-carecenters, magjor private
clinics, and universitieswith more than 10,000
students. The sentinelswererotated every 3
months, so that 125 siteswere routinely contacted
every 2 weeksfor a calendar quarter and asked

about casesd meades, mumps, rubella, pertussis,
and varicelladiagnosed in thefacility. If acase
wasidentified through these calls, it was deter-
mined if the casehad previously been reported. If
it had not, thelocal health department was imme-
diately contacted, and a caseinvestigation was
initiated at that time.

Over the course d 1995, the activesurveillance
project collected information on 7,148 cases o
varicellafrom participating sentinels. Sx sus-
pected mead es cases and six suspected rubella
caseswere detected through this system, aswere
17 suspected casesd pertussis and 24 suspected
casesd mumps.

Over the year, approximately 2800 telephone
callswere placed to sentinelsto collect thisinfor-
mation. Thiseffort clearly demonstrates-the
labor-intensive nature of activesurveillance
systems. However, these suspected cases may not
have otherwisebeen reported to local or regional
health departments. Asaresult, control measures
may not have beeninitiated in atimely manner,
and the potential for further disease transmission
may have been great. Infutureyears, the Immu-
nization Division hopesto expand the active
surveillancesystem's ability toidentify unre-
ported casesd vaccine-preventabl ediseases by
enlisting more sentinels.

| mmunization Divison (800) 252-9152
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Animal Bites

A total o 621 reports o severe
animal bitesand attacks'were
voluntarily submitted by local
health departments, animal con-
trol agencies, and emergency
health care providersto the
Zoonosis Control Divisond the
Texas Department d Healthin

Fgure 1. Victim's Age in Severe Animal Attacks
No, of Reports
160

140
120

100

1995. Reportswere submitted

from72 o Texas 254 counties. 80
Thedatacollectedin1995didnot
differ significantly from that of 40
previousyears. Nofatalitieswere

reported in 1995. 20

Victim characteristics o4
Dog bites represent a significant

source d morbidity and mortality

in the pediatric age group. Children under the age
o 11 werealmost 4 timesmorelikely tosustain a
severe bite than were adolescents and adults
(Figurel). Particularly noteworthy isthat injuries
to the head were sustained by 77 (57%0) bite
victimsunder 6 yearsd age but by only 32 (10%)
victims over 10yearsd age. The anatomicloca-
tion of dogbitesin young childrencanlargely be
explained by their diminutive stature, which

Table 1. Frequency of Dog Breeds
Involved in Severe Attacks on Humans

Breed %
1.

No
Chow chow 67
Chow cross 39
Pit bull 124
German shepherd 26
Heeler 24
Mixed 24
Rottweiler 23
German shepherd cross 20

NGOG0 00D

10-14

15-19 2529

20-24 30-34 40-44 80-54

35-39 45-49

60-64 70-74
56-59 6569 75679

80-84
85-90

Victim Age in Years

placesthe head in close proximity to the dog's
mouth. Injuriesto thehead and neck are ex-
tremely serious because they can result in disfig-
uring wounds aswell aslife-threateninginjuries
involving hemorrhage and cranial trauma.

Animal characteristics

Dogswereinvolvedin 534 (86%) d theincidents.
Other speciesincluded bat (1), cat (66), fox (1),
gopher (1), guineapig (1), hamster (2), horse (2),
opossum (1), prairiedog (2), rabbit (2), raccoon
(1), rodent (2), rooster (1), snake (1), squirrel (1),
and wolf-doghybrid (2). Slightly over haf (55%)
the biting dogs and cats were vaccinated against
rabies.

Thetendency o adog to biteisaproduct d many
factorsincluding genetic predispositionto aggres-
sveness, maltreatment, late or inadequate social -
ization to people, quality d care, and behavior o
thevictim. Eight breeds constituted over haf

“Severe bite" isdefined as onein which theanimal repeatedly bitesor vigoroudy shakesitsvictim, and thevictimor a
person intervening has extremedifficulty terminatingthe attack. ' Severeattack” isdefined asapunctureor laceration made
by an animal's teeth which breaksthe skin, resultingin adegreed traumawhich would cause most prudent and reasonable
peopleto seek medica carefor treatment o the wound, without considerationd rabiespreventionaone. For purposesd
thisreport, the terms' severe bite'" and " severe attack” will be used interchangeably.

2
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( B (52%)d the dogsinvolvedin severe attacks

7 (Tablel). However, since breed prevalence
figures arenot available, it is unknown whether
thesefiguresrepresent breed predispositionto
aggressivenessor smply the popularity d these
breeds. Smadl breedsd dogsand catswere
infrequently reported since they are seldom
capable d inflictingsevere wounds.

o

@,

Almost one-fourth (23%)d the attacksinvolved
extenuating circumstanceswhich provoked the

dog to attack. Provocationincluded estrus,
hunger/eating, puppies/kittens, jedousy, abusive
treatment, guarding, injury, startling, dog fight,
teasing, and rough play (pullingon body part).

Zoonosis Control Division (512) 458-7255
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Brucellosis: Congenital Transmission in Galveston

In March 1995 blood culturesdrawn from an
infant in the neonatal intensivecare unit at a
hospital in Galveston were positivefor Brucella
melitensis. Theinfant's mother had also had blood
cultures positivefor Brucella melitensis in January
1995. Congenital transmissiond Brucellais
extremely uncommon,; indeed, thisis thefirst
reported occurrenced congenital brucellosisin
the United States.

The mother, al7-year-old citizen of Mexico,
became pregnant in August 1994. She moved to
Port Arthur (JeffersonCounty) in December.
When she went for a routine prenatal check tothe
UTMB clinicin Port Arthur on January 11, she
was doing well. However, on January 16 she
presented to the cliniccomplainingd postcoital
bleeding. Shewas transferred to UTMB-
Galveston for observation, whereinitial examina-
tion revealed aclosed cervix and normal fetal
heart tones. Thefetuswas at 21 weeks gestational
age by ultrasound examination. The next morn-
ing, the mother began to have contractionsand
was given atocolytic agent. On the morning o
January 19 shehad alow-gradefever. Blood
cultureswere drawn to rule out choriocamnionitis
and antibiotictreatment wasinitiated. However,
she continued to have contractions and delivered
a 650 gram baby girl later that morning by sponta-
neousvaginal delivery. Theblood cultureswere
negative at 48 hours, and she was discharged the
morning of January 22.

That night, however, the mother's blood cultures
grew gram-negetive coccobacilli, which were
identified as Brucella sp. on January 25. Later at
the Texas Department d Health laboratory, it was
shown to be Brucella melitensis.

Theinfant's blood cultures at birth were negative.
Because her birth was extremely premature, she
was intubated and placed on mechanical ventila-
tion soon after birth. Despite multiple medical
problems, she dowly improved during the month
of February. However, on March 4 she became
lethargic and had an episode d apnea. Blood

cultureswere drawn for presumed sepsis. Bru-
cella sp. wasidentified from the cultureson March
14 and later identified as Brucella melitensis at the
TDH Laboratory. Shewas treated with
gentamicin and trimethoprim-sulfamethoxazole
and recovered. Asd September 7 sheweighed
5,100 gramsand showed normal development.

The mother grew up on asmall farmin central
Mexico. While on the farm, she often drank
unpasteurized cow milk, but she did not drink
goat milk or eat goat milk cheese. When she
became pregnant in August 1994, she moved to a
small village near thefarm to be with relatives.
Therelatives often bought unpasteurized goat
cheesefromlocal vendors and the mother ateit
occasionally. After moving to Port Arthurin
December, sheno longer ate unpasteurized
products.

In recent yearsthe epidemiology d brucellosisin
Texas has shifted; most cases are now associated
with consumptiond unpasteurized goat cheese.
Thisislikely the mechanismthrough which the
mother acquired brucellosis. Whileit isunproven
that infection with Brucella inducesabortionin
humans asit doesin cattle, any gram negative
bacteremiawould be expected to increasetherisk
d prematurebirth. The mother was bacteremic
during ddlivery d theinfant and very likely
passed theinfection to her child during birth. The
infant became septic 6 weeks after birth, whichis
within the 1to 2 monthincubation period o
brucellosis.

This episode may be asentinel event. Asinten-
sive care becomes more and more sophisticated,
and younger and younger premature infantsare
ableto survive (whomight otherwisehave been
classified asa'* spontaneousabortion™),
brucellosis may emerge as an important etiology
d prematurity in humans.

Infectious Disease Epidemiology and Surveillance
Division (512)458-7676
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Cancer Cluster Investigations

Introduction

A cancer cluster isdefined as a greater than
expected number d cancers occurring among
peoplewho live or work in the same area and
who devel op the disease within ashort time d
each other. Oned the more difficult tasksd the
Texas Department d Health (TDH)isthe chal-
lenge d responding to anecdotal observations of
potential space-time™ clustering™ o cancer among
Texasresidents. The TDH Texas Cancer Registry
(TCR)and the Health Studies Program are prima-
rily responsiblefor investigating perceived ex-
cesses df cancer. These programs must deal with
issuesinherent in both the natural history o
cancer and the available statistical methodol ogy
which complicatetheinvestigationd any report
d apossibleexcessd cancer.

Cancer isavery common disease, much more
common than most peoplerealize. Approxi-
mately 1. o every 3 personsalivetoday will
develop sometyped cancerintheir lifetimes.
Furthermore, cancer isnot one disease, but many
different diseases, each with adifferent set o
causd factors. Current researchindicatesthat the
occurrence d any given cancer is dependent on
theinteractiond many separate causal factors
such asage, race, X, inherited susceptibility,
geographic area, occupational and environmental
exposures, and lifestyle. Itisunlikely that any one
factor isboth necessary and sufficient to causea
cancer. Evenfor tobacco, exposure does not
awaysresult inlung cancer. In addition to the
difficulty o establishinga causal relationshipfor
any given exposure, thelatency period between
timed exposureand development o disease
must also be considered. Ascancer cantake20to
40 yearsto developto astage whereitisclinically
recognizable, exposuresthat occurred within the
last5or 10 yearsareunlikely to berelated to the
currentincidenced cancer in acommunity.

Cancer Cluster Investigation Protocol

To address the complexitiesand limitations
discussed above, the Texas Cancer Registry

devel oped afour-stage protocol for theinvestiga-
tion o potential cancer clusters, based on recom-
mendations published by the Centersfor Disease
Control and Prevention. To assessa cluster, this
protocol relies on measuring statistical signifi-
cance, determining biological plausibility, and
identifying possible pathways o exposure. Itis
distinguished from other protocolsby the use o
incidencedata derived from the Registry rather
than theinformant. Pertinent data regarding the
potential cluster are obtained duringtheinitia
contact with the informant, including number and
typesd cancer cases, timeperiod, geographic
aread concern and suspected exposure(s). The
initial contactisaso used as an educational
opportunity to provide the caller with basic
information on cancer. For theinvestigation to
proceed beyond thisstage, theinitial data must
indicate that

+ Thecluster consistspredominantly of the
same cancer site or multiple sitesthat may be
related to a common exposure.

and

¢ Thereisan adequatelatency period as
measured by thelength o time caseshave
resided inthe area

OR

¢ Thereisinadequateinformation to judge

either o theabove.

If theinitial contact permits satisfactory closure,
then a summary report reiterating the educational
information is sent to theinformant.

The second stage d theinvestigation consists o
multiple, concurrent steps. apreliminary .
evaluation to provide an estimate o the statistical
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likelihood that an important excess has occurred,
an exposureevaluationto identify abiologicaly
plausi bleenvironmental exposure(s), and an
assessment o possiblepathwaysd exposure. If
specific environmental concernswere raised
during theinitial contact, the Health Studies
Programisnotified and assistsin the
investigationby obtaining informationregarding
possi ble environmental exposures.
For example, if thecadler isconcerned
about contaminated drinking water,
the Water Quality Divisond the
Texas Natural Resource Conservation
Commission is contacted and copies
o recent water analysesare
requested. If the preliminary
evaluationsuggestsno excess or does
not meet specificcriteria, awritten
report is sent to theinformant
indicating thefindings, including any
environmental exposureinformation,
and advising that no further
evaluationis warranted. However, if
an excessisindicated and the
epidemiologicand biologica
plausibility is compdling, the next
staged theinvestigationisa
feasibility study.

Thefeasbility study isdesigned to

determinethe appropriateness o
performingafull scaleepidemiologic

study to investigatethe relationship

between the health event and a putetive
exposure(s). Thisevaluation beginswitha
written protocol that outlinesthe costs and
providesinformationon data collection, proposed
methodol ogy, and the plan for data analysis. If
thefeadbility study suggeststhat littlewill be
gained from an etiologicinvestigation, awritten
report issent to theinformant, aswell as other
interested parties, summarizingtheresultsd this
process, regardlessd biologic merit, however, the
public or mediamay continueto demand further
investigation. Community relations, media
contacts, and advisory committeeinteraction are
critical for an appropriate public health response.

If thefeasbility study suggeststhat an etiologic
investigationis warranted, an epidemiologic
study will berecommended. The purposed the
study isto perform an etiologicinvestigationd a
potential disease-exposurerd ationship and
pursue epidemiologic and public health issues -
not necessarily to investigate aspecific cluster.
The resultsfrom this study are expected to

Figure 1. Cancer Cluster Investigations by County

contribute to epidemiologicand public health
knowledge.

1995 Cluster Investigation Summary

In 1995, 53 cancer cluster investigations, covering
variousgeographical areasd the state, were
completed by TCR and the Health Studies
Program (seeFigurel). Themgority d the
investigations(72%) were requested by private
citizenswhile11%were requested by health care
officials, 8%oby other government agencies, and
9% from miscellaneoussources. O the
investigationsconducted, 26% were at the county
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Table 1. Cancer Sites by Number of Investigations

clusters. Seventeen (32%) o the
cluster investigationsresulted in

No. of No, of statistically significant findings
Cancer Site Investigations Cancer Site Investigations  (eithera deficit or an excessdo
Leukemia X Colon 2 cancer). None d the
Brain 26 Liver 20 investigations proceeded beyond
Lung 24 Prostate 14 the second stage of the protocol
Pancreas 24 All other 104 (preliminary stetistical and
Breast L] exposure evaluations).

level and 68%were at the city (or zip code) level.
Six percent d theinvestigationswere a
combination d city and county.

Both cancer incidenceand mortality data are
maintained in the TCR database. Mortality data
are used for thoseareasd the state where
incidence reporting isdetermined to be
incomplete. In 1995, 36% o theinvestigations
analyzed incidencedata, 55%utilized mortality
data, and 9%analyzed both typesd data. TCR
anticipateseventually having statewideincidence
data availablebeginningwith casesdiagnosed
from 1992 forward.

O the53 cancer cluster investigations, 39 (74%)
assessed possible excessesin two or more cancer
sites. Leukemiawasevauatedin 32 d thetotal
investigations, makingit the single most
frequently assessed cancer site (Tablel). Brain
cancer was the next most common cancer site (26),
followed by lung and pancreas (24 each). Overall,
approximately 289 separate analysesd specific
cancer site and gender combinationswere
required to assessthe 53 reportsd potential

Thenumber d inquiriesfrom concerned citizens,
reporters, health professionals, legidlators, and
activist groups regarding a concern about a
perceived excessd cancer in their community or
among their clients has been steadily increasing
over the past 10 years. Thefear o cancer in
combinationwith a public concernover
environmental exposuresto carcinogenic agents
may be one reason why cancer cluster
investigationsappear to be ontherise. In Texas
the average number of cancer cluster
investigations per year prior to 1990was 19. Since
1990 thisfigurehasrisen to 44. Although thereis
little potential for identifying specific causal
factorsor developing new etiologic insights
through acluster investigation, responding to
reported clustersis alegitimateand necessary
public health activity. A successful conclusionto a
cancer cluster investigation does not always
depend onfinding a**cause' It usually depends
on communicatingtheresults o theinvestigation
in aresponsiblemanner, which expresses official
interest and legitimacy.

Cancer Regist y Division (512) 502-0680
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Dengue Fever

On August 25,1995, the Texas Department d
Health (TDH)wasnotified d an ongoing dengue
fever outbreak in Reynosa, Tamaulipas, Mexico,
approximately 10 milesfrom McAllen. The
proximity of the Reynosa outbreak increased the
likelihood d both imported and autochthonous
casesoccurringin Texas.

Theday TDH becameaware o the Reynosa
outbreak, a dengue alert memorandum wasfaxed
to all local health departments, infection control
practitioners, and infectious disease practitioners
inSouth Texas. All d thelarge hospital emer-
gency rooms were telephoned that evening. The
following week, a pressrelease wasissued advis-
ing the public about the threat of dengue and how
to avoid mosquito exposure. In addition thou-
sands o Spanish and English posters and pam-
phletsweredistributed. Information packets
were mailed to 13,000 primary careand emer-
gency room physiciansthroughout the state.

IN 1995 TDH reported 29 casesd dengue from the
following counties. Hidalgo 9, Harris5, Cameron
4, Dallas4, Fort Bend 2, and Bdll, Collin, Hays,
Tarrant, and Waller 1each. Dengueviruswas
isolated from 3 patients. Thefirst isolate, from a
patient residing in Hidalgo County, was dengue-
2, the second, from a patient i n Cameron County,

wasdengue-4; and thethird, from aDallasres-
dent, was dengue-3. Neither the patient with
dengue-2 nor the patient with dengue3 had a
travel history.

Four casesfrom Hidalgo County and 3from
Cameron County werelocally acquired; the
remaining 22 patients had travel histories.
Twelve had been to Mexico. The others had been
to the Caribbean (4), H Salvador (2), Honduras
(2), or Guatemala (1). The patient with the den-
gue-3isolatedrove through Mexico and Guate-
malato B Salvador.

Two patientshad onset o illnessin March, 2in
July, 5in August, 9in September, 7in October, 2
in November, and 2in December. Symptoms
included fever (29); arthralgias/bone pain (26);
headache (24); chills (21); myalgias(18); anorexia
(18); severemalaise (17); rash (16); lumbosacral
pain (12), nausea/vomiting (12), dysgeusia(11),
retro-orbital pain (9); cutaneous hypersensitivity/
"skinfelt strange™ (7); respiratory symptoms(7);
petechiae, purpura, or epistaxis(3); and
lymphadenopathy (4).

Infectious Disease Epidemiology and Surveillance
(512) 458-7228
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Environmental and Occupational Epidemiology Program

The Texas Occupationa Disease Reporting Act,
passed by the 69th Legidaturein 1985, requires
physicians and laboratory directorsto report cases
d asbestosis, silicoss, and elevated blood lead
levelsin adults. Thisact also gavethe Texas
Board d Health the authority to add other pre-
ventable occupational diseasesto thelist. Laterin
1985, the Board added acute occupati onal pesti-
cide poisoning to thelist  reportable conditions
in Texas. The Nationd Institute for Occupational
Safety and Health (NIOSH) d the Centersfor
Disease Control and Prevention (CDC) has pro-
vided funding for some occupational disease
surveillanceactivitiesin Texassince1987. This

fundingis provided through a Sentinel Event
Notification System for Occupational Risks
(SENSOR) Cooperative Agreement.

Funded in part by the SENSOR Cooperative
Agreement, the Environmental and Occupational
Epidemiology Program (EOEP)d the Texas
Department o Health (TDH) conducts active
surveillancethroughout the state d reportable
occupational diseases. Thefollowingreports
describe the epidemiology o thesediseasesin
Texasin 1995, aswell asinvestigationsinto
specific exposure events.

Noncommunicable Disease Epidemiology and
Toxicology Division (512) 458-7269



Epidemiology in Texas

1995

Acute Occupational Pesticide Poisoning

The Environmental and Occupa-
tional Epidemiology Program
(EOEP) d the Texas Department

Table 1. Acute Occupational Pesticide Poisoning
Reports by Occupation at the Time of Exposure

d Health (TDH) conducts active No.
surveillanced acute occupa Workers (%) Occupation
tional pesticide poisoning 14 (26.42) Famm worker
throughout the state. Thisactive 9 (16.98) Famer
surveillance uses a sentinel 5 (9.43) Clerk (office or retail)
provider system consisting o 5 (9.43) Landscape/nursery/greenhouse worker
hospitals, clinics, and individual 3 (5.66) Oil well service worker
physicianswho consent to be 3 (5.66) Rancher/ranch hand _
contacted regularly by EOEP 3 (5.66) Stru_lctural pest control applicator
staff. Reportsare solicited o 2 (3.77) Aerial applicator
pesticide-rel atedillnessesfrom 2 (3.77) Nuse
thesesentinels. Activesurveil- 2 (3.77) Truok ariver
1 (1.89) Border patrol agent
Iz_-lnce has expa_ndeq each year 1 (1.89) Cotton gin foreman
sinceitsinceptionin1990: in 1 (1.89) Flagger
1995, 55 healthdinics, 55 hOSpI- 1 (1.89) Teacher
tals, and 25 physicians partici- 1 (1.89) Warehouse unloader
pated as sentinel providers. n=53

EOEP a so reviews death cextifi-

catedata quarterly. Inaddition,

EOEP receivesreportsd pesticide-relatedillness
from

Texas Department d Agriculture(TDA)
Texas Poison Center Network

Structural Pest Control Board

Other state agencies

Health care providersthroughout the state

* 1o 0o

In 1995, EOEPreceived reportsd 43incidentsd
acute occupational pesticide-related illnesses
involving 53workers. Personswith reported
pesticide-relatedillnessranged in agefrom18to
73years. Thirty-three (62%)were white, and 1
(2%) was African American. For 19 (36%0)
workersthe race wasunknown. Twenty-one
(40%0) wered Hispanicdescent. Forty-four (83%)
o theworkerswere mde, and 9 (17%)were
female. Agricultural settingsaccounted for 40
(75%)d thereportedillnesses. Thedistribution
o ill workersby occupationispresentedin Table
1. Thedistributiond reportsby reporting source
isshownin Figurel

10

Field investigations

Beginningin May 1995, EOEP received additional
funding from NIOSH to conduct field
investigationsd sdlected occupational pesticide
exposuresand illnesses. Theobjectivesd the
field investigation initiativeare to

¢ determineif fiddinvestigationswill yield
informationuseful for prevention

¢ Dbetter understand under what circumstances
field follow-up is appropriate

¢ develop protocolsd potential useto other
surveillance systems

Thegoasd thefieldinvestigationinitiativeare to

+ decreasethe delay between thetime o
exposureand illnessand the report to TDH

+ outlineprioritiesfor fieldinvestigations

¢ develop,tedt, and revisefieddinvestigation
protocols
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By working closdly with the TDA and the Texas
Poison Center Network, thelag timefor receiving
reportsd acute occupational pesticide poisonings
has decreased dramatically. Historically, the
EOEP might not receive reportsd pesticide-
related illnesses from reporting physiciansor
hospitalsfor several weeksto several months
after the exposure occurred. Now, reportsare
receivedfrom TDA and from the Texas Poison
Center Network within severd days, and
sometimeswithin hours d the actual exposure.
Thisdecreasein lag timeis essential for the
successd afieldinvestigation program.

Figure 1. Acute Occupational Pesticide-
Related llinesses by Reporting Source

Tx Dept

Hedih Care
Providers

302%

18.9%

Tx Poison
Cir Network
41.5%

n=53

EOEP and NIOSH identified prioritiesfor field
investigations. Those prioritiesarefor pesticide
exposure and subsequent illness associated with
thefollowing situations:

hospitalization or death
exposured more than one worker
chlorpyrifos or diazinon exposure
use accordingto labdl instructions
exposuresof an ongoing nature

L 2K 2B 2R R 2
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Agriculture

Medical Record

Investigations are conducted when atimely
report d ahigh priority incidentisreceived. A
final report is prepared when theinvestigationis
concluded. Summariesd threeinvestigations
conductedin 1995 follow.

Investigation 1. EOEP received reports o 6 cases
inwhichirrigation workerswere exposed during
1 week to pesticidesfrom aerial applications. The
6 Hispanicmen, aged 18to 22 years (averageage,
20 years), wereinitially exposed when acrop
duster sprayed thewatermelon fieldin which
they wereworking. Theworkerswere unableto
avoid exposureto the pesticide
because'they were not instructed
to leave thefidd until after the
pesticide application had started.
Itislikely theworkers exposure
occurred either via direct spray,
aerial drift, direct contact with the
sprayed plantswhilerexiting the
field, or some combination of
these three mechanisms. The
men reported several additional
exposureincidents, all involving
aeria applications, that took place
during the week.

Review
75%

Other
1.9%

All sx men werehired either the
day before or theday d theinitial
pesticideexposure. Noned the
workerswerewearing any
protective clothing or equipment
whileworkingin thefields. In
fact, all were wearingshort sleeve
shirts, 4 werewearing shorts, and
4 werebarefoot. Except for
irrigation water, workershad no
accessto running water or soap and toilet
facilitiesin thewatermelonfields.

Al six workerssought careat thelocal hospital
emergency department (ED), within 2 to 6 days
after theinitial incident, for symptoms attributed
to their pesticideexposure. Symptomsreported
most frequently were skin rash, itching, and
weakness. Each worker experienced at |east one
d several symptoms (itchingskin, irritated eyes,
nausea, abdominal cramping). Other than a
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|laceration and arash on one worker, the medica
recordsnoted no physical distress. Severa
recordsnoted that the symptoms had resolved
before ED evaluation.

The chemicalsinvolved were Fusilade DX® (a
sdlective herbicide), Maneb 75 DF® (afungicide),
and Admire2F8 (aninsecticide). Littledataare
available on the health effectsdf acute exposure to
Fusilade DX®, but it isaknown eye, skin, and
respiratory irritant. Maneb® also may cause
irritationd theskin, respiratory tract, and eyes.
Systemic poisoning by these agentsisvery rare.
Admire2F8isanew insecticide, and littleis
known about the acute effectsd exposurein
humans. Animal studiesshow Admire® tobea
mild eyeirritant but not adermal irritant or
sendgitizer. These compoundsare not inhibitorsd
cholinesterase, and no laboratory testsare
available to identify these pesticides or their
breakdown productsin body fluids.

Exposure to Maneb® is consistent with several
workers' reportsthat they noticed agreen/yellow
powder on themsalvesand their clothing. It also
is consistent with the symptoms d skin and eye
irritation reported by theworkers. Maneb® also
Mmay cause nausea, vomiting, and diarrhea--
symptomsthat several workersreported.

The US Environmental Protection Agency (EPA)
devel oped the Worker Protection Standard (WPS),
which requirestraining and informing
agricultural workerson thesafeuse d pesticides
or potential health effectsd pesticide exposure.
Besides providing information about thelaw,

WRPS trai ning describeswaysworkers might
protect themselvesfrom pesticideexposures. The
WPS al so statesthat suppliesfor routine washing
(water, soap, and towel s) must be availablewithin
one-quarter miled theworkers. Noned the
workershad received training. Had the workers
recelved WPS training, the effectsd the pesticide
exposures may have been attenuated. Effortsto
train all agricultural workers, particularly
intermittent or migrant farm workers, are
essential to preventing sSimilar pesticideexposure
incidentsin thefuture.

12

Investigation 2. During1 week, EOEP received 5 ’
reportsinvolving 10 individual s potentially
exposed to Furadan® (carbamateinsecticide).
Furadan® is ahighly toxic, restricted-use
pesticide. The EPA issued Texas aspecid
exemption to use Furadan® on cotton. In
addition, at thetimed thesereported exposures,
Furadan® was under review by the EPA for re-
registration. A fieldinvestigation was conducted
to document potential illnessrelated to these
reported exposures.

Furadan® is a carbamateinsecticidethat causes
rapidly reversibledirect cholinesteraseinhibition.
Early symptomsd carbamate poisoninginclude
malaise, muscleweakness, dizziness, and
swesating. Headache, sdlivation, nausea,
vomiting, abdominal pain, and diarrheaareaso
often reported. Miodgis, incoordination, and
slurred speech arereported and dyspnea,
bronchospasm, and chest tightness may progress
to pulmonary edema. Blurred vison and muscle
twitching may occur. Degath can result from
severebronchoconstrictionor respiratory
paralysis. Bdow isabrief descriptiond the5
exposureincidents.

Incident 1. Two farmerswereworkingin the
dairy barn when they heard alow flying plane.
Onefarmer went outside and noticed an aeria
application occurringin acotton field next to his
farm. Thefarmer tried to attract the attention o
the applicator, so hewould not continueto spray
so closeto hisland and livestock. The second
farmer came out, and both men felt thespray
residual as the applicator made another pass.
Thistime the applicator saw the men and stopped
the application.

Both farmers denied any specifichealth
complaintsor symptoms. V egetation samples
fromthe dairy farm and thefarmers shirts
detected Furadan residue.

Incident 2. Two farm workerswereleaving afield
in atruck when an aerial applicator sprayinga
nearby field flew overhead. Althoughthe
windowsd thevehiclewere closed, they thought
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they might have been exposed to the pésticide
spray fromtheairplane. The next day, these two
farmworkerswere working in acottonfield from
afour-wheeler. Aerid spraying was taking place
in an adjacent field, approximately one-quarter
mile away, and oneworker felt dropletsasthe
airplane turned over anearby field.

Both workers becameill that evening and'sought
medica careat alocd heath clinicseveral times
over the next five days. Symptomsincluded
nausea, abdominal cramps, diarrhea, chest pain,
and blurred vision. Each worker received an
atropineinjection and aRBC (red blood cell)
cholinesterasetest, theresultsd whichwere
within thelaboratory reference (normal) range.
No baseline cholinesteraselevels were available
for comparison.

The aeria applicatorshad been spraying
Furadan®. TheTDA inspector sampled their
vehicle, thefour-wheder, and thetarget cotton
field for evidence d Furadan®. Only the samples
fromthe target cotton fields had Furadan®
residue.

Incident 3. A farmer was cultivatinghisfieldin a
tractor with no side doors or windows, when an
aerid applicationbeganin an adjacentfield. As
the airplane passed overhead, thefarmer saw the
spray land on thewindshieldd histractor and
felt mist on hisface. Almostimmediately, the
farmer experienced shortnessd breath, headache,
epigastric pain, nausea, and weakness. Hewent
immediately to the ED at theloca hospital several
miles away where he presented with the above
symptoms. The medical record noted thisfarmer
had preexisting lung disease (asthma) and a heart
condition. After examination by aphysician and
an electrocardiogram, he was rel eased to home
with adiagnosisd chemica exposure.

The aerial applicator had been spraying
Furadan®. Samplesfromthewindshield d the
tractor and thetarget cotton field were positive
for Furadan® residue.
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Incident 4. Severd hours after eatingfruit froma
treein her yard, awoman experienced severe
abdominal cramps, nausea, and diarrhea. She
sought medical care thefollowing day; her
symptomsresolved completely within 48 hours.

Furadan® had been applied aerially on the cotton
field acrossthe street from thiswoman's house
earlier that day. When questioned|ater, she
recalled aerial sprayingin thefield and the pilot
turning over her house. Samplestaken from the
fruit remaining on the tree and the target cotton
field both came back positivefor Furadan®.

Incident 5. Four oil well workerswererepairing
anoil well in afildd milo. Thismilo field was
contiguouswith acottonfield. After starting their
work, the workersnoticed an aerial application
occurring on the cotton field nearby. They got
into their truck and left the field, park-ed
approximately one-hdf mile away,-and-waited for
theapplicationto finish. Upontheir return, they
saw asign at theedge d thefied, stating that
pesticides had been applied and that entering the
field for 48 hourswas not safe. The men reported
they could smell the pesticide. Concerned for
their safety, the men returned to the oil well only
to turn off their equipment and then left. All four
workersstated that they were not directly
exposed by thespray or spray drift.

Two d thefour workersreported that the
following symptoms began when they returned to
the oil well to turn df the equipment and lasted
for severa hours. watery, burning eyes, an
irritated throat; blurred vision; and muscle aches.
Threed thefour men weretested for
cholinesteraselevels, al cholinesteraseresults
were withinthe normal range. TDA took samples
from the oil well, the buffer zone around the oil
wel, and theworkers clothing. All sampleswere
negativefor Furadan® residue.

Thesefour incidents providethefull range o
possibilitiesregarding exposure and potential
health effects. Sampling resultsdocumented
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exposureto Furadan® in threed theincidents (1,
3, and 4). Observed health effectsranged from no
symptomsafter dermal and inhal ation contact to
significant gastrointestinal distressfollowing
accidental ingestion. Neither sampling results
nor witnessreportsdocumented exposureto
Furadan® in twoincidents(2and 5), yet workers
in oneincidentwereill enough to seek medical
caresevera times.

All three incidents with documented exposures
occurred during aeria applicationd Furadan®.
Itisdifficultto quantify for each particular
pesticide the exposurelevel that would cause a
specificillness. However, reasonable preventive
action could have greatly reduced pesticide
exposurein theincidents described above and
thereby probably prevented the associated
adverse health conditions. EOEP recommended
that greater care be taken to ensurethat people
are not presentin areaswhere agerial application
d any pesticideis occurringand that sufficient
measuresbe implemented after aerial pesticide
applicationto prevent peoplefrom entering
sprayed areas until thetime period d exposure
risk is passed.

Investigation 3. EOEPreceivedareportd a
worker seen at an ED with symptomsd acute
pesticide poisoning. Hissymptomsincluded
headache, nausea, vomiting, diarrhea, cough,
dizziness, swesting, fatigue, abdominal pain, and
excessve sdivation. The worker becameill after
applying an organophosphatefumigant the
previousevening. Althoughthe worker wasa
licensed pesticide applicator and had been a
greenhouseemployeefor two years, thiswasthe
first time he had used thischemica. Despite
feclingill and smelling the chemical early in the
application process, he and three other
applicatorscompleted the fumigation.

14

WPS regulations specify thetyped personal
protective equipment that must be worn during
application. During the application, the worker
woreall the personal protective equipment
required by WPS regulations:. full-body suit,
boots, gloves, and afull-facerespirator with
pesticide and dust filters. Quialitativerespirator-
fit tests before the application did not detect
improper respirator fit or leaking. Since he
smelled the chemica during the application, and
his symptomswere highly characteristicd
organophosphatepoisoning, it islikely that
exposureto the fumigant caused hisillness.

A fieldinvestigation during the next application
d this organophosphatefumigant, included
interviewing the pesticide applicators, inspecting
their personal protective equipment, observing
the preparationfor and subsequent pesticide
application, and evaluating theworkers
adherence to labd instructionsand safety
procedures.

In this situation, workershad used equi pment
meeting thelabd criteriabut still smdled the
chemical and becamesick. Becausethe
respiratory protectionrequired by thelabd
apparently was inadequate, EOEP recommended
that federal and state regul atory agenciesevaluate
therespirator requirementslisted on these
fumigant labelsand change thelabd, if necessary,
to ensure adequate protectionfor workers.

Because the poison center reported the possible
pesticideillnesswithin 24 hoursd theworker's
BED visit, EOEPwas able to schedule afield
investigationto coincide with the second
scheduled application. Observing the actual
application procedureallowed EOEP to provide
more useful recommendations.

Noncommunicable Disease Epidemiology and
Toxicology Division (512) 458-7269



<)

Epidemiology in Texas

1995

Adult Elevated Blood Lead Levels

The Texas Administrative Code §99.1 setsthe -
level for reporting d elevated blood lead levels at
40 microgramsd lead per deciliter d bloodin
persons15yearsd ageor older. 1n1995, EOEP
received 483 elevated blood lead test resultsfor
136 workers. Becausethe Occupational Safety
and Health Administrationmandates blood |ead
testing for workersexposed to lead, EOEP often
recelves more than one test result for an
individual.

Most individualswith an elevated blood lead
level were male133 (98%); 3 (2%0) werefemale.
Seventy-two (53%)workerswere white; 11 (8%)
were African American; and for 53 (39%) workers
the race was unknown. Forty-nine (36%) workers
were o Hispanicdescent. Figurelidentifiesthe
distributiond workerswith elevated blood |ead
levelsby age group.

Fgure 1. Age Distribution of Workers with Elevated

Blood Lead Levels
0 No, of Workers

45-54

Age In Years

15-34 35-44

n=136

I ncreased employer and employee awareness o
the sourcesd lead exposurein theworkplaceand
d methodsfor reducingworker exposureare
essential for the prevention o occupational lead

15

55 & Older

poisoning. To help employersidentify potential
lead hazards, TDH offers free worksite
consultation. Part o thetypical consultation visit
isanindustrial hygieneinspection that includes
measurement d air lead levels, observation o
work practicesto assessexposure risk, and
recommendationsfor reducing worker exposures.
Worksite consultations are offered to employers
d workerswith reported blood lead levelsd 60
mcg/dL or greater and to all workerswith blood
lead levelsthat average50 mcg/dL over a 6-
month period. Consultationsare also conducted
at the request o companies, regardless o thelead
levelsd workers. Thedistribution of elevated
blood lead levelsby occupationis presented in
Tabledl

Another TDH prevention strategy is.health care
provider education. Workerswith elevated blood
levels can experienceirritability, memory l0ss,
headache, lassitude, arthralgia,
decreasedlibido, myalgia,
insomnia, paresthesia, abdominal
pain, anorexia, nausea, and
constipation. Acute

encephal opathy may occur in
adultswith blood lead levels
greater than 150 mcg/dL. Many
signsd lead toxicity are
nonspecific, highlighting the
importance d including
occupational information when
taking themedical history. The
resultsd thefollowing
investigation show the
importanced prompt case
reporting. Thedistribution d
blood lead reports by level is
shownin Figure 2.

Unknown

Investigation. A laboratory

reported elevated blood lead
levelsranging from 41to 78 meg/dL (mean51
mcg/dL) for 20 individuals working at a
demoalitionsite. Duringtheinitial EOEP contact,
the company officidsstated that they knew
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Table 1. Number of Elevated Blood Lead Test Results by

Occupation
No. of No. of
Tests  Patients Occupation
55 8 Supervisor and Manager
43 27 Solderer and Brazer
40 6 Miscellaneous Machine Operator
39 6 Paster
37 12 Industrial Machine Repairer
36 25 Unknown
32 7 Laborer, except construction
28 2 Miscellaneous Electrical and Electronic Equipment Repairer
23 3 Inspector, Tester, Grader, and Checker
21 3 Machine Feeder and Offbearer
16 2 Extruding and Forming Machine Operator
15 3 Freight, Stock and Material Handier
15 2 Miscellaneous Plant and Systerm Operator
14 5 Electrical and Electronic Equipment Assembler
10 5 Furnace, Kiln, and Oven Operator
Q 4 Welder and Cutter
8 1 Crushing and Grinding Machine Operator
8 1 Industrial Truck and Tractor Equipment Operator
6 1 Electrician
6 1 Lathe and Tuming Machine Operator
5 1 Assembler
3 2 Automobile Mechanic
3 1 Hand Packer and Packager
3 2 Stock Handler and Bagger
2 2 Grinder, Abrader, Buffer, and Polisher
2 7 Painter
2 1 Rolling Machine Operator
1 1 Heat Treating Equipment Operator
1 1 Production Helper
n=483 n=142
asbestoswas on the premiseswhen demalition

started and had taken precautionsto protect
workersfrom asbestosexposure. They were
unaware, however, that lead was present until
several monthslater. Lead exposurewas
occurring when workersused atorch to cut
through metal pipe that had been painted with

lead-based paint.

identified, thecompany initiated blood lead
testingfor thelead-exposed workersand
provided personal protective equipment
(respiratorsand work clothing)for use during the

demolition work.

Oncethislead hazard was

In cooperationwith the
owner d the demolition
site, EOEP met with the
owner's representativeand
the demolition company
site manager to discussthe
hedlth effects o elevated
blood lead levels and the
potential for take-home
exposure. Subsequently,
workerswere provided
with the sameinformation.
To evaluate the potential
for take-homelead
exposure, EOEP dso
offered assstancein
conducting blood lead
testing among young
children and other family
membersd employees.

Two groupsd men
worked at thesite. Group
A consstedd 6loca
workers (white, non-
Hispanic men) who were
hired for the asbestos
remova area. They lived
with their familieswithina
few milesd theste. In
addition, 20 Hispanic mae
workers(GroupB) were

hired for other demolitionwork. They were dl
from acity approximately 500 miles away and
had nofamilyinthearea. Group B workeda
rotating schedule (5weeksat the site, 1. week off)
and returned to their homes during their week
off. Not all the men returned to the demalition
siteat theend d their week off.

At thetimed theinitia vist, only 3loca workers
(Group A) remained with the company: 2 metal
pipe cuttersand 1 crane operator. Fifteen workers
from Group B remained at theworksite. They

had been removed from tasksinvolving lead

16
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exposure and wereworkingin the
asbestosremoval areabecause o
their elevated blood lead levels.

Six childrenfrom theloca
workers familieswere tested for
blood lead. Onechild had an
elevated blood lead leve (11
mcg/dL). Thefamiliesand the
health provider wereinformed d
the blood |ead resultsaccording to
CDC guidelinesfor follow-up.

The company took an active
interest in reducing employee
exposure through protective
measuresthat include prevention
education. The employees
continue to be monitored for
elevated blood lead levels, and
their levelshave remained below
40 mcg/dL.

Figure 2. Distribution of Elevated Blood Lead Levels

No, of Individuals

100

40-49 50-59 60 and over
n=136 Blood Lead Level (mcg/dL)

Noncommunicable Disease Epidemiology and

Toxicology Division (512) 458-7269

17




Epidemiologyin Texas

1995

Silicosis and Asbhestosis

Silicosis

L ung diseasesecondary to
exposure to dusty work conditions
has been described since antiquity.
Concern about theincidenced
slicosis (lungscarring caused by
exposuretosilica) in Texas
resulted in theincluson d this
conditionin Texas Occupational
Disease Reporting Law enacted in
1985. Thislaw requiresthat
physicians and other health
professional report all casesd
confirmed or suspected silicosisto
TDH. In addition to the passive
surveillancerequired by law,
activesurveillancefor slicosswas
initiated by TDH in 1992
(supported by funding from
NIOSH). Sincethat timeTDH has
sought identificationd additional
silicosiscases.

30-39

n=24

Current surveillancefor silicosis alsoincludes

e death certificatereview for mention o silicosis
asacontributing or underlying cause d death

e medical recordsreview on all patients
discharged with adiagnosisd silicosisat
selected hospital s throughout the state

Unfortunately, reviewsd death certificates and
hospital medical recordsdo not facilitatetimely
identification o individualswith slicoss,
because death certificates are often not available
until 6 months after theend o the calendar year
inwhich the person died. Hospital medical
record reviewstypically identify individuals
years after initial diagnosis.

EOEP received 26 reports o suspected or
confirmed casesd slicosisduring1995. Asin
previous years, most d the silicosiscasesreported
in 1996 were identified through death certificates
(11, 26%) and hospital medical records(11, 26%).

18

Figure 1. Silicosis Age Distribution
g No, d Individuals

70-79

80+

50-59 60-69
Ageat Diagnosis

40-49

Two (8%) caseswere reported by physicians, and
2 (8%)by hospitals. Both o theseindividuals had
been hospitalized for treatment d illnesses
unrelated to silicosis.

O these 26 reports, 2 werefor suspected casesin
which asglicossdiagnosiswaslater ruled out. As
aresult, 24 caseswerereported with a confirmed
diagnosisd dlicoss. Two d theindividuals
diagnosed with silicosiswere also diagnosed with
ashestos's; oneworker had both silicosisand
tuberculosis; and oneworker had both silicosis
and lung cancer. Informationon smoking status
was availablefor 14 workers; 7 (50%) o these
were noted to be smokers.

Seventeen (71%) d theworkerswith silicoss
were white, 5 (21%) were African American, and 2
(8%)were d unknown racial origin. Sx d the
workers were Hispanic, 11 (46%)were non-
Hispanic, and the ethnicity was unknown for the
remaining 7 (29%) workers. Theage distribution
for theworkersis presented in Figurel
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Accurate occupational informationis often
difficultto obtain. Deseth certificates, the sourced
numerous reports, may list theindividual's last
job rather than the occupation where the silicosis
exposure occurred. If verification cannot be made
that a particular occupationmight result in
exposureto slica, theworker's occupationis
recorded as unknown. In8 (33%) d theslicosis
casesidentifiedin 1995, theindividual sreceived
their slica exposurewhileworking as
sandblasters. Genera laborers, who cleaned the
area after sandbl astingwas compl eted, accounted
for the next largest occupational group at-risk for
dlicogs, with 4 (17%)workersreceivingtheir
exposurein these jobs. Three (12.5%)individuals
worked in supervisory positions, 2 in agranite
quarry, and 1in asandblasting company. Three
workerswere exposed to silicain various other
occupations; the occupation was unknown for the
remaining 6 (25%)workers.

I ndustries associated with the silicosisexposures
EOEPinvestigatedwere asfollows. Ten (42%)d
the workerswerein the constructionindustry, 2
(8%)werein mining, 3 (13%)werein manu-
facturing; 1 (4%)wasin auto repair, 1 (4%)wasin
agriculture, and 7 (29%)werein unknown
occupations.

Figure 2. Confirmed Asbestosis Reports by Year 1985-1995

No, d Individuals
1000

800

600

400

200

85 8 87 88 89 90 91 92 93

Year d Report

n=1987
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In 1991 the prevention o the major occupational
lung diseasesin worker populations wasincluded
in the Healthy People 2000 Objectives established
by the US Public Health Service. Prevention of
occupational lung diseases depends on increasing
employer and employee awareness o the causes
d these diseasesand the methodsfor reducing
workers exposures. To help employers meet
these goals, TDH providesfree assistancein
identifying worksite practicesthat put workers at
risk o direct or incidental exposureto silica
Educational literature, including a pamphlet on
silicosis preventionfor employersand workers, is
availableat no charge through the EOEP office.

In summary, silicosisremains an ongoing
problemin Texas. Thorough, effectiveworksite
follow-up and intervention relieson timely
reporting o diagnosed cases. EOEPis developing
acommitteed advisorsfromindustry, medicine,
business, and employeesto improve reporting
methods and prevention strategies.

Asbestosis

Figure 2 showsthe yearly increasein the number
o reports to TDH during the10years since
reporting beganin1985. During1995,977
confirmed asbestosiscaseswere .
reported to TDH. Physicians
reported 201 (21%)d these cases,
and EOEP obtained 114 (11%o) cases
reports through death certificate
review. However, the large
increasein 1995 was due primarily
to the 662 (68%) confirmed
ashestosis casesidentified through
anintensive medical record review
in one pulmonologist’s office.

O the 977individualswith
asbestosi's, 940 (96%0) were male
and 37 (4%) female. Whites
comprised 489 (50%) o the cases,
and African Americans, 114 (12%).
Non-Hispanics made up 140 (14%)

94 95
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d the cases, and Hispanics, 26 Figure 3. Asbestosis Reports by Industry
(3%). However, since many
medical providers do not collect
data on race or ethnicity, race was
unknown for 374 (38%)
individuals, and ethnicity was 400
unknown for 811 (83%).

0 No. of Individuals

Diagnoses o both silicosisand 800

asbestosiswere reported for one
individual. Eighteenindividuals 200
had both lung cancer and

asbestosis, and 11.individuals had

both mesothelioma and asbestosis. 100
Figure3identifiestheindustry

where the asbestosexposure

occurred. Medical recordsfor 20 0 : _ -
of the 37 women with asbestosis . Manufacturing Unknown Construction Other
documented that they were ‘Includes 20 women with second-hand asbestos exposure.

exposed to asbestosfibers second
hand (viaa household member's
asbestos-covered work clothes).

Noncommunicable Disease Epidemiology and
Toxicology Division (512)458-7269
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Occupational Tuberculogs Sudy

The Occupational Tubercul osisStudy was
designed and funded by CDC to obtain
occupational history informationfrom persons
aged 16 to &4 yearswho have active tuberculosis
(TB). Through identification o occupational
groups at highest risk for devel oping active TB,
the most effectiveinterventionscan be targeted to
the most appro'priatework sitesand occupations.
The study was conducted throughout Texas
during 1995 at 18 specific sites that had
voluntarily agreed to collect the occupetional data
from TB patients. Participatingsitesincluded 13
local health departments and 5 regional TDH-TB
control programs; al sites submitted completed
Occupational TB Study questionnairesto the
ECEP.

Table 1. Distribution of Study Participants
by Type of Industry

No. of
Participants  (%0) Industry
53 8 Construction
31 4 Restaurant
20 3) Hospital
19 3 Manufacturing
17 %)) Agriculture
16 )] Automobile Sales/Service
15 )] Retail Sales
410 (58) Other Industries
35 ® Missing Industry Information
94 Q13) Never Employed
n=710

Of the 2369 cases d activeTB reported to TDH in
1995,710 (30%) patientswere aged 16 to 64 years
and participated in the Occupational TB Study.
Preliminary analysisd data collected on the
Occupational TB Study questionnairesyielded the
following results.
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Table 2. Distribution of Risk Factors for
Tuberculosis Among Study Participants

Respondents.
with Risk Factor Facilities
Percent (%) Associated with Risk
36.7 No Rk Factor
21.8 Prison or Jall
14.9 Hospital
9.8 Parole or Probation Facility
9.0 Homeless Shelter
7.8 Nursing Home

Over haf o thestudy participants (409, 58%)
claimed that they were currently unemployed.
Ninety-four d these persons (13% of:the study
participants) said they had never been employed.

I ndustriesin which participants said they were
currently or most-recently employed are
presented in Table1l. Participants named the
constructionindustry astheir current or most-
recentindustry d employment more often than
any other industry.

The Occupational TB Study questionnaire
included questionsabout possiblerisk factorsfor
TB. Risk factorsthat were common (occurringin
at least 7%) among the study participants
included ahistory d living or workingin a
nursing home, hospital, homel ess shelter, or
correctional facility. Table 2 showsthe
frequenciesd eachd theserisk factorsamong
the study participants.

Health careworkersarebelieved to have an
increasedrisk d developing active TB. Inthis
study, 51 persons (85% o thestudy participants)
indicated that their most recent jobshad beenin
health care occupationsor facilities. The
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distributiond thesestudy Figure 1. Distribution of Study Participants Recently
participantsby occupationis Employed in Health Care, by Occupation

presented in Figurel. The
particular occupationd one
individual is unknown. Nursing
was the most common occupation
among those personswho
indicated recent employmentin the
health carefield.

Other
Occupations
36%

Medical

Technician
6%
) ) Home Health
Noncommunicable Disease Caregiver
Epidemiology and Toxicology Housekeeping/Custodial %

Division (512)458-7269 n-80 14%
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Family Violence-Related Deaths, 1994

Family violenceis defined as"an act by a Figure 1. Type of Weapon Used in Family
member d afamily or household against Violence Deaths, 1994

another member that isintended to result

in physical harm, bodily injury, assault, or Firearm

59%

athreat that reasonably placesthe member
infear d imminent physical harm™ (Texas
Family Code). Household or family mem-
bersincludeindividualsrelated by blood
or affinity, marriage or former marriage,
biologica parents d the same child, foster
children and parents, and current or former
membersd the samehousehold (including

roommeates).
Other

Since1991 the Texas Department d Public 10%

Safety has, through the Uniform Crime
Reporting Program, collected information
on family violenceincidentsin the state. In

1995 the criminologistsd the Texas Knife/Cutting Instr, Finds, Post. Ete:
Department d Public Sefety electronically 19%
shared the 1994 data on family violence-

related deaths with injury epidemiol ogists

and preventionspecialistsd  the Texas n=276 Deaths
Department d Health. Datad particular

interest to public health officials
included demographics, date o
injury, victim-offender relationship,
and type d weapon. Thedatawas
analyzed to describe patterns of

Table 1. Victim/Offender Relationship, 1994

Relation (Victim to Offender) No. Percentage yeet -
family violence-related deathsin the
Spouse A A stat
Common-law Spouse 36 13 e
Other Family Member 24 9 L . )
Sibling 23 8 In 1994,286 individualswerekilledin
Roommate 22 8 reported incidents d family violence
Child 22 8 inTexas. Victimswere evenly split
Ex-spouse 15 5 between males (141) and females
In-law 13 5 (145). Ninety-seven percent (276/
Parent 10 35 286) of the deathsinvolved 1 victim
g:epCh”d . 12 _ 2'5 and 1offender. Theanalysisd the
epparen dataonincidentsinvolvingLvictim
Grandparent 1 0.5 d1.offend i1 b ted here:
Relationship Unknown 1 05 anad L ottender will be presen e,
Total 276 160 information on multiple offendersor
ot multiplevictimsare not presented.
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Half (139/276) d the singlevictimskilled by a
single offender werefemale. Sixty percent (160/
276) o thevictimswere between theagesd 20
and 39 years. Thirty-seven percent (104/276) o
the decedents were black.

Figure 2. Family Violence Incident to Female Spouse

by Month, 1994

No. of Incidents

Jan Feb Mar Apr May June July Aug Sep Oct Nov Dec
Month

n=93 Deaths

The victim-offender relationship among family
violence-relateddeathsis shown in Table 1.
Fifty-three percent (145/276) o thevictimswere
killed by their spouse (married, common-law, or
ex-spouse). Other relationshipsincluded victims
who were the offender's other family member
(9%), child (8%), sibling (8%), or roommate (8%).

AsFigurelillustrates, 162 o the 276 victims
(59%) werekilled by afirearm (ie, handgun, rifle,
shotgun), 52 (19%)were killed by a knife/cutting
instrument, and 34 (12%) by personal weapons
such ashands, feet, and fists.
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Because d the growinginterestin spousal vio-
lence, additional data analyseswere performed
on 145 family violence-related deaths caused by a
current or former spouse (through traditional or
common-law marriage). O the145victims, 93
(64%) were femae; white/non-
hispanic and black victimseach
represented 52 (36%0) o the deaths;
100 (70%)were aged 20 to 39 years.
Victims and offenders werebasi-
cally d the samerace/ethnicity.
For instance, 49 o the 51 white/
non-hispanic victims (96%)were
killed by white/non-hispanics, 51
o the52 black victims (98%) were
killed by blacks, and 34 o the 39
hispanic victims (87%)were killed
by hispanics.

On average, 1 death occurred every
4 daysto female spousal abuse
victims. Thirty-three (36%) o
these 93incidentsoccurred on a
Friday or Saturday. The highest
number d incidentswasin March
(21), followed by June (11) and
January (10) (Figure 2). Sixty-five
percent (60/93) d thevictims
were shot to death.

Thisreport examined only the characteristicsd
the deaths associated with family violence. Many
more Texanssuffer nonfatal consequences. In
1994, the Texas Department o Public Safety
received reports detailing the circumstancesd
over 160,000 victimsd family violencewho did
not die.

Inju'y Prevention and Control Program
(512) 458-7266

/
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Firearm-Related Deaths by Month of Occurrence

In 1994 there were 339%6 Texanswho died from ahigh o 140incidentsduring August to alow o
firearms. Informationregarding month o injury 106 incidentsduring June. November (11), Au-
was availablefor 93%(3149/3396) d thefatalities gust (10), and January (10) had the highest num-
(TexasDepartment d Health Bureau d Vita ber d unintentional incidents.

Statistics).

Injury Prevention and Control Program

AsFigurelillustrates, the number o monthly (512) 458-7266

shootings (al intentionalities) that
resulted in death wasfairly stable
throughout theyear. Therewere,
on average, 263 deaths per month.
The highest number d deaths
(284)werein March, followed by
May (278) and August (276).

O the 3149firearm-related
deaths, 1514 (48%)were self-
inflicted, 1482 (47%)were due to
assaults, 92 (3%)were uninten-
tional, and 61 (2%)were under
legal or unknown circumstances.
The highest number d salf-
inflicted incidents (152) werein
May, followed by March (141),
and September (137). Assault-
related shootingsfluctuated from

Figure 1. Firearm-Related Deaths by Month of
Occurrence, 1994
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Group A Streptococcal Invasive Disease

Invasive group A Streptococcus (GAS)infections
were madereportablein Texasin1994. A cased
invasive GASinfectionis defined asisolation o
group A Streptococcus fromanormally sterilesite
d thebody. During 1995, thefirst full year d
GASreporting, 95invasive GASinfectionswere
reported. The casesoccurredin 27 different
countiesin Texas. Sixty-ninepercent werere-
ported from 4 counties. Harris(19), Dalas(17),
Travis(17), and Bexar (13). The 23 other counties
had 4 or fewer cases per county. Fifty percent of
the GAS patients were males. Racewas known
for 88 (92%) o the patients. 51% were white; 39%,
Hispanic; 9%, African American; and 1%, Asian.
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Onsetsd illnesswere reported in every month
except August. Sixty-five percent d the caseshad
onset from February through June. Seventy-five
percent d the patients had bacteremia, 10%had
meningitis, and 86 had necrotizingfasciitis. Of
the 7 patientswho died d GAS 6residedin
Harris County. Four o the patients who died
were maes, 6 werewhite. The causesd death
were sepsis (3), necrotizing fasciitis(2), septic
arthritis (1), and pneumonia (1).

Infectious Disease Epidemiology and Surveillance
Division (512)458-7676
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Hantavirus Pulmonary Syndrome in Deaf Smith and Jefferson Counties

Hantaviruses, the agentsdf hantavirus pulmo-
nary syndrome, arewidely distributed RNA
virusesthat infect wild rodents. Transmission of
virus to humans usually occurswhen aerosolized
excretafrom an infected animal isinhal ed.
Hantavirus pulmonary syndrome (HPS)is charac-
terized by adult respiratory distress syndrome
(ARDYS). Thevast mgjority o caseshavebeen
caused by Sin NombreVirus (SNV). However, at
least 5 caseshave been due to 3 non-SNV viruses:
New Y ork, Bayou, and Black Creek Canal.

After 4 or 5daysd aflu-likeillness, infected
patients usually present with fever, tachypnea,
tachycardia, hypotension, and rales or crackles.
Symptomsincludefever, myalgias, chills, cough,
nausea, vomiting, headache, diarrhea, malaise,
shortnessd breath, dizziness, arthralgia, back or
chest pain, abdominal pain/tenderness, and
sweats. Abnormal laboratory findings include
thrombocytopenia, an elevated hematocrit, and an
elevatedlactate dehydrogenase (LDH), aspartate
aminotransferase (AST), and alanine aminotrans-
ferase (ALT).

Thefirst recognized outbreak d HPSbeganin
May 1993 where New Mexico, Arizona, Colorado,
and Utah converge. Sincethen 131 caseshave
been confirmedfrom 24 states. Fifty-eight percent
d the patients havebeen male. Patientshave
ranged in agefrom11to 69 years. The case-
fatality rateis about 50%.

The TexasDepartmentd Health (TDH) con-
firmed 2 casesd Hantavirus Pulmonary Syn-
drome (HPS)in1995. Thefirst patient wasal5-
year-old Hispanic maefrom Deaf Smith County
who becameill inMay. Hisinitial symptoms
wereflu-likewith nausea, vomiting, and progres-
sveweakness. On May 17, 4 days after onset, he
presented at aloca emergency room with no
measurableblood pressure and barely pal pable
pulses. After rehydrationwith lactated ringers,
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he had atemperature d 102.6" F, pulse rate o 96,
respiratory rate d 28, and a systolicblood pres-
sured 82 mm Hg. Hisheart sounded normal and
hislungs were clear, although his O, saturation
wasonly inthe 70s. With a preliminary diagnosis
d septic shock, he was given 500 millileters o 5%
albumin, placed on ceftriaxone, and transferred to
atertiary carehospital.

On May 18 he was tachycardic, hypotensive, and
hypoxicto the point o requiring intubation. His
chest x-ray showed bilateral interstitial and
aveolar infiltratesconsistent with ARDS. Despite
aggressive therapy, the patient died-approxi-
mately 24 hours after being transferred. The
patient's serum, tested at TDH, contained anti-
body to SNV.

The second patient, a 23-year-old white male from
JeffersonCounty, survived hisillness. He pre-
sented to alocal hospital on November 5, with a
7-day history o worsening back pain, fever,
shortnessd breath, myalgias, nausea, vomiting,
and diarrhea. On admission he had apartial
pressured oxygen (pO,) o 60 onroomair, a
chest x-ray showing bilateral interstitial infil-
trates, and thrombocytopenia. Despite aggressive
supportive care, the patient developed progres-
siveelevationd liver enzymes and hypoxemia.
On November 8 the patient was transferred to a
tertiary carehospital.

Hewas admitted to theintensive care unit in
moderaterespiratory distress. On arrival the
patient had atemperature o 97.2" F, pulse d 110,
respiratory rate d 32, and ablood pressure o
210/100 mm Hg. Hischest x-ray continued to
show bilateral interstitial infiltrates.

On November 10 the patient was intubated. The
following day he was noted to have thrombocyto-
penia, hypocalcemia, and hisrenal function
deteriorated. Beginning November 12 the patient



Epidemiology in Texas

1995

began to improve; he was discharged on Novem-
ber 17. TDH wasnotified that the patient's serum
contained antibody to hantaviruson December 5.
Further testingindicated that the patient was
infected with the Bayou virus, and not SNV.

Two other HPS cases have been reported in Texas.
Thefirst, in Junel993, was afatal casein aprevi-
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oudly healthy 58-year-oldwoman from Angelina ’
County. About 9 monthslater,in March1994, a
29-year-old Hispanic woman from Kleberg
County survived infection.

Infectious Disease Epidemiology and Surveillance
Division (512)458-7676
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Hazardous Substances Emergency Events Surveillance

Under a cooperativeagreement with Figure 1. Number of Hazardous Substances
the Agency for Toxic Substancesand Emergency Events by County

Disease Regidtry, the Texas Depart-
ment o Health has conducted surveil-
lance o hazardous substances emer-
gency eventsin Texassince January
1993. To collectinformation about
these spills and releases, the staff usea
number d sources, including state
environmental agencies, local fire
department hazardous material s units,
hospitals, and federal agencies. Data
are collected on emergency events that
meet the case definition d an uncon-
trolled or illegal release or threatened
release o hazardous substancesor the
hazardous by-productsd substances.

I nformation obtained about the re-
leasesis recorded on standardized
data collectionforms that include No. of Events
information on the event, substance(s)
released, victims, injuries, evacuations,
and emergency decontaminations.

IN 1995, 2,130 reported hazardous
substancesemergency events met the
case definition, compared with 1,258 eventsin facilitiesand 172 (8.1%) wererelated to transpor-
1993 and 1,256 eventsin1994. Theincreaseinthe tation. Figurelshowsthedistribution of these
number of spill eventsfor 1995 can be attributed,  eventsby county. Asin previous years, the

in part, to more reporting sourcesand increased majority o releasesoccurred on the Texas Gulf
efficiency in data collection. OF the 2130 events Coast.

reported in 1995, 1,958 (91.9%) occurred at fixed

Table 1. Distribution of the Number of Substances Released by Type of Event

Type of Event

Fixed Facility Transportation All Events
No. of
Substances No. of No. of No. of No. of No. of No. of
Released Events (%) Substances Events (%) Substances Events (%) Substances
1 1,8% (96.8) 1,896 165 (95.9) 165 2,061 (96.8) 2,061
2 44 (2.2) 88 5 @9 10 49 (2.3 98
3 6 0.3 18 1 ©.6 3 7 03 21
4 4 ©2 16 0 0.0 0 4 0.2 16
5 2 0D 10 1 ©.6 5 3 ©.1D 15
>5 6 0.3 125 0 0.0 0 6 03 125
Total 1958 2153 172 183 2130 2,336
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Table 2. Most Frequently Spilled o
Released Chemicals

Rank Chemical Number (%)
1 Sulfur dioxide 214 (10.0)

2 Benzene 74 3.5
3 Ammonia 70 3.3
4 Sulfuric acid 69 @3.2)
5 Hexane 56 2.6)
6 Ethylene glycol 84 2.5

7 Sodium hydroxide 50 .3)

8 Butadiene 48 2.3
9 Hydrogen sulfide 45 @20
10 Hydrochloric acid 43 2.0
Total 723 (33.9)

Table1 shows the number d substancesrel eased
by type o event. Substancescan include releases
o single chemicalsor mixturesd several cherni-
cals. Over 95%d releasesfrom both fixed facility
and transportation eventsinvolved one chemical
or onemixture. Table 2 presents the most fre-
quently spilled or released chemicalsthat were
not part o mixtures. The10 chemicalslisted in
the table wereinvolved i n approximately one-

third o thereported events. Ten percent o al
releasesinvolved sulfur dioxidefrom fixed facili-
ties. Atleast another 347 releasesinvolving
mixturesd chemicals contained1 or more o
these10 chemicals, so that approximately one-haf
d all reported releasescontained 1.or mored the
chemicalslisted on Table 2.

Thefrequency o hazardous substancesrel eases
varied by timed day, day of week, and time o
year. O the 2123 eventswith information about
timed occurrence, approximately 65% occurred
between 6 Amand 6 Pv. Emergency eventswere
lessfrequent on the weekends. The number d
eventswaslowest for the period o January
through March (430) and highest for the period
Apiril through June (603).

A total o 256 persons experiencedinjuriesrelated
to emergency events. Approximately 10% o
transportation events resulted in injuriescom-
pared with 26 o fixed facility events. Asin
previous years, the majority (61%)d theinjured
were from the general public. Approximately 34%
were employeesand 5% wereresponders. The

Table 3. Distribution of Injuries by Type of BEvent

Type of Event

Fixed Facility Transportation All Events

No. of No. of No. of
Type of Injury Injuries (%) Injuries (%) Injuries (%)
Chemicalbums 4 20 1 (0.4) 5 .m
Dizziness or other CNS* 11 6.5 19 (7.5) 30 6.6)
Bye irritation 20 ©.9 37 (14.6) 57 (12.6)
Headache 26 (12.9 20 (7.9) 46 (10.1)
Heat stress 2 0.9 0 (0.0) 2 (o))
Nausea 20 9.9 37  (146) 57 (12.6)
Respiratory irritation 90 (44.8) 88 (348 178 39.2)
Skin irritation 3 (1.5 3 1.2) 6 2.5
Thermal bums 6 3.0 3 1.2 9 2.0)
Trauma 1 0.5 12 @4.7) 13 .9
Vomiting 4 2.0) 15 (5.9) 19 4.2
Other 14 (7.0 18 (7.1 32 7.0
Total 201 253 454

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

"Central nervous symptoms or signs
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majority (77%)d victimswere males. Agesd the
injured ranged from 1to 86 yearswith amedian
aged 35years.

Over 80% d the victimswere injured by releases
in4 counties: Nueces(55%), Harris (14%), Dallas
(8%), and Travis (5%). Therest o theinjuries
occurred in 20 other countiesthroughout Texas.
Table 3 shows the types o injuriesdistinguished
by whether the event occurred at afixed facility
or was related to transportation. For both types of
events, respiratory irritation was the most com-
mon injury reported. Other injuriesor symptoms
frequently reported included nausea (12.6%), eye
irritation (12.6%), headache (10.1%), and dizziness
or other central nervoussystem signs or symp-
toms (6.6%0). Approximately 36% o thevictims
wereinjured by asingle event involving the
released the solvent cumene, a colorlessliquid
with asharp, penetratingodor. Another 53
personswereinjured by exposureto chlorine, and
23wereinjured by exposureto ammonia. The
rest d thevictimswereinjured by awide variety
d chemicals.

No deaths were reported among the 256 persons
injured, although 33 (12.9%) were admitted to the
hospital. About twiceas many (17.9%) victims
injured at fixed facility events were admitted to
the hospital than werevictims (8.3%) d transpor-
tation-related events. Injured employeeswere
morelikely to be hospitalized (27.9%) than was
the general public (5.7%);no responders were
hospitalized.
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Officidsordered evacuationsin 79 (3.7%) o the
2130 reported events. These evacuations were
morelikely to be ordered for transportation-
related events (8.1%)than for fixed facility events
(3.3%). Estimated numbersd persons who left
their homes, schools, or placesd business ranged
from 2 to 3500 with amedian number o 35
persons per event requiring evacuation. Ammo-
niareleases accounted for approximately 18% of
eventswith ordered evacuations, the highest
proportion d any chemical release. An estimated
4,665 peoplewere evacuated asaresult o releases
d ammonia

I nformation obtained from the hazardous sub-
stances emergency eventssurveillance system can
help identify risk factorsand associated morbidity
and mortality related to these events. In Texas,
theseeventsare most likely to occur in the Gulf
Coast countiesand at fixed facilities;however,
transportation-rel atedevents are most likely to
resultininjuries. Although sulfur dioxideis one
d the most frequently reported releases, injuries
aremorelikely to occur with releasesd ammonia
and chlorine. Employeeswho areinjured in these
eventsare morelikely to sustain injuries serious
enough to warrant hospitalization than the gen-
eral public or responders. Thisinformation can
be useful i n education programs for manufactur-
ersand transporters d hazardous substances as
well asfor local emergency planning committees,
first responders, firefighters, and hazardous
materialsunits.

Noncommunicable Disease Epidemiology ad
Toxicology Divison (512)458-7222
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Health Assessment Activities: Assessment and Education

TheHealth Risk Assessment and Toxicol-
ogy (HRAT) programd the TexasDepart-
ment d Health (TDH) evaluates possible
risksto human health from chemicdsin the
environment. Toxicologistsand epidemi-
ologistsin the program make recommenda-
tionsfor actionsto protect the publicfrom
exposuresto hazardous substances. Pro-
gram gtaff aso meet with or send materials
to health professionalsand peoplein &f-
fected communities to educate them about
chemicalsin their environment.

In 1995, HRAT gaff worked with citizens,
physicians, and/or agency representatives
to address health issues at 55 different sites
incountiesal over Texas (Figurel). Re-
auestsfor assistancecamefrom

< Individual citizens concerned about
chemicalsin drinking water, pesticide
over spraying, lead paint in their homes,
other environmental issues,

OR

¢ Citizensor other agenciesthat wanted an
independent assessment d potential health
effectsfrom chemicalsthat may be released
totheair, water, or land by hazardouswaste
sitesor particular activeindustrial sitesin
Texas.

Responseto these requests may involve written
consultations explaining the known health effects
associated with specific chemicas, likelihood o
exposure, and waysto avoid or minimize
exposure. Some requests may lead to long-term
and comprehensiveinvestigationssuch asa
public health risk assessment (PHA). A PHA
includes

¢ Review d historical air, soil, and water
samplingdatafor asite,
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Figure 1. Counties Where Activities Have Been
Conducted

Visit to thesiteto visually inspect structures,
geography, etc., and ask questionsd
employeeswho work at the site,

Review d demographicinformationabout the
peoplewho live near the site,

Anaysisd the potential d human exposure
to site contaminants,

Assessment d the potential risk to public
health,

AND

Recommendationsto protect human health.
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Public health assessmentswere completedin 1995
by the HRAT programfor two National Priorities
List (NPL)Superfundsitesin Texas. the RSR/
Murph MetalsNPL sitein West Dallas and the
Alcoa (Point Comfort Operations)/Lavaca Bay
NPL site near Port Lavaca on the Gulf coast.
After review by the Agency for Toxic Substances
and Disease Registry (ATSDR),the U.S,
Environmental Protection Agency (EPA), the
Texas Natural Resource Conservation
Commission (TNRCC), and the public, the public
health risk assessmentsfor thesetwo siteswere
published in1995. Program staff have enacted a
number d the public healthinterventions
recommendedin each health assessment.

RSR/Murph Metals NPL Site

Site History. TheRSR/Murph MetalsNPL siteis
located in Dallas County and encompassesa13.6
square-milearea d West Dallasincluding the RSR
lead smelter and surrounding neighborhoods
(Figure2). Thesmelter operated from 1934 until

Hgure 2. RSR/Murph Metals NPL Site, West Dallas

rinity River

West levoe

Removal Area

i

DHA Property

1984 when it was shut down due to concern about
lead in air emissions. Originally called Murph
Metas, the smelter was bought by RSR in 1971.
Air emissions containinglead were released from
the smelter smokestack from 1934 until 1984,
contaminating the soil in residential areas closeto
thesmelter. In addition, slag material and battery
chipscontaininglead from the smelter were
dumped incity land fillsand were also used as
fill in theyards and driveways o some West
Dallasresidences. Sail in neighborhoodsaround
the smelter was cleaned up by RSR in 1983-84,
and againin1991-94 by EPA after the blood lead
standard waslowered by the Center for Disease
Control and Prevention. A proposal madein May
1993to add thissiteto the NPL wasfinalized in
September 1995. Currently, EPA isin the process
d demolishingthe old smelter buildings and
smokestack and transporting them to a hazardous
waste disposal site. EPA will also removelead
contaminated soil from the smelter site and
replaceit with cleanfill.

HRAT Activities. The most
significantfinding of the health
risk assessment was that the
clean-up level for residential
areas set by EPA was protective
d human health. A 1993
ATSDR/City o Dallasblood |ead
study found that while 8.5%of
children in West Dallas had blood
lead level sabove 10 micrograms
per deciliter, |ead-contaminated

€ RSR
Smelter o

Wéstmorelcnd Rd.

soil was not a significant source
d exposure. Additionally, the
percent of children with blood
lead levels >10ug/dL was
consistentwith that observed in
other neighborhoods. By
comparison,in1983whenthe
RXR smelter was operating, 91.5%
d West Dallaschildren had blood

)

c
g
[2)

Dallas Houdng Authority
Proper‘;'/ 9 Slag Piles

- Removal Area

lead levelsabove10ug/dL. The
current rate d children with
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blood |ead levels above 10ug/dL
in West Dallasis consistent with
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ratesin Texasas awhole (9.5%). Thestudy found
that current exposured West Dallaschildren to
lead ismost likely dueto avariety d sources
including: lead paintin the home, exposurefrom
lead in the parents' workplacethat isbrought into
thehome, and lead in eating or drinking utensils.
Becausedf continuing community concern about
lead after the clean-up, the health
assessment recommended
additional educational efforts jp
the West Dallas community to
address questions about the clean
up and any potential risk to
human health. HRAT staff
prepared afact sheet on the RSR
Superfund siteto answer these
questions raised by community
members. Thisfact sheet and
other TDH pamphlets on
reducing childrens’ exposuresto
lead from household sourceswere
distributed to health clinicsand
other social service officesin West
Dallas. In addition, HRAT staff
made presentations to more than
150 junior high students at the
Environmental Science Academy,
whichisadjacentto theold RSR
smelter. Staff explained basic
toxicology and exposure concepts
and talked with the students
about soil clean-up in West Dallas. Similar
community education effortsin West Dallaswill
continue in 1996.

Alcoa (Point Comfort)/Lavaca Bay NPL Site

SiteHistory. ThisAlcoaaluminarefiningplantis
located on Lavaca Bay at Point Comfortin
Calhoun County (Figure3). LavacaBay is
situated on the Gulf coast between Corpus Christi
and Galveston. Mercury used inachlor-alkali
process at the Alcoaplantin thelate 1960s was
released into LavacaBay. Dueto anincreasing
awareness d the harmful effectsd mercury,
releasesby Alcoainto Lavaca Bay were reduced
by approximately 81%between 1970 and 1979.
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(map not to scale)

Mercury in sediments bioaccumul atedin fish and ’
crabsin that portion d the Bay near the plant. In
1988, after many yearsd sampling, TDH closed a
part of LavacaBay to thetaking d fish and crabs
because d the elevated levels of mercury infish
and crabs. Thissite was proposed to theNPL in
June1993 and finalized in February 1994.

Fgure 3. Alcoa (Point Comfort)/Lavaca Bay NPL Site

HRAT Activities. Thefinal health risk
assessment for the Alcoa (Point Comfort
Operations)/ LavacaBay site was publishedin
1995. Thisassessment found that the maor health
risk from thesitewas consumptiond mercury
contaminated fish and crabsfrom Lavaca Bay.
Mercury levelsin fish and crabstakenfrominside
theclosed aread the Bay are significantly higher
than are themercury levelsin fish and crabstaken
from other parts. Educational outreach to people
who may still be eating fish and crabsfromthe
closure areawas recommended. To better
understand community education needs related
to thesite, HRAT gaff have attended meetings o
the Citizens Advisory Panel to Alcoa (CAPA).
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Madeup d community membersand
representativesfromloca government and
businesses, the CAPA hasinput on issuesrelating
to the Superfund clean up process. Because
thisinvolvement, theHRAT program has worked
on these educational efforts:

¢ A presentationby TDH saff in the
community and one to the CAPA to explain
the reasonsfor the fishing /crabbing closurein
LavacaBay and explain the potential human
health effectsfrom mercury poisoning

+ Workingwith Alcoa, local officias, and
community membersa) to post new warning
signsin English, Spanish, and Viethamese
near boat rampsin the area toinform people
about the closure area and, b) to post signson
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pilingsin the water so that boaters entering
the closureareawill also be aware d the
mercury contamination

¢ Publishing and distributing more than 9,000
pamphl ets to government offices, clinics, and
busi nessesin the areato identify the closure
areain the Bay and educate residents about
the dangers d mercury

These educational effortswill continuein 1996
and will include meetingswith local shrimpers
who may be at particular risk from eating fish or
crabsfrom the closurearea.

Noncommunicable Dissase Epidemiologyand
Toxicology Divison (512)458-7269
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Hepatitis A and B

Vird hepatitiscontinuesto be an important public and symptomscommonly includefatigue, mild
health problemin Texas. Thismgor liver disease  fever, maaise, nauseaand vomiting, abdominal
category includestheinfectionscaused by epide-  pain, and loss of appetite. Jaundice, dark-colored
miologically and structurally complex viruses: urine, and diarrhea occur lessfrequently. Many
hepatitisA virus (HAV),hepatitisB virus (HBV), individuals, particularly young children, have
hepatitisCvirus (HCV), hepatitisD virus(HDV,  asymptomaticinfections. For thisreason, itis

aso known as Delta agent), hepatitisE virus difficult to determinea population'slevel o
(HEV), and the newly identified hepatitisG virus  susceptibility based solely on theincidenced
(HGV). Additional hepatotropicviruseswith symptomaticillness.

differing nomenclaturealso are currently

under evaluation as possible pathogens. Figure 1. Hepatitis A Incidence Rate per

Therewere 4628 casesof viral hepatitis 100,000 Population by County
reported to the Texas Department o
Healthin 1995, down dlightly from the
19A total o 4,703. Of the 1995 cases, 98%
were infections due to either HAV, HBV,
or HCV. HAYV infectionsaccounted for
65%d thetotal, and 26%were dueto
HBV. Therewere 340 acute HCV casss,
representing o d thetotal. Therehas
been a steady decreaseover the past few
yearsin the numbersd reported casesd
""non-A, non-B hepatitis" and " hepatitis,
type unspecified,” thelatter including
casesdiagnosed on aclinical basis. This
decreaseismost likely due to increased
use d specifichepatitisserologic testing.
The declinein casetotalsis most notable Rate per 100.000
for non-A, non-B hepatitis, aslaboratory [ ]o1-149
testingfor HCV continuesto improve. | 150-2909
Therewere only 2 casesd hepatitisD S
reported in1995. HepatitisE, an

enterically acquired infection, hasyet to

be confirmed in Texas, although physiciansalong

the Texas-Mexicoborder are awared the poten- In Texas, hepatitisA isamong the most frequently

tial for this disease to appear in their communi- reported infectiousdiseases. Thisyear, 3001

ties. caseswere reported from140 counties throughout
thestate (Figurel). Thel1995total representsa

Hepatitis A small increase (4%)over the 2,877 casesreported
in1994. Asin 1994, thestatewideincidencerate

HepatitisA isan acute, salf-limitinginfection was approximately16 cases per 100,000 popula-

caused by an enterically acquired virus. The tion. The case-fatality ratio remained .03% in

hepatitisA virus (HAV)isconcentratedin stool,  1995; only lindividual died asaresult d HAV
and infectionistransmitted from personto person infectionthisyear.
by thefecal-oral mode. Illnessbeginsabruptly,
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OF 3,001 casesreported in 1995, 62% occurredin
ethnic Hispanics, 26%in whites, 4%in African
Americans, and lessthan 1% in other racial
groups. Theincidencerates per 100,000 popula-
tion were 28 for Higpanics, 7 for whites, 5 for
African Americans, and 6for all others. The
incidenceratesfor malesand femaes were ap-
proximately the same. However, some age-
related differenceswere notable (Figure2).

Hepatitis A spreads easily within familiesand in
child-care facilitiesand schools. Children have
the greatest risk d infection; athird o all re-
ported cases occurred in children under 10 years
d age. Asin previousyears, the highestinci-
dencerate overall (47cases per 100,000) wasin
theage group d 59 years(Figure?2).Incidence
rates were particularly high among Hispanic
children (66 cases per 100,000 for children under
age10). In contrast, theincidenceratefor white
children under age 10 was 34 cases per 100,000.
Among Hispanics, the5-9 age group accounted
for nearly 3% d thetotal reported casesand had
an age-specificincidencerate o 101 cases per

Fgure 2. Reported Cases of Hepatitis A per 100,000
Population by Sex, Race/Ethnicity, and Age

Texas

Males
Females

“White |-

Hispanic|
African America
Other

60+ y'/ecrs A

100,000. Whitestend to acquirethe diseaselater
inlife; 42% o cases affecting this group occurred
inindividual sbetween theagesd 20 and 39 (an
age-specificincidencerate d 46 cases per 100,000).

Although there were no community-wide out-
breaksin 1995, hepatitis A remains a significant
public health problemin Texas. Controlling the
spread d hepatitis A has depended on proper
hygiene with an emphasis on hand washing, as
well asthe timely administration of immune
globulin (1G), which continuesto bein short
supply. Fortunately, thefirst hepatitis A vaccine
waslicensedfor usein the United Statesthis year.
Thevaccineisvery effective, protecting up to 98%
d recipients2weeksafter thefirst dose. A 2-dose
seriesisindicated for adults, while a2- or 3-dose
seriesisindicated for children between the ages of
2and 18. HepatitisA vaccineisnot licensed for
usein children under 2 yearsd age.. At thistime,
the Texas Department d Health recommends the
vaccine only for susceptible persons who antici-
pate travel to a developing country, and for
membersd groups at high risk for hepatitisA.
Seroprevalence studies d various
populations may identify other
high-risk groups, and these
recommendationsmay be ex-
panded. Although hepatitisA
vaccineisoned the most effec-
tive ever developed, an emphasis
on proper hygieneand hand
washing remains essential in
controllingthe spread of HAV
and other foodborneillnesses.

Hepatitis B

HepatitisB virus (HBV) infections
are clinically indistinguishable.
from those caused by other
hepatitisviruses. The epidemi-
ologic characteristicsdf HBV
infections, however, are clearly

0 10 20 30

Incidence Rate per 100,000
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thosed abloodborne'disease, one
which has had amajor impactin
health carefor over thirty years.
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HBV iscommonly transmitted from person to
person via direct contact with infectiousblood or
sexual secretions. HBV may also appear in the
salivad personswith ahigh degree d infectivity,
signified by a positivehepatitis B e antigen
(HBeAg) status. The severity d the disease
rangesfrom clinically silent infec-
tionsto fulminant hepatitis. The
risk o remaining chronically in-
fected with HBV variesinversely
with age at infection: 5%to 10% d

females. When hepatitis B incidence datafor
Texas are examined by gender and race/ethnicity,
however, this overall pattern shows some vari-
ability. For hepatitisB casesidentified among
whites and Hispanics, there are 1.5 to 2 malesfor
every femae. For casesamong African Ameri-

Table 1. The Incidence and Demographics of
Hepatitis B, 1994 and 1995

. . 1995 1994
acute HBV infectionsamong adults

.. . Case Total 1211 1A22
progress to chronicinfections, Counties Reporting 120 14
whereas up to %o mfecte(_j Incidence Rate* Statewide 6.5 7.8

newborns, if left untreated with Incidence Rate* By Race/Ethnicity
hepatitis B immune globulin (HBIG) White 3.9 A.6%*
and hepatitis B vaccine, remain life- Hispanic 46 5.0
long carriersd HBV. African American 103 130
Other*™ 13.7 227
Therewere 1’211 casesd hepan'ns B MGle/FemOle Ratio 14:1 141
reported to the Texas Department o~ Deaths L 2
Case/Fatality Rate (%) 0.1 0.1

Health (TDH)from 122 countiesin

1995. Thisnumber represents als% s« Rates are expressed as cases per 100,000 population.

decrease compared with last year's
casetotal (Tablel). Hepatitis B
incidence has declined steadily over
thelast 4 yearsfrom an all-time
high o closeto 2,000 casesreported in1991. This
downward trend is also observed el sewherein
theUS Oned thereasonsfor the declineis
increased use d tests measuring the IgM antibody
to the hepatitis B core antigen (IgM anti-HBC).
Thistest helps clinicians distinguish acute hepati-
tis B infectionsfrom chronic hepatitis B. More
than 99% d the Texas casesarereported on the
basisd specificserologictesting.

Hepatitis B transmissionin the USis clearly
associated with adult behaviors, especially sexual
behavior. Typical risk factorsfor acquiring
hepatitis B includeinjection drug use, other
percutaneous contacts with blood, sexual contact,
and personal contact with another hepatitis B
patient. Inthe USin recent years, sexual contact
with multiple partnershas replaced injection drug
use asthe predominant risk factor. Historically,
males have accounted for more casesthan have
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This rate has been recalculated to show specific incidence among whites.
*** The race/ethnicity group designated as 'Other" includes persons of Asian
descent, Pacific Islanders, and Native Americans.

cans, however, the proportion isequal; and for
casesamong Native Americans, personsd Asian
descent, and Pacificlslanders, thereare 3 casesin
femalesfor every 2 casesin males. Theoverall
incidencerate among personsin thislast general
race/ethnicity category was 14 casesper 100,000
populationin 1995 and 23 cases per 100,000 in
1994. Thesedata are consistent with established
observationsd highincidencelevelsat all ages
among these peopl esin this country and else-
wherein theworld (Figure3).

Thedistribution d hepatitis B casesby age groups
clearly showsafocusd incidence among adults
and adolescents (Figure3). Approximately 8%
to 9% o dl hepatitis B cases occurred i n persons
younger than50 yearsd age. Twelve percent d
the cases reported among African Americans
werein adolescentsunder the age o 20, whereas
adol escentsrepresented only 6% and 86 o the
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cases among whites and Hispanics, respectively.
Eighty-five percent d the adol escent cases among
African Americansin 1995 werefemale. For
Hispanics and African Americans, incidence

levels peaked among those 20 to 29 yearsd age,

whereasfor therest d the population the age
group with peak incidence levelsfor hepatitis B
was the group 30 to 39 yearsold. Acute hepatitis
B incidencetapers df as the populations get older

and prevaenceincreases.

Figure 3. Reported Cases of Hepatitis B per 100,000

Therewere no outbreaksd hepatitisB in 1995.
Only one death wasreported for acute hepatitisB:
a 60-year-old whitefemale from Potter County
died from fulminant hepatitis.

Preventiond hepatitis B has been apublic health
priority snce thefirst hepatitisB vaccine was
licensed in1981. Over thelast 15 yearshealth
education campaigns have matured, and recom-

mendationsfor vaccine use have called for ex-

Population by Sex, Race/Ethnicity, and Age

Texas
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Females
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Hispanic

African American
Other

<lyear|]

5-9 vears
10-14 years
15-19 years
20-29 years
30-39 years
40-49 years
50-59 years

60+ years

4 6 8 10 12
Incidence Rate per 100000

39

14

16

panding the use d vaccineto
larger and larger segmentsd the
population. Animportant change
occurred in 1995 that affected
Texas strategiesfor vaccinating
children against hepatitisB. The
US Public Health Service Advi-
sory Committee on lmmunization
Practices (ACIP) recommended
that previously unvaccinated
children11 yearsd ageshould
receive hepatitisB vaccine.

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

Acquired immunodeficiency
syndrome (AIDS)is aspecific
group o diseasesor conditions

Figure 1. AIDS Cases by Year of Report, 1981-1995
35,562 Cumulative Cases Reported through 12/31/95

that result from severeimmuno- No. d Cases
. . . 10,000

suppression caused by infection

with the human immunodefi-

ciency virus (HIV). Thisvirus 8,000

specifically infectsand depletesa
subgroup of T-lymphocytescaled
helper T-cdlls. Laboratory analy-
ssidentifiestheseby typing
specific cdl-surfacemarkerson
thelymphocyte. The helper T-
cellshave identifying surface
markerscalled CD4; theterm
CD4+ appliesto lymphocytes that
are positivefor thismarker by
laboratory testing. Thedeclined
CD4+ T-cdlshasproven to bean
indicator d HIV disease progres-
sion.

6,000

4,000

2,000

8185 86 87 8 8 90 91

92 93 94 95

Yex Reported

‘Expanded AIDS surveillancedefinition Implemented

The AIDS case surveillance defini-

tion has been modified and expanded over time
to reflect the increased knowledge and improved
technology related to the disease. The1993
revised case definition for AIDS, along with other
changes, included all HIV -infected persons with
CD4+ T-cdlsfewer than 200 per microliter o
blood or less than 14%d total lymphocytes. Prior
to thischange, the case definitionrelied primarily
ontheidentificationd oned several indicator
diseasesin HIV-infected patients.

Theinclusiond theCD4+ criteriacaused a
marked increasein casesreported in 1993 (Figure
1). However, the apparent peak seenin 1993 and
thelower numbersseen in 1994 and 1995 should
not beinterpreted asatruedeclinein AIDS
morbidity. Rather, the 1993 count wasartificially
inflated due to the tremendousnumber d cases
added that year to the reportingsystem asaresult
d thenew casedefinition. One caused the1993
upsurgein cases might be described as abacklog
effect. Sincereporting sourcesknew beforehand
what the new criteriawould be, prospective cases
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had been collected for some time prior to January
1,1993. When the new definitionwasimple-
mented, these prospective cases became AIDS
casesand werereported in 1993. Independent d
backlog effects, making the AIDS definition more
inclusivewould aso be expected to devate case
countsin 1993 and thereafter, compared to counts
in earlier years, unlessoverall AIDSincidencefdl.
This expectation hasbeen realized so far; d-
though lower than the previoustwo years, 1995
casereportsremain higher than the number o
AIDS casesreportedin 1992, the year prior to the
definition expansion.

Thenumber d AIDSreportsin 1995 waslower
thanin 194, and it isunclear asyet whether this
should be attributed to a decreasein incidenceor
to areporting artifact. To analyzetrends develop-
ingin the AIDS epidemic, adjustmentsmust be
made to achieve comparability between reports
falling under the 1993 definition and those mest-
ing previousdefinitions. Due to the high propor-
tion o AIDS cases now reported using CD4+
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countsrather than AIDSindicator diseases (60%
d casesreported in 1995), it isnecessary to esti-
mate when an AIDS definingindicator disease
will developfor those people reported with low
CD4+ countsin order to provide abasisfor
comparison. Furtherinvestigationinto such
methodsis currently underway to identify more
clearly trends within the epidemic and isolate
factors specifically related to aspects o the report-
ing system.

15 Years of the AIDS Epidemic in Texas

Nationally, more than 500,000 AIDS caseshave
beenreported. Throughtheend d 1995, 35,562
AIDS cases have beenreported in Texassincethe
epidemicbeganin the early 1980s. Over thistime
period, the AIDS surveillance definitionwas
markedly changedinlate 1987 and, most recently,
in1993. In order to examinehow the characteris-
ticsd peoplereported with AIDSin Texashave
changed over the past 15 years, time periods
corresponding to changesin the AIDS case defini-
tion will be analyzed -- 1981-1987, 1988-1992, and
1993-1995.

Figure 2. Proportion of Adult-Adolescent*AIDS Cases
for Each Racial/Ethnic Group and Sex Over Time

0 Percent of Cases

1981-87
@ 1988-92

60 M 1993-95

40

20
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Time Periods

Only 10% d cumulative caseswere reported
during thefirst time period, 40% in the second,
and 50%inthelast threeyears. Theshare o

AIDS casesamong women increased from 3% o
all casesin1981-1987t011% in 1993-1995. The
percentaged casesreported for whites decreased
from 78%in 1981-1987 to 52%in 1993-1995.
Conversealy, African American and Hispanic
sharesincreased from 11% to 29% and 10% to
18%, respectively, when comparing the earliest
time period to the most recent. Intheearly years
d the epidemic, white men accounted for 7726 o
the reported AIDS cases, but by thelater years,
this percentagehad fallen to 49%. Asthe propor-
tion o whitemen fdl, all other race-sex groups
increased. Thelargestincreasein sharesd AIDS
cases occurred among African American men,
from 10%in the period 1981-1987to 23%in 1993-
1995. Amongwomen, African Americansalso
increased most dramatically in proportion o
AIDS cases, fromlessthan 1% of cases:in 1981-
1987 up to 86 d al adult-adolescent AIDS cases
reported in Texasduring the years 1993to 1995
(Figure2).

Thedistribution o reported mode o exposure
categorieschanged over time as
well. The percentage o AIDS -
casesin the exposure category
"male-to-male sex'" decreased
from 79% to 58% when compar-
ing1981-1987 to 1993-1995.
Injecting drug use asa primary
mode o exposureincreased in
shared all casesfour-fold: from
4%1t016%. Casesattributed to
exposure through heterosexual
contact increased from 1% to 7%%.
The proportion d caseswith risk
notidentified is greater in more
recent years due to thefact that
lesstime has elapsed for investi-
gation (Figure3).

el

White
Females

White
Males

AfAm
Males

Hispanic
Males

Race/Ethniciiy**

'Age 13 older af time of AIDS dlagnosls
" Othe racial/ethnic groupingstotalled <1% each perlod
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Af Am
Females

Hispanic 1995 Texas AIDS Statistics
Females
Texasranked fourthin the
United Stateswith 4,674 AIDS

casesreported in1995. The
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overal ratewas 25.1 AIDScasesper  Figure 3. Proportion of Adult-Adolescent* AIDS Cases g

100,000 population. HIV/AIDSis  for Each Mode of Exposure Over Time
theleading cause d death for all

people25to 44 yearsd agein 00 Percent of Cases

Texas. IntheU.S, itistheleading . TS”;?Z?”“‘S
cause of death for men age 25to 44 -
years and the third leading cause of 801 r o e

death for women in thisage group.
60

Gender and Ethnicity. During

1995, therate of reported AIDS 40
cases among African Americans
(69.0 per 100,000 population) was 20

more than 3 times higher than rates
for whites (20.4) and Hispanics

(18.2). Among females, the case MMSx DU  MMSx  Bood  Hetero Not
rate was 5.9 cases per 100,000 &IDU Products  sexual  Classified™
population. In the African Ameri- Mode of Expasure

can femal e pOpu| atl On’ howe/er’ ‘Age 13 or older at time of AIDS diagnosis

the rate was &gm.ﬁcanﬂy higher at **The percentof unclassified casesis higher in more recent years since less time has elapsedfor investigation.

28.1 cases per 100,000. TheHis-

panic femalerate was 35, and thewhite female M ode of Exposure. Although lower than previ-
ratewas 2.8. Thel995 AlDSratefor maleswas ous years, the exposurecategory '"mae-to-mae
much higher than that for femal esat 44.8 per sex"" constituted the highest proportion (62%) d
100,000. The African American male population AIDS casesamong men. Injectingdrug use was
had the highest rate, 113.3, followed by white identified as the most likely route d transmission
males at 38.8 and Hispanicmalesat 32.6 AIDS for 13% d men reported with AIDSin 1995.

cases per 100,000 population (Tablel). Among women, 36 were infected through

heterosexual contact and 37/%6through the
used injectingdrugs. A grester percent-
Table 1. AIDS Cases Reported in 1995 by Sex aged women (21%) than men (12%) were
and Race* initially left unclassifiedas to mode o
exposure (Figure4). For both sexes, the
Rate per proportion unclassified will declineas

Sex/Race Cases 100,000 moretimeisavailablefor investigation o
Males 448 risk.
White 2,045 (43.8) 38.8
African American 1,170 (25.0) 113.3 Geographic Distribution. Most AIDS
Hispanic 865 (18.5) 32.6 casesin Texas continue to be reported
All Other 35 ©.7) from metropolitan areas. Thelargest
Females 59 number cf_ casesreportedin 1995 was
White 152 (3.3) 2.8 from Harris County (1,179) follqwed by
African American 314 6.7) 28.1 Dallas (1,178), Bexar (405), Travis(312),
Hispanic a1 (1.9 35 Tarrant (215), and El Paso Counties (135).
All Other 2 (<0.1 — Ranking these countiesby rateslightly
Total Cases 4674 (100.0) 251 affectsthe order. DallasCounty had the

highest rate (58 per 100,000 popul ation),
* The category All Other includes any racial/ethnic group not listed as
well as those cases not specifyingrace. Therefore, a rate i not
calculated.
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followed by Travis(51), Harris (39), and Bexar
Counties (31). Tarrant and El Paso Counties rates
were 16 and 20 cases per 100,000 population,
respectively. Only 2d the 254 countiesin Texas
have never reported an AIDS case. 1IN 1995, AIDS
caseswerereported in 5 countieswhich previ-
ously had no cases. The TexasDepartment o
Correctionsreported 6% o all 1995 AIDS cases.
Although still centered mainly in the metropoli-
tan areasd the state, the AIDS epidemic contin-
uesto spread to morerural areas, requiring all
countiesto face the challengesd providing
preventioneducation, healthcare, and services.

Prenatal HIV Testing

Asthe number d women infected with HIV
increases, s does the potential number o infants
infected through perinatal (mother-to-child)
transmission. O the 309 pediatric AIDS cases
cumulatively reported in Texas, 224 (73%)were
infected through perinatal exposure. Without any

preventivetreatment, 20-25% o HIV-infected
pregnant women give birth to an infant infected
with HIV. In 1994, preliminary studies suggested
that thisperinatal transmission rate could be
lowered to 86 with the use of zidovudine (AZT)
therapy, atwo-thirdsreductionin therisk o
perinatal HIV transmission. To be as effectiveas
possible, zidovudineisto be administered orally
to the mother during her pregnancy, intrave-
nously during labor and delivery, and orally to
theinfant for 6 weeks after delivery. Although
potentially beneficial to both mother and new-
born, if unaware d their HIV+ status, pregnant
women infected with HIV will not receivethis
treatment. Toincreasethelikelihood that preg-
nant womenwill beaware d their HIV infection,
and thereby receivezidovudine therapy, the
Centersfor DiseaseControl and Prevention
released guidelinesin July 1995 calling for routine
HIV counselingd all pregnant women by their
medical providerstoinformthese women d the
potential benefitsin knowing their HIV status.

Figure 4. Adult-Adolescent* AIDS Cases Reported in 1995

Mode of Exposure by Gender

Males (n=4,091)

M-to-M
Sex
62%

Blood
Products
1%

4%

M-to-M Sex
& IDU
9%

'‘Age 13 or older at time of AIDS dlagnosls

43

Heterosexual

Females (n=548)
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Not
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Basing their legidation on thesefederal guidelines

and with theintention d decreasingthe chances
d unborn babiesbecoming infected with HIV, the
Texas Legidature passed alaw (HB 1345) in 1995
requiring all licensed medical professionals
providing prenatal care to pregnant women to:

¢ distribute specific materia sprinted by the
Texas Department d Health about HIV, AIDS,
and syphilisto their pregnant patients,

¢ Vverbally notify thewoman that an HIV test
will be performed unlessshe objects,

¢ explainthat the HIV test will not be anony-
mous, and

+ submit theblood sampleto acertified |abora-
tory for testingfor HIV antibodiesaswell as
for syphilis.
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These actionsmust be taken at thefirst prenatal
visit and followed up with an additional HIV test
performed a delivery.

If the woman refusesto betested for HIV infec-
tion, the test may not be conducted. The option d
anonymoustestingis to be explained, and the
womanisto bereferred to asitethat performs
anonymoustesting. If theresultsd testing
indicate HIV infection, themedical provideris
required to give the woman information on
treatment d HIV/AIDS or refer her to another
agency that providestreatment for HIV/AIDS
with theintention d starting zidovudine therapy
(withthewoman's permission) as soon as pos-
sbleto lessen thechance d perinatal transmis-
sond HIV. Thisstatelaw went into effect
January 1,1996.

HIV and STD Epidemiology Division (512)490-2545
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Influenza Virus Infections

Influenzaviruses cause acuterespiratory illnessin
personsd all agegroups. Thisvira infectionis
characterized by fever =100°F, chills, maaise,
fatigue, sore throat, nasal congestion, headache,
and muscle aches. These symptoms appear
abruptly after anincubationperiod d 1to 3 days.
Without prescriptionantiviral treatment, the
illnessrunsits coursein approximately 3to 7

days.

Two mgjor typesd influenzaviruses cause
extensive morbidity and mortality in humans;
influenza A and influenza B viruses. Influenza
viruses are membersd thefamily
Orthomyxoviridae, agroup o pleomorphic, ribo-
nucleic acid (RNA)-containing viruses whose
prominent characteristicsinclude an envelope
that containsthe hemaggluti-

weeks are usually dominated by asinglevirus
type, whereas seasonsd 16 to 26 weeks duration
often have co-circulation o both influenza A and
B viruses.

The Texas Department o Health (TDH) and the
InfluenzaResearch Center (IRC) at Baylor College
d Medicinein Houston conduct influenza virus
surveillance. The TDH-based surveillance activi-
tiesare extended to the local health departments
inmany o themgjor citiesin Texas, whereas the
IRC surveillanceincludes only Houston/Harris
County. Each center uses tissue culture methods
for virusisolationfrom clinical specimens, fol-
lowed by subtyping or strain determinations via
hemaggl utination techniques.

i

nin and neuraminidase pro- Figure 1. Influenza Virus Isolates Recovered by TDH-based
teins.. The antigenic proper- Statewide Surveillance, by Week of Specimen Collection
tiesd these two important

proteins give riseto various 5 No. Reported _—

subtypesand strainsfor A (H3N2)

influenza A viruses, and - - D AHIND

strainsfor influenzaB viruses.
Over timenew strainsd virus |
appear in responsetorising 15
levelsd immunity to existing
strains. Thegradual evolution
d new strainswithin existing
subtypesis commonly re-

ferred to as™ antigenic drift."
The appearanced atotally

new subtype o influenza A
virusisknown as""antigenic 2 3 4
shift.” O thesetwo phenom-
eng, the diseaseimplications
d an antigenic shift are most

and include an influenza “pandemic”
with excess morbidity and mortality.

Influenza viruses circulate in the Northern hemi-
spherefor up to 6 months, with the' flu season™

beg.inningﬂlin the late fall and continuing into early
spring. Short seasonsd approximately 8to 12

45

8 91011121314 45 46 47 48 49 50 51 52

Mar Apr Nov Dec
Week No.

1994-95 InfluenzaSeason

Figure1 depictsthe 1995 distribution o influenza
virusesrecovered from TDH-based surveillance
by week of specimen collection. Virtually the
entire 1994-95 flu season occurred from January
through April 1995, with the peak of virus activity
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Figure 2. Influenza Virus Isolates Recovered by the and B viruses el sewherein the
Influenza Research Center, Harris Co., by Week of US O theTexasinfluenzaA
Specimen Collection viruses, 9%6%wereinfluenza A
(H3N2), and 4% wereinfluenza
o No. Reported O A (not subtyped) A (HIN1).
H B M
A HIN2 Thedistributiond influenza
40 viruses recoveredvialRC sur-
velllanceby week d specimen
i collectionisdepicted in Figure2
30 The 1994-95flu season in Hous-
ton/Harris County ran from
20 | I January through April, with the
peak d virusactivity inweek 9
(early March). InfluenzaA/

10

. 1

Shangdong/09/93 (H3N2)-like
viruses and influenzaB/
Panama /45 /90-like viruses co-

el

123 4567 8 910111213141516 45 46 47 48 49 50 51 62

" circulated throughout the season.

Jan Feb Mar Apr Nov Dec There Wa_S no _i nfl u_enzaA .
Week No (HINT) virusidentified during

noted from weeks 7-9 (lateFebruary to early
March). A total d 61 virusisolateswere recov-
ered during the 1994-95 season from specimens
submitted from thefollowingcounties. Bexar,
Dallas, H Paso, Galveston, Lubbock, Nueces,
Potter, Randall, and Travis. O the Texas patients
positivefor influenzavirusinfections, @6 (4/61)
had been vaccinated with the current flu vaccine
prior to their illness. InfluenzaA/Shangdong/
09/93 (H3N2)-like viruses and influenzaB/
Panama /45 /90-like viruses co-circulated through-
out the statefor the majority d the season. Influ-
enza A/Texas/36/91 (H1N1)-like viruses were
isolated only from samples submitted from H
Paso during week 14in April. Theseinfluenza
viruscirculationpatternsin Texasare consistent
with national patterns, with late emergence d
influenza A (H1N1) virusesin the Rocky Moun-
tain region of the country. Overall, 7% o the
virusesisolated in Texasduring the 1994-95
season via TDH-based surveillancewere influ-
enza A viruses, and 21% wereinfluenzaB. These
percentages closely matched the proportionsd A
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thistime. Overdl therewerel75

influenzaviruses recoveredin
Houston, 6% 0of which wereinfluenzaA (H3N2)
and 31% wereinfluenzaB.

1995-96 Influenza Season

The1995-96 flu season started in early November
1995 duringweek 45. Thefirst virusidentified via
TDH-based surveillance wasinfluenzaA/
Johannesburg/33/94 (H3N2)-like, isolated froma
Dallas patient who was exposed during atrip to
England latein October. Influenza A /Texas/36/
91 (H1N1)-like viruses co-circulated with influ-
enza A/ Johannesburg/33/94 (H3N2)-like viruses
during the months of November and December
1995, with 680%d thevirusesisolated being
subtyped HIN1. TherewerenoinfluenzaB
virusesidentified by TDH-based surveillance
during these two months (Figurel). |RC-based
surveillance, however, did isolate 1 influenzaB/
Beijing/184/93-like virus from aspecimen sub-
mitted in Houston during Week 50 (Figure?2).
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TDH-based surveillancerecovered 100 viruses
during November and December from thefollow-
ing counties. Bexar, Ddlas, H Paso, Galveston,
Grayson, Lubbock, Navarro, Nueces, Potter,
Randall, Stephens, Tarrant, Taylor, Travis, and
Williamson. O the 100 patientsidentified with
culture-confirmed influenza
in November and December
1995, 3% had been vaccinated
prior toillness,

Percent
AlthoughinfluenzaA virus
infections can affect persons 35
d any age, certain age groups
may be more susceptibleto 30

selected strainsand/or sub- 05
typesd virus. Historicaly,
influenzaA (H3N2) infections 2p
are particularly severein the
unvaccinated elderly, butare 16
most commonin children.

Influenza A (HIN1) infections '°

tend to affect personsin the 5
ageranged 20t0 40 years.
Figure 3 comparesthe age 0 -

distribution d patientswith 1-4
confirmed influenza A identi-

fied from IRC- and TDH-

based surveillancein 1995. These profiles appear
similar to the 1994 age distributions o patients
withinfluenzaA virusinfections. |IRC-based
surveillancetargets pediatric age groups. TDH-
based surveillance targets awider agerange d

patients.

In December 1995, TDH epidemiol ogistswere
awarethat influenza-likeillness (IL1) was sweep-
ing through elementary and junior schoolsin a
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59 10-14 15-19 20-29 30-39 40-49 50-59 60+

number d school districtsaround the state.
Particularly hard hit were the schoolsin Scurry
and Wood Counties. Influenza A viruses d both
subtypeswereisolated from children and adults
in Scurry County during that time.

Figure 3. Age Distribution of Patients with Confirmed Influ-
enza A: Harris County and TDH Surveillance Compared

M HarmisCo. n=287
Statewide n=151

.Q g
o g
i : o
o - E%% . o

Unk

Age Group in Years

The Texas Depatment d Headth wishes to acknowl -
edoge W. Paul Glezen, MD, Medica Epidemiologistfor
the Baylor Cdleged Medicine Influenza Ressarch
Center,for his continued contributiond Houston
aurveillance data.

Infectious Diseese Epidemidlogy and Surveillance
Divison (512) 458-7676
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Injury Mortality Among Children and Young Adults

In 1994, 5,431 young people Figure 1. Leading Causes of Childhood and

under theaged 2 yearsdiedin  Young Adult Death, 1994
Texas. Injury wastheleading

cause o death amongthe 6.2 Cause of Death
million Texansin thisage group -
(40%). In 1994 injury claimed s
more livesin thisage group

(2,197) than did " other perinatal Othegf]gfi;%tﬁ's
conditions” (881), congenital

causes (672), or pneumonia/ _
influenza (70) (Figurel). Congenital
Sixty percent (1319/2197) o the Pneumonia/
injury deaths were unintentional Influenza
(eg, motor vehicle, fal, drown-

ing) and 40% (878/2197) were All Otrers

intentional (eg, homicide, sui-

cide). Theleading causesd

injury death were motor vehicle

(885), homicide (575), suicide n=25431
(303), drowning (133), fire (66),

poisoning (31), and fals (19) (Figure2).

0 500

Figure 2. Leading Causes of Childhood and Young
Adult Injury Death, 1994

Cause of Injury Death

Motor ‘ehicle
iomicide
Suicide
Drowning |
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Poisoning |
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Other
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AsTablelillustratesfor those
under 20 yearsd age, causesd
injury death (unintentional and
intentional combined) varied by
age. Motor vehicleswerethe
leading cause o injury death in
each age group. Among children
younger than 5 years, homicide
and drowning were the second
and third leading cause d injury
death, respectively. For children
aged 5 to 9 years, drowning was
the second leading cause d injury
death, followed by fireand
"other' causes. Homicideand
suicidewere the second and third
leading causesd injury death for
personsaged 10to14 and 15t0 19
years.
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Moreyearsd productivelifearelost toinjury combined) was responsiblefor 104,406 years d
than to any disease. In1994, for personsaged1to productivelifelost: more than cancer (13,054) or
21 years, injury (unintentional and intentional infectiousand parasitic diseases (5,324).

Table 1. Causes of Childhood and Young Adult Injury Deaths, 1994

(%) (%) (%) (%)
Age 04 Years 59 Years 10-14Years 1519 Years
Motor Vehicle 33% 59% 38% 40%
Suffocation 11% 6% 1% 0.3%
Fre 13% 7% 1.6% 0.6%
Drowning 15% 15% 9% 3%
Homicide 16% 6% 20% 32%
Unintentional Firearms 0.9% 0% 5% 3%
Suicide 0% 0% 18% 17%
Other Causes 11.1% 7% 7.4% 4.1%
Total Deaths 346 142 190 1007

n=1685

Injuy Prevention and Control Program
(512) 458-7266
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Leishmaniasis: Report of a Case from North Texas

In April 1995, a dermatopathologistin Dallas
identified Leishmania parasitesin askin biopsy
specimen submitted from Albany. Thisrepre-
sents the 26th case o cutaneousleishmaniasis
acquiredin Texassince1946; it occurred 75 miles
north d thelocationsd any previous cases.

The patient was an 8-year-old boy from Albany
who had never traveled outside d Texas. Hefirst
noticed asmall "pimple,” in the midlined his
neck over the Adam's apple, in late November
1994. Thelesionwas not painful and did not itch.
It would often crust over, then peel without
bleeding on abiweekly schedule. Thefamily
thought thelesion was growing very slowly over
time and treated it with topical over-the-counter
creams. They first sought medical attentionin
early March1995; asteroid cream was prescribed
without effect. On March 22 they sought a second
opinion becausethe lesion would not heal. The
lesionwas removed completely by shave excison
and sent to aDallaslaboratory for analysis. At
thistimethe diagnosisd |ei shmaniasiswas made
by visualization d amastigoteson Wright and
Giemsastained smearsd the biopsy tissue.
Becausethelesion wastotally removed by the
excison, no treatment was started; the child has
had no recurrence.

Thefamily liveson a 7-acre plot near acity park;
much o the surrounding land isovergrown.
Although thefamily had not traveled outside
Shackelford County during several months prior
to thelesion's appearancein November, they
often went campingin wooded areas near their
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home. No other family memberswereclinicaly
affected, and neither d thefamily's 2 dogs ap-
pearedill.

On two occasons, rodent and insect trapswere
set on and around thefamily's property. Several
wood rats were trapped, but none were positive
by PCR or culturefor leishmaniasis. Also, a
phlebotaminesandfly was trapped and dissected
in thefield, but did not contain any parasitesby
direct observation. Findly, serum samplesfrom
the 3 other family membersand the 2 pet dogs
were negative for leishmaniasisby indirect fluo-
rescent antibody assay.

Cutaneous leishrnaniasisin Texasis caused by the
parasite Leishmania mexicana. The more serious
form, visceral leishmaniasis,is not endemic to
Texas. Leishmania istransmitted to humans from
its mammalian host, the wood rat (N. micropus) by
thebited the phlebotaminesandfly (L. diabolica).

Texasistheonly statein the USthat has an
endemicfocusd cutaneous Leishmaniasis. This
case greatly expandsthe northern border o the
endemic area, which had been thought to be
centered south of San Antonio. Physiciansand
other health care providersshould be alert to this
phenomenon and consider cutaneous leishmania
in thedifferential diagnosisd small cutaneous
nonhealing lesions.

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

O the183 possible casesd Lyme diseasere-
ported to the Texas Department o Health in 1995,
77 (42%) met the CDC'’s current case definition:
physician-diagnosed erythemamigrans (EM) at
least 5 cmin diameter or rheumatologic, cardiac,
or neurologic manifestationswith a positive
laboratory test. Twenty-seven (35%)d the 77
patientswere male; 30 (65%)werefemale. Ages
ranged from 20 monthsto 85 years. Eleven
personswere hospitalized. Twenty (26%) d the
77 patientsrecalled tick exposure prior to onset o
theirillness; 1 reported only fleabites prior to
onset.

Twenty (26%) d the 77 patients had physician-
diagnosed EM. Twelved these 20 had multiple
lesions. (EM was reported for an additional 10
patients, but thelesonswere not withessed by a
physician.) Lesionswere most commonly found

5]

on thetrunk or onthelegs. Reported months of
onset d BEM were January, February, March, and
April (1each); May and June (4 each); July (5);
and September (2).

Bdl's palsy was reported for 8 (10%) patients;
unilateral Bdl's palsy was reported for 6 patients
and bilateral Bdl's palsy was reported for 2
patients. Other commonly reported neurologic
manifestationsincluded peripheral neuropathies
(reported for 36 patients), limb weakness (21
patients), and sensory impairment (18 patients).
Twenty-six (34%) patients had migratory joint
pain; 31 (40%)had arthritis/swollen joints. The
kneeswere often affected.

Infectious Disease Epidemiology um-i\xSurveiIIance
Division (512) 458-7676
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Malaria

Eighty-nine malariainfectionswere reportedin

1995, representing adight decreasefrom the 93

reported in 1994. Therewere 88 imported cases
and one congenital infection. Two patientsdied
d malariaacquired outside the United States.

O theimported cases, 67 (76%)werein malesand
21 wereinfemaes. Forty-ax (52%)patientswere
black (the overwhelming majority o whom were
African or the USborn childrend Africans), 17
were white, 15 were Asian/Pacific |Idanders, and
11 wereHispanic. Agewasknownfor 85 patients
and ranged from 1 through 67 years, with a
medianaged 36. Agedistribution varied among
ethnic groups: white case/patients had amedian
aged 47; Adans, 42, blacks, 34; and Hispanics, 27.
O the10 patientslessthan 10 yearsold, 7 were
black, and 3 were Hispanic.

Four speciesd Flaamodium (P. falciparum, P. vivax,
P. malariae, and P. ovde) infect humans. Among
theimported cases, 37 were due to P.faciparum,
36 to P. vivax, 3to P. malariae, and 1 to P. ovde
Two mixed-speci esinfectionswere recogni zed,

P. falciparum/ P. malariae from Nigeria, and

P. falciparum/ P. vivax from an individual who
had been in Morocco, Indiaand the' Middle
Eag.” ThePaamodium specieswas not reported
for 9 patients (10%).

Fifty patients (57/%)had beenin Africa prior to
onset o malaria; ashasbeen thesituationin
recent years, Nigeria, with 34 cases, wasthe
country most oftenimplicated as the sourced
infection. Other African countrieswhere malaria
was acquiredincluded: Kenya(5), Ghana (4),
Zaire(2), and Angola, Guinea, Ivory Coadt,
Morocco, and "West Africa" (1each). Oned the
patientswho had beenin Nigeriawasasoin
Kenya, and the patient who had beenin Morocco
wasasoinIndiaand theMiddle East.” Asian/
Pacific |dland countrieswhere malariainfections
were acquiredincluded: India(10); Pakistan and
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Saudi Arabia (2);and New Guinea, Pakistan, and
Viet Nam (1each). Latin American countries
where mdariainfectionswere acquired included:
Honduras (7), Ecuador (2), Guyana (2), and

" Central America,” CostaRica, H Salvador, and
Nicaragua (1each). Among the 8 patientsfor
whom no potential source country was reported,
2 each were Adan, black, Hispanic, and white.

The congenita case wasrecognizedin a 26-day-
old infant, bornin Houston to a Nigerian woman.
The mother reported afebrileillness whilevisit-
ingin Nigeriaduring her sixth monthd preg-
nancy, but she was smear-negativeat thetime o
theinfant's hospitalization. Initialy read as

P. vivax, theinfant's infection was confirmed as
P.fdcparum. Bothinfant and mother werefirst
treated with chloroquine phosphate (appropriate
for P. vivax), then with quinine and sulfadoxine
and pyrimethamine (Fansidar)after P. falciparum
was diagnosed. The mother was undoubtedly the
sourced theinfant's infection, but her casewas
not reported as malaria, which requiresablood
smear positivefor Haanodiumspecies. Very low
to undetectablelevelsd parasitemiamay occur in
personswith long-standing malariainfection. In
theseindividuals, serology for antibodiesto
Aasmodium speciesmay be amore appropriate
|aboratory test.

Two patientsdied; both had been infected with
P. falciparum, the speciesthat causes the most
severesymptoms and is most often recognized
infatal infections. Both o the deceased were
male. Thefirst wasa39-year-old resident o
Dallas County who wasbornin Kenya Hehad
recently returned to Dallasfollowing a 3-month
stay in Kenyawhen symptomsd maaria promp-
ted his hospitalization. The death certificatelisted
adult respiratory distresssyndromeand acute
renal failuredueto faciparum maaria The
second malariafatality occurredin a Texas-

born, 67-year-old white Liberty County resident.
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Hewas a retired minister /missionary who had
recently returned from Guinea, West Africa, prior
toonset o malaria. Hisdeath certificatelisted
multisystem organfailure, acuterenal failure,
disseminated coagul opathy, and cerebral malaria.
Noinformationwas availablefor either case-
patient regarding the use o malaria
chemoprophylaxis.

Limited data are availableregarding malaria
chemoprophylaxisfor malaria patientsin Texas.
Fifty percent (44) d case reports specifically
indicated that the patient had not used any
malaria chemoprophylaxis. Many o these pa-
tients may have been nonresidents who came to
Texas already infected, rather than USresidents
returning from malariousareas. Fifteen cases
specifically reported use of malariachemopro-
phylaxis, butin 8 d these cases, aninappropriate
drug (chloroguinephosphatein areaswith
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chloroquine-resistant malaria) was used. In5
casesthe patient reportedly used an appropriate
drug (either chloroquine phosphatein areas with
chloroquine-sensitive malariaor mefloquinein
areaswith chloroquine-resistantmalaria). These5
cases suggest that drug resistance has spread to
areas currently thought to be chloroquine or
mefloquine-sensitiveand could support current
speculation that mefloquine resistanceis much
more widespread, especially in Africa, than
generaly recognized. Whilenot 100% effectivein
preventing malariainfection, the use of appropri-
ate antimalarial chemoprophylaxis, supplemented
by effectiveinsect repellentsand other mosquito/
insect-avoidance effortsis strongly recommended
for travelersto themalariousareasd Africa, Asia
and Latin America

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

Meadesmorbidity in Texasin 1995 was Limited to
14 casesresulting from 2 distinct outbreaks--one
in Andrews (4 cases), the other in San Antonio (10
cases). Two d the Andrews caseswereimported
into Texas from Germany. A remaining casesin
both citieswere classified asindigenous.

Andrews Outbreak

Public health officidsfirst learned d a suspected
caed meadesin Andrewson August 22,1995.
A 13-month-old child from Andrews County
(popul ation14,000) devel oped a rash on August
18 that started on her face, then spread to her
trunk and extremities. A diagnosisd "antibiotic
reaction’ was made twice (on August 18 and
August 20) beforeathird doctor saw the child on
August 22, reviewed her immunizationrecord,
and noted that the child had never received
meas es-mumps-rubellavaccine. Thisphysician
immediately diagnosed mead esand reported the
caseto the Andrews City-County Health Depart-
ment. During caseinvestigation, it waslearned
that this child's father also had beenill and had
been hospitalized with similar symptomswhich
developed on August 17. Both cases were sero-
logically confirmed as meadesby the Texas
Department d Health Bureau d Laboratories.

The caseinvestigationrevealed that the patients
were exposed to meadeson August 4in alocal
physician's waiting room. Thisphysician con-
firmed that on August 4 he had seen aserioudly ill
35-year-old German man with ahigh fever and a
very bright, red rash and had diagnosed meades.
Thispatient wastravelingin Texaswith hiswife
and two children and had becomeill with fever,
chills, coryza, and lymphadenopathy on August
1. Hissymptomsbecameworse, and he broke out
inarash on August 3. The casewasnot, how-
ever, reported to the Andrews City-County
Health Department.

Interviews conducted after the German travelers

returned to Europerevealed that their trip to the
US had been delayed when their 9-year-old
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daughter becameill on July18 with afever and
rash. It wasdsolearned that their 12-year-old
son had arrived in Texas with a noticeable cough,
devel opedfever and arash around August 3, and
spent mostd histimein Texassckinbed. His
rashillnesswas classified as an imported case d
mead es because the signs and symptoms met the
case definition. The casewasepidemiologically
linked to alaboratory confirmed cased meades,
onset d illnessoccurred in Texas. The daughter's
illness, which appeared to be mead esbut was not
diagnosed as such, was considered a German case
sinceonset occurred prior to her arrival in Texas.

San Antonio Outbreak

Ten casesd meadesoccurred in San Antonio
between September 7,1995 and November 12,
1995. Four d the patientswere adultsin their
early 30s dl the otherswereinfantswho ranged
from 14 monthsto 18 monthsd age. Theindex
case was a 33-year-old man whose only travel
outsidethe San Antonio area during hisexposure
period was a2-day businesstrip to the Dallas-Fort
Worth area; hisrash onset was reported as Sep-
tember 7. On September 18, thisman's 16-month-
old, unvaccinated son came down with meades.
This child subsequently spread meades to 3 other
unvaccinated children in child-carefacilities they
attended; these children were14 months, 15
months, and 16 monthsd age. Oned these
children passed theinfection on to his 33-year-old
mother, whose rash onset occurred on October 16.
Theadditional 4 casesthat occurredin San Anto-
nio could not be directly linked to thiscluster.

A meadesvirusisolated from oned theadult
cases was determined by the Centersfor Disease
Control and Prevention to resemble most closdly
astraind meaedeslast identifiedin the Nether-
lands.

[ mmuni zation Divison (800) 252-9152
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Mumps

Latein 1994, the Immunization Divisionlearned
that Texaswas1 d only 4 states nationwide
reporting more than 200 casesof mumps annu-
dly. During the period 1985-1994, the number o
casesin Texasranged from 231in1993to551in
1989. A review d supplemental data availableon
27%(63/231) o Texascasesin1993and on 61%
(144/234) in 1994 showed that a disappointingly
small percentaged mumps caseswere confirmed
by appropriate laboratory testing (only 10%in
1993 and 8%in 1994). Furthermore,

most (85%in1993and 74%in1994)  Hgue L
d theseindividuals had been previ-

ously vaccinated agai nst mumps. Cases
Intensive effortsto obtain additional 500

epidemiologicdata on all suspected
casesbegan in January 1995 to find
out why mumps morbidity in Texas
was consistently higher than that o
other states. Theseeffortsincluded
encouragingthe confirmation o all
mumps diagnoses through appropri-
atelaboratory testing. Surveillance
protocolswere devel oped by the

I mmunization Divison and distrib-
uted to all public health departments
throughout the state and to private
health practitionersasthey reported 85
Cases.

400
300
200

100

Locd and regional health depart-

ment personnel and physiciansin private practice
played a key rolein the expanded surveillanced
mumpsin 1995. Many hourswere spent gather-
ing additional detailsabout suspected cases,
obtaining vaccine histories, and collecting speci-
mensfor laboratory testing. Theresult wasan
82 decreasein the number o casesreported to
CDCfrom Texasin 1995.

Throughout 1995,273 suspected casesd mumps

werereported to TDH. Although this number
was somewhat higher than had been reported in
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1994, the figure was consistent with that of previ-
ousyears (seeFigurel). Againin 1995, 80% o
theseindividuals had been vaccinated against
mumps. Supplemental epidemiologic datawere
availableon 95% o all suspected casesreported in
1995; only 43 d thesewere determined to be
mumps, including 24 that were laboratory con-
firmed and 10 that were epi-linked to laboratory-
confirmed cases.

Reported Cases of Mumps, 1985-1995

& Reported
] SuSpeCted

86 8 88 89 90 91 92 93 94 95
Reporting Year

Our experiencein Texasin 1995 suggests that
mumps has been over-reportedin previousyears.
Before1995, aclinica diagnosisd mumpswas
accepted as morbidity without additional
epidemiologicdata and without confirmatory
laboratory testing. Mumpsisdifficult to diagnose
through clinical signs and symptoms alone.
Mumps-specific laboratory testing is recom-
mended ondl suspected cases.

| mmuni zation Divison (800) 252-9152
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Oak Park, Corpus Christi Refineries Site Investigation

The Oak Park neighborhood isaresidential area Park residents health, environmental and safety
d CorpusChristi surrounded by heavy refining concerns, and then conducted door-to-door

and chemical productionindustry. Numerous interviewswith Oak Park residents. The ques-
explosions, fires, and hazardoussubstancespills  tionnairewas divided into two sections: house-
have occurred near Oak Park residents homes. hold demographicsand concerns, and individual

Although available soil, air, and drinking water concerns. Resultsd the questionnairefollow.
sampling datafor Oak Park do not indicatea

Table 1. Standardized Prevalence Ratios for Selected Health

Conditions
Standardized 95%
Health Observed Expected Prevalence Confidence
Condition No. No. Ratio (SPR)? Interval
Trouble with 262 10.6 247 (21.8 - 27.9)
dry/itchy skin
Dermatitis, rashes 187 175 10.7 (9.2-12.3)
or other skin trouble
Ulcer (GI) 38 9.1 4.2 (3.0-57)
Frequent indigestion 166 11.7 14.2 (12.1-16.5)
Asthma 69 21.7 3.2 (25-4.0)
Emphysema 11 5.2 21 (1.1-3.8)
Migraine headaches 111 18.2 6.1 (5.0-73)
Anemia of any kind 50 7.7 6.5 (4.8-8.6)
Tinnitus or ringing 147 16.3 9.0 (7.6 - 10.6)
inthe ears
Diabetes 52 14.7 35 (2.6-46)
Goiter or other 24 7.3 3.3 (21-49)
thyroid trouble
Hypertension or 115 62.0 19 1.5-22)
high blood pressure

' Adjusted for the age distribution of Oak Park residents. Expected numbers are based on rates from
the 1990 National Health inferview Survey.
2 Al SPRs in the table above are significantly higher at the 5%level than expected.

public health hazard based on current environ- In 202 Oak Park households, 622 sdlf-adminis-
mental guidelines, the proximity d residencesto  tered questionnaireswere completed (829 d the
industrial sitesand accidentshas contributed to 245 Oak Park households). Only 506 individuals
considerableenvironmental and health concerns  in 164 households, however, completed the entire
among the residents. questionnaire.

In April 1993, the TexasNatural ResourceConser-  Oak Park residentswere particularly concerned
vation Commission (TNRCC) contacted the Texas  about environmental hazardsfrom explosions,

Department d Health (TDH)for assistancein firesand chemical spillsin the community; safety
addressing Oak Park residents health and envi- issues regarding emergency and evacuation

ronmental concerns. To better assesstheneedsd  procedures; petrochemical odors; and various
the community, TDH began documenting,Oak health conditions or problems.
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The health section o the survey was designed to
identify individuals particular health conditions
by body system. Thehealth conditionswere

grouped by

skin conditions

gastrointestinal / urinary tract conditions
respiratory conditions

central nervoussystermn conditions

other hedth problems

L AR 2B 2B SR 2

Res dentswere asked to indicate whether or not
they had experienced any d thelisted health
problemswithin the past year, and whether or not
they had seen aphysicianfor that problem.
Examplesd specific hedlth conditions arelisted
inTablel

Standardized preva enceratioswere calcul ated
for the reported health conditions (Tablel).The
numbersd peoplewho reported thelisted health
problems during the Ok Park interviewswere
greater than that which we would expect when
compared to the 1990 National Health Interview
Survey.

Asthma

Onearea.d particular concern was the number o
individualsin Oak Park reporting asthma. The
reported frequency d asthmain Oak Park was 3
timesgreater than the national average. Basad on
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these reaults, thekindsd exposuresfound in the
area, and scientific evidence d an association
between such exposuresand asthma, staff further
investigated asthmatic conditions.

To confirm asthmatic conditions, patient medical
recordswere reviewed. Fourteen medical records
wererecaved, lending a23.7%response rate
when compared with the 59 individualswho
reported "'seeing aphysician' for their condition.
Nined the59 (15.2%)individual swho reported
"seeing a physician™ for their condition were
confirmed as asthmatic. Dueto suchlow re-
sponserates, gaff could not determine if the
collected informationlended reliable resultsd the
actual asthma problemin Oak Park residents. In
addition, national "' physician-diagnosed™ rates o
asthmatic conditions are lacking, rendering the
standardi zed comparisonwith Oak Park rates
impossible. Based on such limitations, further
examinationd reported health conditionsis not
expected at thistime. \

TDH daff are continuing to work with residents
ininvestigatingtheir health and environmental
concerns, aswell as monitoring cancer incidence
and mortality in thisarea. They are also collabo-
rating with the TNRCC in evaluating environ-
mental datafrom thisarea.

Noncommunicable Dissase Epidemiology ad
Toxicology Divison (512) 458-7222
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Primary Amebic Meningoencephalitis

Primary amebic meningoencephalitis(PAM)isa
fulminant, purulent infection o the grey matter o
thebrain. The causativeorganism, Naggleria
fowleri, isaubiquitous, free-living amebathat
thrivesin warm, fresh water, particularly if itis
stagnant or slow moving. The diseaseis charac-
terized by fever, headache, vomiting, signsd
meningeal irritation and encephalitiswith rapid
progression to comaand death. Reported cases
have occurred primarily in young boysandin
adolescent malesand females. Prior to1995the
highest number d PAM casesreported in asingle
year in Texaswas2. In1995, 5 PAM caseswere
reported.

Theb5 patients ranged in agefrom 4 through 11
years. Four were boys. Onsetsd illnessoccurred
in July through September. All 5 patientshad a
history d swimming in natural bodiesd water
during theweek prior to onset o illness. The
period d timefrom swimming to onset o illness
ranged froml1to5days. Thepatientsresidedin5
countiesthroughout Texas. All 5 patientsdied.
Theduration d illnessranged from 4 through 7
days; 3died on their fourth day o illness.
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All 5 patientshad an elevated white blood count
with aleft shift. The CSFdemonstrated a
pleocytosis, with over 2,000 cellsper cubic centi-
meter in 3 patientsand apredominanced poly-
morphonuclear cdls. The CSF glucoselevel was
<40mg/dL and the CSF protein level was >250
mg/dL for al patients. Amebae were observedin
the cerebrospinal fluid (CSF) or braintissued all
5 patients.

PAM isarelatively rare diseasein Texasand the
United States. The occurrenced 5 casesin Texas
in 1995 may reflect an actual increasein the
number o cases, better reporting d cases, or
improved recognitionand diagnosisd patients.
PAM isusually associated with swimmingin
warm, stagnant water. Elevated swimmingwater
temperature or stagnant water conditionsare
unlikely to be the causefor theincreasesince
weather conditionsin Texasin the summer d
1995 were similar to those d previous summers.

Infectious Disease Epidemiology and Surveillance
Divison (512) 458-7676
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Rabiesin Animals

Rabiesisaviral zoonosis affectingthe central
nervoussystem. Themode d transmissionishby
salivacontaining rabiesvirus beingintroduced
into an openingin the skin or through mucous
membranes, usually viathebited arabid animal.
Animals considered to be high

risk for transmitting rabies in
Texasincludefoxes, bats, coy-

otes, skunks, and raccoons. 1000 No, of Cases

IN1995,590 (4%) o 13814
animal specimenstested by the 800
Texas Department d Health
were confirmed positivefor
rabies. Thisisthe same number
d positive specimensreported
in 1994 and isthe highest yearly
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total for Texassince 1934 (Figure 400
1). Rabiesinwild or domestic
animalsoccurredin119 o the 200
254 Texas countiesin 1995
(Figure2).

0

d rabiescasesin aspeciessince1993. During
1995,123 bats were positive for rabiescompared
with94in1994. O all bats tested for rabies, 13%
were positivein both 1995 and 1994.

Figure 1. Confirmed Cases of Animal Rabies: 1981-1995

Rabiesin wildlife accounted for
80%d the casesthroughout the
state. Foxeswere theprimary

reservoir in 1994 (24%d all positivecases) andin

-1995 (23%d all positivecases). During 1995,137

foxestested positivefor rabies compared with 144
in1994. O al foxestested for rabies, 43% tested
positivein 1995 versus52% in 1994. Bats have
been responsiblefor the second highest number

Table 1. Confirmed Cases of Rabies in
Domestic Animal Species: 1994 and 1995

Species 194 1995
Dogs 53 55
Cats 27 25
Cows 21 23
Horses 7 6
Goats 10 9
Sheep 2 1
Rabbit 1 0
Total b 119

81 8 83 84 8 86 87 8 89 90 91 92 93 94 95

Year

Rabiesin domestic animals (20% o the positive
cases) continuesto be a serious concern because
rabid domestic animalsare 5 to 10 times more
likely to comeinto contact with humans than are
rabid wildlife. Tablesland 2 compare the num-
bersd domesticand wildliferabies cases, respec-

Table 2. Confirmed Cases of Rabies in
Wild Animal Species: 1994 and 1995

Species 194 1995
Skunks 78 69
Bats 94 123
Foxes 144 137
Coyotes 7 80
Raccoons 41
Other 8 21
Total 469 471
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tively, for the various animal speciesfor 1994 and
1995. In 1995, the highest number o casesoc-
curred in February and March, with foxesbeing
the predominant rabid species.

Figure 2. Confirmed Cases of Animal Rabies

(all species) by County

The gray fox rabies epizootic, which began in 1988
in West Texas, expanded in anortheasterly
direction with the addition o 11 countiesthat did
not have previously recorded casesd the gray fox
strain of rabiesvirus. Howard (42 cases) and
Bexar (37 cases) Counties, both locatedin this
epizootic area, had the highest number o rabies
casesper county statewide. There continued to be
considerable spillover o the gray fox straininto
the raccoon population; the number o rabid
raccoonsstatewide was41in 1995 and 68in1994.
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The South Texas canine rabiesepizootic, which
also beganin 1988, continued to expand north-
ward during 1995; 75 coyotes and 36 dogstested
positivefor rabiesin the epizooticarea. Ninety-
four percent of all rabid coyotes reported
and 65%d all rabid dogsreported were
from the following18 South Texas coun-
ties Atascosa, Brooks, Dimmit, Duval,
Frio, Hidalgo, Ji niHogg, JmWéls,
Kleberg, LaSalle, Live Oak, McMullen,
Nueces, Starr, Webb, Willacy, Zapata,
and Zavala.

In response to the epizoctics, the Oral
RabiesV accination Programs (ORVP) for
coyotesin South Texas and gray foxesin
West-Central Texas have beeninitiated.
Thegoalsd the ORVP areto create zones
d vaccinated coyotes and foxes along the
leadingedges d the epizootics; in the
1995 ORVPfor coyotes, theareain which
the program wasimplementedincluded
the northernmost 40-mile-wide band o
the epizootic. These programstarget
wild animal sbecausethey are the pri-
mary reservoirsfor rabies. |mmunization
isaccomplished by aerial distributiond a
bait containing oral rabiesvaccine. The
successd the 1995 ORVPfor coyoteshas
been measured through epidemiologic and
statistical methodsfor the evaluation period. The
northward expansion o the epizootic has been
halted. Althoughtheincidenced caninerabies
casesin South Texasincreased (122 casesin 1994
versus142 casesin 1995), 38%d the casesoc-
curredin theleading 40-mile-wideband d the
epizooticin1994 compared with 12%6in1995. The
number o casesper 10,000 square milesin the
band waslower than predicted by regression
analysis (42 predicted casesversus 6 actual cases).

Zoonosis Control Division (512) 458-7255
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Retrospective Immunization Survey

The Texas Departmentd Health (TDH) conducts
the Texas Retrospective | mmunization Survey
(TRIS) annually to assesstheimmunization levels
d public school kindergarten enterersat thetime
they were 24 monthsd age. By providing trend
information on childhoodimmunization levels,
the TRISis auseful tool for monitoring progress
in theimmunization coveragelevelsd preschool-
agechildren. For thepurposes d thissurvey, a
child is considered adequately immunized at 24
monthsd ageif he or she hasreceived at least 4
doses o diphtheria and tetanus toxoidsand
pertussisvaccine (DTP), 3dosesd oral poliomy-
ditisvaccine (OPV),and 1 dose d meades,
mumps, and rubellavaccine(MMR). Thisseries
d vaccinesis also referred to as the 4-3-1 sched-
ule. HepatitisB vaccine (HBV)and Haemophilus
influenzae type b conjugate vaccine (HibCV) are
not included in thissurvey.

The TRIS of fers several advantages over other
immuni zation survey methodologies. Although
kindergarten attendanceis not mandatory in
Texas, thereisalmost universal voluntary partici-
pation. An estimated 96% d the1989 Texasbirth
cohort entered kindergarten in1994-95. All
socioeconomic groupsare represented in this
population-basedsurvey. Biasdueto parental .
recall is minimized by thelegal requirement that
schools collect and maintain written, date-specific
childhood immunizationrecordsfor each student.
The centralizedlocation d these records means
that large samples can be undertaken at little cost,
increasing the validity and reliability o the
survey coveragelevel estimates.

The primary disadvantagewith retrospective
surveysin general derivesfrom thefact that the
data generated do not reflect the current condition
inthe general population. TRIS datareflect the
immunizationlevelsd the current kindergarten
enterer cohort at 24 months of age (3yearsprior

to thesurvey date) rather than thelevelsd the
current 24month-old cohort.
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The CDC 2-stage cluster survey method was used
to randomly select 35 schoolsper Public Health
Region (PHR) (stage 1) and 25 students per school
(stage?)ineach d the 11 PHRs . The probability
d agiven schoal's selectionfor thesurvey is
proportionateto itsshare d the regional kinder-
garten population. Three hundred and eighty-
fived 3,268 kindergartens statewide participated
inthe1995 TRIS. Theimmunization histories d
9544 children werereviewed, yielding a 99.2%
(9,544/9,625) completionrate. The samplefell
short o the expected 9625 due to undersampling
and because several schoolschosen had fewer
than 25 kindergarten students.

Tablel shows the1995 TRISresults for the per-
cent d kindergarten students up to date by 24
months by vaccine category. Each:.coverage level
estimateis accompanied by a 95% confidence
interval. Regional coveragelevelsfor the 4-3-1
seriesat 24 months o ageranged fromalow o
29.5% (95% C.l1. 25.2-338)inPHR 5toahigh
52.5% (95%C.l. 48.7-56.2) in PHR 10. State cover-
agelevelswere calculated by weighting each
PHR’s immunization level by that region's pro-
portion d the state kindergarten population, as
indicated by Texas Education Agency data.
Comparisond 1994 and 1995 TRIS coverage
levelsfor the 4-3-1seriesshowed a declined 1.8
percentagepoints. The overlapping confidence
intervals, however, indicated that the observed
declinewas not statistically significant.

I mportantly, there was a 22.2 percentage point
decreasefrom the 3-3-1level (64.0%) to the4-3-1
level (41.8%) at 24 months o age. Additional
analyses (not shown) o the1995 TRISdatare-
vealed anumber o shortcomingsin state immu-
nization practices. Although 96.2%6 (8837 /9544) o
the histories contained afourth DPT vaccination,
51% (4504 /8837) indicated administration at or
after 25 months o age. Thisissignificantlylater
than recommended by the Advisory Committee
on Immunization Practices (ACIP). Examination
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of trendsin vaccination levelsby selected ages
and vaccine categoriesreaffirmstheimpression
that preschool-agechildren are not receiving
vaccinesaccording to the recommended immuni-
zation schedule. Additional analysesshowed that
simultaneous administration d thefourth DTP
and thefirst MMR (asrecommended by ACIP)
occured only 21%d thetime. Substantial missed
opportunities for simultaneous administration
contributed to thelag in the 4-3-1 coveragelevels
at 24 months o age, increasing the financial
burden d immunization to parents, fostering
client dropout, and contributing to the number d
under-immunized children statewide.

Table 2 comparesthe 1995 TRISimmuni zation
coverage level swith recent immunization survey
resultsfrom the 1994 TDH Household Survey
(TDHHS)? and the National |mmunization Sur-
vey, conducted by the Centersfor Disease Control
and Prevention (CDC/NIS)®. These surveys use
different age group and vaccineseriescriteria
than doesthe TRIS. To provide abasisfor com-
parison, the1995 TRISand the data gathered by
TDH clinic assessmentsprogram (CASA) were
reanalyzed using the1994 TDHHS criteriafor age
group and vaccineseries. TRISand CASA data
were also analyzed at the 35-month age marker
for comparison with the April-December, 1994,
CDC/NIS results. Thelargesamplesizesd the
1995 TRISand CASA datasets arereflected in the
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tightnessd the confidenceintervals. It should be .
noted that, in many instances, confidenceinter-
valsfor agiven age group and vaccine series
overlap when comparing resultsfrom these
different surveys. Also, thesignificanced differ-
ences among survey results should beinterpreted
with caution sincethey represent different co-
horts. The unweighted 1995 TRIS4-3-1 coverage
level o 45.7% (9% C.1. 44.7- 46.7) at 24 months
wasthe highest d the three survey results evalu-
ated at that age marker. At the35-monthage
marker, therecent CDC/NIS coveragelevel d
71.0% (95%C.1 66.7-75.3) for the 4-3-1 sexies
demonstrated a statistically significant increase
over the1995TRISlevel d 59.9% (95%C.1 58.9-
60.9). Thisfindingsuggests that greater standard-
ization of measurement criteriawould be an
important contribution to the comparability o
future evaluations.

Immunization Divison (800) 252-9152

Refer ences:

1. ZellE Eddins D. Guiddinesfor retrogpective
school enterers survey and clinic assessment, p. 62

2. Simpson D, Suarez, L. ThelmmunizationStatuso
Texas Children Age 324 Months Resultsof the1994
TexasImmunization Survey. Acocepted for publication
in TexssMedidne

3 CDC. Sateand Nationd Vacanaion Coverage
Levds Among Children Aged 19-35 Months, United
States, April-December 1994. MMWR 1995:44(33).
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Table 1. TRIS Immunization Levels by PHR and Vaccine Category
PHR 4-3-1 (95%C.1) 3-3-1 (95% C.L) 4DIP  (95%C.L) 3DIP (95%C.l.) 3 0PV (95%C.1.) 1 MMR (95% C.1.)
(%) (%) (%) %) (%) (%)
45,9 (41.4-50.4) 65.3 (61.0-69.6) 46.5 (41.9-51.1) 78.2 (74.3-82.2) 725 (68.1-77.0) 78.6 (75.7-81.5)
2 442 (39.9-48.6) 69.1 . (64.7-73.5) 45,6 (41.3-50.0) 82.0 (78.5-85.5) 760 (71.9-80.2) 80.6 (77.5-83.5)
| 43.4 (38.1-48.8) 60.6 (66.4-64.7) 46.1 (40.8-51.4) 75.7 (72.0-79.5) 67.9 (63.8-72.0) 763 (72.8-79.8)
4 37.9 (34.2-41.7) 56.7 (62.9-60.5** 39.2 (35.4-43.0) 73.9 (70.5-77.4) 63.9 (60.3-67.5)* 74.5 (71.1-78.0)
5 295 (25.2-33.8)** 50.1 (44.5-55.6)** 36.1 (32.4—3_9.9)** 69.8  (67.1-72.5* 64.3 (61.3-67.4)* 62.1 (55.8-68.4)**
6 34.9 (28.3-41.5) 60.3 (566.6-64.1) 39.1 (31.9-46.2) 771 (72.9-81.4) 71.0 (66.8-75.2) 71.8 (68.9-74.6)
49.7 (44.1-55.4) 68.1  (63.5-72.7) 53.0 (47.5-58.5) 80.6 (77.0-84.1) 775 (73.5-81.5) 777 (74.1-81.4)
8 439 (36.8-51.0) 73.4  (69.6-77.3)* 45,9 (38.5-63.3) 83.3 (79.7-86.8) 82.4 (78.7-86.2)" 80.1 (77.0-83.2)
9 46,9 (42.5-51.3) 66.7 (63.1-70.4) 48.8 (44.6-53.0) 79.3 (76.3-82.4) 747 (71.3-78.2) 774 (74.3-80.4)
10 525 (48.7-56.2)" 74.6  (71.7-77.6)* 57.3 (63.0-61.5)* 86.7 ' (84.0-89.5)* 86.4 (83.5-89.3)* 81.9 (79.0-84.9)*
11 42,1 (38.4-45.8) 67.8 (64.1-71.4) 44.9 (41.2-48.6) 80.3 (77.4-83.3) 79.1 (76.0-82.1) 744 (70.7-78.1)
TOTALY 418 (37.9-45.7) 64.0 (61.2-66.8) 449  (40.9-48.9) 783  (75.7-80.9) 733 (70.5-76.1) 755 (73.1-77.9)

Weighted state levels

Significantly higher than statewide levels.
Significantly lower than statewide levels.
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Ricketisial Diseases

Two rickettsial diseasesd humans are reportable
to the Texas Department of Health: flea-borne
typhus, caused either by Rickettsatyphi or a
similar recently recognized organism called
Rickettsaazadii, and Rocky Mountain spotted
fever RMSF), caused by Rickettsarickettsi. Case
reportsd human ehrlichiosis, which was not
reportablein 1995, were also collected. A brief
epidemiologicsummary o these diseasesfor 1995
isprovided below.

Therewas an almost 6-fold increasein the num-
ber d substantiated flea-borne typhus cases, 53
caseswere confirmedthisyear, while only 9 cases
were confirmedin1994. Most 0 thisyear's cases
occurred in patientswho resided in South Texas:
27in Hidalgo County and 13in Nueces County.
Three patients resided in Cameron County, 2in
Nolan County, and 1 eachin Duval, Harris, Jim
WEéls, San Patricio, Scurry, Tarrant, Tyler, and
Willacy Counties. At least 13 patients had known
fleaexposure. Thirty patientswere mde; 23were
female. Their agesranged from 6to 80 years.
Onsetsd illnessoccurredin every month d the
year, with apeak in October: 3inJanuary,2in
February, 2in March,1in April, 2inMay, 6in
June, 6inJuly,5in August, 4in September, 10in
October, 4in November, and 1in December.
Symptomsincluded fever (100% d patients),
headache (74%), maai se (64%), nausea and/or
vomiting (58%), anorexia(43%), and myalgia
(42%). Nineteen (36%)personshad arash. Al
but 11 patients were hospitalized; none o the
patients died.

Six casesd RMS-were confirmed thisyear; 3
patientswere maleand 3werefemale. Their ages
ranged from 19 to 78 years. Onsetsd illnesswere
inJuly (3cases), August (1), October (1), and
November (1). Four d the patients were hospital-
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ized; 1 patient died. All d the patients had fever

and headache. Other symptomsincluded malaise
(5patients), nauseaand/or vomiting (5), myalgia
(3), and anorexia(3); 2 persons had arash. Only 1

patient recalled atick bite prior toillness.

Althoughin 1995 human ehrlichiosiswas not yet
anotifiablediseasein Texas, 9 caseswerere-
ported. O these, 6 patients were male and 3 were
female, and agesranged from 11.to 68 years.
Monthsd onset were April (2cases), May (2),
June (3), September (1) and October (1). Six
personshad ahistory d tick exposure prior to
onset d symptoms; 2 patients may have been
exposed in Arkansas. Seven d the 9 patients
were hospitalized. Symptomsand laboratory
findingsincluded fever (9 patients), headache (7),
malaise (7), myalgias (7), thrombocytopenia (7),
anorexia (5), nausea/vomiting (5), elevated liver
enzymes(3), and rash (3).

Duringthelast 10 years, 2 typesd human
ehrlichiosishave been recognizedin the United
States: human monocytotropicehrlichiosis
(HME) and human granul ocytotropic ehrlichiosis
(HGE). HME is caused by Ehrlichiachaffeensis, a
rickettsial organismwith atropismfor mono-
cytes/macrophages. The primary vector o E.
chaffeensis is Amblyomma americanum, thelone star
tick. Another speciesd Ehrlichia, related to E.
phagocytophila (theagent d ovine tick-bornefever)
and E. equi (theagent d equine ehrlichiosis),
causesHGE. Thisasyet unnamed organism
infects granulocytes, primarily neutrophils. The
primary vector d the HGE agent is Ixodes
scapularis, the black-leggedtick. All cases o
human ehrlichiosisin Texasto date are consid-
ered tobe HME. Thelonestar tick isabundant
throughout the eastern two-thirdsd Texas and
readily biteshumans and other mammals from
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late February through early October. Theblack- does occur. In arecent study conducted at the
legged tick alsoispresent in Texas, butitisactive  CDC, one-third of serafrom miceinfectedwith

in cooler months and only biteshumans on the HGE agent reacted with E. chafeensis, whereas
occasion. Immature I. scapularisprefer tofeedon  none o theserafrom miceinfected with E.
reptiles, and adultsfeed on mid-size or large chafeensis reacted with the HGE agent.

mammals. Al casesreported to date have had
positive antibody titersto E. chafeensis and/or E. I nfectious Disease Epidemiology and Surveillance
canis. However, unidirectional cross-reactivity Division (512) 458-7676
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Salmonellosis

Therewere 2,363 casesd salrnonellosisreported
in1995, anincreased 19.2%over the1994 total.
Theannual statewideincidencerate was 13 cases
per 100,000 population (Figurel). Theincidence
d salmonellosiswas higher among Hispanics, (17
per 100,000) than amongwhites (7) or African-
Americans(7). The geographic distribution of
salmonellosisby county and public health region
isprovided in the Regional Statistical Summaries
Section.

Patientsin 45%d all caseswere children4 years

d ageandyounger. Their incidencerated 67
cases per 100,000 population was the highest o

Fgure 1. Salmonellosis Rates 1986-1995

0 Rate/100,000

any age group. Inthisagegroup, theincidence
among Hispanics (71) far exceeded that o whites
(43) or African Americans (36).

The speciesd theinfecting organismwasidenti-
fied and reported for 1,507 (64%)d the cases:
19% were SAlmondla typhimurium; 11%were S.
newport; and 7%were S, enteritidis. Two out-
breaksd sarnonellosis, which accountedfor 92
cases, wereinvestigated by the Infectious Disease
Epidemiology and Surveillance Divisionin 1995.

Infectious Dissase Epidemiology ad Survelllance
Divison (512) 458-7676

Yearly Rate

&&= Trend Line

Year
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Salmonellaagona: Large Outbreak with Two Separate Foci

In September 1995 the TDH laboratory, whichis In an attempt to find more cases, 2 other Texas
responsiblefor serotypingisolatesd Sdmondla |aboratoriesthat serotype SAmondlaisolateswere
that are submitted by laboratoriesacross Texas, contacted: amilitary hospital laboratory in San
identified an unusual number o isolates o Antonio and theHouston City Laboratory. Al-
Sdmondlaagona. Theisolatesthey receivedwere  though the San Antoniolaboratory had not
fromall areasd the state and were collected over  isolated any S. agona, the Houstonlaboratory had
several months, soit was unclear whether or not ~ 7in1995. Theseisolateswereforwarded to the
this represented a common-source outbreak. statelaboratory for PFGE analysis, and 2 were
Therefore, thelaboratory performed molecular determined to be PFGE type Tx-A.

analysisd theisolates using pulsed-field gel

electrophoresis(PFGE). OF 17 isolatessubmitted Oned the Houston type Tx-A case-patientswas
from Austin and San Antonio, 11 wereindistin- in Nicaraguathe week prior toillnessonset and
guishable by PFGE. Theseresults suggest that the thereforewas not hel pful in determiningthe
source d infection for these11 patientswas the sourced thisoutbreak. However, the other case-
same. Thelaboratory labeled thisstrain Tx-A. patient from Houston had beenin San Antonio
Strainsfrom other areasd Texaswereall differ- with hisfamily prior toillness. Two other mem-
ent. Thelaboratory theninformed theInfectious  bersd hisfamily wereill; they had eaten only 2
Disease Epidemiology and Surveillance IDEAS)  mealstogether, both at a small taco housein
Division, and an investigation commenced to downtown San Antonio.

determineif therewas a common sourced the

infections.

For thisinvestigation, a case- Figure 1. Salmonellaagona, May - October by Week
patient was defined as an indi- d CultureCollection
vidual with astool culture posi-

tivein 1995 for Sdmondlaagona 8 No. Cases

with PFGE type Tx-A. Thelabo-
ratory eventually identified16 S
agonaisolatesthat were PFGE
type Tx-A: 8from Austinand 8
from San Antonio (Figurel).
Initially, open-ended interviews
with the case-patientsrevealed no
obvious common exposure such
asthrough eating at the same
restaurant, travelling, or owning
pets. A case-control study did not
yield useful results. Thisoutcome
may have been due to thelength
o t_l me b_etween the OnS(_Et o the May June July August Sept Oct
patient's illnessand theinterview; Week of Culture Collection

most patients were being inter-

viewed several weeks

after the onset o illness.

B Type XA
A Unrelatedtype

1 8 152229 5 12 19 26 3 10 17 24 31 7 1421 28 4 11 18 25 2 9
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With this new information, IDEAS staff re-inter-
viewed 7 d the case-patientsfrom San Antonio, 6
d whom had also been to thissmall taco house
prior to their illness onsets. (Theother case-
patient was a child whose parents did not remem-
ber if the child had been there.) The San Antonio
Metropolitan Health Didtrict tested variousfood
samplesfrom the taco house; onefood sample
was culture positivefor Salmonella agona. Labora-
tory testing at TDH confirmed theisolateto be
PFGE type Tx-A, the outbreak strain.

A dried beef product similar to beef jerky, caled
machacado, was the most likely source d illness
for the San Antonio case-patients. The taco house
made machacado on site, by drying strips o beef
cut from alargepieced three-bonechuck. Since
no heat was used during the drying step, Salmo-
nella could easily have survived the production
process. The case-patientsdid not report eating
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machacado, but all had eaten fresh salsaverde.
The salsaverdelikely was cross-contaminatedby
raw machacado; both were prepared in the same
blender, and the blender wasinadequately
washed. Although a definitive source could not
be found for the Austin cases, evidencesuggested
that the ultimate source for outbreaks at both
locationswas asingle meat distributor located in
CorpusChristi.

This outbreak would have gone undetected
without molecular |aboratory surveillance, but
traditional shoe-leather epidemiology was needed
to determine the cause and to implement control
measures. Thisoutbreak illustrateshow public
health laboratories and epidemiol ogistscan and
must work together to protect the public's health.

Infectious Disease Epidemiology and Surveillance
Division (512) 458-7676 s
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Serogroup C Meningococcal Outbreak in Gregg County

An outbreak d serogroup C meningococcal
disease (SCMD) that began in Gregg County in
1994 continued during 1995. Gregg County,
located ineast Texas, has apopulation d 106,400;
persons aged 2 to 20 yearscomprise43,177  this
total. Longview isthelargest city in the county.
Thisoutbreak involved 20 casesd culture-con-
firmed SCMD. The patientsrangedinagefroml1
month to 37 years. Seventeen patientswere aged
2to 27 years, withamedian aged 15years. The
other 3 patients were aged 1. month, 1year, and 37
years. Twelve (60%)d the patients were males.
Whites, who make up 70% d the county's popula-
tion aged 2to 29 years, accounted for 0% o the
cases. Eighteend the 20 patients were Longview
residents. Thisoutbreak resulted in 3 deaths,
which occurredin February, June, and September.
The patients who died were awhite 1-year-old
boy and two 19-year-old young women.

During 1994, 13 casesd SCMD occurred. Eight of
the 13 casesoccurred from January through June
1994, and 5 o the 8 patientswerefrom 2to 7 years
o age. Becausetherated SCMD was 21 cases
per 100,000 populationin January and February,
meningococcal vaccine was recommended; 10,416
doses were administered to Gregg County chil-
drenwhowere 2through9yearsd age.

From January to March o 1995, 7 casesd SCMD
occurred. Theagerangefor 4 o the patientswas
18to 27 years. It wasdecided at that timeto
increase the meningococcal vaccine target group
toinclude Gregg County residents aged 10
through 2 years. Inthe USthe expected rate o
meningococcal diseaseis1 case per 100,000
population. For thefirst 3 months o 1995therate
of meningococcal diseasein Gregg County for
persons aged 2 through 29 yearswas 16 cases per
100,000 population. The TexasDepartment d
Health (TDH) and the Centersfor Disease Control
and Prevention (CDC) recommend the use o
meningococcal vaccine to control an outbreak
when therated diseaseisgreater than 10 cases
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per 100,000 population. By September 1995, 19
cases had occurred in Gregg County, even though
27000 individualsaged 2 to 29 years had been
vaccinated during the 1994 and 1995 campaigns.

To determinethe efficacy d thevaccinein this
population, TDH, in cooperation with the CDC,
conducted a case-control study in Gregg County
in September d 1995. Serogroup C meningococ-
cal diseasepatientswho were2to 2 yearsd age
wereenrolledin thestudy. Theratiod patient
per age-neighborhood-matched control sidenti-
fiedwas1:6 or 1:3. Thecontrol group wasused to
estimate vaccine coverage and to identify risk
factors associated with nonvaccination. Seven-
teen case-patientsand 84 controlswere enrolled.
Calculated vaccineefficacy was 85%and did not
change with other risk factors, whichincluded
maternal educationlessthan high school, passive
smoke exposure, and church attendance. Among
controls, older age was strongly associated with
nonvaccination. Thevaccinationratein 2- to 4-
year-oldswas 67%; in 5- to 18-year-olds, 48%; and
in 18- to 29-year-olds, 20%. Watchingtelevision
newsless than twice per week was al so associated
with nonvaccination. Theinvestigationcon-
firmed the efficacy d meningococcal vaccinein an
outbreak. More meningococcal vaccineclinics
were held toincreasetherate d vaccinationin 18-
to 29-year-olds.

IN18 d the 20 cases, isolateswere availablefor
serogrouping and pulsed-field gel electrophoresis
(PFGE). Al 18isolateswere serogroup C. Seven-
teen wereindistinguishableby PFGE. Enzyme
typing doneat CDC identified this Neisseria
meningitidis group C asthe Canadian Carrollton
strain. During 1995, 22,902 residents were vacci-
nated; 10416 were vaccinated during 1994. The
last 1995 casein Gregg County occurredin Octo-
ber.

Infectious Disease Epidemiology and Surveillance
Division (512) 458-7676
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") sexually Transmitted Diseases

Primary and Secondary Syphilis Casesreported in 1994 indicated that the number
d women with P&S syphilis exceeded the num-

Caused by the spirochete Treponema palidurn, ber d men for thefirst time. However, 1995

acute syphilisis characterized clinicaly by pri- reportsindicated that women were once again

mary lesionsfollowed by secondary eruptions slightly outnumbered by men with P&S syphilis.

involving the skin and mucous membranes. Women accounted for 769 cases (49.4% d the

Untreated syphilisprogressesinto achronic total) compared with 787 cases among men.

diseasewith long periods d latency. Statewide,

1,557 casesd primary and secondary (P&S) Early Latent Syphilis

syphiliswerereportedin 1995. This19%decrease

over casesreported in 1994 continuesa down- The early latent stage o syphilisfollowsun-

ward trend. Thenumber d P&S syphiliscases treated secondary syphilisafter aperiod o weeks
reported in 1995 was 70% less than the number or months. In thislatent stage, positive clinical
reported in 1990. Theoveradl state ratein1995for  signsare absent and detection o syphilisrelies
P&S syphiliswas 8.4 cases per 100,000 population. upon serologictests. Early latent syphilis may be
More than one-third d these patientswere aged infectious, therefore, analysisd early latent
15to 24 years. syphiliscases, in addition to P&S syphilis,is
important in identifying disease trends.

African Americanscontinueto account for the
majority (75%) d P&S syphilis

:> casesreportedin Texas Therate Figure 1. Primary and Secondary Syphilis Case Rates

d P&S syphilisamong African by Ethnicity
Americanswas 54 per 100,000 in
1995. Although morethan 2026 60 Rate per 100,000

lower thanin 1994, theratefor
African Americansremained
extremely high compared with 50
other ethnicgroups (Figurel). The
caseratefor Hispanicswas 3.3 per 40
100,000, for whites, 1.6, and for
other ethnic groups (including

caseswith race unspecified) 9.9 per 30
100,000. African American men

and women aged 20 to 24 years 20
showed the highest rates: 132

casesper 100,000 for men d this 10
age group and 176 cases per

100,000 for women (Figure2). The 0

extremely high caseratefor both
sexesindicatesthe continuing
severity d the problem of P&S Ethnicity
syphilisamong young African

Americansin Texas

White African American Hispanic Other

N

J
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Figure 2. Rates of Primary and Secondary Syphilis
Among African Americans by Age Group and Sex

Rate per 100,000
00

B Men
0 Women

160
100

50

15-19 20-24 25-29 30-34 35-39 40-44 >45
Age Group

In 1990, there were slightly over 5,000 cases of

P&S and of early |atent syphilis reported with
similar rates of 30.4 and 29.9, respectively (Figure

3). Sincethat time, the number d casesd P&S

early latent syphiliswhilemenin
thisage group accounted for
dightly more than 40% o all
casesin males.

Congenital Syphilis

Oned the most seriousformsd
the disease, congenital syphilis
may cause abortion, stillbirth, or
prematureddivery, aswell as
numerous severe complications
in the newborn. 1n1995,192
casesd congenital syphiliswere
reported, marking the third
straight year o decline. The
lower number d congenital
syphilis casesin 1995 represented
a14% decreasefrom1994. With
88 cases, Harris County had the
highest number o congenital

cases, 3 cases more than in 1994. ]effers-on County
had the second-highest number at 14 cases.

Statewide, 60% of congenital cases were in Afri-

syphilishas steadily declined, but thenumber of ~ Can Americans, 22% in Hispanics, and 8% in
early latent syphiliscasesin- whites. The proportion of congenital syphilis

creased substantially in 1991 and
has decreased at a much slower

cases. Although both were 100
considerably lower in 1995 com-

pared with 1990, the number of

early latent syphiliscases (3,019) 80, |
remained almost twiceashigh as
that for P&S. For 1995, the overall
rate d early latent syphilis(16.2
cases per 100,000) was almost
twicetheratefor P&S syphilis(84 4
per 100,000).

60

In 1995, African Americans
constituted 68%d all early latent
syphiliscases, followed by His-

Figure 3. Syphilis Case Rates, 1990-1995
rate than that for P&S syphilis Rate per 100,000 population

& Total Syphilis
+ Early Latent
-4 Primary and Secondary

panics (17%) and whites (11%). 0
Women aged 15 to 29 years made 90 91
up amost 60% o all femaleswith

72
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casesamong Hispanicswas higher than the
proportion d either P&S cases or early latent
syphilis casesin thisethnic group.

Chlamydia

testing, incidence among males would most likely
be higher than suggested by case reports.

Figure 4. Gonorrhea and Chlamydia Cases, 1990-1995

No, of Cases

Infections caused by thebacteria
Chlamydia trachomatis are among
the most common d dl sexually
transmitted diseases. Chlamydia
infectionin women can resultin
serious complicationssuch as
pelvicinflammatory disease and
ectopic pregnancy. Reportsd
chlamydiain 1995 totalled

44,738, a3 declinefrom the
previousyear (Figured). Al-
though dight, this decreaseisthe
first hint d the number d cases
levelling since chlamydiabecame

40,000

30,000

20,0001

10,000

< Gonorrhea
4 Chlamydia

reportablein1987. O thetota %0
chlamydia casesreported, 86%

werein females. Women are

morelikely to be screenedfor

chlamydia during clinical examsfor family plan-

ning, prenatal care, and routine pap smear testing.

Because d theincreasedrisk o severe outcomes
(includingthe potential to infect a newborn
child), chlamydiascreening programs focuson
women. Maesare often asymptomaticand
therefore do not seek treatment. Given that men
make up such asmall proportion (lessthan 15%)
d chlamydiacasesreported, thereisnoway to
estimate thetrueincidenced chlamydiainthe
Texaspopulation.

Dueto the overwhelming proportion o cases
among women, ratesfor each sex should be
examined separately. The1995 caseratefor
fermales was 407 casesper 100,000 with African
Americanwomen having the highest rate (977
casesd chlamydia per 100,000 population) fol-

lowed by Hispanicwomen (567) and whites (140).

Men showed the ssmeracial/ethnic distribution
aswomen but with far lower rates. However, if
maleswere equally targeted for screeningand

73

91 92 93 94 95
Year

Looking at casesreported by age group reveals
7 d al reported chlamydiacases-were aged 15
to24yearsd age. With more than 28000 cases
reported for women15to 24 yearsd age aone,
the ratesfor chlamydiaamong young women age
15to19 yearsand 20 to 24 yearswere 2408 and
1,840 per 100,000, respectively.

Gonorrhea

Gonorrheais caused by the bacteria Neisseria
gonorrhoeae. Left untreated, gonorrheamay lead
to pelvicinflammatory disease or ectopic preg-
nancy in women, with sterility a possibility for
both sexes. In Texas, the 30,893 casesd gonor-
rheareported in 1995 represented an increase
over the previoustwo years. Exceptfor anin-
creasein 1990, gonorrheain Texashad been
decreasing since1978 when almost 90,000 cases
werereported. Casesreported in1995were 26
higher than in1994 (Figure3).
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The1995 overall rate for gonorrheawas 166 per
100,000 with males (172) having a higher rate than
females (158). Among age groups, the highest
ratefor femaleswas found in women aged 15 to
19 years (872 per 100,000) followed by those aged
20to 24 years (608 cases per 100,000). Menin
these age groups aso had higher ratesthan did
other males. Gonorrheaamongwomen aged 15
to 24 years comprised 6/%6 d all casesinfemales;
men d the same age group accounted for 5206 o
all gonorrhea cases among males.

Examining racial/ethnic groups, the rate for

African Americans (911 cases per 100,000) is10
times greater than that for Hispanics (88 cases per

74

100,000) and 25 timeshigher than the ratefor
whites (36 per 100,000). African American males
had the highest rate d d| race-sex groups, with
1,111 casesper 100,000 population. Aswas seen
for all gonorrhea cases, African Americansaged
15 to 24 years accountedfor the greatest share o
African American cases (60% d those reported);
they also represented 38% d all casesreported,
regardlessd raceor age.

HIV and STD Epidemiology Division (512)490-2545
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Shigellosis

IN 1995, 3,017 cases d shigellosiswerereported in
Texas, anincrease of 607 cases (25%) over 1994.
The annual statewideincidence rate was 16 cases
per 100,000 population. Figurelillustratesthe
risein shigellosis morbidity rates since1985. The
geographic distribution o shigellosisby county
and regionisprovided in the Regional Statistical
Summaries section at the back of this publication.

The overall incidence of shigellosis was higher
among Hispanics (30 cases per 100,000) than
among African Americans (12 cases per 100,000)
or whites (8 cases per 100,000). Childrenfrom
birth to 4 years of age constituted 38% of all cases,
and their incidencerate of 72 cases per 100,000
population wasthe highest ratefor any age
group. Among Hispanics, theincidence rate of
115 cases per 100,000 for children frombirthto 4

Figure 1. Shigdllosis Rates 1986-1995

Rate/100,000

75

yearsd agefar exceeded that of African Ameri-
cans (55 cases per 100,000) or whites (30 cases per
100,000).

The Shigella speciesisolated wasidentified and
reported in 1,926 cases (64%). Of those, 81% were
Shigella sonnei; 16% were S. flexneri; 3% were S.
boydii; and 1% were S. dysenteriae.

Seven outbreaks of shigellosiswerereported to
the Infectious Disease Epidemiology and Surveil -
lance Division in 1995, accounting for 242 (8%)
cases. Outbreaksrangedinsizefrom6to 104
cases. S. sonnel wasidentified as the causative
agent in each incident.

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

Yearly Rate
@ Trend Line
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Shigellasonnei: Multistate Outbreak Originating in Harlingen

In July 1995, an outbreak d Shigellasonnel was
simultaneously detected in lowaand Nebras-

ka. Becauseall the patientshad recently attended
aconvention in Harlingen, Texas, the Texas
Department d Health (TDH)was notified by the
state epidemiologistd lowa; an investigation was
conducted to determinethe source d theinfec-
tions and implement any necessary control mea-
sures.

The conventionin Harlingen was attended by 600
personsfrom over 25 states. Open-endedinter-
viewswith several d the Texas attendeessug-
gested that one particular med served during the
convention was responsiblefor transmission.
Threestudies were undertaken to investigate the
outbreak: across-sectiond study d al Texans
who attended the convention, a cohort study

all Texanswho attended theimplicated med, and
anational survey d al attendees.

For these threestudies, acasewasdefined as
acute onset o diarrhea and one other symptomin
aconvention attendeefrom June
21 through 27. Theepidemic
curveillustratesthe onset dates
for the120 total casesidentified
(Figurel). 70

Harlingen

No. Cases

The Cross-sectional Study 60

Ninety-two randomly chosen 50
Texasresidentswho pre-regis-
tered for the conventionwere
surveyed by phone. Interviews
were completed for 81 persons,
and 73 had actually attended the
convention. Nineteen (26%)d
the 73 met the case definition; 46
had noillnessat all and were
used ascontrols. For dl conven- 0

20

10

However, for oneluncheon, called the Bluebonnet
Lunch, dl 19 case-patientswerein attendance,
yidldinganinfinitereativerisk. A smultaneous
medl, called the Ydlow Rose Lunch, was attended
by noned the case-patients, so therdativerisk
was zero.

The Cohort Study

Sixty-three Texas attendeeswho preregisteredfor
the Bluebonnet Lunch were surveyed. Forty-nine
were reached, and 45 had actually attended the
meal. Twenty-three (51%)d the 45 met the case
definition; 21 werewell and served as controls.
Sincethe Bluebonnet Lunch was served already
packaged on a plate, most d the attendeesate
most d theitemsserved. Infact, all case-patients
ate chickensalad, pasta salad, and applecrisp
dessert, asdid most d thewd | attendees. Thus,
no conclusions could be madefrom thissurvey
concerning food items that might be the source d
infection.

Figure 1. Epidemic Curve, ShigellosisOutbreak,

= Foodhandlers,n=2
Residents of other states, n = 94
M Texos residents, n =26

tion meal sexcept two, therewas 18 19
no stati sti cal associ ationbetween
illnessand meal attendance.
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The National Mail-Out Survey

A brief questionnairewas mailed to all conference
attendeesfrom 24 states. Two hundred fifty-
seven personsreturned a completedsurvey. O
the 257, 85 (33%) met the case definition. Aswith
the Texas study, the Bluebonnet Lunch was
statistically associated with illness, with arelative
risk d 5.8 and with 95% confidenceintervalso
3.3t010.0. Inaddition, chicken salad at the lunch
was associated with illness (infiniterelative risk),
but pasta salad and apple crisp were not. There-
fore, when the national data were used, chicken
salad from the Bluebonnet Lunch wasimplicated
asthevehiclefor thisoutbreak.

Food for the Bluebonnet L unch had been pre-
pared at the |odge where the convention was
held. All other mealsduring the convention were
catered by an outside company. Two d the cooks
at the lodge becameill during the convention; but
because both had onset after the Bluebonnet
Lunch, they werelikdy victimsd the outbreak
rather thanitssource. A third foodhandler could
not bereached for interview, but reportedly had
not beenill. Additionally, several volunteers
among convention attendeeshel ped prepare and
servetheimplicated meal but could not beidenti-
fiedfor interview.
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Area emergency rooms and hospitalswere sur-
veyed to rule out alarger statewide outbreak; no
increasewas detected in the number o persons
seeking medical attention for diarrheaor in the
number o Shigella sonnei isolatesfrom stool
samples. Also, the TDH laboratory performed
pulsed-field gel electrophoresison all Shigella
sonnei isolatesfrom across Texasat thetime d the
outbreak; no strainsrelated to the outbreak strain
were detected. Therefore, this outbreak appeared
to haveresulted when an unknown mechanism
caused local contaminationd the chickensalad
with Shigella.

Thislarge, multistate outbreak d Shigella may
have gone undetected without prompt reporting
fromavariety o local health departments across
Texasand the US. Complete, timely reporting is
imperativein order to detect and control such
geographically dispersed outbreaks.

Infectious Disease Epidemiology and Surveillance
Division (512) 458-7676.
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Foodborne Shigellosis Outbreak in an Elementary School

On January 12, school officialsfrom an elemen-
tary school in West Texas contacted the local
health department to report a5-fold increasein
the absenteerate. Theaverage
daily population d the school
is460 students, and the average
absenteeratefor the school is
4.3%, or about 20 students per
day. On January 11 the absen-

teeratewas11.7% (54 stu- 20
dents), and on January 12 the

rate reached 21.3% (98 stu-

dents). 15
A telephone survey conducted

by thelocal health department 10
revealed that approximately

9% d theill students had 5
gastrointestinal symptoms

which included vomiting,

diarrhea, fever, severe stomach 0
cramps, and headache. Six
teacherswere also absent with
adiarrheal illness. Themaor-

ity o the people contacted reported onset o
symptoms between January 10 and January12.
Preliminary cultureresultsfrom 2 d the symp-
tomatic children were positive for Shigellasonnei.
TheInfectious Disease Epidemiology and Survell-
lance (IDEAS) Divisonwas notified d a probable
foodborneillnessoutbreak at the school and an
investigation was begun on January 12.

The school district administration office was
notified, and it was determined that no other
school in the district was experiencinga higher

t han normal absenteerate. Emergency roomsand
other primary carefacilitieswere advised o the
suspected outbreak i n an effort to identify addi-
tional cases.

Further investigationrevealed that 1 o the4food

serviceworkers at the school had onset d a
diarrheal illnesson Tuesday, January 11. This
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FAst Second Thid

worker had cared for her granddaughter on

Friday and Saturday, January 6 and 7. During
this period the child also had adiarrheal illness.

Figure 1. Grade Distribution of Cases

No, with Gl symptoms

Staff

Fourth .  Fifth Sixth

Grade

Therewereno extracurricularschool activities
scheduled on theweekend prior to the outbreak.

Additional stool specimenswere collected from
all thefood service personnel and asmany d the
ill students as possible on Friday, January 13. As
amatter d course, the school cafeteriasaved food
samplesfrom each meal. Sanitariansfrom the
local health department collected some d these
samples.

For the purpose d thisinvestigation, a case was
defined as apositivestool cultureor illness
characterized by vomiting, diarrhea, fever in
combination with any gastrointestinal symptom.
Onset o symptoms must have been later than
January 9. A detailed food history and
symptomol ogy questionnairewas devel oped.
Food history data focused on thelunch meals
served at the school between Thursday, January 5
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and Wednesday, January 11. On Friday, January
13, questionnaireswere completedfor all students
present for school that day who reported arecent

83%; fever, 894 headache, 79%; vomiting, 59%,
chills, 59%; and bloody diarrhea, 16%. O the54
patients who reported subjectivefever, 21 had

taken their temperatures, which ranged from 99.6
to 103.4°F, withamean d 101.8°F. One child was
hospitalized.

gastrointestinalillnessand for at |east an equal
number o non-ill students from the same class-
rooms. Data collectionfor all students was ac-
complished using face-to-faceinterviews. Four
Vigtavolunteers assisted health department
officidsin data collection.

Stool cultureswere obtained for 14 o the patients.
Eleven were positivefor Shigella sonnei. Addition-

Table 1. Number Exposed by Meal and Food ltem (n=124)

s

(U

Ate Did not eat

Criterion ] Not Il i Not Il Odds Ratio p Value
Ate on Thurs 1/5 40 52 16 16 0.77 0.5231
Ate on Fri 116 44 58 12 10 0.63 0.3295
Ate on Mon 1/9 54 50 2 18 9.72 0.0006

Chicken Fajitas 50 45 6 23 4.26 0.0025

Salad 34 15 22 53 5.46 0

Pinto beans 26 29 30 39 1.17 0.6732

Tortillas 42 45 14 23 1.53 0.2852

Milk 46 48 10 20 1.92 0.1349
Ate on Tues 1/10 41 56 15 12 0.59 0.2198
Ate on Wed 1/11 19 53 37 15 0.15 0

Additional interviewsd saff and studentswho
had been absent on Friday, January 13were
conducted on thefollowing Tuesday and
Wednesday.

O the135individualson whom datawere
collected, 56 met the case definition; 63 healthy
students and teachersserved as controls. Eleven
individuals had onset o symptoms prior to
January 11 and were not consideredin the analy-
s§s. Onset o illnessbegan on January 11 (22
individuals), peaked on January 12 (57individu-
as), and continued through January 13and 14
(9and 3individuals respectively). Thegrade
distribution d the casesisinfluencedby the
number o ill studentswho could beinterviewed
(Figurel).

The patients ranged in age from 6 to 56 years of
agewith amedian aged 10 years. The mgjority
(58%)werefemales. The frequency d symptoms
among the caseswas. cramps, 919 diarrhea,
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aly, Shigella sonnei was cultured from two
asymptomatic food serviceworkers. Al submit-
ted food sampleswere negativefor Shigella.

Univariateanalysisd the datarevealed that case-
patientswere morelikely than controlsto have
eaten lunch on Monday, January 9 (OR 9.72,
p=0.0006); chickenfgjitas (OR 4.26, p=0.0025); or
tossed salad (OR 546, p=0.00001). After control-
ling for eating tossed salad, analysisshowed that
fajitaswerenot associated with illness. Eatingon
any other day was not associated with increased
risk d infection (Table 1).

Recommendations

The actionsd thelocal health department in
outbreak identification and diseaseintervention
were timely and appropriate. Theaugmentation
d theaready understaffed department by Vista
volunteerswas an exemplary utilization o re-
SOurces.
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Thelocal school district policy dictatesthat Shigella had already been implicated in the out-
samples d food served be collected and saved for  break, so thelaboratory was able to limit testing
later analysis. However, not all food itemswere  to just thisone organism. It may be d valuefor
saved in quantitiessufficientfor completecultur-  al local health departmentsto advise the school

ing. Under normal circumstancesthe Texas districtswithintheir jurisdictiond the need to
Department d Health Laboratory will culture save at least 100 grams (3% ounces) d each food
food specimensfor many different pathogenic item.

organisms. To completethisculture battery,

thelaboratory requiresat least 100 grams (3% Infectious Disease Epidemiology and Surveillance
ounces) d eachfooditem. Inthisincident, Division (512)458-7676
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Shigellosis on a Cruise Ship

OnMarch 21,1995, aCentral Texasresident
contacted the Infectious Disease Epidemiology -
and Surveillance (IDEAS) Division regarding
gastrointestinalillnessesthat he, hiswife, and a
number d other persons had experienced during
ashipboard cruise. The cruiseship departed
Cozumel, Mexico, on March12 and returned to
Cozumel on March 19. Portsd call included
Bedlize, Guatemala, and Honduras. Thecaler
provided names and tel ephonenumbers for
several other Texans on the cruisewho had been
ill. Following conversationswith theseindividu-
ds aninvestigationwasinitiated. The Enteric
DiseasesBranch and Vessdl Sanitation Program o
the Centersfor Disease Control and Prevention
and state health departments (pas'sengerswere
from acrossthe nation) were alerted to the poten-
tial outbreak. A letter was also sent to the Direc-
tor General de Epidemiologiain Mexico City.

The ship, operated by a New Y ork-based com-
pany, sailed part d the year out & Cozumel and
part o the year in the Mediterranean. The pas-
senger capacity was about 450 and the crew
complement, 225. Thetotal number d personson
board for this particular cruisewas not reported,
but 50 personswith Texas addresses wereidenti-
fied from the ship's passenger manifest.

Using information provided by the cruise com-
pany, 48 d the 50 Texanson the cruisewere
contacted, and alimited questionnaire was ad-
ministered by telephone. 1nformation obtained
included: gastrointestinal symptoms experienced;
thenumber o timesfood was consumed from
buffet lines, ordered from the menu, or ordered
from room service; theamount and type o sea-
food consumed; what foods may have been
consumed on shore prior to embarkation and at
each port d cdl; and the average daily number

d glassesd water consumed on board. The 32-
page menu and numerous dining optionsavail-
ableto passengersprecluded asking detailed food
histories.
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O the 48 passengersinterviewed, 33 (69%0)
reported gastrointestinal symptomsincluding
diarrhea (94%), abdominal cramps (64%), nausea
(36%), and vomiting (30%). Other symptoms
included headache (49%), fever (42%), and mal-
ase (42%). Datesd onset d symptoms ranged
from March 13to March 25, with 22 (67%) report-
ing onset betweenMarch17 and March 19.
Symptomsexperienced by ill passengerswere
consistent with shigellosis. Three passengers had
stool cultures done; 1was positivefor Shigdla
sonnel.

To meet the case definitionin thisinvestigation, a
passenger had to have a positivestool culture,
diarrhea, or three non-diarrheal syrnptomswith
onset between March 15 and 21. O the 33 passen-
gersreporting symptoms, 31 met the case defini-
tion; 15 well passengersserved ascontrols. Statis-
tically, there was no associ ationbetween illness
and consumptiond food on board or on shore
either prior to embarkation or at any o the 3 ports
d cal. An associationwas observed between
illnessand water consumption on board. Passen-
gerswho reported consuming morethan 5 glasses
d water per day were11.5 timesmorelikely to
developillness than those who consumed 5 or
fewer glasses per day (p=0.009).

Sixty-fivepercent d Texans on board experienced
illnessesthat fit the case definition. If asimilar
percentaged other passengersand crew were
affected, as many as 440 persons could have been
ill during and/or after the cruise. Thefindings o
our investigationwere reported to the cruiseline
with the recommendationthat the ship's water
supply beinvestigated.

Becausethe ship did not make port callsin the
United States, the Vessdl Sanitation Program had
no record o past sanitation inspections, and the
Enteric DiseasesBranch did not conduct an
investigation. The cruiselinereportedly sent a
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team to investigate the ship after being contacted
by IDEAS, but no information was forthcoming
regarding theinspectionor any remedial actions.
If other statesconducted any investigations, they
were not reported to IDEAS,

Almost exactly one year after the outbreak, the
original informant contacted IDEASregarding
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dengue hemorrhagicfever in Puerto Rico, the
destination d an upcomingcruise. During the
conversation, he reported that the cruiseline had
filed for bankruptcy.

Infectious Disease Epidemiology and Surveillance
Division (512) 458-7676
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St. Louis Encephalitis

St Louisencephalitis(SLE) isan arboviral infec-
tion caused by aflavivirus. Thenatural cycle d
the diseaseinvolveswild birds and mosquitoes.
The birdsserve asamplifiersd thevirusby
infecting the mosquitos. Thevirusisthen trans-
mitted to humans by the bite d infective mosqui-
toes. Mosqguitoesin the genusCulex are the
vectorsfor S Ein the United States.

Clinical infectionin humans rangesfrom amild
febrileillnessto meningitis and severe encephali-
tis. Many human infections, however, areinap-
parent or asymptomatic. Fever and headache are
frequently the first and most persistent symp-
toms. Theelderly areat greatest risk of develop-
ing encephalitis associated with S_E virusinfec-
tion. From1990through 1994, 71 d 859 E
patients (83%)in Texasresided in Harris County.

IN 1995, 22 casesd St. Louis encephalitiswere
reported in Texas. The patientsranged in age
from 20 through 93 years, with amedian o 48
years. Most d the patients (15) were malesand
haf (11) were African Americans.
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A majority (19/22) d the patientsresided in
Dallas County. Brazos, Cameron, and Hopkins
Countieseach had one patient. The patient from
Hopkins County reported a history d mosquito
exposurein DalasCounty. The 20 cases exposed
in DalasCounty represented the first outbreak of
S Ein DallasCounty since1976. 1n1976,20 S E
caseswerereported from DallasCounty. Surpris-
ingly, no caseswere reported in Harris County,
historically theendemicfocusfor S Ein Texas.

Onset d illnessdatesranged from July 15 through
November 15,1995. The patient from Cameron
County experienced onset in November 1995.
Most o the patients (15) experienced onset o
illnessin September. Onsetsfor the Dallas
County caseswerefrom July 15 through Septem-
ber 29,1995.

Overdl, 6patientsdied. Fived the deaths oc-
curred among the 9 patients50 yearsd age or
older. Fived the patients associated with the
outbreak in Dallas County died.

Infectious Disease Epidemiology & Surveillance
Division (512)458-7676
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Storm-Related Mortality: Dallas County, May 5-12

On May 5,1995, alined violent thunderstorms
originating in the Texas Panhandle, moved into
Tarrant and Dallas Countiesin north Texas.
Tarrant County (Fort Worth) experienced large
hail, 3to4inchesd rain, and gusty windsin
excessd 70 milesper hour. Asthe storm moved
east into DallasCounty (Dallas),hail and high
winds decreased, but thevolume d rainin-
creased. Total rainfall amountsranged from1to 6
inchesin Dallas County. Sixty percentd rain
gaugesin Dallas measured more than 3inchesd
rainin a30-minuteperiod. The previouslocal, 30-
minute National Wesather Servicerecord d 2.55
inchesd rainfall was setin 1976.

Thestorm rapidly overwhelmed public services
within the Dallas-Fort Worth area. An estimated
16,800 Dallasconsumerswere left without electri-
cal power. Dallas911 operators answered 4,803
cals, 4 timesthe normal call load, between 8:00
p.m. on May 5and 2:00 am. onMay 6. Inaddi-
tion, preliminary property damageswere esti-
mated to be near $500 million.

The storm affected avery densely popul ated
county. The1995 population d DallasCounty is
estimated to be 2,019,133 or approximately 11%d
the entire population d Texas. Approximately
one-haf d DalasCounty residentslivein the city
d Dallas.

Thisreport summarizesfindingsd an
epidemiologicinvestigationd deaths associated
with the storm. Twenty persons, in 13 separate
incidents, died asaresult o thestorm. The
findings may be used to support the devel opment
o specificinterventionsaimed at preventing
future storm-related mortality in Dallas County.

To assess mortality associated with thisstorm
episode, saff o the Injury Prevention and Control
Program, Bureau d Epidemiology, Texas Depart-
ment o Health, and the Greater DallasInjury

Prevention Center, collaborated on data collection
activities. Epidemiologicinformationwas ob-
tained from the Dallas County Medica Examiner
and the City d Dallas Fire Department.

A casewasdefined as a death directly or indi-
rectly related to the storm that occurred on May 5,
1995in Dallas County. To captureall storm-
related deaths, all traumatic deaths occurring
between May 5 and May 12,1995 were examined.
A directly-related death was defined as one that
resulted from physical contact with astorm
product, such asflood water, hall, or lightning.
Anindirectly-relateddeath was defined as one
that did not result from physical contact with a
storm product, but would not have happened if
the storm had not occurred. Anexampled an
indirect death would be oneresultingfroma
storm-related activity, such aselectrocutiondue
to post-flood cleanup.

Datad interest about each victimincluded age,
race, gender, residence address, date and time of
death, locationd death, immediate cause and
circumstancesd death, sourced flood water
responsiblefor death (if appropriate), and dis-
tance d death scenefrom victim'sresidence.

Twenty deaths met the abovecriteriaasdirectly
or indirectly related to the storm. Thesedeaths
occurredin 13 separateincidents. Eighteen
victimswere Texasresidents, onewas an Arkan-
sasresident visitingfriendsin Dalas, and one
remains unidentified.* Seventeen d the known
Texanswere Dallas County residents, and one
was aresident d Tarrant County. Fifteenvictims
(including 2 homelessindividual s) were city o
Dallasresidents.

Seventeen d the 20 deaths (85%) weredirectly
related to the storm. Drowning was the cause of
death for 94% (16/17) d thesevictims, one person
was struck by lightning and el ectrocuted.

*This individua isinduded in anaysesfor which we have rel evant informati onconcerning gender, race, and date

and cause o death.
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Three d the 20 deaths (15%) were
indirectly related to the storm.
Among theindirectlyrelated
deaths, 2 personswerekilled
when aroof, weakened by exces-
sive rain accumulation, collapsed
on them; and 1 person died from
asphyxiationin ahousefire
caused by misuse d matches
during astorm-induced power
outage.

3 Age Group

Figurelillustratesflood-related
deathsby age. Agewas available
for 19 victims. Decedentsranged
inagefrom2yearsto 78 years
(mean: 40 years).

>05 10-14

59
The gender o the 20 decedents
wasevenly distributed. Fifty
percent (10/20) were males, and
50% (10/20) werefemales.

n=19

The racial/ethnic breakdown d storm-related
victimsisasfollows: 9 (45%) African American, 6
(30%)white, and 5 (25%)Hispanic. Of those15
victimswho were city o Dallasresidents, 7 (47%)
were African American, 5 (33%) were Hispanic,
and 3 (20%)were white. (Theethnicbreakdown
d thecity d Ddlasis48% white, 29% African
American, 2006 Hispanic, and 3% Other.)

Figure2illustratesthe circumstances surrounding
the 19 storm-related deathsfor which such infor-
mationis known. Sixty-three percent (12/19)

Figure 2. Storm-Related Deaths by Circumstance

~ Bullding Collapsed

15-19

Figure 1. Storm-Related Deaths by Age

70-74 90+

75-79

80-84
85-89

50-54
55-59

60-64
65-69

30-34
35-39

No, of Deaths

40-44
45-49

20-24
25-29

occurred because amotor-vehiclewasfirst driven
into highwater. Haf o these deathsresulted
fromdriving into high water covering a ground-
level road surface, and one-haf resulted from
driving into high water coveringabridge over a
creek or river. All motor-vehiclerelated deaths
were due to drowning. Fivefamily members
drowned together in Lincident.

Theremaining 37%(7/19) d the deathswere not
related to motor-vehicles. Two deaths occurred to
pedestrians attempting to crossflooded streets; 1
individual drowned attempting to rescue 2 others
from high water; 2 employeeswere killed when
theroof d acommercial building collapsed; 1
person waskilled ina
housefire; and 1 person
died after being struck by
lightning.

1%

House Fire

Motor-Vehicle Related
63%

Struck by Lightning
5%

n=19
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Eighty-onepercent (13/
16) o al drownings
occurredinflashflood
watersoriginatingin
riversor creeks, namely
the Trinity River, Cedar
Creek, Prairie Creek,

Water over Road
50%
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Turtle Creek, and White Rock Creek. Nineteen
percent (3/16) d the drownings occurred in flash
flood waters originating as street runoff.

Eighty percent (16/20) of the deathsoccurredin
thefirst day d thestorm (May5). Figure 3 illus-
tratesflood-related deathsby date. No storm-
related deaths occurred after May 8,1995.

Asfigure4illustrates, of thosevictimswith
known timesd death, 74% (14/19) died within a
90-minute period (9:00 p.m.-10:30 p.m.) on the

Hgure 3. Storm-Related Deaths by Date, May 5-12

6 No. of Deaths

deaths occurred after the storm had passed and
thelarge volumed runoff had caused drainage
systemsto overflow.

Distanced death locationfrom residence was
known for 92%0(11/12) d motor vehicle-related
victims. Death occurred an averaged 5.5 miles
from home (range: <1 to 20 miles).

Floods are the most common natural disastersin
the United States, and cause the greatest number
d disaster-related deaths'2. Floods cause an
averaged 146 deathsamong
Americansannually®. Floodscan
be divided into 2 forms, each with
adifferent significance for injury
prevention. Thefirst form, flash
floods, occur within afew minutes
or hoursd excessverainfall, or
dam or leveefailure, and account
for most fatalities*®. Sufficient
warning timefor rapid evacuation
and road closureisessential to
prevent fatalitiesduring flash
flooding. The second form, flood-
ing, isalonger term event, and
may last aweek or more. Flooding
is often seasonally related to

Date
n=20

eveningd May 5. Eighty-six percent (12/14) o
these deathswere due to drowning. Specificaly,
42% (8/19) d the storm-related deaths occurred
within a30-minute time span (9:30 p.m.-10:00
p.m.) on May 5. Between7:30 p.m. and 11:30 p.m.
on May 5, Dallas County recelvedfrom1to 6
inchesd rain. Al o the drowning deaths oc-
curred inlocationswith rainfall totalsd 4to 6
inches. Themagjority d the drowning deaths (9/
16 or 56%) occurred between 1 and 2 hours after
theleading edge d the storm, which produced
the heaviest amounts d rainfall, passed through
theDallasmetropolitanarea. Thefirst storm-
related death wasfrom alightning strike that
occurred at 8:15 p.m., asthe front began to cross
into Dallas County. The subsequent drowning
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melting snow and spring rains.
Thereismoretimeto evacuateand
re-route trafficduring flooding.

11 12

Nationally, the most common
cause d flood-related deathsisdrowning®. More
than haf d flood-related drowningsin this
country occur among personswho attempt to
drive vehiclesthrough hazardous flood waters->
3. This investigationfound that flash flooding
accounted for al 16 drowning deaths. Asdetailed
above, 63% d thedeathsin thisinvestigation
occurred becausea motor-vehiclewasfirst driven
into high water.

Dallas County has historically been susceptibleto
damage and lossd lifedueto heavy rains. Since
theturn o the century, several stormshave
produced multiplefatalities, but as Table lindi-
cates, none have caused as many deaths asthe
present storm.
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Since the 1908 storm, Dallashas spent millions o
dollarsto construct an elaboratesystem o levees
toredirect theflow d riversand floodplainsaway
from low-lying, populated areas.

Table 1. Sample Storms Producing Multiple
Fatalities Dallas County, 1908-1995

Date Fatalities
May 5-8,1995 20
May 1-3,1990 4
April 28,1966 14
May 16-17,1949 10
April 24-25,1922 11
May 23-25,1908 11

The Trinity River systemisthe primary runoff
areafor heavy rains. Additionally, between 1991
and 1992, Dallasinstalled a$2.4 million, comput-
erized early warning system. Thissystem, one o
the most sophisticated i n the country, includesa
network d 42 automated rain gaugesthat trans-
mit water level informationto acentral computer
where expertsexamine the data to determine
wherefloodingislikely to occur.

Officids haveidentified flash
flood-proneroadway locations
throughout the city. City person-
nel are assigned to barricadethese
areaswhen flash flooding appears
imminent. Additionally, city
personnel barricade other loca-
tionswhen water isreported to be
over theroadway. Thebarricade 4
plan wasin progresswhen the

storm hit the city, but theintensity

and unique nature d thisstorm 2
created flash floodingin unex-
pected locations. The mgjority of

5 No. d Deat hs

perhapsfamiliar with the roadways on which
they traveled, their familiarity may have affected
their sensed risk for flashflooding. Infact, only
oned the drowning deaths appearsto have
occurred when an individual disregarded road-
way barricades.

Thefront lined the storm, which produced the
heaviest rainfall amounts, passed through Dallas
County on May 5, between 8:00 p.m. and 8:15
p.m. Lightningoccursaongtheleading edge d a
storm front, so injuriesand deathsfrom lightning
will precedethe main body d thestorm. A flash
flood warning wasissued at 8:56 p.m., approxi-
mately 20 minutesbefore the first drowning
incident occurred. Seventy-four percent (14/19)
d the storm-related deaths occurred within the
next 90-minutes(9:00 p.m.-10:30 p.m.). Eighty-six
percent (12/14) o these deaths were dueto
drowning. Al d the drowning deaths occurred
inlocationswith rainfall amounts d 4 to 6inches.

Preliminary examination o the ethnic composi-
tion o the city o Dallas and the 15 decedents
(including2 homelessindividuals) who resided in
Dallas, indicate adisproportionately higher
number o African Americansand Hispanicsdied

Figure 4. Storm-Related Deaths by Hour, May 5-6

drownings occurred at locations £ £ £ £ E £ E € E E E £ £ ¢
whereflooding does not normally & % & &8 & % & % % &8 3 % & B
occur and where barricadeswere S g 8 ¢ 5 ; 2 2 8 S 8 8 8 &8
not in place. Thus, whilemany d ® ® ¢ o 5 5§ 2 & - 8 e« ¥ @09
the drowning victimswere near Tine Period

their placesd residence, and n=19
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asaresult o thisstorm. Reasonsfor thisare
unknown at thistime and thisissuewarrants
further study. It must be noted, however, that
storm-exposuredata, needed to make meaningful
comparisons, arelacking. Note, these15 deaths
occurred in 10 separate incidents; 2 incidents had
multiplefatalities. For example, therewasa
cluster o 5 drowning deaths (all African Ameri-
cans) in 1vehicle, and 3 deaths (2 African Ameri-
cans and 1 Hispanic) associated with Lincident.

Thecity of Dallashas conducted areview o its
responseto the storm emergency. Their report
indicated the city's planning and operations
pertaining to thisstorm were proper. Recom-
mendations aimed at improving/enhancing
responseto future natural disastersincluded

¢ Improvingtheflow d critical information
between command and field serviceunits.

¢ Increasingthe capacity for taking 9-1-1 cdls.

¢ Providing specialized training for unusual
events.

¢ FErecting d additional barricades.

¢ Developinga public awareness campaign to
caution and inform citizens about high water
dangers, flood safety, storm water system
maintenance, and proper use d 9-1-1.
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Findly, thisreport has documented the public
health impact of the May 5th stormin Dallas
County. Thefindings may be used to support the
development or strengthening d interventions
aimed at preventing future storm-related deaths
inthearea.

Injury Preventionand Control Program
(512) 458-7266

Refer ences

1. Frazier K. Theviolent faced nature: severe
phenomenaand natural disasters. New Y ork:
William Morrow and Company Inc., 1979.

2. Flood-related mortality - Georgia, July 4-14,
1994. JAMA, 1994 Aug; 272(7):508-509.

3. Federa Emergency Management Agency. A
report to US Senate Committee on Appropriation.
Washington, DC. Federal Emergency

M anagement Agency, 1992.

4. FrenchJG. Floods. In: GreggMB, editor. The
public health consequencesd disasters. Atlanta:
US Department d Health and Human Services,
Public Health Service, CDC, 1989:39-49.

5. Deaths dueto flash floodsin PuertoRico,
January 1992: Implicationsfor preverition.

I nternational Journal o Epidemiology 1994; 23(5):
968-975.



»

@,

TN

\/

Epidemiology in Texas

1995

Submersion Injuries

Drowningis thesixthleading
caused unintentional injury
death among Texansd all ages.
Among those aged 5 through 44,
drowningis thefifth leading
caused unintentional injury
death; and among childrenless
than5yearsd age, drowningis
the second leading cause d unin-
tentional injury death. Overal,
since1980, maeshavebeen 5
timesaslikdy to drown asfe-
males.

Percent

O the 263 submersioninjuries
reported to the Injury Prevention
and Control Program during 1995, O 1M B
76 were drownings. In additionto
the devastation caused by
drownings, near-drowningscan
result in extreme, permanent
cognitive and motor disability. Near-drowningis
defined as survival for at least 24 hours after
suffocation due to submersionin water. For eech

Figure 2. Drowning/Near-Drowning
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Figure 1. Drowning/Near-Drowning by Age Group
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person d any age who drowned, almost 2 others
(1.6) suffered a near-drowning. Among those
under S5yearsd age, theratiowas1 drowning to

5 near-drownings; and among children .
aged 5through 9, theratiowas1to 3.
After age 15, more persons drowned than
suffered a near-drowning.

Victim ages ranged from 6 weeksto 79
years(Figurel). The averageagewas18
years. Thirty-six percent o thoseinjured
were under 5 yearsd age. Two-year-
oldswere the age group most often
injured (10% o total).

Twenty-eight percent d injuries occurred
in swimming pools (most often at
victim's privateresidence) (Figure 2).
Over 99%d children were unsupervised
at thetimed injury. Thirty-one percent
d injuries occurred whilethe individual s
were swimming/wading (Figure3).
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Ten percent d thoseinjured had pre-existing
medical conditions or physical impairments (ie,
seizure disorder, cerebral palsy, mental retarda-
tion, autism, coronary artery disease).

Figure 3. Activity Preceding Drowning/
Near-Drowning

Undetermined
43%

Attempting Rescue
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Other
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Suicide
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Atleast 10% d injuriesinvolved alcohol or drug
use. Thevictim's alcohol/drug involvement was
unknown /undetermined for an additional 55% o
theinjuries.

Diving Swimming/Wading

31%

Twenty-nine percent d those suffering
submersioninjuriesdrowned. At least
13%d personswho suffered anear-
drowning eventually died from sub-
mersion-related complications. Of
those surviving a near-drowning, at
least 5% suffered some manner o
neurologic deficit; 29% had unknown/
undetermined deficitsat time o
discharge. Atleast 16% d deficits
were severe, 74% o known deficits
were d unknown/undetermined
severity at timed discharge.

In 53% d incidents, nonprofessionals
(ie, bystanders/rescuers) performed
cardiopulmonary resuscitationat the
injury scene. Ninety-four percent d
the victims were treated in the hospi-
tal following submersion.

[njury Prevention and Control Program
(522) 458-7266
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Tom Green County Immunization Study

The Women, Infants and Children (WIC)immuni- The Tom Green County immunization study was
zationinitiativeisone d the most comprehensive  aretrospectivecohort analysisd theimmuniza-
d the Childhood ImmunizationInitiative strate- tion status at 12 months o age o two birth co-

giesimplementedin Texasto date. Approxi- horts. Clinic clientsborn between April 1992 and
mately half o the babiesborn annually in Texas March 1993 represented a pre-WIC immunization
aredigibleto receive WIC benefits. WIC pro- initiativebaseline. Clientsbornfrom April 1993

vides an opportunity to reach about 400000 Texas to March 1994 represented thefirst year o the
childrenyounger than 5 yearsd age'. The WIC WiIC initiative. All SATGCHD immunization
immunizationinitiativewas piloted in E Pasoin  recordswithin the two-year birth cohort were
March 1993 and commenced statewidein June identified (1,840 records). Every other record was
1993. Atthetimed thisstudy, about 50% o all assessed for immuni zation status (920 records).
WIC siteswere providingimmunizationservices.  All sampled recordscontaining WIC immuniza-
tionswereidentified. The CDC " Clinic Assess-
During the summer d 1993, Early and Periodic ment Software Application™ (CASA) was used to

Screening, Diagnosisand Treatment (EPSDT) collect and analyzeimmunization data. Addi-
well-child servicesin public health clinicsaround  tional statistical analyseswere performed with
Texas experienced significant client dropout., This  Epi Info 6. s

situation raised concern that EPSDT well-child
clientswere abandoning regular preventivecare

sarvicesinfavor d consolidating i .
an immunizationvisit with a Figure 1. Total Doses Administered, Tom Green County

regular WIC visit. The San 1991-199%4, Semi-annual by Provider Type: Age Group
Angelo-Tom Green County Younger Than 2 Years
was chosen asthestudy site after 12 ® Private

EPDT client datawere reviewed WIC
and significant decreasesin client ’
serviceswere documented.

Thisreport summarizesthree o
the study objectives. to examine
trendsin thevolume d vaccine
administeredin the public and
private sectors; to assessthe
impact of the WIC immunization
initiativeon thisdynamic; and to
describethe pattern d immuni-
zation provider utilization by
county clients during this period. Jan-Jun9l Jul-Dec9l Jan-Jun92 Jul-Dec 92 Jan-Jun93 Jul-Dec 93 Jan-Jun94
Date
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A subsampled 310 o the 920 records (33.7%)was
reviewed, and notewas made d all immunization
providers shown on the record. Thisinformation
was used to determinethe extentd multiple
provider utilization. Three mutually exclusive
and exhaustive groupings d recordsin the
subsarnple were created: recordswith only
SATGCHD clinicimmunizations; records with at
least one private provider immunization but no
WIC immunization; and recordswith at |east one
WIC immunization. Private sector immunization
providers accepting Medicaid patients were
provided acopy o thelist & SATGCHD clients
missing at |east oneimmunization according to
the CASA assessment. Providersidentified those
clientscurrently in their practiceand theclient's
method d payment.

Table 1. Missing immunizations By
Birth Cohort Year

Year Yes No

1992-1993 126 (22.2%) 441 (77.8%)
1993-1994 203(57.5%) 150 (42.5%)
Total 329 (35.8%) 591 (64.2%)

Figurel shows trendsin the number o doses
administered in Tom Green County by provider
typefor children under 2 yearsd age. During
1991-1994, there was a progressiveshift in client
immuni zation servicesfrom the public sector to
the private sector. This shift began beforethe
WIC immunization initiative commenced.

The 4-year trend in vaccine doses administered in
Tom Green County demonstrated an accelerated
rate of decreasein dosesadministeredin the
SATGCHD clinic beginning in January 1993 with
aconcomitant increasein dosesadministered in
the private sector. (Thistrend was also seen
statewide.) The pre-WICinitiativeand WIC
initiative cohorts contained 567 (61.6%0) and 353
(38.4%), respectively, d the 920 records sampled.
This37.7% declineisshownin Figurel. Client
records in the1993-94 cohort were at significantly
increased risk (2.17< RR < 309, B% C.l.) o
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having at |east one missingimmunization com-
pared with the 1992-93 cohort. Increased client
migration to the private sector in this cohort could
account for thehigher rate d missingimmuniza-
tions.

The greatest proportion d recordswith missing
immuni zations coincides with the commencement
o the WIC immunizationinitiative(Tablel). The
accelerated client migration to the private sector
seeninthisstudy areaand statewide, however, is
likely due to acombination d factors, including
the WIC immuni zationinitiative, an increasein
the EPSDT reimbursementrate from $27.00 to
$40.00 in January 1992, and a$3.00 administrative
fee per vaccine effective July 1993.

At least one WIC immunization wasindicated on
280 (30.4%) d the 960 records sampled; and both
cohort yearsexhibited similar proportions o
recordswith WIC immunizations. A crosstabula-
tion d WIC status by missingimmunization
statuswas not significant. To test for the effect o
WIC status on missing immunizations between
the cohort years, these variableswere again cross-
tabulated, controllingfor WIC status. The differ-
encein missing immunization status between
cohort years remained significant, indicating that
this relationshipwas not correlated with WIC
status. Itisprobablethat many WIC-digible
clinic clientsview the WIC immunization service
asan adjunct to clinic servicesand utilize WIC
when their schedules conflict with clinicimmuni-
zation hours.

The number & SATGCHD clients missing one or
moreimmunizationsisshownin Figure 2. The6-
month period with thelargest proportion d

mi ssing immunizationscorresponded to the
commencement d the WIC immunization initia-
tive mid-1993.

Sinceimmunizationsare an integral part o
EPSDT well-child programs, they were used as a
surrogate to test the assumption that the public
clinic providesa' medical home" for well-child
clients. Recordsindicating receipt  immuniza-
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tionsfrom only the SATGCHD
or the SATGCHD wéll-child
program were considered
demonstrationd a'*medical
home." SATGCHD or itswell-
child programwas listed as
the sole provider d immuni-
zationsfor 137 (44.2%)d the
310 records. Recordswith
multipleimmunization pro-
viders comprised 173 (55.8%)
d the 310 records, indicating
the majority d SATGCHD
clientshave utilized the
servicesd at least one addi-
tional immuni zation provider.
Thefour Tom Green County
private clinicswhich accept
Medicaid patientswere pro-
videdalistd the 329
SATGCHD clientsmissing at

Figure 2. Missing Immunization Status, Tom Green County
1991-1994, Semi-annual, Age Group Younger Than 2 Years

N o, of Clients M Missing
E Not Missing

300

250

200

150

100

50

Apr 92-Sept 92 Oct 92-Mar 93 Apr 93- Sept 93 Oct 93-Mar 94
Date

least oneimmunization. Sixty-one percent (199/ References

329) wereidentified asclientsby private provid- 1. TDH Bureau o WIC Nutrition. 1992-1993
ers. A muchlower percentaged recordsfromthe Biennia Report. Austin: Texas Department of
"Cliniconly" category wereidentified by private  Health, 1995:12-13.

sector providersthan fromthe multiple provider 2. Goldman, DA. The EPIGRAM Computer
categories, lending support to the assumptionthat Program for AnalyzingMortality and Population
clientswhose recordsindicate multipleimmuni- DataSets. Public Health Reports 1994 Jan-Feb;
zation provider utilizetionarelesslikely toview  109:118-124.

the public clinic asamedica home.

Immunization Divison (800) 252-9152
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Traumatic Brain Injuries, January 1993 - December 1995

In the spring d 1993, the Injury Prevention and
Control Program began working with the Texas
Head Injury Association, the Allianced Head
Injury RehabilitationFacilities, and the Southwest
Regional Brain Injury Rehabilitation and Preven-
tion Center to design and implement a traumatic
brain injury (TBI) registry to collect, analyze, and
report data on the occurrenced TBIsin Texas. In
May d that year, 28 rehabilitationfacilitiesagreed
to participatein the surveillanceproject. By
December, that number increased to 45 sentinels
and included 39 rehabilitationfacilitiesand 5
acute care hospitals. In thefall d 1994, program
gtaff initiated ongoing active
surveillance at 38 hospitalsin
Public Health Region 7 (Central
Texas) to obtain more accurate
popul ation-based data.

No, of TBls
0

A cased traumatic braininjury 400
isdefined asdamage toliving

brain tissue caused by an exter- 300
nal, mechanical force. Itis

usually Characterized by a 500
period of altered consciousness
(amnesiaor coma) that can be

very brief (minutes) or verylong 100
(months/indefinitely). The

specific disabling conditions(s) 0
may be orthopedic, visual, aural, o4 1014

neurol ogic, perceptive/cogni- *?

tive, or mental/emotional in
nature. Theseinjuriescan be
intentional (eg, assault, suicide)
or unintentional (eg, car crashes, most fals). The
casedefinition doesnot includebraininjuries
that are caused by insufficient blood supply,
insufficient oxygen, toxic substances, malignancy,
disease-producing organisms, congenital disor-
ders, birth trauma, or degenerative processes.

n=2,962
"Voluntary reporting

15-19

Thefollowing ICD-9 or ICD-9-CM diagnostic
codesmay be used to identify possible casesd
traumatic head injury:

80008019 Fractured thevault or based the
skull

80308049 Other and unqualified and
multiplefracturesof the skull

850.0-854.1 Intracranial injury, including

concussion, contusion, laceration,
and hemorrhage

Figure 1. Traumatic Brain Injuries by Age, 1993- 1995
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From 1993 through 1995, 2,962 traumatic brain
injuries(TBIs) were reported to the Injury Preven-
tion and Control Program. O the 2962 injured
persons, 1,948 (66%) were male. Males continueto
be twice aslikely to sustain TBIs than are females.
Theracial/ethnic distribution d the caseswas as
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follows. 2010 (69%)white, 593 (20%0) Hispanic,
297 (10%) black, 23 (lessthan 1%) Asian/other,
and 39 (1%)unknown race. Although the ages
ranged from 17 daystoamost 102 years, 76% o
the patients were under 40 yearsd age, the mean
agebeing 296 years (Figurel).

Figure 2. Traumatic Brain Injuries by Etiology, 1993- 1995

Other
Violence %

16%

_Motor Vehicle

45%
Falls
27%

Other 40
> Bicycle 55

Sports/Recreation
7%

n=2,962
Voluntary reporting

Etiologically, 1,339 (45%)d theinjurieswere
motor-vehicle related (Figure?2). These cases
involved 904 individual sinjured i n automobiles,
137in pickup trucks, 70 on motorcycles, 55 on
bicycles, 40 involving miscellaneousvehicles, and
133 pedestrians (Figure3). Information on seat
belt and helmet use wasknown for 1,032 casesin
which such safety equipment could have been
used. In over haf (602/1032; 58%) o these cases,
theindividuals werereported as NOT having
used appropriate safety equi pment, (eg, Seat belts,
child seats, airbags, or helmets).

Theetiologiesd the 1,623 injuriesthat did not
involve motor vehicleswere asfollows: 797 (27%)
duetofalls, 447 (15%)due to violence [95 gunshot
wounds (GSWs), 352 assaults other than GSW's
(includingat least 32 casesd child abuse)], 213
(7%) due to sports and recreation, and 166 (6%0)
dueto blunt trauma or unknown causes.

Thetyped head injury wasreported for 2918
patients. The vast magjority (2,741 /2,918; 94%) of
the TBIs were " closed head injuries."” There were
109 (4%) reported as' open head injury, penetrat-
ing" and 68 (2%), as" open head injury, non-
penetrating.”

Severity o injury was
reported for 2,861
patients. Fifty-eight
percent (1,654/2,861)
sustained mild TBIs
553 (19%) sustai ned
moderate TBIs and
654 (23%) sustained
severe TBIs

Motorcycle 70

Pedestrian 133

ki 137 . .
Plokup 13 | ntentionality was

reported for 2834

patients; 438 (15%)

injurieswere catego-

rized as" intentional.

Of these. 51 were salf-

inflicted: Etiologies
included thefollowing: 338 assaults, 75 GSWSs, 8
fals, 12 motor-vehiclerelated injuries, and 5
"other' injuries (includinglinjury during a
boxing match). Child abuse was suspected in at
least 32 d the above cases.

I nformation about acohol and druginvolvement
wasreported for 2336 (79%) and 2,091 (71%) of
the patients, respectively. Twenty-eight percent o
these cases (653 /2,336) were a cohol-rel ated; 80%
d these patientsweremale. Nine percent d these
cases (197/2,091) were drug-related; 76% o these
patientswere male. Thedrug-related cases
primarily involved the use d marijuana (86),
cocaine (67), and benzodiazepine (51). Multiple-
drug use was reported for 55 (28%) o the 197
drug-related injuries.

Injuriesinvolving acohol were 2.2 times more
likely to be severe than those that did not involve
alcohol (p<.0001; CI=1.8, 2.6). Similarly, those
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involvingdrug usewere 20 timesmorelikely to sion: $19235 per acute care admission and
be severe (p<0.0001; CI=1.5, 2.8) than those that $57,583 per rehabilitation admission.

did not involvedrug use. In addition,
maleswere 26 times (p<0.0001; CI=2.1,
3.2) morelikely to have had acohol-
related injuriesand 1.9 times (p=0.0002,
ClI=1.3, 2.7) morelikdy to have had
drug-relatedinjuriesthan were females.

Information on whether theinjury
occurred on the job was reported for
2,725 (92%)individuals; 220 (8%)sus-
tained work-related injuries. Over hdf
(55%) o theseinjurieswereduetofalls
(121).In addition, 49 were dueto blunt or
falling objects, 30 to motor vehicles, 14 to
assaultsand GSWs, and 6 to other
causes. Maessustained 81%d thework-
related injuries.

Threefourths (2188; 74%) d the patients
were discharged to their homes. 596 to
Hf care, 8%to family /non-skilled
assistance, and 2% to home health or out-
patient rehabilitation. Fifteen percent
(442 patients) were discharged to other
health carefacilitiesand 127 (4%)to
"other™ or "unknown.” O thereported
injuries, 205 (7%) werefatal.

The cost of carefor each reported admis-
sion to ahospital or rehabilitationfacility
was reported for 1,510/2,962 (51%)d the
patients. Chargesranged from $43 to $6161,734, Inju'y Prevention and Control Program
with an average cost d $27,508 per singleadmis-  (512) 458-7266
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. SClsarereported to the SCI

Traumatic Spinal Gord Injuries

Since January 1994, traumatic
spinal cord injury (SCI) reporting
has been mandatory. Assuming
that Texansareinjured at the
samerate as other UScitizens, 14
approximately hdf d all Texas

16 Percent

12

SurveillanceProgram. Since . 10
reporting is more completefrom

larger citiesand metropolitan

areas, biases might result from
differencesin population struc-

tured urban versusrural popula- 4
tions. ’
2
From January through December 0
1995,326 SCiswerereported to <05 1014

the Texas Department o Health's
Injury preventionand Control
Program. Twenty-six (8%) pa-
tientsdied during treatment in the hospital, and
D (28%) entered long-term rehabilitation pro-
grams. Theaveragelength d stay for acute-care .
hospital patientswas14 days (mediand 9 days).

n=326

Agesranged from 3 monthsto 89 years (median
d 32years). Peopleunder 30 years d age ac-
counted for 145 (44%) o injured Texans (Figure
1). Forty-five (14%)d theinjured were 18 years
d age and younger. Mdes accounted for 254
(78%) o thetotal injured. Theracial/ethnic
distribution d injuries is asfollows: 192 (59%)
white, 72 (22%) Hispanic, 49 (15%)African
American, 7 (2%)Adan,' and 6 (2%) Other/
Unknown.

Motor-vehicle-related (MV)injuriesaccounted for
157 (48%) d SClsto Texans (Figure2). Among
these, 114 (73%)individualswereinjured as
automobile occupants, 17 as occupantsin pickup
truck cabs, 12 in motorcycle crashes, 9 in pedes-
trian-vehiclecrashes, 2 in bicycle-vehicle crashes,
and 2 in off-road recreational vehicle crashes.

97

59 15-19

Figure 1. Percent of Spinal Cord Injuries by Age Group
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Safety belts, child restraints, airbags or helmets
were not used in at least 36% df MV -related spinal
cord injuries. Restraint use was unknownin an
additional 19% d injuries.

AsFigure2illustrates, other mechanisms ac-
counted for the remaining 169 (52%) injuries.
Among these, 61.(36%) were due to assault, 64
(38%) duetofdls, 26 (15%) due to sports, and 5
(3%) due tofaling objects. Overall, gunshots
accountedfor 10% d SCls. Gunshots accounted
for 726 o assaults.

Intent of injury was knownfor 306 (94%) d the
incidents. Ten percent o thesewere assaults and
1% were suicides.

Ninety-four (29%)injurieswere reported as
alcohoal or drug-related (ie, acohol or drugswas
involved in theinjury, but was not necessarily
consumed by thevictim). Thevictim's alcohol or
drug involvement was unknown/undetermined
for an additional 58% o injuries.
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I nformation concerning job-related injurieswas
availablefor 288 (88%)d thecases. Cf these, 45
(16%)were job-rdated. Twenty-five (56%)d the
victimsrecaived aninjury astheresultd afdl, 3
(7%)wereinjured by lifting objects, and 3 (7%0)
wereinjured by falling objects.

I nformation on type and extent d injury was
availablefor 315 (97%)d thecases. O these, 124
(39%)resultedin paraplegia, and 191 (61%)
resulted in quadriplegia. The most severdly
injured persons (ie, those sustaininginjuriesto

Figure 2. Spinal Cord Injuries by Etiology

Assault 19%

Sports 8%

Falling Object 2%

d
Falls 20%

Other/Unknown 4%

n=326

98

-Motor Vehicle 48

spinal cordin the neck resultingin total lossd
sensation and movement below theinjury) ac-
counted for 107 (34%)casesd known severity.

Sincethe beginningd the voluntary traumatic
spinal cordinjury surveillance effort in January
1991, about 1,600 Texans have been reported to
the Texas Department d Health's Injury Preven-
tion and Control Program. Motor-vehicle-related
crashes account for 48% d SCIs, while gunshots
account for 18%d SCls. Seventy-seven percent d
all SClsoccur to males.

— — — — —

Motoreycle 12

ATV/Co-Cart 2 B )

Pedesirlan/MV
Commercial 1

Pickup Cab 17
Bicycle/MV 2 e

Automobile 114

Inju'y Prevention and Control Program
(512) 458-7266
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Tuberculosis

Mycobacterium tuberculosis i s an acid-fast bacillus
that causestuberculosis(TB). Transmission
occurs when a person with infectious TB talks,
sneezes, or coughs, and another personinhales
the airbornedroplet nuclei. Risk factorsinclude
residencein a community where TB is prevalent,
homel essness, substance abuse, incarceration, and
certain medical conditionssuch as human immu-
nodeficiency virus (HIV) infection or diabetes.

Casesd TB reported in Texasin 1995 reflected a
7% decreasefrom thosereported in 1994: 2,369
(12.7 per 100,000 population) versus 2,542 cases
(13.9 per 100,000 population). Cf the1,450 TB
casesreported in 1995, 61% werereported in the
7 citiesin Texaswith populations greater than
250,000. Houston aone accountedfor 739 (31%)
TB casesin1995. 1n1994,705
werereported from Houston.
Dallas ranked second with 222
(9.4%) cases and San Antonio
was third with 125 (5.3%)cases.
TB casesin Texasaccountedfor
approximately10%d the 22,860
casesreported in the United
Statesin 1995.

3000
2500

2000

From 1970 through 1980, the
decreasein Texasreported TB
casesaveraged 3%. Had this
decline continued, the number d
TB casesreported for 1995would
have been closet01,400. The
increasein reported casesthat
began i n the mid-1980scontinued
through 1994, when the number
d casesreached a 20-year high

d 2542

1500

1000

500

Timely reportingd TB isessential. Texaslaw as
amended in 1994 requiresthat all cases o sus-
pected or confirmed TB be reported to the Texas
Department o Health (TDH). In addition, TB
infectionin children under 15 yearsd age must
bereported. 1n 1995, thisage group accountedfor
193 tubercul osis cases, a 21% decreasefrom the

99

233 casesreported for thisgroup in1994. These
cases occurred primarily in Hispanic and African
American children. Adults25to 44 yearsd age
accountfor 914 (39%)d thetotal casesand also
arethemost likely source o transmission d TB
infection to children.

O the 1995 Texascases, 621 (26%) d the patients
wereforeignborn. Almost all werefrom areas
with highlevelsd TB infection. Individualsborn
in Mexico accounted for 384 o the Texas cases
(16% d thetotal, 62%d the casesamong foreign-
born TI3 patients). The remaining foreign-born TiI3
patients came from 44 countries, including Viet-
nam (84), the Phillippines (21), India (15), South
Korea(14), Honduras (12), and El Salvador (11).
One-third d theworld's populationisestimated

Figure 1. Tuberculosis Cases, 1986-1995

No, of Cases

Year

to beinfected with TB. These personswill con-
tinuetobeat risk o developing TI3 disease and
thus become sources o infection for others.

To meet the ongoing challenged TB transmission
linked to foreign-born populations, the TB Elimi-
nation Division has developed the Binational TB
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Program. Amongitskey activitiesare enhanced
TB surveillanceand control activitiesalong the
Texas-Mexico border, directly observed therapy
(DQT), contact investigations, and sputum collec-
tion with appropriate |aboratory testing.

The Binational Migrant Tracking System (TB-
NET) is atuberculosisreferral network in the
United States and Mexico that hel ps prevent
treatment interruption for mobile TB patients by
facilitating information exchange among clinics.
A portablerecord o amigrant patient's TB treat-
ment history isavailablefor the patient to present
to clinic staff when seeking treatment.

Thelarge number o individuals worldwide who
haveinfectiousactive TB continueto put othersin
their communitiesat risk. Factorsthat contribute
to thissituation aredelay in diagnosis,
subsequent delay ininitiating treatment, time
necessary for completion d effectivetherapy, and
difficulty in ensuring compliancewith the
treatment regimen. Individualsinfected with TB
areat risk d activediseasefor the remainder o
their lives. Althoughrisk o diseaseishighest
soon after infection, the greatest number o new
casesin a population comefromindividuals
infected many years prior to the onset o illness.

Table 1. Tuberculosis in Children <15 and Total Reported Cases: Texas,

1986-1995

86 87 88 89 90 a9l 92 93 94 95
Casesin 117 120 127 109 187 212 218 163 233 193
Children < 15
Total Cases 1890 1757 1901 1915 2242 2525 2510 2393 2542 2369

HIV/AIDS wasoned theleading risk factorsfor
TB casesreported in 1995. In 1988, persons co-
infected with TB and HIV represented 55% o
reported TB cases. 1N 1993, the AIDS case defini-
tion was revised to include HIV-infected persons
who have either pulmonary or extrapulmonary
TB. Extensive matching between the two case
registersrevealed that 10.5% d all reported TB
casesin 1995 were also found to have HIV /AIDS.

Itisclear that preventing TB transmissionto new
hostsis an essential element d an effective elimi-
nation strategy. The conventional TB control
strategy focusesprimarily on two efforts:

¢ ldentify casesand maintain patientson
appropriatetherapy to preventrecurrence
and transmission of disease.

¢ ldentifyrecentlyinfected personsor infected
personswho areat highrisk of developing
disease and maintain them on appropriate
therapy to prevent progression to disease.

100

Drug-resistant TB isoned the greatest challenges
facing TB control efforts. A TB strain resistant to
both isoniazid (INH) and rifampin (RIF) is
classified as multi-drug resistant TB (MDR-TB)
Personsinfected with MDR-TB can remain
infectiousfor many years, because TB treatment
without theuse d INH or RIF iscostly and very
difficult. In1994,136 new casesd drug resistant
TB werereported in Texas. 1N 1995, o the127
reported casesd drug-resistant tuberculosis, 76
(60%) were resistant to one drug while51 (40%) o
caseswere resistant to two or more drugs.

There were13 new casesd MDR-TB reported
(O.7% d culture-positive TB cases), thelowest
number reported since MDR-TB case reporting
beganin1987. Ten (77%)d thenew caseswerein
foreign-born patients. OF these, 9werefrom
Mexico and 1from Vietnam; 7 patients reported
previous TB therapy in their countriesd origin.
Thisreductionin drug-resistant TB is attributed to
increased surveillanced difficult cases,
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h) consultation with MDR-TB experts, and
widespread implementationd DOT.

DOT requiresthat each dose d medication be
taken whilethe patientis observed by a
responsible person. DOT can be accomplished
whether the patient receivesmedication at a
clinic, in ahospital, at home, in jall, or even "on
thestreet.” O the 2213 TB casesunder treatment
managementin 1992, only 10% were on DOT. In
1993, the percent on DOT increased to 35%; in
1994, to 67/%; and in 1995, to 82%. Overall, these
proportionsrepresentanincreased 7/% from
1992t01995. Thistreatment protocol is expected
to shorten the length d therapy, decreasethe
occurrenced secondary MDR-TB, and decrease
the number d days patientsremaininfectious.
The goal for 1996 istoincrease to 8/% the
proportion d patientswith confirmed and
suspected TB diseasethat is managed with DOT.

Texas TB casesand caseratesin 1995 decreased
fromthe20-year highin1994. Thisdecreaseis
Q attributed to the widespread use o standard

‘ 4-drug therapy, DOT, and an increased emphasis
oninstitutional control measuresin correctional
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facilitiesand hospitals. Although thistrendis
expected to continue, tuberculosiswill remain a
serious health problem in certain Texas
populations: the urban poor, HIV-infected
individuals, immigrantsfrom areaswith high TB
rates, the homeless, and substance abusers. These
populations contain alarge number o
individualsinfected with TB who are at risk for
devel oping active disease.

The TuberculosisElimination Divisionis
developing new approachesfor TB control and
prevention activitiesin Texas. These efforts
include expanding contact investigations and
networking with community-based organizations
to reach high-risk populations. In cooperation
with the Texas Department of Health Micro-
biology Laboratory, a DNA fingerprinting
laboratory is being established to identify clusters
d related TB casesand examine TB:transmission
patterns. Theshared goal d all theseeffortsisto
improve the ability to break the chain of
transmission and prevent the occurrence d new
TB cases.

Tuberculogs Elimination Divison (512)458-7448
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Varicella Surveillance Project

Varicella(chickenpox)is a highly contagious,
viral disease which affectsvirtually all peoplein
the United States by adulthood. Inlate 1994, the
TexasDepartment d Health (TDH) received

funding from the Centersfor Disease Control and

Prevention (CDC) to monitor varicelladisease
trendsin TravisCounty prior to and after
licensure o varicellavaccine. In1995, the
varicellasurveillance project collected informa-
tion on over 3100 casesd varicedla

Themajority (64.4%) o cases
occurredin children 0 to4 years
o age (Figurel). Children5t09
yearsd agewere the nextlargest
age group reported, accounting
for 255% o all varicellacases.
Adults 20 years o ageand older
comprised 54% o thetotal
varicellacases. Varicellamorbid-
ity isdivided virtually equally
between the sexes, with 520 o
cases occurring in malesand 48%
infemales. Whites accountedfor
the magjority (80.8%) o cases,
followed by blacks (13.3%) and
Asians (3.9%). Thosed Hispanic
ethnicity comprised 2% o
varicellacases. Thispercentage
iscomparable with 1990 censusdata for Travis
County.

Al patientswith varicellaexperienced rashes.
Themajority d patients judged their lesionsas
mild to moderatein severity. Only 13% d the
patients had lesionsso numerous as to be judged

assevere (morethan 250 lesions). The duration of

rash averaged 6.3days. Over 65% o all patients
also reported fever, with amean duration o 25

days.

Nearly 1206 o all patients with varicellareported
complications. The most commonly reported
complicationwas otitismedia. Smaller numbers
reported severe headachesand/or changesin
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Age 0-4 64.4%4

mental status and secondary skin infection.
Several patients reported upper respiratory tract
infections, conjunctivitis, secondary bacterial
infections, and pneumonia. Other seriouscompli-
cationsincluded hemorrhagic varicella (2 pa-
tients), septicemia (2 patients), and encephalitis (1
patient). Varicdlapneumoniawas the cause o
death for 1 patient: a22-year old man with pre-
existing cardiac problemsand Down's Syndrome.

Figure 1. Varicella Cases by Age

Age 20 & Older 5.4%
Age 15-19 1.6%
Age 10-14 3.1%

Age 59 25.5%

Nearly 22% o varicellapatients were treated with
prescription medications. Acyclovir was the most
frequently prescribed drug. Other commonly
prescribed antibioticsincluded ampicillin, Aug-
mentin®, Ceclor®, and Duricef®. Atarax wasthe
most commonly prescribed anti-itch medication.

Children missed an average o 5.9 school or day-
caredays, and parentslost an averaged 64
school daysor 4.3work daysto carefor achild
with varicella. Adultswere absent fromwork 9
dayson averagedueto varicellaillness (Figure?2).

Thevaricellavaccinewaslicensedfor use on
March 17,1995, and was availablefor purchasein
the private sector beginningMay 1,1995. Infor-
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Figure 2. Mean Days Lost to Varicella llness

0 Mean Days Lost

School/DC Days Lost Work Days Lost

mation regarding varicdlaimmunization statusis
obtained on all reported casesd varicella. Of the
3152 patientswith varicellain 1995, 20 had been

vaccinated. ,Of these, 19 had rash onset 1to 21
days after vaccination, and are thought to have

been vaccinated after exposureto activevaricella

illness. One patient had onset d varicella4
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months after vaccination, and his
illnessis considered a " break-
through™ case.
Paflent
O Parent Varicdlaisacommon childhood
illness, with virtually all peoplein
the United States acquiring it by
adulthood. Although most people
havearelatively mild course o
illness, complications such as
encephalitisand even death are
possible. The economicburden o
varicdlaisnot trivial. Thecostsin
the United States associated with
varicellahave been estimated to be
approximately $400 million per
year. Theadvent o anew vaccine
—— isexpected to bring about reduced
mordibity and mortality, with a
coincident reduction*  the eco-
nomic burden caused‘by this
commonillness. Continued study o this illness
by the VaricellaSurveillanceProject will provide
the Texas Department of Health with the opportu-
nity to study changesin the epidemiology of
varicellaasthe vaccineisintroduced to the com-
munity.

Immunization Divison (800) 252-9152
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Viral Gastroenteritis: Outbreak in El Paso

In February 1995, 4 personswere admitted over a
12-hour period to ahospital in B Paso with
complaintsd nausea, vomiting, diarrhea, head-
ache, chills, swesats, dry mouth, blurred vision,
double vision, and difficulty swallowing. Because
they had recently consumed a meal together, and
because their symptomswere unusual, the admit-
ting physician suspected foodborne botulism.
Botulism antitoxin was given to the 2 most se-
verelyill patients, who were admitted to the
intensivecare unit for observation. The other 2
patients were admitted to step-down units.

The4 patients, aged 22 to 24 years, were friends
but lived in separate households. In the3 days
prior to illness onset, they had shared only 1. medl,
atake-out order & hamburgersfrom arestaurant.
Five other personshad aso eaten themed. Only 1
d the5 had symptoms, and her illnesswas much
milder than that d the 4 hospitalized patients.
Queso wasthe only food item shared by those
who becameill (the4 hospitalized patientsand
the person with mild symptoms). The 4 persons
who ate hamburgers, but no queso, did not have
any symptoms.

Stool and serum samplesfrom the 4 hospitalized
patients were tested at the TDH |aboratory;
samplesd left over queso from therestaurant and
other foodsleft over from theimplicated med
were asotested. All specimenstested negative
for botulismtoxin.

104

However, stool samplesfrom 2 d the patients
were positivefor ECHO virus 31, and astool
sample from a third hospitalized patient was
noted by & ectron microscopy to have 28-nanom-
eter particles, consistent with ECHO 31. The
other hospitalized patients stools tested negative
for viruses. Additionaly, theill person who was
not hospitalized had a28-nm viral particlenoted
in stool by dectron microscopy.

No otherill personswerefound through asearch
d emergency room and hospital records. Al the
patientsrecovered completely within a week.

Thisoutbreak d viral gastroenteritisillustrates
the difficultiesinherent in investigating suspected
foodborne botulism outbreaks. The patientshad
symptoms clinicaly consistent with botulism,
which is a public health emergency. Swift action
must be taken, despite thefact that |aboratory
confirmationd botulism often takesseveral days.
This outbreak also demonstratesthat ECHO
viruses and other enterovirusesare capabled
causing neurologica symptoms similar to those d
botulism and should beincluded in the differen-
tial diagnosis. Electron microscopy should be
performed on stool specimensfor suspected
botulism patients.

I nfectious Disease Epidemiology and Surveillance
Division (512) 458-7676
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 1 - 1995

HEPATITIS HEPATITIS HEPATITIS HEPATITIS
A B o UNSPECIFIED
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE

ARMSTRONG 1,995 i o0 i 00 i 0.0 0.0
BAILN 7,229 0 i 00 0 i 00 0 i 00 0 i 0.0
BRISCOE 1.932 o i 00 0 i 00 0 i 00 0 i 0.0
CARSON 6,503 0 i 00 0 i 00 0 i o0 0 i 00
CASTRO 9.309 3 i 322 0 i 00 0 i 00 0 0.0
CHILDRESS 6,679 0 i 00 0 i 00 0 i 0.0 0 0.0
COCHRAN 4,611 o §{ o0 0 i 00 0 i 00 0 i 00
COLLINGSWORTH 3,474 0 i 00 0 i 00 0 i 00 0 0.0
CROSBY 7,439 1 i 134 0 i 0.0 0 i 00 0 0.0
DALLAM 5,463 2 i 366 2 i 36.6 0 i 00 0 0.0
DEAF SMITH 19,655 1 i 51 1 i 51 0 i 00 0 0.0
DICKENS 2,506 1 i 399 0 i 00 0 i 00 0 0.0
DONLEY 3,547 0 i 00 0 i 00 0 i 0.0 0 0.0
FLOYD 8,611 1 i 116 0 i 00 1 i 116 0 0.0
GARZA 5,195 3 i 577 1 i 192 0o i 00 0 i 00
GRAY 23.610 2 i 85 6 i 254 2 i 85 0 0.0
HALE 35,830 7 195 2 i b56 0 i 00 0 i 0.0
HALL 3.748 1 i 267 0 i 00 0 i 00 0 0.0
HANSFORD 5,845 0 i 00 0 i 0.0 0 i 00 0 0.0
HARTLEY 4,550 o i 00 o i 00 0o i 00 0 i 00
HEMPHILL 3,673 0 i 00 0 i 00 0 i 00 0 0.0
HOCKLN 24,404 1 I 1 i 41 0 i 00 0 i 0.0
HUTCHINSON 25.145 o i o0 o i 00 0 i 00 0 i 00
KING 369 0 0.0 0 i 0.0 0 i 00 0 0.0
LAMB 14,784 4 i 271 0 i 00 0 i 00 0 i 0.0
LIPSCOMB 3.101 0 0.0 0 i 0.0 0 i 00 0 0.0
LUBBOCK 226.337 16 7.1 7 H 3.1 5 2.2 0 0.0
LYNN 6,803 0 i 00 0 i 00 0 i 00 0 0.0
MOORE 18,426 38 § 2062 2 i 109 1 i 54 0 0.0
MOTLEY 1.482 i 00 0 i 00 0 i 00 0 0.0
OCHILTREE 9,091 i 00 0 i 00 0 i 00 0 0.0
OLDHAM 2,245 i 445 0 i 00 0 i 0.0 0 I 00
PARMER 10,169 0 i o0 0 i 00 0 i 00 0 i 00
POTTER 102,380 38 i 371 41 i 40.0 1 i 1.0 0 i 00
RANDALL 99,559 3 i 30 1 i 1.0 0 i 0.0 0 0.0
ROBERTS 1,021 0 i 00 0 i 00 0 i 00 0 0.0
SHERMAN 2,909 0 i 00 0 i 0.0 0 i 0.0 0 0.0
SWISHER 8,642 o { 0.0 0 i 00 0 i 00 1 i 116
TERRY 13,936 1 i 72 2 i 144 0 i 00 0 0.0
WHEELER 5,584 0 i 00 0 i 0.0 0 i 0.0 0 0.0
YOAKUM 9,131 8 i 876 2 i 2109 0 i 0.0 0 0.0
REGIONAL TOTALS 756.922 | 132 17.4 l 68 9.0 10 1.3 1 0.1
- STATEWIDE TOTALS ! 18,617,441 | 3,001 | 16.1 I 1,211 i 6.5 340 1.8 67 0.4
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REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 1 - 1995

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARMSTRONG 1,995 0.0 1 50.1 1 50.1 0.0
BAILEY 7,229 0 0.0 0.0 27.7 3 41.5
BRISCOE 1,932 0 0.0 0 0.0 0 0.0 0 0.0
CARSON 6,503 0 0.0 1 15.4 1 15.4 2 30.8
CASTRO 9,309 0 0.0 1 10.7 0 " 0.0 0 0.0
CHILDRESS 6.679 0 0.0 0 0.0 0 0.0 2 29.9
COCHRAN 4,611 0 0.0 0 0.0 0 0.0 0 0.0
COLLINGSWORTH 3,474 0 0.0 2 57.6 0 0.0 0 0.0
CROSBY 7.439 0 0.0 1 134 1 13.4 8 107.5
DALLAM 5,463 0 0.0 0 0.0 1 18.3 ] 0.0
DEAF SMITH 19,655 0 0.0 6 30.5 6 30.5 4 20.4
DICKENS 2,506 0 0.0 1 39.9 0 0.0 0 0.0
DONLEY 3,547 0 0.0 0 0.0 0 0.0 0 0.0
FLOYD 8,611 0 0.0 0 0.0 1 11.6 0 0.0
GARZA 5,195 0 0.0 0 0.0 1 19.2 2 38.5
GRAY 23,610 0 0.0 1 4.2 2 8.5 1 4.2
HALE 35,830 0. 0.0 2 5.6 13 36.3 11 30.7
HALL 3,748 0 0.0 0 0.0 1 26.7 0 0.0
HANSFORD 5,845 0 0.0 0 0.0 0 0.0 (] 0.0
HARTLEY 4,550 0 0.0 1 22.0 0 0.0 0 0.0
HEMPHILL 3,673 0 0.0 0 0.0 0 0.0 0 0.0
HOCKLEY 24,404 0 0.0 0 0.0 1 41 0 0.0
HUTCHINSON 25,145 0 i 00 0 i o0 4 i 159 0 i 0.0
KING 369 0 i 00 0 i 00 0 H 0.0 o { 00
LAMB 14,784 0 i 00 2 i 135 2 i 135 3 i 203
LIPSCOMB 3,101 0 i 00 0 i 0.0 0 0.0 0 i 00
LUBBOCK 226,337 1 0.4 40 P17 55 i 243 22 i 97
LYNN 6.803 0 i 0.0 0 i 00 0 0.0 0 i 00
MOORE 18.426 0 i 00 0 i 00 2 i 1009 14 § 76.0
MOTLEY 1,482 0 i 00 0 i 00 0 0.0 i 00
OCHILTREE 9,091 0 0.0 0 i 00 0 0.0 i 00
OLDHAM 2,245 0 i 0.0 0 i 00 0 i 00 i 00
PARMER 10,169 0 i 0.0 0 i 0.0 1 9.8 0 i 00
POTTER 102,380 0 0.0 22 i 215 45 i 440 34 i 332
RANDALL 99,559 0 i 0.0 0 i 00 2 20 1 i 10
ROBERTS 1,021 0 i 0.0 0 i 00 0 0.0 0 i 00
SHERMAN 2,909 0 i 00 0 i 00 0 0.0 0 { 00
SWISHER 8,642 0 i 00 2 i 231 4 i 463 1 i 116
TERRY 13,936 0 i 00 0 i 00 2 i 144 1 i 7.2
WHEELER 5,584 0 i 00 2 i 358 2 i 358 0 §{ 00
YOAKUM 9,131 0 i 00 0 i 00 0 0.0 0 ¥ 00
| REGIONAL TOTALS | 756,922 1 01 85 i 112 | 150 i 198 | 100 i 144
STATEWIDETOTALS 118,617,441 | 118 i 0.6 993 i 53 | 2363 i 127 I 3.017 i 16.2
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 1 - 1995

TN

ASEPTIC CHICKENPOX ENCEPHALITIS TUBERCULOSIS
MENINGITIS
COUNN 1995 POP. CASES RATE CASES '‘RATE CASES RATE CASES RATE
ARMSTRONG 1.995 0 i 00 0 {00 0 i 00 i 00
BAILEY 7,229 0 i 00 32 i 4427 0 i 0.0 0 0.0
BRISCOE 1.932 o ! o0 14 i 7246 o §i 00 o i 00
CARSON 6.503 0 i o0 0 i o0 0 i 0.0 0 i 00
CASTRO 9,309 0 i 00 10 107.4 0 i 0.0 0 i 00
CHILDRESS 6.679 o i 00 0o { o0 0 0.0 0 i 00
COCHRAN 4.611 o §{ o0 o { 00 0 i 0.0 0 i 0.0
COLLINGSWORTH 3,474 o . i 0.0 0 0.0 0 0.0 1 i 288
CROSBY 7.439 1 i 134 32 430.2 0 0.0 0 i 00 |
DALLAM 5,463 0 i 00 0 i 00 0 i 00 1 i 183
DEAF SMITH 19,655 1 5.1 12 i 611 0 0.0 2 i 10.2
DICKENS 2,506 0 i 00 0 i 0.0 0 0.0 0 0.0
DONLEY 3,547 0 i 00 0 i 00 0 0.0 0 H 0.0
FLOYD 8,611 o i oo | 24 i 2187 o i o0 4} 465
GARZA 5,195 0 i 00 0 i 00 1 19.2 0 i 00
GRAY 23,610 o { o0 0 i 00 0 0.0 gy 50
HALE 35,830 o i o0 80 i 2233 0 o0 N 0.0
HALL 3.748 o i 00 o i 00 0 0.0 Y
HANSFORD 5.845 .0 j 0.0 0 0.0 0 0.0 ";‘o 0.0—
HARTLEY 4.550 0 i 00 0 i 00 0 0.0 ) i 0.0
HEMPHILL 3,673 0 i 00 24 i 6534 0 i 0.0 ‘1 i 272
HOCKLEY 24,404 1 i 41 0 i 00 0 i 0.0 1 i 41
HUTCHINSON 25.145 0 i 00 0 i 00 1 i 40 1 i 40
KING 369 0 i 00 0 i 0.0 0 i 00 0 i 00
LAMB 14,784 o { oo 0O i o0 o § o0 0 : oo
LiPSCOMB 3,101 0 i 00 1 i 322 0 0.0 0 0.0
LUBBOCK | 226337 20 i 88 758 i 3349 |- ° ! g0 14 i g2
LYNN 6,803 ) {00 0 i 0.0 0 i 00 0 i 0.0
MOORE 18,426 0 i 00 0 i 00 0 i 0.0 2 i 109
MOTLEY 1,482 0 i 00 0 i 0.0 0 i 00 0 0.0
OCHILTREE 9,091 1 i 110 0 i 00 0 i 00 1 i 11.0
OLDHAM | 27245 0O i 00 0 oo | o ¢ oo | o i o0
PARMER 10,169 1 i o8 0 0.0 0 i 00 1 X
POTTER 102,380 14 i 137 287 i 2803 2 H 2.0 15 i 147
RANDALL 99,559 2 2.0 10 i 100 1 1.0 4 4.0
ROBERTS 1.021 0 i 00 0 0.0 0 i 00 0 0.0
SHERMAN 2,909 0 i 00 o ¢ 0o | o oo | o i o0
SWISHER 8,642 0 i 00 3 i 347 0 i 0.0 0 0.0
TERRY 13,936 0 i 00 0 0.0 0 0.0 2 P 14.4
WHEELER 5,584 0 i 00 6 i 1075 0 i 0.0 0 i 0.0
YOAKUM 9,131 0 i 00 1 i 11.0 0 i 00 0 i 00
REGIONAL TOTALS 756922 | 41 i 54 | 1,004 1720 | 5 i o7 | s0 | 66
l STATEWIDETOTALS | 18.617.441 | 1566 i 84 | 22,568 i 121.2 71 ¢ o4 2369 i 127
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 1 - 1995

MEASLES MUMPS PERTUSSIS RUBELLA

COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE

j ARMSTRONG 1,995 0 i 00 0 i 0.0 0 i 0.0 i 0.0
i BAILEY 7,229 0 0.0 0 0.0 0 i 00 0 i 00
; BRISCOE 1,932 0 i 00 0 i 00 0 i 00 0 I 00
| CARSON 6,503 0 i o0 0 i 00 0 i 00 0 i 00
! CASTRO 9,309 0 i 0.0 0 i 00 0 i 00 2 i 215
; CHILDRESS 6.679 0 i 00 0 i 0.0 0 i 00 0 i 00
f COCHRAN 4,611 o i 00 o i 00 o { 00 o i 00
| COLLINGSWORTH 3,474 0 i 00 0 i 00 0 i 00 0 i 0.0
CROSBY 7,439 0 i 00 0 i 00 0 i 00 0 i 00

DALLAM 5,463 0 i 00 0 i 00 0 i 00 0 i 00

DEAF SMITH 19,655 0 0.0 0 0.0 0 i 00 0 i 0.0

DICKENS 2.506 0 i 0.0 0 i 00 0 i 00 0 i 00

DONLEY 3,547 0 i 0.0 0 i 0.0 0 i 00 0 i 00

FLOYD 8.611 0 0.0 0 0.0 0 i 00 0 i 00

GARZA 5,195 0 i 00 0 i 00 0 i 00 0 i 00

GRAY 23,610 0 i 0.0 0 i 0.0 0 i 00 0 i 00

HALE 35,830 0 i 00 0 i 0.0 0 i 00 0 i 00

HALL 3,748 0 0.0 0 i 00 0 i 00 0 i 00

HANSFORD 5,845 0 0.0 0 0.0 0 i 0.0 0 i 00

HARTLEY 4,550 0 i 00 0 i 0.0 0 i 00 0 i 0.0

HEMPHILL 3,673 0 0.0 0 0.0 0 0.0 0 i 0.0

HOCKLEY 24,404 0 i 00 0 i 00 0 0.0 0 i 00
HUTCHINSON 25,145 0 0.0 0 0.0 0 0.0 0 0.0

KING 369 0 0.0 0 0.0 0 0.0 0 0.0

LAMB 14,784 0 0.0 0 0.0 0 0.0 0 0.0

LIPSCOMB 3,101 0 0.0 0 0.0 (o} 0.0 0 0.0

LUBBOCK 226,337 0 0.0 0 0.0 3 1.3 0 0.0

LYNN 6.803 0 0.0 ] 0.0 0 0.0 0 0.0

MOORE 18,426 0 0.0 0 0.0 0 0.0 0 0.0

MOTLEY 1,482 0 0.0 0 0.0 0 0.0 ) 0.0

| OCHILTREE 9,091 0 0.0 0 0.0 2 22.0 0 0.0
OLDHAM 2,245 0 0.0 0 0.0 0 0.0 0 0.0

PARMER 10,169 0 0.0 0 0.0 2 19.7 0 0.0

POTTER 102,380 0 0.0 1 1.0 0 0.0 0 0.0

RANDALL 99,559 0 0.0 0 0.0 1 1.0 0 0.0

ROBERTS 1,021 0 0.0 0 0.0 0 0.0 0 0.0

SHERMAN 2.909 0 0.0 0 0.0 0 0.0 0 0.0

SWISHER 8,642 (o} 0.0 0 0.0 0 0.0 0 0.0

TERRY " 13,936 0 0.0 0 0.0 1 7.2 0 0.0

WHEELER 5,584 0 0.0 0 0.0 0 0.0 0 0.0

YOAKUM 9,131 0 0.0 0 0.0 1 11.0 0 0.0

| REGIONAL TOTALS | 756,922 | 0 i 00 | 1 i 041 | 10 § 13 I 2 i 03 ]
[ statewnpetorats | 18617441 | 14 i 01 | a3 i 02 | 217 i 12 | 8 i o0 |
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REPORTED CASES OF SELECTED SEXUALLY TRANSMITTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 1 - 1995

CHLAMYDIA GONORRHEA P & § SYPHILIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE
ARMSTRONG 1,995 5 | 2506 3 i 1504 o { 00
BAILEY 7,229 13 i 1798 4 i 553 o i 00
BRISCOE 1,932 0 0.0 0 0.0 0 i 0.0
CARSON 6,503 2 { 308 1§ 154 0 i 0.0
CASTRO 9,309 30 § 3223 7 i 752 0 i 00
CHILDRESS 6,679 20 | 2994 12§ 1797 0 i 00
COCHRAN 4,611 4 86.7 1 i 217 0 i 00
COLLINGSWORTH 3,474 6 i 1727 3 i 86.4 0 i 00
CROSBY 7.439 27 i 3630 3 i 403 0 i 0.0
DALLAM 5,463 23 i 4210 0 i 0.0 0 i 0.0
DEAF SMITH 19,655 86 [ 4375 13 § 66.1 0 i 0.0
DICKENS 2,506 12 i 4789 3 i 1197 o i 0.0
DONLEY 3.547 10 | 2819 3 i 846 0 i 00
FLOYD 8.611 10 § 1161 1 i 116 0 i 0.0
GARZA 5,195 17 i 3272 2 { 385 0 i 0.0
GRAY 23,610 54 i 2287 29 { 12238 1 i 4.2
HALE 35,830 133 | 3712 63 i 1758 0 i 0.0 |
HALL 3,748 7 i 1868 5 i 133.4 0 i 00 L
HANSFORD 5,845 4 i 684 0 0.0 0 0.0 '
HARTLEY 4,550 6 i 00 0 i 00 0 i 0.0
HEMPHILL 3,673 1 i 272 0 { 00 o §{ 00
HOCKLEY 24.404 42 i 1721 21§ 861 1 i 41
HUTCHINSON 25,145 60 { 2386 18 i 716 0 i 00
KING 369 o { 00 0 ¢ 00 0 i 0.0
LAMB 14,784 30 i 2029 10 § 676 0 i 0.0
LIPSCOMB 3,101 e i 00 0 i 0.0 0 i 0.0
LUBBOCK 226.337 1,154 § 509.9 593 { 262.0 4 i 18
LYNN 6,803 14 i 2058 5 §{ 735 0 i 0.0
MOORE 18,426 47 i 2551 4 i 217 0 i 0.0
MOTLEY 1.482 3 i 2024 0 i 00 0 i 0.0
OCHILTREE 9,001 30 { 3300 5 i 550 0 i 0.0
OLDHAM 2,245 3 i 1336 1 i 445 0 i 0.0
PARMER 10,169 7 i 688 0 i 00 0 ¢ 0.0
POTTER 102.380 711 i 6945 387 & 3780 5 i 4.9
RANDALL 99.559 185 § 1858 84 i 844 0 i 0.0
ROBERTS 1,021 0 0.0 i 00 0 i 0.0
SHERMAN 2,909 1 i 344 2 i 688 0 i 0.0
SWISHER 8,642 43 i 497.6 15 | 1736 0 i 0.0
TERRY 13,936 48 i 3444 11 ¢ 789 0 i 0.0
WHEELER 5.584 9 f 161.2 6 i 1075 0 i 0.0
YOAKUM 9,131 19 i 2081 2 i 219 0 i 0.0
[ RecionaL TOTALS 756922 | 2870 § 3792 | 1317 § 1740 | 11 i 15 |
| STATEWIDE TOTALS 18,.617.441 | 44,738 i 2403 | 30893 i 1659 | 1557 i 84 |
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 2 - 1995

HEPATITIS HEPATITIS HEPATITIS HEPATITIS
' r A UNSPECIFIED
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARCHER 8,172 0 i 00 0 i 00 0 i 00 0 i 00
BAYLOR 4,225 0 i 00 0 i 00 0 i 0.0 0 i 00
BROWN 34,251 7 20.4 8 i 234 1 i 29 0 i 00
CALLAHAN 11,912 0 i 0.0 0 0.0 2 { 168 0 i o0
CLAY 10,008 0 i 00 0 0.0 0 i 00 0 i 0.0
COLEMAN 9,386 3 i 320 0 0.0 0 i 0.0 0 i 0.0
COMANCHE 13,230 0 i 00 1 7.6 0 0.0 0 i 0.0
COTTLE 2,189 0 i 00 0 0.0 0 i 0.0 0 i 00
EASTLAND 17,882 0 i 00 1 i 56 2 i o112 0 i 0.0
FISHER 4,713 o §i o0 0 i 00 0 i 0.0 0 i 00
FOARD 1,752 0 i 00 0 i 0.0 0 i 00 0 0.0
HARDEMAN 5111 0 i 00 .0 0.0 0 i 0.0 0 H 0.0
HASKELL 6,653 1 i 150 0 0.0 1 i 150 0 0.0
JACK 6,899 1 i 145 0 i 0.0 1 i 145 0 0.0
JONES 18.202 0 0.0 0 0.0 1 5.5 0 0.0
KENT 1.010 0 i 00 0 i 00 0 i 00 0 i 00
KNOX 4,754 0 i 00 0 i 0.0 0 i 0.0 0 i 00
Q MITCHELL 9.786 1 i 102 0 { 0.0 0 0.0 0 i 0.0
MONTAGUE 16,586 4 i 241 0 H 0.0 0 0.0 0 0.0
NOLAN 16,744 0 i 00 3 i 17.9 2 i 119 0 i 00
RUNNELS 11,289 3 i 266 0 i 00 0 i 00 0 i 00
SCURRY 18,770 1 i 53 1 i 53 0 0.0 0 i 00
SHACKELFORD 3.229 o i 00 0 i 00 0 i o0 0 i 0.0
STEPHENS 9,242 4 i 433 0 i 00 1 i 108 0 i 00
STONEWALL 1,980 0 i 00 0 i 00 0 i 00 0 i 0.0
TAYLOR 123.745 8 i 65 3 2.4 10 {81 0 i 00
THROCKMORTON 1,857 0 i 0.0 0 i 00 0 i 00 0 i 00
WICHITA 126,653 4 i 3.2 5 3.9 17 i 134 0 i 00
WILBARGER 15,161 0 i 00 2 13.2 i o0 0 i 00
YOUNG 17,570 o i 00 2 11.4 0 i 0.0 0 i 00
REGIONAL TOTALS 532961 | 37 i 69 | 26 i 49 | 3 i 71 | o i 00
STATEWIDE TOTALS | 18617441 | 3001 i 161 | 1211 ¢ 65 | 340 i 18 | 67 i 04

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

PUBLIC HEALTH REGION 2 - 1995

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS
COUNTY 1995 POP. | CASES RATE CASES RATE CASES RATE CASES RATE
ARCHER 8,172 0 0.0 1 12.2 1 12.2 1 12.2
BAYLOR 4,225 0 0.0 0 0.0 1 23.7 2 413
BROWN 34,251 0 0.0 0 0.0 1 2.9 1 2.9
CALLAHAN 11,912 0 0.0 0 0.0 0 0.0 0 0.0
CLAY 10,008 0 0.0 1 10.0 0 0.0 0 0.0
COLEMAN 9,386 0 0.0 0 0.0 0 0.0 1 10.7
COMANCHE 13,230 0 0.0 0 0.0 1 7.6 1 7.6
COTTLE 2,189 o 0.0 ) 00 0 0.0 0 0.0
EASTLAND 17,882 0 0.0 0 0.0 1 5.6 0 0.0
| FISHER 4,713 0 0.0 0 0.0 0 0.0 0 0.0
3 FOARD 1,752 0 0.0 0 0.0 0 0.0 3 171.2
! HARDEMAN 5,111 0 0.0 0 0.0 0 0.0 45 880.5
HASKELL 6,653 0 0.0 0 0.0 0 0.0 0 0.0
: JACK 6.899 0 0.0 1 14.5 0 0.0 0 0.0
: JONES 18,202 0 0.0 1 5.5 1 5.5 a 22.0
| KENT 1,010 0 0.0 0 0.0 0 0.0 0 0.0
l KNOX 4,754 0 0.0 0 0.0 0 0.0 1 21.0
| MITCHELL 9,786 0 0.0 0 0.0 0 0.0 0 0.0
MONTAGUE 16,586 0 0.0 1 6.0 5 30.1 0 0.0
NOLAN 16.744 0 0.0 0 0.0 1 6.0 6 35.8
RUNNELS 11,289 0 0.0 4 35.4 2 17.7 5 443
SCURRY 18,770 0 0.0 0 0.0 3 16.0 12 63.9
SHACKELFORD 3,229 0 0.0 0 0.0 0 0.0 0 0.0
STEPHENS 9,242 o 0.0 0 0.0 2 21.6 0 0.0
STONEWALL 1,980 0 0.0 0 0.0 0 0.0 0 0.0
TAYLOR 123,745 1 0.8 12 9.7 22 17.8 34 27.5
THROCKMORTON 1,857 0 0.0 0 0.0 0 0.0 0 0.0
WICHITA 126,653 0 0.0 8 6.3 14 11.1 13 10.3
WILBARGER 15,161 0 0.0 0 0.0 2 13.2 5 33.0
YOUNG 17,570 0 0.0 2 11.4 5 28.5 0 0.0
REGIONAL TOTALS 532,061 1 i o02 | 31 i 58 | 62 i 116 | 134 i 251
| statEwpE Totals | 18617441 | 118 i o068 | 993 i 53 | 2363 i 127 | 3017 ! 162 |
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 2 - 1995

ASEPTIC CHICKENPOX ENCEPHALITIS TUBERCULOSIS
MENINGITIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARCHER 8,172 0 Qo 5 i 6L2 0 0.0 0 00
BAYLOR 4,225 0 Qo0 0 i Qo 0 i 00 0 i 00
BROWN 34, 251 0 Qo 4 io117 0 i 0.0 2 58
CALLAHAN 11912 1 84 0 i Qo 0 0.0 1 i 84
CLAY 10, 008 0 i Qo 0 i 00 0 i 0.0 0 i 00
COLEMAN 9, 386 0 i Qo 0 i 00 0 0.0 0 i 00
COMANCHE 13,230 0 i Qo 7 i 9 0 H 0.0 1 i 7.6
CORLE 2189 0 Qo0 0 i 00 0 0.0 0 0.0
EASTLAND 17.882 1 i 56 0 i Qo 0 i 00 0 0.0
FISHER 4,713 0 i Qo 0 i Qo 0 i Qo0 0 0.0
FOARD 1,752 0 i 00 0 i Qo 0 0.0 0 0.0
HARDEMAN 5 111 0 i Qo 5 i 97.8 0 i 0.0 0 i 00
HASKELL 6, 653 0 i Qo 0 i Qo 0 00 0 00
JACK 6, 899 0 i Qo 0 Q0 0 i 0.0 _ll i 145
JONES 18, 202 2 i 10 19 i 1044 0 Q0 0 i 00
KENT 1,010 0 i Qo 0 i Qo 0 i Qo ) i o0
KNOX 4. 754 0 i Qo 0 i 00 0 i Qo0 o1 i 210
MITCHELL 9, 786 0 i Qo 0 i Qo 0 H 0.0 . 0 i 00
MONTAGUE 16, 586 0 §{ Qo 0 i Qo 0 i 00 0 i 00
NOLAN 16, 744 1 i 60 8 i 478 0 Qo0 .0 i 0.0
RUNNELS 11,289 0 i 00 5 i 44.3 0 0.0 0 00
SCURRY 18.770 1 i 53 7 i 373 0 i 00 0 0.0
SHACKELFORD 3.229 0 i 00 0 i Qo0 0 Q0 0 i 00
STEPHENS 9, 242 1 i 108 0 0.0 0 H 0.0 1 i 108
STONEWALL 1. 980 0 i 00 0 i 00 0 Qo0 0 0.0
TAYLOR 123, 745 19 i 154 224 ¢ 18L0 3 24 4 32
THROCKMORTON 1, 857 0 i Qo 0 i 00 0 H Qo 0 00
WICHITA 126, 653 5 i 39 73 i 516 0 i Qo 13 § 103
WILBARGER 15, 161 0 i Qo 0 §{ Qo o i oo o0 i ao
YOUNG 17.570 2 i 1.4 15 § 84 0 0.0 0 i 0.0
REGIONAL TOTALS | 52961 | 388 i 62 | 372 i @8 | 3 i a6 | 24 i 45
STATEWIDE TOTALS | 18,617,441 | 1.566 i 84 | 22568 { 1212 | 71 i 04 | 2369 : 1237
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATIO™

PUBLIC HEALTH REGION 2- 1995

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARCHER 8,172 0 0.0 0 0.0 (] 0.0 0 0.0
| BAYLOR 4,225 0 0.0 0 0.0 0 0.0 0 0.0
! BROWN 34,251 0 0.0 0 0.0 0 0.0 0 0.0
! CALLAHAN 11,912 0 0.0 (] 0.0 1 8.4 0 0.0
CLAY 10,008 0 0.0 0 0.0 0 0.0 0 0.0
i COLEMAN 9,386 0 0.0 0 0.0 0 0.0 0 0.0
“ COMANCHE 13,230 0 0.0 0 0.0 (] 0.0 0 0.0
COTTLE 2,189 ) 0.0 0 0.0 0 0.0 ] 0.0
EASTLAND 17,882 0 0.0 0 0.0 0 0.0 0 0.0
FISHER 4,713 0 0.0 0 0.0 0 0.0 0 0.0
FOARD 1,752 ) 0.0 (] 0.0 0 0.0 0 0.0
: HARDEMAN 5,111 ) 0.0 0 0.0 0 0.0 0 0.0
‘ HASKELL 6,653 0 0.0 0 0.0 0 0.0 0 0.0
| JACK 6.899 0 0.0 0 0.0 1 14.5 0 0.0
; JONES 18,202 0 0.0 0 0.0 1 5.5 0 0.0
{ KENT 1,010 0 0.0 0 0.0 0 0.0 0 0.0
.; KNOX 4,754 0 0.0 0 0.0 0 0.0 0 0.0
} MITCHELL 9,786 0 0.0 o 0.0 0 0.0 0 0.0
MONTAGUE 16,586 0 0.0 0 0.0 0 0.0 0 0.0
: NOLAN 16,744 0 0.0 0 0.0 0 0.0 ) 0.0
| RUNNELS 11,289 0 0.0 0 0.0 1 8.9 0 0.0
| SCURRY 18,770 0 0.0 0 0.0 0 0.0 o 0.0
SHACKELFORD 3,229 0 : 0.0 0 0.0 0 i 00 0 i 00
STEPHENS 9,242 0 0.0 0 0.0 0 i 00 0 i 0.0
STONEWALL 1.980 0 00 0 i 00 0 i 00 0 i 0.0
TAYLOR 123.745 0 0.0 0 H 0.0 4 i 32 0 i 00
THROCKMORTON 1,857 o | o0 o i 00 0o i 00 o i 00
WICHITA 126,653 0 0.0 1 i 08 0 i 0.0 0 i 00
WILBARGER 15,161 0 0.0 0 i 0.0 0 i 0.0 0 i 00
YOUNG 17.570 0 i 00 0 i 00 0 i 00 0 i 00
REGIONAL TOTALS 532.961 o { o0 | 1 i o2 | 8 t 15 | o i oo |
STATEWIDETOTALS | 18617441 | 14 { 01 | 43 i o02 | 217 i 12 | 8 : o0 |
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REPORTED CASES OF SELECTED SEXUALLY TRANSMITTED DISEASES AND RATES PER 100,000 POPULATION

()

TN
\,

PUBLIC HEALTH REGION 2 - 1995

CHLAMYDIA GONORRHEA P & S SYPHILIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE

ARCHER 8,172 2 i 245 3 i 367 i 00
BAYLOR 4,225 2 i 473 1 i 237 0 i 00
BROWN 34,251 99 { 289.0 33 i 963 0 i 00
CALLAHAN 11,912 5 i 420 0 i o0 0 i o0
CLAY 10,008 3 i 300 0 i 0.0 0 0.0
COLEMAN 9.386 20 § 2131 2 i 213 0 i 0.0
COMANCHE 13,230 15 i 1134 1 7.6 0 0.0
COTTLE 2,189 8 i 3655 3 i 137.0 0 i 00
EASTLAND 17,882 6 § 895 5 i 280 0 i 00
FISHER 4,713 i o212 2 I 424 0 i 0.0
FOARD 1,752 2 i 1142 0 i 0.0 0 i 00
HARDEMAN 5111 13 | 2544 4 i 783 0 i 00
HASKEU 6,653 4 i 601 5 i 752 0 i 0.0
JACK 6.899 4 i s80 0 i o0 0 0.0
JONES 18,202 11 i 604 8 i 440 0 i 00
KENT 1,010 0 i 00 0 i 0.0 0 i 0.0
KNOX 4,754 i 841 2 io421 0 i 00
MITCHELL 9,786 6 i 613 2 i 204 0 i 00
MONTAGUE 16,586 0 §{ 603 4 i 241 1 i 6.0
NOLAN 16,744 63 { 3763 65 { 388.2 0 i 00
RUNNELS 11,289 5 i 443 2 Po17.7 0 i 00
SCURRY 18,770 48 i 2557 37 i 1971 0 i 00
SHACKELFORD 3,229 1 i 310 0 i 00 0 0.0
STEPHENS 9.242 10 | 1082 i 433 0 0.0
STONNVAU 1,980 0 0.0 0 i 0.0 0 i 0.0
TAYLOR 123.745 353 | 2853 175 | 1414 | 0 i 0.0
THROCKMORTON 1,857 0 i 00 0 i 00 0 i 0.0
WICHITA 126,653 483 i 381.4 380 { 300.0 2 i 16
WILBARGER 15,161 12 79.2 10 66.0 0 0.0
YOUNG 17,570 24 136.6 1 5.7 0 0.0
REGIONALTOTALS | 532961 | 1224 § 2207 | 749 i 1405 | 3 i 06
STATEWIDE TOTALS | 18,617.441 | 44738 | 2403 | 30,893 : 1659 | 1557 i 8.4
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 3 - 1995

HEPATITIS HEPATITIS HEPATITIS HEPATITIS
A B C UNSPECIFIED
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
COLLIN 338,752 45 i 133 23 i 6.8 7 i 2.1 0.0
COOKE 31,601 37 i 1174 0 0.0 3 9.5 0 0.0
DALLAS 2,019,133 254 i 126 152 75 19 i “og 2 0.1
DENTON 341,257 i 147 23 i 6.7 6 H 1.8 0 i 0.0
ELLIS 101,963 10 9.8 8 7.8 1 1.0 0 0.0
ERATH 30,015 i 67 1 i 3.3 0 i 0.0 0 i 00
FANNIN 26.716 1 3.7 2 75 0 i 0.0 0 i 0.0
GRAYSON 96,349 51 §{ 529 8 8.3 2 2.1 0 0.0
HOOD 35,424 1 2.8 1 i 238 0 0.0 0 H 0.0
HUNT 69,415 7 i 101 1 14 0 0.0 0 0.0
JOHNSON 115,939 7 6.0 4 35 0 0.0 0 0.0
KAUFMAN 61,499 4 6.5 2 33 1 H 1.6 0 H 0.0
NAVARRO 41,734 4 9.6 0 0.0 0 0.0 0 0.0
PALO PINTO 25,965 0 0.0 3 i 116 0 0.0 0 H 0.0
PARKER 78,649 6 7.6 6 7.6 1 1.3 0 0.0
ROCKWALL 32,654 1 i 31 1 3.1 1 3.1 0 {00
SOMERVELL 5,891 2 i 340 0 0.0 0 0.0 0 0.0
TARRANT 1,351,773 198 | 146 131§ 97 29 i 2.1 2 A
WISE 39,003 2 5.1 3 7.7 0 H 0.0 1 2.6
REGIONAL TOTALS | 4,843,732 I 682 | 141 | 369 7.6 70 i 1.4 5 i 04
sTATEWIDE TOTALS | 18,617,441 | 3001 i 161 | 1211 i 65 340 1.8 67 § 04

117




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

PUBLI CHEALTH REGION 3 - 1995

AMEBIASIS CAMPYLOBACTEB SALMONELLOSIS SHIGELLOSIS
COUNTY | 199570p. | cases RATE CASES RATE CASES RATE CASES  RATE
COLLIN 338.782 |} 2 i 06 3 0.9 18 i 53 23 i 68
COOKE 31,601 0 0.0 0 0.0 1 3.2 0 i 00
1 DALLAS | 2.019.133 31 ! 15 115 5.7 172 i 85 325 | 164
i DENTON | 341,257 2 i o6 10 i 29 2§ 67 8 _§ 23
| ELLIS 101,963 o i o0 41 39 10 i o8 23 i 228
ERATH 30,015 o i o0 0 i 00 5 1 167 4 i 133
FANNIN 26.716 0 0.0 o i 00 1 i a7 1 1 a7
GRAYSON 96,349 0 0.0 2 2.1 6 | 62 5 { 52
HOOD 35.424 o i o0 o { 00 3 { 85 1§ 28
HUNT 69,415 13 14 1 i 14 8 i 115 18 § 259
JOHNSON | 115930 0 0.0 3 26 5 1 43 2 i 17
KAUFMAN 61,499 0 00 4 6.5 o i 00 1 i 16
NAVARRO 41,734 o i 00 5 § 120 1 i 24 1 i 24
| PALO PINTO 25,965 0 i 00 o i o0 |} 3 i 116 | 1 i 39
1 PARKER 78,649 0. i o0 1 13 | 7 ¢+ 80 | 1 i 13
’ ROCKWALL 32.654 | 0 i 00 0 H 0.0 ] o 0.0 | 1 i 3.1
1 SOMERVELL 5,891 . i 00 0 i 00 2 i 340 1§ 170
1 TARRANT 1351,773 o i 00 40 i 30 84 i 62 184 | 136
WISE 39.003 0 0.0 0 0.0 2 5.1 0 i 00
REGIONAL TOTALS 4843732 | 36 i o07 | 188 § 39 | 351 i 72 | 600 i 124
STATEWIDE TOTALS | 18.617.441 | 118 i 06 | 993 i 53 | 2363 i 127 | 3017 i 162
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 3 - 1995

ASEPTIC CHICKENPOX ENCEPHALITIS TUBERCULOSIS
MENINGITIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
COLLIN 338,752 28 8.3 647 i 191.0 0 0.0 11 i 3.2
COOKE 31,601 0 0.0 0 i 0.0 0 0.0 0 0.0
DALLAS 2,019,133 219 10.8 741 i 367 22 1.1 276 i 137
DENTON 341,257 18 5.3 608 i 178.2 1 i 03 5 i 15
ELLIS 101,963 3 2.9 28 i 275 0 i 00 3 i 209
ERATH 30.015 2 6.7 { 10.0 0 0.0 3 i 10.0
FANNIN 26,716 0 0.0 i 00 0 i 00 0 i 00
GRAYSON 96,349 7 7.3 63 | 654 o i 00 1 i 1.0
HOOD 35,424 4 11.3 46 i 129.9 0 i 00 0 i 0.0
HUNT 69,415 3 43 50 { 850 0 i 00 4 i 58
JOHNSON 115,939 9 7.8 i 7.8 0 0.0 1 0.9
KAUFMAN 61.499 5 8.1 i 16 1 1.6 3 i 49
NAVARRO 41,734 0 0.0 22 i 527 0 0.0 3 7.2
PALO PINTO 25,965 0 0.0 o i 00 0 i 00 w77
PARKER 78,649 3 3.8 0 ¢ 0.0 0 0.0 9 1.3
ROCKWALL 32,654 2 6.1 4 i 123 0 0.0 i 3.1
SOMERVELL 5,891 0 0.0 0 i 00 0 0.0 0 0.0
TARRANT 1,351,773 178 13.2 1,480 { 109.5 1 i 041 130 § 9.6
WISE 39,003 4 10.3 0 i 00 0 0.0 1 2.6
_ REGIONAL TOTALS 4,843,732 [ 485 10.0 | 3711 § 76.6 | 25 i 05 445 i 9.2
[ staTewie ToTALs | 18.617.441 | 1.566 84 | 22568 i 1212 | 71 i 0.4 2,369 12.7
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REPORTED CASES OF SELECTED VACCINE PRNENTABLE DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 3 - 1995

MEASLES MUMPS PERTUSSIS RUBELLA

COUNTY 1995 POP. | CASES RATE CASES RATE CASES RATE CASES  RATE
COLLIN 338,752 0 0.0 0 0.0 1 0.3 0 0.0
COOKE 31.601 0 0.0 0 0.0 0 0.0 0 0.0
DALLAS 2,019,133 0 0.0 3 0.1 0 0.0 2 0.1
DENTON 341,257 0 0.0 1 0.3 6 1.8 1 0.3
ELLIS 101,963 0 0.0 0 0.0 2 2.0 0 0.0
ERATH 30,015 0 0.0 0 0.0 0 0.0 0 0.0
FANNIN 26,716 0 0.0 0 0.0 0 0.0 0 0.0
GRAYSON 96,349 0 0.0 0 0.0 0 0.0 0 0.0
HOOD 35,424 0 0.0 0 0.0 0 0.0 0 0.0
HUNT 69,415 0 0.0 0 0.0 0 0.0 0 0.0
JOHNSON 115,339 0 0.0 0 0.0 1 0.9 0 0.0
KAUFMAN 61,499 0 0.0 0 0.0 1 1.6 0 0.0
NAVARRO 41,734 0 0.0 0 0.0 0 0.0 0 0.0
PALO PINTO 25,965 0 0.0 0 0.0 0 0.0 0 0.0
PARKER 78.649 0 0.0 0 0.0 0 0.0 0 0.0
ROCKWALL 32,654 0 0.0 0 0.0 0 0.0 0 0.0
SOMERVELL 5,891 0 0.0 0 0.0 0 0.0 0 0.0
TARRANT 1,351,773 0 0.0 2 0.1 12 0.9 1 0.1
WISE 39,003 0 0.0 0 0.0 0 0.0 0 0.0

| REGIONAL TOTALS [ 4843732 | o i o00o | 6 i 01 | 23 i o5 | 4 i o1 |
| STATEWIDETOTALS | 18.617.441 | 14 | 01 | a3 : o2 | 217 . 12z | 8 i oo |
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REPORTED CASES OF SELECTED SEXUALLY TRANSMITTED DISEASES AND RATES PER 100,000 POPULATION

o

PUBLIC HEALTHREGION 3 - 1995

CHLAMYDIA GONORRHEA P & S SYPHILIS
COUNN 1995 POP. CASES RATE CASES RATE CASES RATE
COLLIN 338.752 260 { 768 123 i 363 1 i 03
COOKE 31,601 45 i 1424 24 i 759 0 i 00
DALLAS 2,019,133 5117 1§ 2534 8029 i 3976 268 §{ 133
DENTON 341.257 366 i 1073 193 { 56.6 1 i 03
ELLIS 101,963 141 | 1383 72 i 706 4 i 39
ERATH 30.015 67 i 2232 7 i 233 0 i 00
FANNIN 26.716 44 i 1647 29 { 1085 0 i 0.0
GRAYSON 96,349 254 i 2636 160 § 166.1 2 21
HOOD 35.424 40 i 1129 8 i 226 0 i 0.0
HUNT 69.415 152 i 2190 19 § 1714 2 i 209
JOHNSON 115,939 146 } 1259 38 { 328 4 i 35
KAUFMAN 61,499 110§ 1789 35 §{ 569 1 i 16
NAVARRO 41,734 152 i 3642 64 i 1534 1 i 24
PALO PINTO 25,965 43 i 1656 4 i 154 0 0.0
PARKER 78,649 48 i 610 18 i 229 0 0.0 )
ROCKWALL 32,654 13 i 398 7 i 214 1 i 31
SOMERVELL 5.891 5 i 849 1 i 170 0 i 0.0 "
TARRANT 1,351,773 2541 i 188.0 2443 i 1807 140 § 104 w
@ WISE 39.003 38 i 974 7 i 179 0 i 0.0 .
| REGIONAL TOTALS | 4843732 | o582 i 1978 | 11,381 § 2350 | 425 i 88 |
sied
| STATEWIDETOTALS | 18,617,441 | 44738 i 2403 | 30893 i 1659 | 1557 i 84 l
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 4 - 1995

HEPATITIS HEPATITIS HEPATITIS HEPATITIS
A B C UNSPECIFIED
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANDERSON 51,095 7 i 137 20 0 i 00 i 00
BOWIE 85.574 6 i 70 5 5.8 1 1.2 0 i 0.0
CAMP 10,327 1 i 97 1 97 0 i 00 0 i 00
CASS 29,808 2 i 67 0 i 00 1 i 34 0 i 00
CHEROKEE 42,817 5 P17 1 i 23 1 i 23 0 i 0.0
DELTA 4,816 0 H 0.0 1 i 208 0 0.0 0 0.0
FRANKLIN 7,964 0 i 00 2 i 251 0 0.0 0 i 00
GREGG 106,622 10 i 9.4 6 H 5.6 0 i 0.0 1 0.9
HARRISON 60,106 0 i 00 2 i 33 1 1.7 0 i 0.0
HENDERSON 67,106 6 i 89 10 i 149 1 15 0 i 00
HOPKINS 29,283 1 i 34 1 i 34 0 i 0.0 0 i 00
LAMAR 43,871 4 9.1 5 i 114 0 0.0 0 0.0
MARION 10,184 0 0.0 0 i 0.0 0 i 00 0 i 00
MORRIS 12,949 0 0.0 0 0.0 0 0.0 0 0.0
PANOLA 22.914 0 i 00 2 i 87 0 i 00 0 i 0.0
RAINS 7,418 0 i 00 0 i 00 0 0.0 0 H 0.0
RED RIVER 13,992 1 7.1 0 0.0 0 0.0 0 0.0
RUSK 44,508 0 i 00 0 i 00 1 22 0 i 00
SMITH 159,850 12 { 75 15 § 94 5 3.1 0 i 00
TITUS 24,703 5 i 202 0 0.0 1 4.0 0 0.0
UPSHUR 32,429 1 i 31 1 i 31 0 i 00 0 i 00
VAN ZANDT 40,616 2 4.9 3 H 7.4 1 25 0 0.0
WOOD 4 31,786 0 0.0 1 3.1 0 i 00 0 i 0.0
REGIONAL TOTALS 940,738 | 63 6.7 ] 57 6.1 13 14 1 i 04
STATEWIDE TOTALS 18,617,441 | 3,001 161 | 1211 i 65 340 i 1.8 67 i 04
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REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 4 - 1995

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS

COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE

ANDERSON 51,095 0 0.0 2 3.9 9 17.6 2 3.9

BOWIE 85,574 0 0.0 2 23 10 11.7 17 19.9

CAMP 10,327 0 0.0 0 0.0 2 19.4 0 0.0

CASS 29,808 0 0.0 1 3.4 0 0.0 0 0.0

CHEROKEE 42,817 0 0.0 0 0.0 2 4.7 0 0.0

;i DELTA 4,816 0 0.0 0 0.0 1 20.8 0 0.0
! FRANKLIN 7.964 0 0.0 0 0.0 2 25.1 0 0.0
| GREGG 106,622 o i 00 o i 00 3 2.8 8 i 75
HARRISON 60,106 0 i 00 0 i 00 2 i 33 0 i 00

HENDERSON 67,106 0 i 00 0 0.0 0 i 00 4 i 60

HOPKINS 29,283 0 i 00 0 i 00 5 P17 0 0.0

LAMAR 43,871 0 0.0 3 6.8 3 6.8 2 46

MARION 10,184 0 0.0 0 0.0 (v} 0.0 0 0.0

MORRIS 12,949 0 0.0 1 7.7 0 0.0 0 0.0

PANOLA 22,914 0 0.0 0 0.0 1 4.4 0 0.0

RAINS 7.418 0 0.0 1 13.5 0 0.0 o 0.0

RED RIVER 13,992 0 0.0 1 7.1 0 0.0 0 0.0

RUSK 44,508 o 0.0 1 2.2 1 2.2 1 2.2
SMITH 159,850 0 0.0 10 6.3 26 16.3 5 3.1
TITUS 24,703 0 0.0 0 0.0 5 20.2 2 8.1
UPSHUR 32,429 0 : 0.0 0 HEeXe) 3 i 93 1 3.1

VAN ZANDT 40,616 0 0.0 2 i 49 4 i 98 0 { 0.0

WOOD 31,786 0 i 00 0 0.0 1 3.1 0 i 0.0

REGIONAL TOTALS 940,738 0 i o0 l 24 i 26 [ 80 i 85 | 42 i 45 |
| STATEWIDETOTALS | 18.617.441 118 i 06 | 993 i 53 | 2363 i 127 | 3017 i 16.2
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

®

= PUBLIC HEALTH REGION 4 - 1995

ASEPTIC CHICKENPOX ENCEPHALITIS TUBERCULOSIS
MENINGITIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANDERSON 51,095 1 i 20 10 { 196 0 i 00 2 i 39
BOWIE 85,574 7 8.2 28 i 327 4 4.7 9 i 105
CAMP 10,327 1 9.7 0 0.0 0 0.0 2 i 194
CASS 29,808 1 3.4 5 i 168 0 i 00 1 i 34
CHEROKEE 42,817 3 7.0 0 i 00 0 0.0 1 2.3
DELTA 4,816 2 415 15 §{ 3115 0 0.0 0 i 00
FRANKLIN 7,964 0 0.0 0 i 00 0 0.0 0 i 00
GREGG 106,622 12 11.3 12§ 113 0 i 00 11 i 103
HARRISON 60,106 5 8.3 57 i 948 0 0.0 3 5.0
HENDERSON 67,106 5 7.5 19 { 283 0 i 0.0 6 8.9
HOPKINS 29,283 2 i 68 0 0.0 1 i 34 2 i 6.8
LAMAR 43,871 7 i 160 1 i 23 0 0.0 6 i 137
MARION 10,184 0 0.0 0 0.0 0 § 0.0 3 i 295
MORRIS 12,949 0 i 0.0 0 i 00 0 i 0.0 1 i 77
PANOLA 22914 0 0.0 0 i 0.0 0 i 00 3 i 131
RAINS 7.418 1 i 135 0 0.0 0 0.0 1 i 135
RED RIVER 13,992 1 71 0 0.0 0 i 00 1 i 71
O RUSK 44,508 1 2.2 0 i 00 0 i 00 7 i 157
— SMITH 159.850 19 | 119 339 212.1 1 0.6 10 i 6.3
TITUS 24,703 0 0.0 0 i 00 0 i 00 2 i 81
UPSHUR 32,429 2 6.2 0 0.0 0 i 00 2 i 6.2
VAN ZANDT 40,616 3 i 74 25 61.6 0 i 00 4 i o8
WOOD 31.786 4 12.6 5 15.7 0 i 00 4 i 126
REGIONAL TOTALS 9040738 | 77 i 82 | 516 i s49 | 6 i 06 | 8 i 86
| STATEWIDE TOTALS 18,617,441 | 1566 | 84 | 20568 i 1212 | 71 i 04 | 2360 & 127 l
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION

P
PUBLIC HEALTH REGION 4 - 1995

MEASLES MUMPS PERTUSSIS RUBELLA
COUNN 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANDERSON 51, 095 0 i Qo 0 i Qo 1 i 20 0 i Qo
; BOWIE 85.574 0 i ao 0 i ao 4 P47 0 i Qo
E’ CAMP 10, 327 0 i Qo 0 i 0.0 0 i Qo 0 i Qo
CASS 29, 808 0 i ao 0 i Qo 0 i o0 0 i Qo
CHEROKEE 42,817 0 i Qo 0 i Qo 6 i 140 0 i 00
‘ DELTA 4816 0 i Qo 0 i Qo 0o i Qo 0o { 00
FRANKLIN 7, 964 0 i Q0 0 i Q0 0 i 0.0 0 i 00
GREGG 106, 622 0 i 00 0 i 0.0 2 i 19 0 Q0
HARRISON 60,106 0 i QO 0 ¢ 00 0 i Q0 0 { Qo0
HENDERSON 67, 106 0 i Qo0 0 i 0.0 5 i 75 0 i Qo
HOPKINS 29, 283 0 i Qo 0 i 00 0 i Qo 0 i 0.0
LAMAR 43, 871 0 i Qo 0 i 0.0 0 i 0.0 0 i 0.0
MARION 10, 184 0 i Qo0 0 i Qo0 0 i Q0 0 i Qo0
MORRIS 12.949 0 i 00 | O i 00 | 0 i oo 0 i o0
PANOLA 22,914 0 i Qo 0 i Qo 0 i Qo 0 i Q0
RAINS 7,418 0 i 00 0 i Q0 0 i Qo 0 i 0.0
RED RIVER 13, 992 0 i 0.0 0 i Q0 0 i 0.0 0 i 00
RUSK 44,508 0 i Qo 0 i 00 1 i 22 0 i Qo0
SMITH | 159,850 o { ao | o i ao 24 i 150 0 i Qo
TITUS 24, 703 0 i Qo0 0 i Qo 0 i Q0 0 i Q0
UPSHUR R 429 0 i Q0 0 i Qo0 0 i Q0 0 0.0
VAN ZANDT 40, 616 0 Q0 0 i 0.0 4 i Q98 0 0.0
WOOD 31786 0 i Qo0 0 i Qo 2 i 63 0 0.0
| REGIONAL TOTALS | 91073 | o i 00 | o i 00 | 49 i s2 | o i a0 |
STATEWIDETOTALS | 18617440 | 14 i 01 | 43 § 02 | 217 i 12 | 8 i 00 |
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REPORTED CASES OF SELECTED SEXUALLY TRANSMITTED DISEASES AND RATES PER 100,000 POPULATION
e

4
N
~

O

PUBLIC HEALTH REGION 4 - 1995

CHLAMYDIA GONORRHEA P & S SYPHILIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE
ANDERSON 51,095 45 i 881 25 48.9 1 2.0
BOWIE 85,574 179 | 209.2 127 148.4 14 i 164
CAMP 10,327 7 | 678 3 29.1 8 | 7718
CASS 29,808 33 { 1107 13 43.6 1 H 3.4
CHEROKEE 42,817 42 i 981 40 93.4 0 0.0
DELTA 4,816 3 i 623 41.5 0 0.0
FRANKLIN 7,964 1 i 126 0.0 0 0.0
GREGG 106.622 163 § 1529 37 34.7 68 { 638
HARRISON 60,106 71§ 1181 150 249.6 17 28.3
HENDERSON 67,106 4 | 730 26 38.7 0 i 0.0
HOPKINS 29,283 45 i 1537 5 17.1 1 3.4
LAMAR 43,871 59 § 1345 35 79.8 1 2.3
MARION 10.184 13 i 1277 295 3 295
MORRIS 12,949 16 § 1236 46.3 4 i 309
PANOLA 22,914 49 § 2138 .24 104.7 2 8.7'
RAINS 7.418 0 i 0.0 0 0.0 0 0.0
RED RIVER 13,992 17 i 1215 10 715 0 0.0
RUSK 44,508 24 53.9 11 24.7 6 135
SMITH 159,850 505 315.9 402 2515 10 6.3
TITUS 24,703 46 i 1862 22 89.1 4 16.2
UPSHUR 32,429 18 { 555 14 43.2 1 3.1
VAN ZANDT 40,616 20 49.2 4.9 0 0.0
WOOD 31.786 12 37.8 9.4 1 3.1
| REGIONALTOTALS | 940,738 | 1417 i 1506 960 1020 | 142 } 151
| STATEWIDE TOTALS I 18,617,441 | 44738 i 2403 30,893 165.9 | 1557 i 8.4
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 5 - 1995

HEPATITIS HEPATITIS HEPATITIS HEPATITIS
A B c UNSPECIFIED
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANGELINA 72,352 2 i 28 5 i 69 0 0.0 i 0.0
HARDIN 42,107 2 i 48 4 i 95 2 i 48 0 i 0.0
HOUSTON 21,492 0 i 00 0 i 00 0 i 00 0 i 00
JASPER 31,870 1 3.1 2 i 6.3 1 3.1 0 0.0
JEFFERSON 239,137 11§ 46 28 117 11 i 46 0 0.0
NACOGDOCHES 55,735 2 i 36 3 i 54 0 0.0 0 0.0
NEWTON 14,079 0 i 00 1 P71 0 i 00 0 0.0
ORANGE 81,519 3 i 3.7 6 7.4 2 25 0 0.0
POLK 35,087 0 0.0 5 i 143 0 i 0.0 0 0.0
SABINE 9,948 1 i 101 0 i 00 0 i 00 0 0.0
SAN AUGUSTINE 7,962 0 i 00 0 i 00 0 i 00 0 0.0
SAN JACINTO 18,736 0 i 00 2 i 107 0 i 0.0 0 0.0
SHELBY 21,878 0 i 00 1 i 46 0 0.0 0 0.0
TRINITY 12,165 1 i 82 1 i 82 0 0.0 0 0.0
TYLER 17,975 3 i 167 2 P11 0 0.0 0 0.0
REGIONAL TOTALS 682.042 26 3.8 | 60 i 88 16 2.3 0 0.0
[ STATEWIDE TOTALS 18,617,441 | 3001 i 161 | 1,211 6.5 340 1.8 67 i 04
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REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION

/

PUBLIC HEALTH REGION 5 - 1995

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS

j COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE

3 ANGELINA 72,352 0 i o0 0 i o0 ) 0.0 3 i 41

| HARDIN 42,107 o i oo 1 i 24 10 i 237 3 i 71

‘ HOUSTON 21.492 0 i 0.0 o i 00 i 47 2 i 93

| JASPER | 31870 0o i 0.0 0 i 00 4 i 126 o { 00

j JEFFERSON 239,137 0 0.0 0 0.0 24 10.0 28 11.7
NACOGDOCHES 55,735 0 i 0.0 15 {269 12 i 215 6 i 108
NEWTON 14,079 0 i 00 0 i 00 2 i 142 0 0.0
ORANGE 81,519 0 0.0 0 0.0 5 6.1 4 4.9
POLK 35,087 0 0.0 0 i 00 2 5.7 0 0.0
SABINE 9.948 0 0.0 0 i 00 3 i 302 0 i 00
SAN AUGUSTINE 7,962 0 0.0 0 i 00 0 0.0 2 i 251
SAN JACINTO 18,736 0 0.0 0 i 00 4 i 213 1 i 53
SHELBY 21,878 0 i 00 2 I 91 0 0.0 2 i 91
TRINITY 12,165 0 i 00 0 i 00 1 8.2 2 16.4
TYLER 17,975 0 i 00 0 i 00 1 5.6 0 i 0.0
REGIONAL TOTALS | es20a2 | o i 00 | 18 i 26 | 6 i 101 | s3 i 78 |
STATEWIDE TOTALS l 18,617.441 | 118 i 06 | 993 ¢ 53 | 2383 ¢ 127 | 3017 i 162 I
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 5 - 1995

ASEPTIC CHICKENPOX ENCEPHALITIS TUBERCULOSIS
MENINGITIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANGELINA 72,352 4 i 55 6 i 83 i 00 7 i 97
HARDIN 42,107 5 i 119 156 | 3705 0 0.0 2 ioa47
HOUSTON 21,492 0 i 00 0 i 00 0 i 0.0 3 i 140
JASPER 31,870 0 0.0 920 i 2824 0 0.0 1 3.1
JEFFERSON 239,137 14 5.9 510 § 2133 1 0.4 23 9.6
NACOGDOCHES 55.735 0.0 38 i 682 0 0.0 9 i 164
NEWTON 14,079 0 0.0 25 i 1776 0 0.0 1 71
ORANGE 81,519 11 {135 53 i 65.0 0 0.0 4 i 49
POLK 35,087 2 i 57 0 i 00 0 i 00 2 i 57
SABINE 9,948 0 0.0 0 i 00 0 0.0 1 i 104
SAN AUGUSTINE 7,962 0 i 0.0 0 0.0 0 0.0 0 0.0
SAN JACINTO 18,736 0 i 0.0 0 i 00 0 i 0.0 2 10.7
SHELBY 21,878 0 i 00 0 i 00 0 i 0.0 3 i 137
TRINITY 12.165 0 0.0 21 i 1726 1 i 8.2 1 i 8.2
TYLER 17,975 2 i o111 6 i 334 0 0.0 2 '11.1
REGIONAL TOTALS 682,042 | 38 i 56 | 905 { 1327 2 i 0.3 | 61 8.9
STATEWIDETOTALS 18,617,441 | 1566 i 84 | 22568 121.2 71 04 | 2369 i 127
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATIO

PUBLIC HEALTH REGION 5 - 1995

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE

ANGELINA 72,352 0 i 00 0 i 00 1 i 14 0 i 00
HARDIN 42,107 0 i 00 0 i 00 0 i 0.0 0 i 00
HOUSTON 21,492 0 0.0 0 i 0.0 0 H 0.0 0 0.0
JASPER 31,870 0 i 00 0 i 0.0 0 i 00 0 0.0
JEFFERSON 239,137 0 0.0 0 i 0.0 0 i 00 0 0.0
NACOGDOCHES 55,735 0 0.0 1 1.8 0 0.0 0 0.0
NEWTON 14,079 0 i 00 0 i 00 0 i 0.0 0 0.0
ORANGE 81,519 0 i 00 0 i 00 3 i 37 0 i 0.0
POLK | 35087 0 i 00 0 i 00 1 i 29 0 i 00
SABINE 9,948 0 0.0 0 0.0 0 0.0 0 0.0
SAN AUGUSTINE 7,962 0 i 00 0 i 0.0 4 i 502 0 i 00
SAN JACINTO 18,736 0 i 00 0 i 00 0 0.0 0 i 00
SHELBY 21,878 0 i 00 0 i 00 2 9.1 0 i 00
TRINITY 12,165 0 i 00 0 i 00 0 i 00 0 i 00
NLER 17,975 0 i 00 0 i 0.0 0 i 0.0 0 0.0

| REGIONAL TOTALS | 682042 | 0 oo | 1 i o1 | m 16 | o 0.0 |
STATEWDETOTALS | 18617441 | 14 i 01 | 4 i o02 | 217 i 12 | 8 0.0
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PUBLIC HEALTH REGION 5 - 1995

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

CHLAMYDIA GONORRHEA P & S SYPHILIS

COUNN 1995 POP. CASES RATE CASES RATE CASES RATE
ANGELINA 72,352 153 i 2115 177 1 2446 15 i 207
HARDIN 42,107 70 i 166.2 66 i 156.7 3 7.1
HOUSTON 21,492 25 i 1163 15 i 698 i 186
JASPER 31,870 116 i 364.0 110 § 3452 7 i 220
JEFFERSON 239,137 738 § 3086 689 i 288.1 74 i 309
NACOGDOCHES 55,735 90 i 1615 36 § 646 5 i 90
NEWTON 14,079 26 i 1847 22 i 156.3 0 0.0
ORANGE 81,519 146 i 1791 53 65.0 3 i 37
POLK 35,087 29 82.7 26 74.1 4 11.4
SABINE 9,948 50.3 2 20.1 0 0.0
SAN AUGUSTINE 7,962 75.4 1 12.6 0 {00
SAN JACINTO 18,736 . 32.0 1 5.3 0 0.0 .
SHELBY 21,878 13 59.4 6 27.4 2 9.1 e
TRINITY 12,165 4 32.9 8 65.8 1 8.2..
TYLER 17,975 14 77.9 16 89.0 1 5.6. .
REGIONALTOTALS | 682042 | 1441 § 2113 | 1208 { 1800 | 110 ¢ 17A
STATEWIDE TOTALS ] 18,617.441 | 44,738 240.3 | 30,893 : 165.9 | 1,557 : 8.4
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 6 - 1995

HEPATITIS HEPATITIS HEPATITIS HEPATITIS
A B C UNSPECIFIED
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE

AUSTIN 20,286 1 i a9 o { 00 0 { 00 0 0.0
BRAZORIA 208,001 13 {62 4 . 19 1 i 05 0 0.0
CHAMBERS 20,524 i 49 1 49 0 0.0 0 i 00
COLORADO 18,230 0 00 0 0.0 1 i 55 0 i 00
FORT BEND 282.970 29 i 102 13 46 1 i 04 o i 00
GALVESTON 226,907 25 i 110 19 8.4 5 i 22 0 i 00
HARRIS 3,050,222 539 {177 193 63 37 Io12 26 i 09
LIBERTY 55,945 1 18 4 71 0 i 00 0 0.0
MATAGORDA 37.637 0 00 27 0 i 00 0 0.0
MONTGOMERY 210,632 5 i 24 00 0 i 00 0 0.0
WALKER 55,733 2 i 36 22 39.5 0 i 00 0 i 00
WALLER 25,628 0 00 0.0 1 i 39 0 i 00
WHARTON 40,314 0 H 00 74 0 0.0 0 i 00

I REGIONAL TOTALS l 4,253,029 616 145 | 260 6.1 46 i 12 26 i 06
| STATEWIDE TOTALS | 18,617,441 3001 § 161 | 1.211 65 340 i 18 67 i 04
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REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION,

PUBLIC HEALTH REGION 6 - 1995

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS

COUNTY 1995 POP. | CASES RATE CASES RATE CASES RATE CASES  RATE

AUSTIN 20,286 0 0.0 0 0.0 2 9.9 0 0.0
BRAZORIA 208,001 1 0.5 P 1.9 18 8.7 10 48
CHAMBERS 20,524 0 0.0 2 9.7 0 0.0 0.0
COLORADO 18,230 0 0.0 0 0.0 2 11.0 0 0.0
FORT BEND 282,970 1 0.4 27 9.5 27 9.5 17 - 6.0
GALVESTON 226,907 1 0.4 21 9.3 27 11.9 45 19.8
HARRIS 3,050,222 10 0.3 129 42 432 12.2 246 14.6
LIBERTY 55,945 1 1.8 1 1.8 2 3.6 0 0.0
MATAGORDA 37,637 0 0.0 0 0.0 1 2.7 1 2.7
MONTGOMERY 210,632 0 0.0 0 0.0 1 0.5 1 0.5
WALKER 55,733 0 0.0 1 1.8 4 7.2 0 0.0
WALLER 25,628 0 0.0 0 0.0 0 0.0 0 0.0
WHARTON 40,314 0 0.0 o 0.0 4 9.9 ) 0.0

| ReEGiONAL TOTALS | 4253020 | 14 i o3 185 i 43 | 520 i 122 | 520 i 122
| statewioe Totats | 18617441 | 118 i o8 993 ! 53 | 2363 127 | 3017 i 162
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 6 - 1995

ASEPTIC CHICKENPOX ENCEPHALITIS TUBERCULOSIS
MENINGITIS
COUNTY 1995 POP. | cAsES RATE | cASES RATE | cases RATE CASES RATE
AUSTIN 20,286 0 0.0 o i 0.0 o { 00 0 i 00
BRAZORIA 208,001 4 1.9 364 } 1750 0 " 0.0 12 i 58
CHAMBERS 20,524 0 0.0 12 i 585 0 0.0 0 0.0
COLORADO 18,230 1 55 3 i 165 0 0.0 55
FORT BEND 282.970 16 57 110 § 389 3 11 31 11.0
GALVESTON 226,907 33 14.5 440 i 1939 2 0.9 26 115
HARRIS 3,050,222 460 15.1 4,334 142.1 9 03 786 25.8
LIBERTY 55,945 2 36 0 0.0 0 0.0 4 7.2
MATAGORDA 37,637 0 0.0 0 00 0 0.0 0 0.0
MONTGOMERY 210,632 1 i 05 292 § 1386 0 0.0 19 i 90
WALKER 55,733 1 18 93 i 1669 1 18 4 7.2
WALLER 25.628 0 0.0 84 | 3278 0 0.0 3 11.7
WHARTON 40,314 0 0.0 a8 i 119.1 0 0.0 .4 9.9
REGIONAL TOTALS 4253029 | 518 122 | 5780 i 1359 | 15 04 | .80 i 200
STATEWDE TOTALS __ | 18.617.441 | 1566 i 84 | 22568 i 1212 | 71 i 04 | 2369 § 127

TB totals from Region 6 do not include cases from the Texas Department of Corrections {cases=71, rate 54.7/100,000).
These cases are included in the statewide totals.
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION,-

PUBLIC HEALTH REGION 6 - 1995

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
AUSTIN 20,286 0 i 00 0 i 00 0 i 00 0 i 0.0
BRAZORIA 208,001 0 i 0.0 0 i 00 0 i 00 0 i 0.0
CHAMBERS 20,524 0 H 0.0 0 0.0 0 0.0 0 i 0.0
COLORADO 18,230 0 0.0 0 i 00 0 i 00 0 0.0
FORT BEND 282,970 0 i 00 0 i 00 1 i 04 0 0.0
GALVESTON 226.907 0 i 00 0 i 00 3 i 13 0 0.0
HARRIS 3,050,222 0 0.0 14 { 05 15 i 05 1 i 0.0
LIBERTY 55,945 0 i 00 0 i 0.0 0 i 0.0 0 i 0.0
MATAGORDA 37,637 0 0.0 0 i 00 0 i 00 0 i 00
MONTGOMERY 210,632 0 0.0 1 i 05 1 i 05 0 i 0.0
WALKER 55,733 0 0.0 0 i 00 0 i 00 0 i 0.0
WALLER 25,628 0 0.0 0 i 0.0 0 0.0 0 i 0.0
WHARTON 40,314 0 0.0 0 i 00 0 i 00 0 0.0
REGIONAL TOTALS 4,253,029 o { 00 | 15 i 04 | 20 i o5 | 1 i 00
STATEWIDE TOTALS 18617441 | 14 i 01 | 43 § 02 | 217 i 12 | 8 i 00 |
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mREPORTED CASES OF SELECTED SEXUALLY TRANSMITTED DISEASES AND RATES PER 100,000 POPULATION

N

PUBLIC HEALTH REGION 6 - 1995

CHLAMYDIA GONORRHEA P & S SYPHILIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE
AUSTIN 20,286 22 i 1084 10 | 493 3 i 148
BRAZORIA 208,001 327 & 1572 186 § 894 4 i 1.9
CHAMBERS 20,524 13 i 633 4 i 195 0 i o0
COLORADO 18,230 39 | 2139 44 i 241.4 2 ¢ 110
FORT BEND 282,970 253 i 894 114 { 403 12 i 4.2
GALVESTON 226,907 710 i 3129 540 | 238.0 17 7.5
HARRIS 3,050,222 8035 i 2634 6,920 i 2269 412 i 135
LIBERTY 55,945 47 i 840 18 i 322 4 7.2
MATAGORDA 37.637 gL { 2152 71 i 188.6 6 i 159
MONTGOMERY 210,632 167 ¢ 793 60 i 285 17 8.1
WALKER 55,733 228 { 409.1 9% { 1723 13 i 233
WALLER 25,628 177 i 690.7 74 i 2887 4 i 156
WHARTON 40,314 134 i 3324 80 i 1984 9 i 223
REGIONALTOTALS | 4253029 | 10233 i 2406 | 8217 i 1932 | s03 i 118 |
| STATEWIDE TOTALS | 18,617.441 | 44,738 | 2403 | 30,893 ! 1659 | 1557 i 8.4 |

Sexually transmitted disease totals from Region 6 do not include cases from the Texas Department of Corrections
These cases are included in the statewide totals.
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»

REPORTED CASES OF HEPATITISAND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 7 - 1995

HERATITIS HEPATITIS HERATITIS HERATITIS
A B C UNSFEQRED
COUNTY 1995 POP. CATS RATE CATES RATE CATES RATE CATS RATE
BASIRCP 45,963 6 i 131 1 i 22 0 i 0.0 0 0.0
BELL 201,568 1 i 05 2 i 109 2 i 1.0 4 20
BLANCO 6,656 1 i 150 0] i 00 0 i 00 0 i 00
BOSQUE 15,640 4 i 256 0 i 00 0 i 00 0 0.0
BRAZS 125,665 10 { 80 6 i 48 3 i 24 0 i 0.0
BURLESN 14,507 i 00 3 i 207 1 i 69 0 0.0
BURNET 25,689 8 i 311 0 i 0.0 1 i 39 0 i 0.0
CALDNEL 29,617 12 405 0O i 00 2 i 68 0 0.0
CORYELL 69,390 2 i 29 0 i 0.0 0 i 00 1 i 14
RALUS 18,477 2 10.8 1 54 0 i 0. 0 0.0
FAYETTE 20,222 0 0.0 0 0.0 o i 00 0 0.0
FREESTONE 16,630 1 60 1 i 60 1 i 60 0 0.0
GRVIES 20,864 o | 00 3 i 144 0 i 0.0 0 0.0
HAMILTON 7,482 0 00 0 0.0 0 i 00 0 0.0
HAYS 80,930 12 14.8 1 12 2 25 0 0.0
HILL 27.882 1 3.6 2 7.2 0 0.0 1 3.6
LAMPASAS 14,072 1 P71 0 i 00 1 P71 0 i 0.0
LEE 13,826 1 i 72 1 i 72 0 i 00 0 0.0
LEON 14,197 1 i 70 0 i 00 0 i 0.0 0 0.0
LIMESTONE 21,266 0O i 00 2 i 94 3 i 144 0 i 00
LLAND 12.105 0O §{ 00 0O i 00 0 i 0.0 0 i 00
MCLENNAN 190,752 9 i 47 1 § 58 0 i 0.0 0 i 0.0
MADISON 11,496 o { 00 3 i 261 0 i 0.0 0 i 00
MILAM 23,048 0O { 00 0O { 00 0 i 00 0 i 0.0
MLLS 4,460 o] i 00 0 i 00 0 i 00 0 0.0
ROBERTSON 16,258 0O § 00 1 i 62 2 i 123 0 i 00
AN SABA 5,862 (o] i 00 o i 00 (o] i 00 0 00
TRAVIS 612,198 31 § 51 47 i 77 28 i 46 3 i 05
WASHNGION 27,608 1 i 36 0O i 00 0 00 0 I 00
WILLIAMSON 177.745 5 28 1 06 1 0.6 0 i 00
REGIONAL TOTALS 1,872,075 | 100 i 58 | 106 i 57 a7 25 9 { 05
STATEMDE TOTALS 18617441 | 3001 ! 161 | 1211 i 65 340 i 18 67 i 04
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REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASESAND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 7 - 1995

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS
: COUNTY 1995 POP. | CASES RATE CASES RATE CASES RATE CASES RATE
3 BASTROP 45,963 0 0.0 6 13.1 11 23.9 4 8.7
‘ BELL 201,568 0 0.0 4 2.0 38 18.9 8 4.0
BLANCO 6.656 0 0.0 0 0.0 0 0.0 0 0.0
BOSQUE 15,640 0 0.0 0 0.0 4 25.6 2 12.8
BRAZOS 125,665 0 0.0 1 8.8 17 13.5 10 8.0
‘ BURLESON 14,507 0 0.0 1 6.9 0 0.0 2 13.8
BURNET 25,689 0 0.0 0 0.0 2 7.8 4 15.6
CALDWELL 29,617 0 0.0 4 13.5 3 10.1 1 3.4
CORYELL 69,390 0 0.0 0 0.0 4 5.8 2 2.9
FALLS 18.477 0 0.0 0 0.0 3 16.2 0 0.0
FAYETTE 20,222 0 0.0 1 4.9 3 14.8 0 0.0
FREESTONE 16,630 0 0.0 0 0.0 1 6.0 0 0.0
GRIMES 20,864 0 0.0 2 9.6 0 0.0 2 9.6
HAMILTON 7.482 0 0.0 0 0.0 4 535 0 0.0
HAYS 80,930 0 0.0 7 86 | 13 16.1 a0 49.4
HILL 27,882 0 0.0 1 3.6 2 7.2 0 0.0
LAMPASAS 14,072 0 0.0 1 7.1 6 42.6 1 7.1
LEE 13,826 0 0.0 1 7.2 2 14.5 0 0.0
LEON 14,197 0 0.0 0 0.0 1 7.0 1 7.0
LIMESTONE 21,266 5 23.5 0 0.0 2 9.4 0 0.0
LLANO 12,105 0 0.0 0 0.0 4 33.0 1 8.3
MCLENNAN 190,752 0 0.0 8 4.2 20 10.5 35 18.3
MADISON 11,496 0 0.0 0 0.0 0 0.0 0 0.0
MILAM 23,048 0 0.0 0 0.0 3 13.0 0 0.0
MILLS 4,460 0 0.0 0 0.0 2 448 0 0.0
ROBERTSON 16,258 0 0.0 0 0.0 1 6.2 1 6.2
SAN SABA 5.862 0 0.0 0 0.0 1 17.1 2 34.1
TRAVIS 612,198 9 15 99 16.2 136 22.2 167 27.3
WASHINGTON 27,608 2 7.2 5 18.1 3 10.9 1 3.6
WILLIAMSON 177,745 1 0.6 15 8.4 34 19.1 24 13.5
REGIONAL TOTALS 1872075 | 17 i o9 | 166 i 89 | 320 i 171 | 308 i 165 |
| statewipeE totaLs | 18617441 | 118 i 06 | 993 i 53 | 2363 i 127 | 3017 i 162 |
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 7 - 1995

ASEPTIC CHICKENPOX ENCEPHALITIS TUBERCULOSIS
MENINGITIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
BASTROP 45,963 7 i 152 30 i 653 0 0.0 3 i 65
BELL 201,568 26 i 129 986 i 489.2 1 i 05 23 i 114
BLANCO 6,656 0 {00 0 i 00 0 i 00 0 i 00
BOSQUE 15,640 0 0.0 0 0.0 0 H 0.0 0 i 0.0
BRAZOS 125,665 2 1.6 188 § 1496 1 0.8 7 i 56
BURLESON 14,507 0 0.0 0 0.0 0 0.0 1 i 69
BURNET 25,689 1 3.9 4 i 156 0 0.0 3 io117
CALDWELL 29,617 3 i 101 3 i 101 0 i 00 2 i 68
CORYELL 69,390 6 H 8.6 1 1.4 0 0.0 0 0.0
FALLS 18,477 0 i 00 0 i 00 0 i 0.0 3 i 16.2
FAYETTE 20,222 1 4.9 0 i 00 0 i 00 0 0.0
FREESTONE 16,630 0 0.0 0 0.0 0 i 0.0 0 i 00
GRIMES 20.864 0 i 00 3 i 144 0 i 00 0 i o0
HAMILTON 7,482 0 i 00 0 i 0.0 0 i 0.0 0 i 00
HAYS 80,930 6 i 7.4 140 § 173.0 0 i 0.0 3 i 37
HILL 27,882 0 0.0 0 0.0 0 i 00 0 i 00
LAMPASAS 14,072 1 i 7.1 1 7.1 0 i 0.0 1 P71
LEE 13,826 1 7.2 21 i 151.9 0 0.0 0 i 00
LEON 14,197 0 i 0.0 0.0 0 i 0.0 1 i 70
LIMESTONE 21,266 0 i 00 28.2 0 i 0.0 2 i 94
LLANO 12,105 0 0.0 0.0 0 0.0 0 i 00
MCLENNAN 190,752 3 i 16 221 i 1159 0 i 00 9 P47
MADISON 11.496 0 0.0 8.7 0 i 00 0 i 00
MILAM 23,048 0 0.0 P17 1 i 43 1 i 43
MILLS 4,460 0 0.0 i 00 0 i 0.0 0 ¢ 00
ROBERTSON 16,258 0 0.0 0.0 0 i 00 0 i 00
SAN SABA 5.862 0 0.0 19 i 3241 0 i 0.0 0 i 00
TRAVIS 612,198 83 13.6 782 i 1277 4 i 07 81 i 132
WASHINGTON 27,608 0 i 00 11 § 398 0 i 0.0 1 i 36
WILLIAMSON 177.745 10 56 836 | 4703 0 i 00 9 i 51
REGIONAL TOTALS 1,872,075 | 150 { 80 ! 3258 § 174.0 I 7 i 04 | 150 i 8.0
STATEWIDETOTALS | 18617441 | 1566 i 84 | 22568 i 1212 71 i 04 | 2369 i 127
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATIOM

PUBLIC HEALTH REG ON 7 - 1995

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1995 POP. | CASES RATE | CASES  RATE CASES  RATE | cAses RATE
BASTROP 45,963 0 0.0 0 0.0 0 0.0 0 0.0
BELL 201,568 0 0.0 2 1.0 3 15 0 0.0
BLANCO 6,656 0 0.0 0 0.0 0 0.0 0 0.0
BOSQUE 15,640 0 0.0 0 0.0 0 0.0 0 0.0
BRAZOS 125,665 0 0.0 0 0.0 3 24 0 0.0
BURLESON 14,507 0 0.0 0 0.0 0 0.0 0 0.0
BURNET 25,689 0 0.0 0 0.0 0 0.0 0 0.0
CALDWELL 29,617 0 0.0 0 0.0 0 0.0 0 0.0
CORYELL 69,390 0 0.0 0 0.0 0 0.0 0 0.0
FALLS 18,477 0 0.0 0 0.0 0 0.0 0 0.0
FAYETTE 20,222 0 0.0 0 0.0 3 0.0 0 0.0
FREESTONE 16,630 0 0.0 0 0.0 0 0.0 0 0.0
GRIMES 20,864 0 0.0 0 0.0 1 4.8 0 0.0
HAMILTON 7,482 0 0.0 0 0.0 0 0.0 0 0.0
HAYS 80,930 0 0.0 0 0.0 0 0.0 0 0.0
HILL 27,882 0 0.0 0 0.0 0 0.0 0 0.0
LAMPASAS 14,072 0 0.0 0 0.0 0 0.0 0 0.0
LEE 13,826 0 0.0 0 0.0 3 217 0 0.0
LEON 14,197 0 0.0 0 0.0 0 0.0 0 0.0
LIMESTONE 21,266 0 0.0 0 0.0 0 0.0 0 0.0
LLANO 12,105 0 0.0 0 0.0 0 0.0 0 0.0
MCLENNAN 190,752 ) 0.0 0 0.0 0 0.0 0 0.0
MADISON 11.496 0 0.0 0 0.0 0 0.0 0 0.0
MILAM 23,048 0 0.0 0 0.0 3 13.0 ) 0.0
MILLS 4,460 0 0.0 0 0.0 0 0.0 0 0.0
ROBERTSON 16,258 0 0.0 0 0.0 0 0.0 0 0.0
SAN SABA 5,862 0 0.0 0 0.0 0 0.0 0 0.0
TRAVIS 612,198 0 0.0 3 0.5 5 0.8 0 0.0
WASHINGTON 27,608 0 0.0 0 0.0 0 0.0 0 0.0
WILLIAMSON 177,745 0 0.0 1 0.6 1 0.6 0 0.0
REGIONAL TOTALS 1,872,075 o i 00 | 6 i 03 | 19 i 10 | o i o0
| staTewpeTotAaLs | 18617441 | 14 i 01 | 43 : o2 | =217 : 12 | 8 ! oo
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+-REPORTED CASES OF SELECTED SEXUALLY TRANSMITTED DISEASES AND RATES PER 100,000 POPULATION

/,

PUBLIC HEALTH REGION 7 - 1995

CHLAMYDIA GONORRHEA P & S SYPHILIS
. COUNTY I 1995 POP. CASES RATE CASES RATE CASES RATE
BASTROP 45,963 33 { 718 26 i 566 0 i 0.0
BELL 201,568 1.408 i 6985 667 | 330.9 25 i 124
BLANCO 6,656 1 i 150 0 i 00 0 i 00
BOSQUE 15,640 8 i 512 2 i 128 0 i o0
BRAZOS 125,665 ‘308 i 2451 159 § 126.5 23 i 183
BURLESON 14,507 21 i 1448 14 i} 965 1 i 6.9
BURNET 25,689 24 i 934 3 io117 0 i 0.0
CALDWELL 29,617 18 i 608 15 § 506 0 0.0
CORYELL 69,390 126 § 1816 25 i 36.0 1 i 14
FALLS 18,477 43} 2327 43 i 2327 2 10.8
FAYETTE 20.222 32 i 1582 12 | 593 1 4.9
FREESTONE 16,630 22 i 1323 18 i 108.2 2 i 120
GRIMES 20,864 19 § 911 33 i 158.2 14 i 67.1
HAMILTON 7,482 3 i 401 0 0.0 0 i 0.0:
HAYS 80,930 175 i 216.2 45 i 556 6 i 74 _
HILL 27,882 20 i 717 3 i 108 1 i 36 o
LAMPASAS 14,072 35 i 2487 0 0.0 0 i 0.0 N
O LEE 13,826 5 i 362 4 i 289 o { 00
~ LEON 14,197 11§ 775 9 i 634 0 i 0.0
LIMESTONE 21,266 61 i 286.8 43 i 2022 0 i 0.0 ,
LLANO 12,105 2 i1 165 o i 00 o i 00
MCLENNAN 190,752 1,047 i 5489 684 i 3586 15 P79
MADISON 11,496 24 i 20838 13 i 1131 4 i 348
MILAM 23,048 28 i 1215 28 i 1215 4 io17.4
MILLS 4,460 3 i 673 0 0.0 0 i 0.0
ROBERTSON 16.258 42 i 2583 41 i 2522 6 i 36.9
SAN SABA 5,862 2 i 341 0 0.0 0 {00
TRAVIS 612,198 2,979 i 486.6 1,601 § 2615 17 i 28
WASHINGTON 27,608 20 i 724 32§ 1159 6 i 217
WILLIAMSON 177,745 128 & 72.0 39 i 219 1 i 06
| REGIONAL TOTALS l 1,872,075 | 6,648 i 355.1 l 3559 § 190.1 I 129 § 6.9 I
| staTewibE ToTALS | 18.617.441 | 44,738 i 2403 | 30,893 i 1659 | 1557 i 84 |
'
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 8 - 1995

HEPATITIS HEPATITIS HEPATITIS HEPATITIS
A B C UNSPECIFIED

COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ATASCOSA 33,907 13 i. 383 1 29 0 0.0 i 00
BANDERA 12,355 1 i 81 0 i 00 0 0.0 0 i 00
BEXAR 1,288,244 147 i 114 78 6.1 17 1.3 0 0.0
CALHOUN 19,637 1 HIER 1 5.1 1 5.1 0 0.0
COMAL 63,124 12 i 190 1 i 16 3 i 48 1 1.6
DE WITT 19,824 0 i 00 0 H 0.0 0 0.0 0 0.0
DIMMIT 10,847 1 9.2 0 0.0 0 0.0 0 i 0.0
EDWARDS 2,390 0 0.0 0 0.0 0 0.0 0 i 00
FRIO 15,250 4 i 262 0 i 00 0 i 00 0 0.0
GILLESPIE 18.644 1 i 54 0 i 00 0 i 00 0 0.0
GOLIAD 6,311 0 i 0.0 0 .{ 00 0 i 00 0 0.0
GONZALES 17,686 | 6 i 339 1 57 0 0.0 0 0.0
GUADALUPE 74,878 8 i 107 3 I 40 2 2.7 0 0.0
JACKSON 13,117 0 i 00 0 {00 1 i 76 0 0.0
KARNES 14,889 0 i 00 1 6.7 0 0.0 0 0.0
KENDALL 16,921 0 0.0 0 i 0.0 0 i 0.0 0 0.0
KERR 39,449 24 i 608 6 i 152 0 0.0 1 2.5
KINNEY 3.259 0 i 00 0 i 00 0 i 00 0 : 00
LA SALLE 6.162 i 162 0 i 00 0 i 00 0 i 00
LAVACA 18,318 2 10.9 1 i 55 1 55 0 i 00
MAVERICK 40,406 19 i 470 0 i 00 0 i 0.0 0 0.0
MEDINA 31,489 0 i 00 0 i 00 0 0.0 0 {00
REAL 2.491 0 i 00 0 i 00 0 0.0 0 i 0.0
UVALDE 24.587 9 i 36.6 1 P41 1 H 41 0 0.0
VAL VERDE 41,735 1 i 24 3 i 7.2 1 2.4 0 0.0
VICTORIA 77,496 6 P77 2 i 26 7 i 9.0 0 i 00
WILSON 26.415 2 7.6 0 i 00 0 0.0 0 i .00
ZAVALA 12,964 0 i 00 2 i 154 0 0.0 0 i 0.0
| REGIONAL TOTALS J 1,952,795 | 258 {132 I 101 52 34 1.7 2 0.1
| STATEWIDETOTALS | 18,617,441 | 3.001 161 | 1211 i 65 340 i 1.8 67 i 04
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REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION -

PUBLIC HEALTH REGION 8 - 1995

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS

' COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ATASCOSA 33.907 0 i 00 0 i 00 5 io147 6 io17.7
BANDERA 12,355 0 i 00 0 i 00 0 i 00 0 i 0.0
BEXAR 1,288,244 2 i 02 116 § 9.0 197 § 153 297 i 231
CALHOUN 19,637 0 i 00 0 i 00 5 i 255 45 i 229.2
COMAL 63.124 1 16 3 4.8 10 { 158 66 i 1046
DE WITT 19,824 1 i 50 0 i 00 8 i 404 o i 0.0
DIMMIT 10,847 1 P92 0 i 00 0 i 00 1 i 92
EDWARDS 2,390 0 i 00 0 i 00 0 i 00 0 i 0.0
FRIO 15,250 0 i 00 1 i 66 4 i 262 3 i 197
GILLESPIE 18,644 0 i o0 0 i 00 0 i 00 0 i 00
GOLIAD 6,311 0 i 0.0 0 i 00 4 i 634 0 i 00
GONZALES 17,686 0 i 00 1 i 57 2 11.3 1 i 57
GUADALUPE 74,878 0 0.0 0 i 00 3 40 10 i 134
JACKSON 13.117 0 i 00 0 i 00 3 22.9 0 i 0.0
KARNES 14,889 o i 0.0 1 i 67 5 § 336 o { o0
KENDALL 16,921 0 0.0 1 5.9 2 11.8 2 i 118
KERR 39,449 0 i 00 1 i 25 6 15.2 5 i 127
KINNEY 3,259 0 i 00 0 i 00 0 i 00 1 i 30.7
LA SALLE 6,162 0 i 00 0 i 00 0 0.0 0 i 0.0
LAVACA 18,318 0 i 00 0 i 00 0 i 00 2 i 109
MAVERICK 40,406 2 5.0 0 i 0.0 3 7.4 20 i 495
MEDINA 31,489 0 0.0 1 i 32 0 i 00 1 i 3.2
REAL 2,491 0 i 00 0 i 00 0 i 0.0 0 i 00
UVALDE 24,587 6 i 244 0 i 00 2 i 81 2 i 8.1
VAL VERDE 41,735 0 0.0 5 i 120 13 i 311 23 i 551
VICTORIA 77.496 0 i 00 4 i 52 125 § 1613 29 i 374
WILSON 26.415 0 i 00 0 i 0.0 2 i 76 0 i 00
ZAVALA 12.964 0 i 00 0 i 00 1 1 77 0 i 0.0
REGIONAL TOTALS 1952795 | 13 i o7 | 134 i 69 | 400 § 205 | 514 i 263

| sTaTewEToTALs | 18617481 | 118 06 | 993 { 53 | 2363 L 127 | 3017 I 162 |
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 8 - 1995

ASEPTIC CHICKENPOX ENCEPHALITIS TUBERCULOSIS
MENINGITIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ATASCOSA 33,907 0 0.0 22 i 649 0.0 1 2.9
BANDERA 12,355 1. § 81 0 i o0 0 i 00 0 i 00
BEXAR 1,288,244 91 7.1 19 15 1 0.1 128 i 2.9
CALHOUN 19,637 1 5.1 3 i 153 0 H 0.0 2 i 102
COMAL 63,124 8 12.7 349 § 5529 0 0.0 1 1.6
DE WITT 19.824 0 0.0 51 i 2573 0 0.0 2 i 104
DIMMIT 10,847 0 0.0 27 i 2489 0 i 0.0 1 i 92
EDWARDS 2,390 0 0.0 16 | 6695 0 i 00 0 i 00
FRIO 15,250 0 0.0 32 i 2008 0 0.0 1 i 66
GILLESPIE 18,644 0 0.0 15 § 805 0 i 00 0 i 00
GOLIAD 6,311 0 0.0 0 0.0 0 0.0 0 0.0
GONZALES 17,686 0 0.0 1 i 57 0 i 00 0 i 00
GUADALUPE 74,878 5 6.7 36 i 481 0 0.0 4 53
JACKSON 13,117 0 0.0 23§ 1753 0 i 00 2 i 152
KARNES 14,889 0 i 00 0 i 00 0 i 00 0 i 00
KENDALL 16,921 3 io177 0.0 1 5.9 1 5.9
KERR 39,449 2 5.1 68 i 1724 0 0.0 5 i 127
KINNEY 3,259 0 i 00 i 00 0 {00 0 i 00
LA SALLE 6,162 0 i 0.0 0 0.0 0 0.0 0 0.0
LAVACA 18,318 0 0.0 2 i 109 0 0.0 Tl i 55
MAVERICK 40,406 0 0.0 111 i 2747 0 0.0 7 i 173
MEDINA 31,489 3 i 95 0 H 0.0 0 0.0 1 3.2
REAL 2,491 0 0.0 0 0.0 0 0.0 0 0.0
UVALDE 24,587 0 H 0.0 49 i 1993 0 0.0 3 i 122
VAL VERDE 41,735 0 i 00 197 i 4720 0 0.0 4 HE X
VICTORIA 77,496 6 i 7.7 372 i 4800 1 13 2 2.6
WILSON 26,415 4 i 151 15 { 568 0 0.0 1 ¢ 38
ZAVALA 12,964 0 i 00 58 i 4474 0 0.0 0 i 00
REGIONAL TOTALS | 1952795 | 124 i 64 | 1466 i 751 3 i 02 | 167 i 86
STATEWIDE TOTALS | 18,617,441 | 1566 | 84 | 22568 121.2 71 0.4 | 2360 i 127
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION
/

PUBLIC HEALTH REGION 8 - 1995

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ATASCOSA 33, 907 0 i Qo 0 i Qo0 0 i Qo0 0 i Qo0
BANDERA 12, 355 0 i Qo0 0 i Qo 0 i Qo 0 i Qo
BEXAR 1,288,244 10 { 08 0 0.0 47 i 36 1 i Q1
CALHOUN 19, 637 0 i Qo0 0 : Q0 0 Qo 0 i 0.0
COMAL 63124 | 0 i 0o 1 i 16 0 { 00 0 ! Qo
DE WITT 19.824 0 i 0.0 0 i Q0 0 i Qo0 0 i 0.0
DIMMIT 10,847 | 0 i Qo 0 i Qo 0 i Qo 0 ! Qo
EDWARDS 2,390 0 i Qo 0 i Qo 0 i Qo 0 ! Qo
FRIO 15, 250 0 Q0 0 i Qo 0 Q0 0 i Qo
GILLESPIE 18,644 0 i Qo 0 i Qo 0 Q0 0 i Qo
GOLIAD G3l1 0 i Qo 0 i Qo0 0 i 0.0 0 i Q0
GONZALES 17, 686 0 i 0.0 0 i 0.0 0 i Qo0 0 i 0.0
GUADAL UPE 74, 878 0 i Qo 0 i Qo 1 i 13 0 i Q0
JACK SON 13, 117 0 i ao 0 { Qo 0 i Qo o { ao
KARNES 14, 889 0 { Qo 0 i Qo0 0 i Qo 0 i Q0
KENDALL 16, 921 0 i Q0 0 i Qo 0 i Q0 0 Qo0
KERR 39,49 | 0 i 0.0 0O { Qo 0 { Qo 0 0.0
KINNEY 3,259 0 i Qo 0 i Qo 0 i Qo 0 0.0
LA SALLE 6, 162 0 i Qo 0 i Qo 0 i Qo 0 Qo
LAVACA 18, 318 0 i Qo 0 i Qo 0 Qo 0 0.0
MAVERICK 40, 406 0 ¢ qo 0 i ao 0 i 0o 0 00
MEDINA 31, 489 0 i Qo 0 i 00 2 i a4 0 Qo
REAL 2,491 0 i Qo 0 i Qo 0 i 00 0 0.0
UVALDE 24, 587 0 i Qo 0 i 0.0 1 P41 0 Q0
VAL VERDE 41,735 0 i Qo 0 i Qo 0 i Q0 0 00
VICTORIA 77, 496 0 i Q0 0 i Qo 0 i Qo 0 0.0
WILSON 26, 415 0 i Qo 0 Q0 0 i 00 0 Q0
ZAVALA 12, 964 0 i Qo 0 i Qo0 0 i Qo 0 0.0
REGIONAL TOTALS | 1,952,795 | 10 o5 | 1 i 01 | s i 26 | 1 i o1 |
STATEWIDETOTALS | 18617441 | 14 i Q@1 | 43 : 02 | 27z i+ 12 | g8 i a0 |
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REPORTED CASES OF SELECTED SEXUALLY TRANSMITTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 8 - 1995

CHLAMYDIA GONORRHEA P & S SYPHILIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES. RATE
ATASCOSA 33,907 15 44.2 2 i 59 0 i 00
BANDERA 12,355 9 72.8 0 i 00 0 i 00
BEXAR 1,288,244 4348 i 3375 1,974 i 1486 50 i 39
CALHOUN 19,637 6 30.6 9 i 458 3 i 153
COMAL 63.124 91 i 1442 22 i 349 0 i 0.0
DE WITT 19,824 28 i 1412 5 § 252 1 i 50
DIMMIT 10,847 21 i 1936 2 i 184 0 i 0.0
EDWARDS 2,390 0 0.0 o { 00 0 i 00
ERIO 15,250 30 i 1967 3 i 197 0 i 00
GILLESPIE 18,644 . 12 i 64.4 1 i 54 0 0.0
GOLIAD 6.311 4 i 634 0 { 00 0 I 0.04
GONZALES 17,686 46 i 260.1 19 § 1074 1 i 57
GUADALUPE 74,878 93 i 1242 33 i 441 0 i 00
JACKSON 13,117 6 45.7 5 { 381 9 68.6
KARNES 14,889 38 i 2552 i 336 1 H 6.7
KENDALL 16,921 7 41.4 1 i 59 0 i 00
KERR 39,449 45 i 1141 22 { 558 0 i 00
KINNEY 3,259 0 0.0 o { 00 0 i 0.0
LA SALLE 6,162 8 i 2921 o { 00 0 i 00
LAVACA 18.318 16 i 87.3 11§ 601 2 i 1098
MAVERICK 40,406 8 19.8 1 i 25 0 I 0.0
MEDINA 31,489 39 i 1239 2 6.4 0 0.0
REAL 2,491 0 0.0 o { 00 0 i 00
UVALDE 24,587 103 i 4189 6 i 244 0 i 0.0
VAL VERDE 41,735 81 § 1941 17 i 407 0 i 00
VICTORIA 77,496 356 | 459.4 222 i 2865 21 i 271
WILSON 26,415 23 i 87.1 3 i 114 0 i 0.0
ZAVALA 12,964 45 i 3471 5 i 386 0 i 0.0
[REGIONALTOTALS ] 1,852,795 | 5488 i 281.0 | 2,310 i 1183 l 88 i a5 I
| STATEWIDE TOTALS | 18,617,441 | 44738 i 2403 | 30,893 i 165.9 | 1557 i 8.4 I
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REPORTED CASES OF HEPATITISAND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 9 - 1995

HEPATITIS HEPATITIS HEPATITIS HEPATITIS

A B C UNSPECIFIED

' COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANDREWS 14,931 1 i a7 i 00 i 00 00
BORDEN 812 0 00 0 i 00 0 0.0 0 00
COKE 3,413 0 i 00 0 i 00 0 00 0 00
CONCHO 3,168 0 i 0.0 0 i 00 0 00 0 0.0
CRANE 4,906 1 i 204 0 i 00 0 00 0 00
CROCKETT 4218 0 00 0 i 00 0 0.0 0 H 00
DAWSON 15,368 0 H 00 0 i 00 0 0.0 0 00
ECTOR 124,202 41 33.0 28 i >5 15 i 121 2 16
GAINES 14,605 342 0 i 00 0 0.0 0 00
GLASSCOCK 1,538 0 00 0 i 0.0 0 00 0 00
HOWARD 32.008 16 50.0 7 i 219 1 31 0 H 00
IRION 1,689 0 i 00 0 i 00 0 i 00 0 00
KIMBLE 4.100 0 i o0 0 i 00 0 0.0 0 H 00
LOVING 111 0 i 0.0 0 i 00 0 0.0 0 00
MCCULLOCH 8,780 o { 00 0 i 00 0 i 00 0 i 00
MARTIN 5,205 1 19.2 0 i 00 0 ; 00 0 00
MASON 3,342 0 i 0.0 0 i 00 0 i 00 0 00
MENARD 2.280 0 i 00 0 i 00 0 00 0 00
MIDLAND 117,720 8 i 68 6 i 51 7 59 0 0.0
PECOS 16,758 1 i 60 0 i 00 1 60 0 00
REAGAN 4,832 1 20.7 0 0.0 0 0.0 0 00
REEVES 16,744 6 i 358 2 i 119 0 00 0 0.0
SCHLEICHER 3,107 0 i 00 0 i 0.0 0 0.0 0 00
STERLING 1,492 0 i 0.0 0 i 0.0 0 i 00 0 0.0
SUTTON 4,337 0 i 00 0 i 00 0 i 00 0 00
TERRELL 1,465 0 i 00 0 i 00 0 i .00 0 0.0
TOM GREEN ,105,369 34 i 323 11 i 104 4 38 0 00
UPTON 4,641 0 i o0 0 i 00 0 00 0 i 00
WARD 13,286 i o0 0 i 1 i 75 o i o0
WINKLER 8,796 i 00 1 114 0 i 0.0 0 00
| REGloNALTOTALS | 543223 | 115 § 212 | s 10.1 29 i 53 2 04
I STATEWIDE TOTALS | 18617441 | 3001 i 161 | 1211 ¢ 65 340 | 18 67 i 04
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REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASES AND RATES PER 100,000 POPULATION .

PUBLIC HEALTH REGION 9 - 1995

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANDREWS 14, 931 0 i 00 0 i Qo 0 i 00 0 00
BORDEN 812 0 i Qo 0 i 0.0 0 i 00 0 H 0.0
COKE 3,413 0 i 0.0 0 i Qo 0 i 00 0 i Qo
CONCHO | 3.188 0 { Qo 0 i 00 0 { Qo 0 i 00
CRANE 4,906 0 i 00 0 i Qo 0 i 0o 0 i 00
CROCKETT 4,218 0 00 0 i Qo 1 1 &7 1 i 27
DAWSON 15, 368 0 i 00 0 i Qo 1 i 65 0 i 00
ECTOR 124, 202 0 i Qo 7 i 56 22 i 17.7 88 | W9
GAINES 14, 605 0 0.0 0 . 0.0 2 i 137 3 N5
GLASSCOCK 1,538 0 i Qo 0 i Qo 0 i ao 0 0.0
HOWARD 32.008 0 i 00 0 i Qo0 4 i 125 1 31
IRION 1,689 0 i Q0 0 i Qo0 1 i 59.2 0 0.0
KIMBLE 4.100 0 i 00 1 i 244 0 i 00 0 0.0
LOVING 111 0 i Qo 0 i 0o 0 i Qo 0 Qo
MCCULLOCH 8, 780 0 Qo 1 i 114 1 i 114 1 1.4
MARTIN 5, 205 0 i 00 0 0.0 0 i Qo0 0 0.0
MASON 3,342 0 i Q0 0 i 0.0 1 i 29 0 00
MENARD 2.280 0o { 00 0 i Qo 0 i Q0 0 i 0.0
MIDLAND | 127,720 | 0 i Qo0 2 i 17 9 i 76 8 i a8
PECOS 16, 758 0 i 00 0 i Q0 3 i 17.9 6 i &8
REAGAN 4,832 0 i 00 0 i 0.0 0 i Qo0 0 i 00
REEVES 16, 744 0 i Qo 2 i 119 0 i 0.0 0 i 00
SCHLEICHER 3,107 0 i 0.0 1 i R2 1 I 0 i 0.0
STERLING 1, 492 0 i Qo0 0 i Qo 1 ! 6.0 0 i 0.0
SUTTON 4,337 0 i Qo 0 i 0.0 0 i 0.0 0 i 0.0
TERRELL 1, 465 0 i 00 0 i Qo 0 i Qo0 1 { 683
TOM GREEN 105, 369 0 i 00 10 95 29 i 21.5 139 § 1319
UPTON 4.641 0 00 0 0.0 1 215 0 Q.0
WARD 13,286 0 0.0 0 0.0 0 0.0 1 7.5
WINKLER 8.79% 0 i Qo 0 i 00 1 1.4 0 i Qo0
REGIONAL TOTALS 543, 223 o i 00 | 24 i 44 | 7 i 144 | 240 § a8
STATEWIDE TOTALS 18, 617, 441 118 ¢ 06 | 993 i 53 | 238 i 127 | 307 i 162
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REPORTED CASES OF OTHER SELECTED DISEASES AND RATES PER 100,000 POPULATION

- PUBLIC HEALTH REGION 9 - 1995
ASEPTIC CHICKENPOX ENCEPHALITIS TUBERCULOSIS
MENINGITIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANDREWS 14,931 o i oo 3 i 201 0o i 00 o i 00
BORDEN 812 o { oo o i 00 o i 00 o i 00
COKE 3,413 1 29.3 0 0.0 0 i 00 0 i 0.0
CONCHO 3,168 0 0.0 0 0.0 0 i 00 0 i 0.0
CRANE 4,906 0 0.0 0 i 00 0 0.0 0 i 00
CROCKETT 4,218 0 0.0 0 i 00 0 i 00 2 i 474
DAWSON 15,368 1 H 6.5 1 i 65 0 i 0.0 1 i 65
ECTOR 124,202 10 8.1 177 § 1425 1 i 08 10 i 81
GAINES 14,605 0 0.0 2 i 137 0 i 00 1 i 6.8
GLASSCOCK 1,538 0 i 0.0 0 i 00 0 i 00 0 i 00
HOWARD 32,008 0 i 00 21 i 656 0 i 00 3 i 94
IRION 1,689 0 H 0.0 0 i 00 0 i 00 0 i 00
KIMBLE 4,100 ] i 00 0 i 00 0 i 00 0 i 00
LOVING 111 0 H 0.0 0 0.0 0 i 0.0 0 1 0.0
MCCULLOCH 8,780 0 ! 00 0 i 00 0 i 00 =0 i 00
MARTIN 5,205 0 H 0.0 0 H 0.0 0 i 0.0 0 i 00
- MASON 3,342 0 i 00 0 i 00 0 i 00 0 i 00
U MENARD 2,280 o i 00 0o § 00 o { 00 o i o0
MIDLAND 117,720 6 i 51 304 | 2582 0 i 00 3 i 25
PECOS 16,758 1 6.0 9 i 537 0 i 00 0 i 00
REAGAN 4,832 0 i 00 0 {00 0 i 00 0 0.0
REEVES 16,744 1 H 6.0 4 i 239 0 i 00 0 i 0.0
SCHLEICHER 3,107 0 i 0.0 0 i 0.0 0 i 00 0 i 00
STERLING 1,492 o i 00 o { ‘o0 o i 00 0 i 00
SUTTON 4,337 0 0.0 0 i 00 o~ §{ 00 0 i 00
TERRELL 1,465 0 0.0 0 0.0 0 i 00 0 i 0.0
TOM GREEN 105,369 22 20.9 227 i 2154 0 i 00 2 i 19
UPTON 4,641 0 0.0 7 i 150.8 0 i 00 0 i 00
WARD 13,286 1 i 75 5 i 376 0 i 00 0 i 00
WINKLER 8,796 0 0.0 | 0 0.0 i 0 i 00 0 i 00
[ recionaLTOTALs | sa3223 | 43 i 79 | 760 i 1399 | 1 i 02 | 22 i 40
l STATEWIDE TOTALS | 18,617,441 | 1566 : 84 | 22568 i 1212 I 71 i 04 | 2369 i 127
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100,000 POPULATION
14

PUBLIC HEALTH REGION 9 - 1995

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ANDREWS 14, 931 4 i &8 0 i Qo 0 i 0.0 0 i 0.0
BORDEN 812 0 i 00 0 i Qo 0 i 0.0 0 i Qo
COKE 3,413 0 ¢ Qo 0 X 0 i Qo0 0 i Q0
CONCHO 3, 168 0 i Q0 0 i Qo 0 i 0.0 0 i Qo0
CRANE 4, 906 0 i 00 0 { Q0 0 Qo0 0 I 0.0
CROCKETT 4.218 0 i Qo 0 i Q0 0 i Q0 0 i 0.0
DAWSON 15, 368 0 0.0 0 i Qo 0 i Qo 0 i Qo0
ECTOR 124, 202 0 i Qo0 0 i Qo 0 i Qo 0 i Qo
GAINES 14, 605 0 00 0 i 0o 3 i 205 0 i 00
GLASSCOCK 1,538 0 i Qo0 0 i Q0 0 i 00 0 Q0
HOWARD 32.008 0 i 00 0 i Qo 1 i 31 0 i 0.0
IRION 1 0 i 0.0 0 i 0.0 0 i Qo 0 i 00
KIMBLE 4,100 0 i Qo0 0 i Qo0 0 i Qo 0 i 00
LOVING 111 0 i Qo 0 i Qo 0 i 00 0 i 00
MCCULLOCH 8.780 0 HE ¢ 0 i Qo 0 i Qo0 0 i Q0
MARTIN 5206 0 i Qo 0 i Qo 1 i 192 0 i Qo0
MASON 3,342 0 i Qo 0 i Qo0 0 i 0.0 0 { Q0
MENARD 2,280 0 i Q0 0 i Qo0 0 i 00 0 i 00
MIDLAND 117,720 0 i Qo 0 ;1 Q0 0 i Q0 0 0.0
PECOS 16, 758 0 Qo0 0 i Qo 0 i Qo 0 i 00
REAGAN 4,832 0 Qo0 0 i Qo0 0 i 0.0 0 I 0[0)
REEVES 16. 744 0 i Qo 0 i Qo0 0 { Q0 0 i Qo
SCHLEICHER 3,107 0 i Q0 0 i Qo0 0 i 0.0 0 i Q00
STERLING 1, 492 0 i Qo 0 i Qo 0 i Qo 0 i 0.0
SUTTON 4,337 0 i 0.0 0 i Qo 0 i Qo0 0 i 00
TERRELL 1 465 0 i Qo0 0 i Q0 0 i 0.0 0 i 0.0
TOM GREEN 105. 369 0 HE ¢ 0 Q0 1 i 09 0 i 00
UPTON 4, 641 0 i Q0 0 Q0 0 i Qo 0 i 00
WARD 13, 286 0 i Qo 0 i Qo 1 i 75 0 i 00
WINKLER 8, 796 0 Q0 0 i Q0 0 i Q0 0 i Q0
REGIONAL TOTALS 543, 223 | 4 i a7 I 0 i 0.0 | 7 i 13 l 0 i Qo
STATEWIDE TOTALS 18617441 | 14 & 01 | 43 i a2 | 217 i 12 | 8 i ao
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RBPORTED CASES OF SELECTED SEXUALLY TRANSMITTED DI SEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 9 - 1995

, . CHLAMYDIA GONORRHEA P & S SYPHILIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE

ANDREWS 14,931 22 i 1473 o §{ 00 i 0.0
BORDEN 812 0 i 00 1 i 1232 0 i 0.0
COKE 3,413 0 0.0 0 0.0 0 i 0.0
CONCHO 3,168 0 0.0 0 0.0 0 i 00
CRANE 4.906 2 40.8 0 0.0 0 i 00
CROCKETT 4,218 3 71.1 0 0.0 0 i 00
DAWSON 15,368 24 i 1562 2 13.0 0 i 00
ECTOR 124,202 299 i 2407 142 i 1143 0 i 0.0
GAINES 14,605 14 i 959 1 i 68 0 i 0.0
GLASSCOCK 1.538 0 i 00 0 i 00 0 i 00
HOWARD 32,008 38 i 1187 13 | 406 0 i 00
IRION 1,689 0 i 00 0 i 00 0 i 00
KIMBLE 4,100 0 i 00 0 i 00 0 i 00
LOVING 111 0 0.0 0 0.0 0 i 00
MCCULLOCH 8,780 10 § 1139 1 I 114 0 i 0.0
MARTIN 5,205 3 i 576 2 i 384 0 i 0.0
MASON 3,342 2 i 598 1 29.9 0 i 00
MENARD 2,280 0 0.0 0 0.0 0 i 0.0
MIDLAND 117,720 221§ 1877 170 § 1444 0 i 0.0
PECOS 16,758 23 i 1372 3 i 179 0 i 00
REAGAN 4,832 0 0.0 0 i 00 0 i 00
REEVES 16,744 7 i 418 1 i 60 0 i 00
SCHLEICHER 3,107 1 32.2 0 ! 00 1 i 322
STERLING 1,492 0 0.0 0 i 00 0 i 00
SUTTON 4,337 0 {00 1 i 231 0 i 0.0
TERRELL 1,465 0 i 00 0 i 00 0 i 00
TOM GREEN 105,369 206 { 2809 87 § 826 1 i 09
UPTON 4,641 0 i 00 0 i 00 0 i 0.0
WARD 13,286 i 00 1 i 75 0 i 00
WINKLER 8, 796 8 i 910 0 0.0 0 0.0

| REGIONAL TOTALS 543223 | 973 i 1791 | 426 i 784 | 2 i 04

| statEwiDE ToTALs | 18,617,441 | 44738 | 2403 | 30893 i 1658 | 1557 i 84 |
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

HEPATITIS HEPATITIS HEPATITIS HEPATITIS
A B c UNSPECIFIED

COUNTY 1995 POP. | CASES RATE CASES RATE CASES RATE CASES RATE
BREWSTER 9.998 0 0.0 1 10.0 0 0.0 i 00
CULBERSON 3.776 1 -26.5 1 26.5 0 0.0 o i 00
. PASO 676,838 397 58.7 46 6.8 20 3.0 0" i 00
HUDSPETH 3,149 0.0 0 0.0 0 : 00 o i 00
JEFF DAVIS 2,071 0.0 0.0 0.0 0 0.0
PRESIDIO 7.612 0.0 1 13.1 0.0 0 0.0
| REGIONAL TOTALS | 703444 | 398 566 | 49 70 | 2 28 | o i o0
[ statewipeTotaLs | 18,617,441 | 3,001 161 | 1211 i 65 | 340 i 18 | 67 i 04

PUBLIC HEALTH REGION 10 - 1995

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

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS

COUNTY 1995 POP. | CASES RATE CASES RATE CASES RATE CASES RATE
BREWSTER 9,998 o § 00 0o { 00 o i o0 0o i 00
CULBERSON 3,776 0 i 00 0 i 00 0 0.0 0 i 00
EL PASO 676,838 14 i 2.1 38 5.6 111 16.4 98 i 145
HUDSPETH 3,149 i 00 0 i 0.0 0.0 i 00
JEFF DAVIS 2,071 i o0 o { 00 0 " 0.0 o §{ 00
PRESIDIO | 7612 | o { 00 | o i 00 | o 0.0 o i 00

| REcionaLTOTALS | 703444 | 14 i 20 | 38 { 54 | 111 | 158 | 9 | 139
[_STATEWIDETOTALS | 18617441 | 118 { 06 | o993 : 53 | 2363 { 127 | 3017 | 162

PUBLIC HEALTH REGION 10 = 1995

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

ASEPTIC CHICKENPOX ENCEPHALITIS TUBERCULOSIS
MENINGITIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
BREWSTER 9,998 1 i 100 0 i 00 i 00 0 i 00
CULBERSON 3,776 0 i 00 0 i 0.0 0 i 00 0 i 0.0
H PASO 676,838 26 | 38 887 i 1311 0 i 0.0 108 { 16.0
HUDSPETH 3,149 0 i 00 i 00 0 i 0.0 i 00
JEFF DAVIS 2,071 0.0 ! 966 0 i 00 i 0.0
PRESIDIO 7,612 0.0 i 00 0 i 00 i 0.0
{ REGiONALTOTALS | 703444 | 27 38 | 89 i 1264 | o i o0 | 108 i 154 |
| staTewiDETOTALS | 18.617.441 | 1566 i 84 | 20568 i 1212 | 71 i o4 | 2369 i 127 |
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASES AND RATES PER 100, OO0 POPULATION

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
BREWSTER 9,998 o { 00 0 i o0 0 i 00 0 i 00
CULBERSON 3,776 0 0.0 o} i 00 0 0.0 0 0.0
EL PASO 676,838 ) 0.0 3 04 2 0.3 0 0.0
HUDSPETH 3,149 0 0.0 0 0.0 0 0.0 0 0.0
JEFF DAVIS 2.071 0 0.0 0 : 00 0 0.0 0 0.0
PRESIDIO 7,612 0 0.0 2 i 263 0 0.0 0 i 0.0
[ ReGIONAL TOTALS | 703444 | o i 00 | 5 i o7 | 2 i o3 | o { o0
{ STATEWIDETOTALS | 18617441 | 14 : o1 | 43 { o2 | 217 : 12 | 8 i oo

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

CHLAMYDIA GONORRHEA P & SSYPHILIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE
BREWSTER ' 9,998 19 190.0 0 0.0 0 0.0
CULBERSON 3,776 3 79.4 0 0.0 0 00
B PASO 676,838 1248 { 1844 159 | 235 2 i 03
HUDSPETH 3.149 1 31.8 0 0.0 0 0.0
JEFE DAVIS 2,071 2 96.6 0 0.0 0 0.0
PRESIDIO 7.612 8 105.1 1 i 131 0 i 00
REGIONAL TOTALS 703.444 I 1281 i 1821 [ 160 i 227 | 2 i 03
| staTeEwiDETOTALS | 18.617.441 | 44738 | 2403 | 30893 i 1659 | 1557 i 84 |
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REPORTED CASES OF HEPATITIS AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 11 - 1995

HEPATITIS HEPATITIS HEPATITIS HEPATITIS
A B C UNSPECIFIED
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARANSAS 18.891 0O i 00 2 10.6 0 0.0 0 i 0,0
BEE 31,720 6 i 189 0 00 0O i 00 0 i 00
BROOKS 8,612 1 i 116 0O i 00 0O__: 0o 0 i 00
CAMERON 294,968 179 i 60.7 5 1.7 4 1.4 13 i .44
DUVAL 13,547 1 i 74 0 00 0O i 0.0 0 {00
HIDALGO 459.809 244 i 531 10 22 8 17 7 15
JIM HOGG 5,848 0O i 00 O | 00 0 00 0 00
JIM WELLS 38,741 24 i 620 2 5.2 0t 00 0 _00
KENEDY 491 0O i 00 0O i 00 0 00 0 i 00
KLEBERG 32,938 2 i 61 3 9.1 0 00 0 i 00
LIVE OAK 9,781 1 10.2 0O i 00 0 00 0 : 00
MCMULLEN 852 0 00 0 00 0 00 0 00
NUECES 309,927 66 213 27 87 5 16 0 00
REFUGIO 8113 0 00 0 00 0O : 00 0O i 00
SAN PATRICIO 63,517 5 i 79 7 110 0 00 0 00
STARR 50,972 12 ‘i 235 1 i 20 O | 0.0 1 20
WEBB 157,869 21 133 3 19 0 __: 00 0 00
WILLACY 18,836 3 159 0O : 00 0 i 00 0 00
ZAPATA 11,048 0 00 0O i 00 0 Qo0 0 00
REGIONAL TOTALS | 1,536,480 565 H 36.8 I 60 H 39 17 } 11 21 14
STATEWIDETOTALS | 18,617,441 | 3001 ! 161 | 1211 : 65 340 18 67 i 04
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REPORTED CASES OF SELECTED GASTROINTESTINAL DISEASESAND RATES PER 100,000 POPULATION,

PUBLIC HEALTH REGION 11 - 1995

AMEBIASIS CAMPYLOBACTER SALMONELLOSIS SHIGELLOSIS

COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARANSAS 18.891 0 H 0.0 1 1 5.3 0 H 0.0 13 i 688
BEE 31,720 1 H 3.2 0 0.0 2 i 6.3 | 3.2
BROOKS 8.612 0 i 0.0 4 46.4 3 | 34.8 0 H 0.0
CAMERON 294.968 14 : 4.7 3 1.0 29 i 9.8 97 P 329
DUVAL 13,547 0 H 0.0 0 i 0.0 2 H 14.8 0 H 0.0
HIDALGO 459,809 5 1.1 34 H 7.4 67 H 14.6 141 : 30.7
JIM HOGG 5,848 0 H 0.0 1 17.1 2 H 34.2 0.0
JIM WELLS 38,741 0 H 0.0 H 2.6 6 15.5 : 2.6
KENEDY 491 0 i 0.0 0] 0.0 0] H 0.0 0 H 0.0
KLEBERG 32.938 0 i 0.0 11 | 33.4 8 i 24.3 44 i 133.6
LIVE OAK 9.781 0 i 0.0 0.0 3 i 30.7 0 H 0.0
MCMULLEN 852 0 H 0.0 H 0.0 o] H 0.0 0.0
NUECES 309,927 1 H 0.3 40 1129 45 H 14.5 59 i 190
REFUGIO 8,113 0 H 0.0 1 12.3 7 H 86.3 0 H 0.0
SAN PATRICIO 63,517 0 i 0.0 4 6.3 14 H 22.0 21 P 33.1
STARR 50,972 0 H 0.0 o] | 0.0 6 : 11.8 0 0.0
WEBB 157,869 1 0.6 0 i 0.0 24 H 15.2 12 H 7.6
WILLACY 18,836 0 i 0.0 0] 0.0 : 15.9 1 | 5.3
ZAPATA 11,048 0 : 0.0 0 H 0.0 1 H 9.1 0.0
REGIONAL TOTALS I 1,536,480 l 22 H 1.4 100 1 6.5 ' 222 i 14.4 I 390 25.4
STATEWIDE TOTALS I 18,617,441 l 118 @ 0.6 993 @ 5.3 ] 2.363 | 12.7 I 3,017 16.2
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PUBLIC HEALTH REGION 11 - 1995

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

ASEPTIC CHICKENPOX ENCEPHALITIS TUBERCULOSIS
MENINGITIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARANSAS 18,891 1 i 53 0O i 00 0 0.0 0 i 00
BEE 31,720 0 0.0 1 i 32 0 0.0 3 i 95
BROOKS 8,612 0 : 0.0 0 i 00 0 i 00 2 i 232
CAMERON 294,968 5 i 17 785 266.1 2 0.7 98 | 332
DUVAL 13,547 0 0.0 0 ! 00 0 0.0 0 i 00
HIDALGO 459,809 5 1.1 670 145.7 1 0.2 110 23.9
JM HOGG 5.848 0 0.0 0 0.0 0 0.0 2 34.2
JIM WELLS 38.741 0 i 00 121 i 312.3 0 0.0 3 7.7
KENEDY 491 0 0.0 0O | 00 0 I 0.0 0 i 00
KLEBERG 32,938 0 0.0 75 i 2277 0O i 00 3 i 91
LIVE OAK 9,781 0 i 00 0 0.0 0 i 00 0 0.0
MCMULLEN 852 0 i 00 19 i 2.230.0 0 i 00 0 i 00
NUECES 309.927 13 4.2 1,558 502.7 1 I 0.3 32 i 103
REFUGIO 8,113 1 i 123 0 H 0.0 0 H 0.0 ) i 0.0
SAN PATRICIO 63,517 2 1 31 31 i 488 0 0.0 T 3.1
STARR 50,972 1 2.0 147 288.4 0 : 00 i 157
WEBB 157.869 1 i 06 194 122.9 0 0.0 48 i 304
WILLACY 18.836 1 i 53 16 i 849 0 1 00 "5 i 265
ZAPATA 11,048 0 0.0 0 i 00 0 i 00 i 91
REGIONAL TOTALS | 1,536,480 | 30 i 20 l 3,617 235.4 l 4 0.3 | 317 20.6
STATEWIDE TOTALS | 18,617,441 | 1566 i 84 | 22568 1222 | 71 i o4 | 2389 12.7
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REPORTED CASES OF SELECTED VACCINE PREVENTABLE DISEASESAND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 11 - 1995

MEASLES MUMPS PERTUSSIS RUBELLA
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE CASES RATE
ARANSAS 18,891 0 0.0 0.0 0.0 0 0.0
BEE 31,720 [ 0.0 0 0.0 0 0.0 0 0.0
BROOKS 8,612 0 0.0 0 0.0 0 0.0 ] Q.0
CAMERON 294,968 0 0.0 0 0.0 0 0.0 0 0.0
DUVAL 13,547 0 0.0 0 0.0 0 0.0 0 0.0
HIDALGO 459,809 0 0.0 2 0.4 4 0.9 0 0.0
JIM HOGG 5,848 0 0.0 0 0.0 0 0.0 0 0.0
JIM WELLS 38,741 0 0.0 0 0.0 0 0.0 0 0.0
KENEDY 491 0 0.0 0 0.0 0 0.0 0 0.0
KLEBERG 32,938 0 0.0 0 0.0 0 0.0 0 0.0
LIVE OAK 9,781 0 0.0 0 0.0 0 0.0 0 0.0
MCMULLEN 852 0 0.0 0 0.0 0 0.0 0 0.0
NUECES 309,927 0 0.0 3 1.0 8 2.6 0 0.0
REFUGIO 8,113 0 0.0 0 0.0 0 0.0 0 0.0
SAN PATRICIO 63,517 0 0.0 0 0.0 3 4.7 0 0.0
STARR 50,972 0 0.0 0 0.0 2 3.9 0o 0.0
WEBB 1 5;7,869 0 0.0 2 1.3 0 0.0 0 0.0
WILLACY 18,8386 0 0.0 0 0.0 0 0.0 0 0.0
ZAPATA 11,048 0 0.0 0 0.0 0 0.0 0 0.0
REGIONAL TOTALS I 1,536,480 ' 0 0.0 7 0.5 17 H 11 0 i 0.0
STATEWIDE TOTALS I 18.617.441 I 14 | 0.1 43 l 0.2 217 1 1.2 8 0.0
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- 'REPORTED CASES OF SELECTED SEXUALLY TRANSMITTED DISEASES AND RATES PER 100,000 POPULATION

PUBLIC HEALTH REGION 11 - 1995

CHLAMYDIA GONORRHEA P & S SYPHILIS
COUNTY 1995 POP. CASES RATE CASES RATE CASES RATE
ARANSAS 18, 891 16 i A7 2 i 106 0 : 00
BEE 31, 720 93 i 293.2 4 i 126 0 i 00
BROOKS 8. 612 27 i 3135 0 i 0.0 0 i 00
CAMERON 294, 968 732 i 248.2 56 H 19.0 2 0.7
DUVAL 13, 547 30 i 215 2 H 14.8 0 0.0
HIDALGO 459, 809 921 ¢ 200.3 78 | 170 10 22
JIM HOGG 5. 848 4 i 684 2 HE 0 Q0
JIM WELLS 38, 741 74 i 1910 5 H 129 0 0.0
KENEDY 491 0 i Q0 0 i Q0 0 00
KLEBERG 32.938 84 i 25.0 18 § ™6 0 0.0
LIVE OAK 9, 781 8 H 8L 8 0 H 0.0 0 0.0
MCMULLEN 852 0 H 00 0 H Q0 0 0.0
NUECES 309, 927 1,168 i 376.9 373 i 120.4 8 26
REFUGIO 8,113 6 H 74.0 3 i 37.0 0 0.0
SAN PATRICIO 63, 517 124 i 195.2 19 i 29.9 0 0.0
STARR 50, 972 48 i 94.2 2 i 39 0 0.0
WEBB 157, 869 202 ¢ 128.0 17 H 10.8 1 0.6
WILLACY 18, 836 39 P 2071 3 i 15.9 0 0.0
ZAPATA 11, 048 4 i 362 2 i 181 0 Q0
I REGIONAL TOTALS ' 1,536,480 | 3,580 i 233.0 l 586 i 3B/1 | 21 14 |
| sTATEwiDE ToTals. | 18,617,441 | 44738 i 2403 | 30893 i 1ese | 1557 i 84 |
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TABLE |

REPORTED CASES OF SELECTED DISEASES

TEXAS, 1986 - 1995

DISEASE 1995 1994 1993 1992 1991 1990 1989 1988 1987 1986

AMEBIASIS 118 110 86 108 86 139 153 252 290 394
BOTULISM 0 27 2 1 a 7 4 4 4 5
BRUCELLOSIS 19 29 34 27 36 18 23 22 51 18
CAMPYLOBACTERIOSIS 993 997 849 996 810 739 625 745 780 803
CHICKENPOX 22568 | 16159 | 14201 | 20554 | 19409 | 26636 | 23722 [ 20085 [ 23228 | 23221
CHLAMYDIA 44738 | 46046 | 43874 | 39,725 | 31199 | 20575

CHOLERA 2 4 2 5 3 0 0 0 0
DENGUE 23 1 2 0 2 0 0 0 17
ENCEPHALITIS 71 54 61 89 121 74 60 74 118 191
ESCHERICHIA COLI 0157:H7 38 72

GONORRHEA 30803 | 20,757 | 30122 | 35517 | 43282 | 43231 | 45786 | 45639 | 51688 | 63376
HAEMOPHILUS INFLUENZAE INF. 40 20 51 42 152 625 797 843 747 647
HANSEN'S DISEASE 36 31 31 52 38 37 25 35 31 29
HANTAVIRUS INFECTIONS 2 1 . - - - - - . -
HEMOLYTIC UREMIC SYNDROME 8 11

HEPATITISA 3,001 2,877 2.798 1.828 2,663 2.722 3.211 2,739 1,886 2.137
HEPATITIS B 1,211 1,422 1.354 1,528 1.958 1.789 1.853 1,654 1,487 1,500
HEPATITIS C ® 340 305 384 255

HEPATITISD ® 2 4 1 5 -

HEPATITISNANB 7 9 28 26 144 . 130 236 149 161 205
HEPATITIS UNSPECIFIED 67 86 157 191 260 287 530 576 599 854
LEGIONELLOSIS 13 15 22 24 23 25 50 20 38 a1
LISTERIOSIS a1 64 28 26 52 32 40 45 42 28
LYME DISEASE 77 56 48 113 57 44 82 25 33 9
MALARIA 89 93 48 45 75 80 79 73 56 84
MEASLES 14 17 10 1,007 294 4.409 3,313 286 452 398
MENINGITIS, ASEPTIC 1,566 970 1.329 1,242 1,275 811 836 675 758 1.383
MENINGITIS, BACTERIAL/OTHER 409 360 262 380 337 345 371 385 354 533
MENINGOCOCCAL INFECTIONS 253 237 157 111 100 93 93 98 126 138
MUMPS 43 234 231 388 363 470 551 327 338 239
PERTUSSIS 217 160 121 161 143 158 366 158 1 112
RABIES, HUMAN 0 1 1 1 0 0 0 0
RELAPSING FEVER 1 3 0 0 0 0 0 1
RMSF 6 7 1 19 22 22 21
RUBEW 8 9 22 10 16 99 64 30 5 78
SALMONELLOSIS 2,363 1,983 1.924 1,933 2,317 2.315 2,277 2,334 2,803 2.445
SHIGELLOSIS 3,017 2,410 4581 3.568 2,178 3.550 1,654 2,826 2,087 2.454
STREPTOCOCCAL DISEASE, GP A 95 82

SYPHILIS. PRIMARY & SECONDARY 1,557 1,913 2.530 3,316 4,970 5.165 4.267 3,124 3,071 3.967
TETANUS 3 12 7 ‘5 10 7 5 6 5 12
TUBERCULOSIS 2.369 2,542 2.303 2,510 2.525 2,242 1.915 1,901 1757 1,890
TYPHOID FEVER 21 10 15 23 31 28 20 3 36 28
TYPHUS, MURINE 53 9 12 18 22 36 30 30 34 52
VIBRIO INFECTIONS 24 31 17 15 25 25 17 27 20
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® Prior to 1992, hepatitis C and D cases were counted as hepatitis non A-non B.




TABLE Il

RATES OF SELECTED DISEASES PER 100,000 POPULATI ON

TEXAS, 1986 - 1995

DISEASE 1995 | 1994 | 1993 | 1992 | 1991 | 1990 | 1989 | 1988 | 1987 | 1986
AMEBIASIS 0.6 0.6 0.5 0.6 0.5 0.8 0.9 1.5 1.7 24
BOTULISM 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
BRUCELLUSIS 0.1 0.2 0.2 0.2 0.2 0.1 0.1 0.1 0.3 6.1
CAMPYLOBACTERIOSIS 8.3 5.5 4.8 5.7 4.7 4.4 3.6 43 4.6 4.8
CHICKENPOX 121.2 88.4 81.3 116.7 1125 156.8 135.8 116.3 162.3 138.6
CHLAMYDIA 240.3 251.8 2440 2253 180.3 1211 -
CHOLERA 0.0 ! 0.0 0.0 ' 0.0 0.0 0.0 0.0 0.0 0.0 0.0
DENGUE 0.2 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.1
ENCEPHALITIS 0.4 0.3 0.3 0.5 0.7 0.4 0.3 0.4 0.7 11
ESCHERICHIA COLI O157:H7 0.2 0.4
GONORRHEA 165.9 162.7 171.3 201.6 250.8 254.5 262.1 264.3 303.8 378.3
HAEMOPHILUS INFLUENZAE INF. 0.2 0.1 0.3 0.2 0.9 3.7 4.6 4.9 4.4 3.9
HANSEN'S DISEASE 0.2 0.2 0.2 0.3 0.2 0.2 0.1 0.2 0.2 0.2
HANTAVIRUS INFECTIONS 0.0 0.0
HEMOLYTIC UREMIC SYNDROME 0.0 0.1
HEPATITIS A 16.1 15.7 15.9 10.4 15.4 16.0 18.4 15.9 111 12.8
HEPATITISB 6.5 7.8 7.7 8.7 11.3 10.5 10.6 9.6 8.7 9.0
HEPATITISC * 1.8 17 2.2 15
HEPATITIS D * 0.0 0.0 0.0 0.0
HEPATITISNANB 0.0 0.0 0.1 0.1 0.8 0.8 1.4 0.9 1.0 12
HEPATITIS UNSPECIFIED 0.4 0.5 0.9 1.1 1.5 1.7 3.0 3.3 35 5.1
LEGIONELLOSIS 0.1 0.1 0.1 0.1 0.1 0.1 0.3 0.1 0.2 0.2
LISTERIOSIS 0.2 ‘0.4 0.2 0.1 0.3 0.2 0.2 03 0.3 0.2
LYME DISEASE 0.4 0.3 0.3 0.6 03 0.3 0.5 0.1 0.2 0.1
MALARIA 0.5 0.5 0.3 0.3 0.4
MEASLES 0.1 0.1 0.1 8.2 1.7 26.0 19.0 1.7 2.7 2.4
MENINGITIS, ASEPTIC 8.4 53 7.6 7.1 7.4 4.8 4.8 3.9 45 8.3
MENINGITIS, BACTERIAL/OTHER 2.2 2.0 15 2.2 2.0 2.0 21 22 21 3.2
MENINGOCOCCAL INFECTIONS 1.4 13 0.9 0.6 0.6 0.5 0.5 0.6 0.7 0.8
MUMPS 0.2 13 13 2.2 21 2.8 3.2 1.9 2.0 1.4
PERTUSSIS 1.2 0.9 0.7 0.9 0.8 0.9 21 0.9 0.7 0.7
RABIES, HUMAN 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
RELAPSING FEVER 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
RMSF 0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.1 0.1 0.1
RUBELLA 0.0 0.0 0.1 0.1 0.1 0.6 0.4 0.2 0.0 05
SALMONELLOSIS 12.7 10.8 10.9 11.0 13.4 13.86 13.0 135 16.5 14.6
SHIGELLOSIS 16.2 13.2 26.0 203 12.6 20.9 2.5 16.4 12.3 14.7
STREPTOCOCCAL DISEASE, GP A 0.5 0.5 - - - - - - - -
SYPHILIS, PRIMARY & SECONDARY 8.4 10.5 14.1 18.8 28.8 30.4 24.4 18.1 18.0 23.7
TETANUS 0.0 0.1 0.0 0.0 0.1 0.0 0.0 0.0 0.1 0.1
TUBERCULOSIS 12.7 13.9 133 14.2 14.6 13.2 11.0 11.0 10.3 113
TYPHOID FEVER 0.1 0.1 0.1 0.1 0.2 0.2 0.1 0.2 0.2 0.2
TYPHUS, MURINE 0.3 0.0 01 0.1 0.1 0.2 0.2 0.2 0.2 0.3
VIBRIO INFECTIONS 0.1 0.2 0.1 0.1 0.1 0.1 0.1 0.2 0.1 -

. Prior to 1992, hepatitis C and D cases were counted as hepatitis non A-non B.
Case rates are based on the 1995 population estimate (18,697,441) provided by State Health Data and Texas A&M University
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TABLE HI

REPORTED CASES OF SELECTED DISEASES BY MONTH OF ONSET

TEXAS, 1995
DISEASE l JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC
AMEBIASIS - 8 12 15 13 8 9 8 11 9 10 8
BOTULISM 0 0 0 0 0 0 0 0 0 0
BRUCELLOSIS 2 1 1 1 3 2 4 1 2 2
CAMPYLOBACTERIOSIS 81 52 55 69 117 | 128 | 127 93 77 77 67 53
CHICKENPOX ¥ 721 | 1,590 | 3,662 | 4,199 | 3.687 | 2569 | 1.653 | 106 | 374 | a4e2 179 | 3,366
CHLAMYDIA & 3,228 | 3,205 | 3.704 | 3,694 | 3400 | 4,717 | 3.871 | 4068 | 5,083 | 4059 | 3,026 | 2593
CHOLERA 0 0 1 1 0 o , o o , o0 0 0 0
DENGUE 0 0 2 0 0 o ., 2 5 . 9 7 2 2
ENCEPHAWIS 6 5 4 3 7 3 7 10 20 0 4 2
ESCHERICHIA COLI O157:H7 3 2 2 3 2 3 12 2 5 1 2 1
GONORRHEA ® 2611 | 2203 | 2453 | 2229 | 2034 | 2,833 | 3397 | 2,977 | 3,632 | 2,545 | 1,760 | 2,129
HAEMOPHILUS INFLUENZAE INF. 4 2 5 5 6 1 4 3 1 1 2 6
HANSEN'S DISEASE 1 2 7 0 2 6 5 1 3 2 2 5
HANTAVIRUS INFECTIONS 0 0 0 0 1 0 0 0 0 1 0 0
HEMOLYTIC UREMIC SYNDROME 1 0 1 1 0 0 1 1 0 1 2 0
HEPATITIS A 246 | 234 | 227 | 250 | 218 | 30s | 291 316 | 283 | 229 | 201 201
HEPATITIS B 117 121 | 101 83 103 | 124 97 121 111 99° 77 57
HEPATITIS C 29 21 32 28 24 30 38 34 31 32 21 20
HEPATITIS D 0 1 0 0 0 0 0 1 0 0 0 0
HEPATITIS NANB 0 0 2 0 2 0 0 0 0 0 3 0
HEPATITIS UNSPECIFIED 10 7 8 6 4 2 4 5 8 g 3 2
LEGIONELLOSIS 1 o 1 . 1 2 3 1 2 o . 1 . o0 . 1
LISTERIOSIS 1 4 3 2 3 3 6 5 6 2 2 4
LYME DISEASE 7 8 3 6 11 14 9 a 8 3 3 1
MALARIA 7 6 1 8 2 10 11 11 10 6 7 10
MEASLES 0 0 0 0 0 0 0 a 3 6 1 0
MENINGITIS, ASEPTIC 66 66 99 191 | 373 | 269 | 148 | 116 84 63 53 38
MENINGITIS. BACTERIAL/OTHER 47 44 55 42 24 30 30 23 37 23 25 29
MENINGOCOCCAL INFECTIONS 27 29 37 28 28 16 13 9 8 15 11 32
MUMPS 8 4 3 2 9 4 1 1 3 4 2 2
PERTUSSIS 12 11 13 9 15 37 53 34 11 9 6 7
RABIES. HUMAN 0 0 0 0 0 o . o0 0 0 0 0 0
RELAPSING FEVER 0 0 1 0 0 o ' o 0 0 0 0 0
RMSF 0 0 0 0 0 0 3 1 0 1 1 0
RUBEW 0 1 0 1 0 5 0 0 0 0 1 0
SALMONELLOSIS 92 74 79 105 | 180 | 237 | 283 | 277 | 388 | 312 183 153
SHIGELLOSIS 251 87 116 | 110 | 184 | 176 | 280 | 411 | 495 | 383 | 314 192
STREPTOCOCCALDISEASE, GP A 7 16 13 11 10 12 6 0 9 7 3 1
SYPHILIS, PRIMARY & SECONDARY® | 03 143 | 134 | 101 | 135 | 115 | 117 | 153 190 { 139 128 109
TETANUS 0 0 0 0 1 1 0 0 0 0 0 1
TUBERCULOSIS * 25 1821228 | 162 | 237 | 223 | 203 | 214 | 205 | 232 | 158 | 300
TYPHOID FEVER 3 1 0 1 1 1 5 a4 3 2 0 0
TYPHUS, MURINE L4 .2 .2 .1 ;o2 . 7 7 . 8 , 4 , 11 , 4 , 1
1 ] 1 1 ] ¥ | 1 13 1 ¥ i
VIBRIO INFECTIONS . L1, 1, 0 . 4 . 4 4 L 4 . 2 | 2 = 2 | 0

9 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, 1995
DISEASE <1 14 5-9 10-14 | 1519 | 20-20 | 30-39 | 40-40 | 5050 | 60+ UNK

AMEBIASIS 9 14 2 37 15 19 7 7
BOTULISM 0 0 0 0 0 0
BRUCELLOSIS 2 2 P 3
CAMPYLOBACTERIOSIS 79 174 76 40 48 165 148 105 54 91 13
CHLAMYDIA v 40 38 1230 | 18095 | 20287 | 3131 | 403 g0 84 1,250
CHOLERA 0 0 0 0 1 1 0 0 0
DENGUE 1 0 7 6 7 a 4 0
ENCEPHALITIS 5 2 14 10 12 7 8 0
ESCHERICHIA COL! O157:H7 3 8 2 0 1 0 1 7 3
GONORRHEA e 20 22 675 9,907 13,525 4,270 1,132 256 107 979
HAEMOPHILUS INFLUENZAE INF. 10 0 0 4 8 0
HANSEN'S DISEASE 2 1 a 12
HANTAVIRUS INFECTIONS 0 1 1 0 0
HEMOLYTIC UREMIC SYNDROME 1 0 0 1 0
HEPATITISA 15 296 678 301 209 483 379 205 104 153 88
HEPATITISB 2 5 11 8 71 329 366 210 81 84 44
HEPATITIS C 5 1 1 2 58 138 88 22 16 1
HEPATITISD 0 1 0 0 0 0 1 0 0 0
HEPATITISNANB 0 0 0 0 0 1 5 0 1 0
HEPATITISUNSPECIFIED 1 5 17 7 10 6 4 10 2 0
LEGIONELLOSIS 0 0 0 0 0 1 1 1 0
LISTERIOSIS 11 0 0 0 0 6 3 5 14 0
LYME DISEASE 0 1 5 3 2 10 18 16 9 12 1
MALARIA 1 6 a4 2 a 9 24 26 7 1
MEASLES 0 7 0 1 0 1 5 0 0 0 0
MENINGITIS, ASEPTIC 273 | 153 253 161 97 257 217 73 25 36 21
MENINGITIS, BACTERIAL/OTHER 102 28 12 19 16 a3 58 a2 28 60 1
MENINGOCOCCAL INFECTIONS 29 40 34 28 38 19 10 19 9 27 0
MUMPS 0 6 11 4 2 12 4 3 0 1 0
PERTUSSIS 129 43 13 7 6 8 a 3 2 2 0
RABIES, HUMAN 0 0 0 0 0 0 0 0 0 0
RELAPSING FEVER 0 0 0 1 0 0 0 0
RMSF 0 1 0 2 0 0 3 0
RUBELLA 1 3 2 1 1 0 0 0
SALMONELLOSIS 561 494 181 85 85 213 204 155 104 218 63
SHIGELLOSIS 77 11.058 759 221 76 278 246 111 54 ) 47
STREPTOCOCCALDISEASE, GP A 9 2 6 3 1 g '] 10 12 13 31 0
SYPHILIS, PRIMARY & SECONDARY . 0 0 7 221 602 453 197 50 26 1
TETANUS 0 0 0 0 0 0 2 0 0 1 0
TYPHOID FEVER 0 3 4 3 0 5 4 1 0 1 0
TYPHUS, MURINE 0 1 5 4 4 5 9 9 5 11 0
VIBRIO INFECTIONS 0 0 1 0 1 6 2 1 2 11 0

TUBERCULOSISAGE GROUPS—> 04 59 10-14  15-19 20-24  25-34 3544 4554 5564 65+  UNK
TUBERCULOSIS 111217 47 | 34 | 63 g142 | 391 1538 | 3a0 | 260 | a2 | o

... Unableto deter minetrue number of caseslessthan 1 year of age. These cases areincluded in the age unknown category.
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TABLE V

RATES OF SELECTED DISEASES PER 100,000 POPULATION BY AGE GROUP

TEXAS, 1995
DISEASE <1 14 5.9 10-14 | 15-19 20-29 30-39 40-49 50-59 60 +

AMEBIASIS 0.6 0.7 1.0 0.1 0.2 1.3 0.5 0.7 0.4 0.3
BOTULISM - 0.0 0.0 0.0 0.0 0.0 0.0 0.0 " 0.0 0.0 0.0
BRUCELLOSIS 0.3 0.1 0.1 0.1 0.1 0.1 0.1 0.2 0.0 0.1
CAMPYLOBACTERIOSIS 24.8 13.8 5.3 2.8 3.5 5.8 . 46 4.1 3.4 3.6
CHLAMYDIA . 3.2 2.7 84.6 1,323.2 | 7105 97.0 19.1 5.6 3.3
CHOLERA 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
DENGUE Qo Qo Qo a1 Qo Q2 0.2 Q3 Q2 a2
ENCEPHALITIS a3 a2 Q6 Q3 a1 a5 Q3 Qa5 04 Q3
ESCHERICHIA COLI 0 1567:H7 Q9 Q7 Q6 a1 Qo 0.0 a1 Qo 01 03
GONORRHEA on 16 15 46.4 724.5 4737 123 439 159 4.2
HAEMOPHILUS INFLUENZAE INF. 31 Qa5 Q2 Qo Qo Qo a1 a2 04 a3
HANSEN'S DISEASE 0.0° 0.0 a1 0.0 a1 Qo a1 Qa3 04 05
HANTAVIRUS INFECTIONS Qo Qo Qo Qo a1 0.0 Qo Qo Qo Qo
HEMOLYTIC UREMIC SYNDROME a3 Qa5 Qo Qo Qo 00 Qo 0.0 Qo Qo
HEPATITIS A 47 AR5 47.4 B9 153 169 n7 &0 65 61
HEPATITIS B 0.6 a4 a8 | a6 52 15 13 81 . 50 33
HEPATITIS C 16 o1 a1 a1 Q6 20 43 34 77 V14 a6
HEPATITIS D 0.0 a1 Qo Qo Qo 00 Qo Qo Qo Qo
HEPATITIS NANB Qo Qo Qo Qo Qo Qo 0.2 Qo Y] 0.0
HEPATITIS UNSPECIFIED 03 a4 12 Qa5 07 0.2 a1 a4 | o a2
LEGIONELLOSIS 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.2 B R 0.2
LISTERIOSIS 3.5 0.0 0.0 0.0 0.0 0.2 0.1 01 | o3 0.6
LYME DISEASE 0.0 o1 Q3 a2 a1 0.4 Q6 06 " 06 a5 '
MALARIA a3 Q2 a5 o1 a3 Q3 Q7 1.0 | o4 Q2
MEASLES Qo Q6 Qo 01 Qo 00 a2 Qo Qo Qo
MENINGITIS, ASEPTIC .8 22 7.7 11 71 9.0 67 28 16 14
MENINGITIS, BACTERIAL/OTHER 21 22 08 13 12 15 18 16 17 24
MENINGOCOCCAL INFECTIONS 91 32 24 19 28 07 Q3 Q7 Q6 11
MUMPS Qo Qa5 Qs Q3 a1 a4 a1 a1 Qo Qo
PERTUSSIS 2.6 34 Q9 Qa5 0.4 Q3 03 01 01 a1
RABIES, HUMAN Qo 0.0 Qo Qo Qo Qo Qo Qo 0.0 Qo
RELAPSING FEVER 0.0 0.0 0.0 0.0 00 | 00 0.0 o0 | o0 0.0
RMSF 0.0 Qo Qo Qo 01 00 a1 Qo Qo a1
RUBELLA Qo Qo Qo a1 0.2 01 Qo Qo Qo 0.0
SALMONELLOSIS 176.4 @3 27 58 62 75 63 60 65 87
SHIGELLOSIS 2.2 ;1 R]1 152 56 a7 76 43 34 36
STREPTOCOCCAL DISEASE, GP A 28 02 | 04 |} a2 | a1 | a3 © Qa3 05 a8 |} 12
SYPHILIS, PRIMARY & SECONDARY .. Qo Qo0 Qa5 16.2 21 10 76 31 1.0
TETANUS 0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.0
TYPHOID FEVER 0.0 0.2 0.3 0.2 0.0 0.2 0.1 0.0 0.0 0.0
TYPHUS, MURINE 0.0 0.1 0.3 0.3 0.3 0.2 0.3 0.3 0.3 0.4
VIBRIO INFECTIONS 0.0 0.0 0.1 0.0 0.1 0.2 0.1 0.0 0.1 0.4

TUBERCULOSIS AGE GROUPS—> 04 5-9 10-14  15-19  20-24 25-34 35-44 45-54 55-64 65 +
TUBERCULOSIS 74 | 33 | 23 | 46 | 101 | 127 | 180 | 163 | 193 | 234

Case rates are based on the 1995 population estimate (18,617,447) provided by State Health Data and Texas A&M University
++ Unableto deter mine true number of casesl ess than 1 year of age. These casesareincluded in the age unknown category.
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TABLE VI

REPORTED CASES OF SELECTED DISEASES BY PUBLIC HEALTH REGIONS

TEXAS, 1995
DISEASE # ?) ?; Pl-liR PI;R PI—;’R PI—AR PI;)R P|—(|5R PiR PI;R PSR Pll-i(;? P{ilR

AMEBIASIS 118 1 1 36 6] (6] 14 17 13 0 14 22
BOTULISM 0 0 0 0 0 0 0 0 0 0 0 0
BRUCELLOSIS 19 0 0 2 0 2 5 2 0 o] 1 7
CAMPYLOBACTERIOSIS 993 85 31 188 24 18 185 166 134 24 38 100
CHICKENPOX 22.568 1,294 372 3,711 516 905 5,780 3,258 1.466 760 889 3.617
CHLAMYDIA 44.738 2.870 1,224 9,582 1,417 1.441 10.233 6,648 5,488 973 1,281 3,580
CHOLERA 2 [») /] 1 0 o] 4] /] 1 0 4] o]
DENGUE 29 (6] (6] 6 0 (6] 8 2 (6] [¢] 6] 13
ENCEPHALITIS 71 5 3 25 6 2 15 7 3 1 (6] 4
ESCHERICHIA ¢oL/ O157:H7 38 15 1 10 2 (6] 5 2 2 (6] (6] 177
GONORRHEA 30,893 1,317 749 11.381 960 1,228 8,217 3,559 2.310 426 160 586
HAEMOPHILUS INFLUENZAE INF. 40 8 2 6 1 1 2 4 1 6
HANSEN'S DISEASE 36 1 0 4 1 2 8 0 6 0 2 12
HANTAVIRUS INFECTIONS 2 1 0 0 0 1 0 0 0 0
HEMOLYTIC UREMIC SYNDROME 8 1 1 0 1 0 1 ] 0 2 1 1
HEPATITIS A 3,001 132 37 682 63 26 616 109 258 115 398 565
HEPATITIS B 1,211 68 26 369 57 60 260 106 101 55 49 60
HEPATITIS C 340 10 38 70 13 16 46 47 34 29 20 17
HEPATITIS D 2 1 0 0 [s] o 1 [0} o 0 (o] ]
HEPATITIS NANB 7 2 0 1 0 0 +] 0 o 4 0 0
HEPATITIS UNSPECIFIED 67 1 0o 5 1 o] 26 9 2 2 0 21
LEGIONELLOSIS 13 o] 1 0 2 1 7 1 o} 1 o] 0
LISTERIOSIS 41 1 2 5 0 1 17 -] 6 (] 3 1
LYME DISEASE 77 2 9 29 [] 1 10 6 2 5 0 7
MALARIA 89 ] 2 20 2 o] 44 12 5 1 3 [+]
MEASLES 14 [y] 0 o] V] [»] 0 0 10 4 (o] [s]
MENINGITIS, ASEPTIC 1,566 41 33 485 77 38 518 150 124 43 27 30
MENINGITIS, BACTERIAL/OTHER 409 14 5 133 27 17 100 49 24 15 7 18
MENINGOCOCCAL INFECTIONS 253 8 7 73 52 14 35 33 13 5 3 10
mMumMpPs 43 1 1 6 [+] 1 15 6 1 o 5 7
PERTUSSIS 217 10 8 23 49 11 20 19 51 7 2 17
RABIES, HUMAN [s] [+] 0 0 o]

RELAPSING FEVER 1 4] 1 0 o

RMSF 6 1 1 0 [+] o

RUBELLA 8 0 [»] V) 1 0 1 o [s]
SALMONELLOSIS 2,363 150 62 351 80 69 520 320 400 78 111 222
SHIGELLOSIS 3,017 108 134 600 42 53 520 308 514 249 98 390
STREPTOCOCCAL DISEASE, GP A 95 2 0 19 0o 4 25 23 15 2 0 5
SYPHILIS, PRIMARY & SECONDARY 1,857 11 3 425 142 119 503 129 88 2 2 21
TETANUS 3 [ o 0 0 0 3 0 0 [+] 0 0
TUBERCULOSIS 2,369 50 24 445 81 61 890 150 169 22 108 317
TYPHOID FEVER 21 (o] [+} 6 1 [s] 9 2 1 1 1 o
TYPHUS, MURINE 53 o 3 1 o 1 1 ] o [+ ] 0 47
VIBRIO INFECTIONS 24 [+) 1 2 4] 1 9 5 4 1 [+] 1

Chlamydia, Gonorrhea, Syphilis and TB totals from Region 6 do not include cases from the Texas Department of Corrections.
These cases are includedin the statewide totals.
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TABLE VI |

RATES OF SELECTED DISEASES PER 100,000 POPULATION BY PUBLIC HEALTH REGIONS

() TEXAS, 1995
DISEASE }9::‘; P:IR Pi;R Pl;R PZR Pgn PI;R PI;R P:R PI;R TOR P;-;R
AMEBIASIS 0.6 0.1 0.2 0.7 0.0 0.0 0.3 0.9 0.7 0.0 2.0 1.4
BOTULISM 0.0 0.0 0.0 0.0 | 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
BRUCELLOSIS 0.1 0.0 0.0 0.0 0.0 0.3 0.1 0.1 0.0 0.0 0.1 0.5
CAMPYLOBACTERIOSIS 5.3 1.2 | 5.8 3.9 2.6 2.6 a4 8.9 6.9 a4 5.4 6.5
CHICKENPOX 1212 | 1710 | 698 | 766 | 549 | 1327 | 1389 | 1740 | 75.1 | 1308 | 126.4 | 2354
CHLAMYDIA 240.3 | 379.2 | 220.7 | 1978 | 150.6 | 211.3 | 2406 | 355.1 | 281.0 | 179.1 | 1821 | 2330
CHOLERA 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.0
DENGUE 0.2 0.0 0.0 0.1 0.0 0.0 0.2 0.1 0.0 0.0 0.0 0.8
ENCEPHALITIS , 0.4 0.7 0.6 0.5 0.6 0.3 0.4 0.4 0.2 0.2 0.0 0.3
ESCHERICHIA COLI O157:H7 0.2 2.0 0.2 0.2 0.2 0.0 0.1 0.1 0.1 0.0 0.0 0.1
GONORRHEA 165.9 | 1740 | 1405 | 2350 | 102.0 | 180.0 | 193.2 | 190.1 | 1183 | 784 | 227 | 384
HAEMOPHILUS INFLUENZAE INF. 0.2 1.1 0.4 0.1 0.1 0.1 0.2 0.1 0.2 0.2 0.1 0.4
HANSEN'S DISEASE 0.2 0.1 0.0 0.1 0.1 0.3 0.2 0.0 0.3 0.0 0.3 0.8
HANTAVIRUS INFECTIONS 0.0 0.1 0.0 0.0 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0
HEMOLYTIC UREMIC SYNDROME 0.0 0.1 0.2 0.0 0.1 0.0 0.0 0.0 0.0 0.4 0.1 0.1
HEPATITIS A 16.1 174 | 6.9 14.1 6.7 3.8 14.5 5.8 132 | 21.2-| s6.6 | 368
HEPATITIS B 6.5 2.0 4.9 7.6 6.1 8.8 6.1 5.7 5.2 0.1 7.0 3.9
HEPATITIS C 1.8 13 7.1 1.4 1.4 2.3 1.1 2.5 1.7 5.3 2.8 1.1
HEPATITIS D 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Q HEPATITIS NANB 0.0 0.3 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.7 0.0 0.0
HEPATITIS UNSPECIFIED 0.4 0.1 0.0 0.1 0.1 0.0 0.6 0.5 0.1 0.4 00 | 14
LEGIONELLOSIS 0.1 0.0 0.2 0.0 0.2 0.1 0.2 0.1 0.0 0.2 0.0 0.0
LISTERIOSIS 0.2 0.1 0.4 0.1 0.0 0.1 0.4 0.3 0.3 0.0 0.4 0.1
LYME DISEASE 0.4 0.3 1.7 0.6 0.6 0.1 0.2 0.3 0.1 0.9 0.0 ‘0.5
MALARIA 0.5 0.0 0.4 0.4 0.2 0.0 1.0 0.6 0.3 0.2 0.4 0.0
MEASLES ' 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.5 0.7 0.0 0.0
MENINGITIS, ASEPTIC 8.4 5.4 6.2 10.0 8.2 5.6 12.2 8.0 6.4 7.9 3.8 2.0
MENINGITIS, BACTERIAL/OTHER 2.2 1.9 0.9 2.7 2.9 2.5 2.4 2.6 1.2 2.8 1.0 1.2
MENINGOCOCCAL INFECTIONS 14 1.1 1.3 1.5 55 | 21 0.8 1.8 0.7 0.9 0.4 0.7
MUMPS ' 0.2 0.1 0.2 0.1 0.0 0.1 0.4 0.3 0.1 0.0 0.7 0.5
PERTUSSIS 1.2 1.3 15 0.5 5.2 1.6 0.5 1.0 2.6 1.3 0.3 1.1
RABIES, HUMAN 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
RELAPSING FEVER 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.0
RMSF 0.0 0.0 0.2 0.0 0.2 0.0 0.0 0.1 0.0 0.0 0.0 0.0
RUBELLA ‘ 0.0 0.3 0.0 0.1 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.0
SALMONELLGSIS 127 | 198 | 116 7.2 8.5 10.1 12.2 171 | 205 | 144 | 158 14.4
SHIGELLOSIS 162 | 144 | 28 12.4 4.5 7.8 12.2 165 | 263 | ase | 138 25.4
STREPTOCOCCAL DISEASE, GP A 0.5 0.3 0.0 0.4 0.0 0.6 0.6 1.2 0.8 0.4 0.0 0.3
SYPHILIS, PRIMARY & SECONDARY 8.4 15 06 88 151 | 174 | 118 69 45 0.4 03 14
TETANUS 0.0 00 00 00 00 00 0.1 0.0 0.0 00 0.0 0.0
TUBERCULOSIS 127 66 45 9.2 86 89 209 8.0 8.7 41 15.4 20.6
TYPHOID FEVER 0.1 00 00 0.1 0.1 0.0 0.2 0.1 0.1 02 01 0.0
. |_TYPHUS, MURINE 03 00 06 0.0 0.0 0.1 00 00 0.0 0.0 0.0 31
( ) VIBRIO INFECTIONS 01 0.0 02 00 00 0.1 02 03 0.2 0.2 0.0 0.1

Chlamydia, Gonorrhea, Syphilisand TB totalsfrom Region 6 do not include cases from the Texas Department of Corrections.
These cases areincluded in the statewide totals.
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Reportable Conditionsin Texas

Several Texaslaws require specificinformation 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 chiropractorstoreport, after thefirst professional encounter, each patient examined whoissuspected
of having areportabledisease. Alsorequired toreport arecertain individuals from hospitals, |aboratories, and schools. Detailed
ruleson thereporting of natifiable diseasesand conditions and the dutiesof local health authorities may befound in Article 97,
Title 25, Texas Administrative Code.

Diseasesreportable immediately by telephonetolocal health departments or TexasDepartment of Health by
name, age, 2, racel ethnicity, DOB, address, tel ephone number, disease, dated onset, physician, and method of
diagnosis.

TDHImmunizationDivision

TDH Infectious DiseaseEpidemiology
(CALLTOLL-FREE1-800-252-9152)

& SurveillanceDivision
(CALL TOLL-FREE1-800-252-8239)

Botulism,foodborne Plague Diphtheria Pertussis

Cholera Rabies, human Haemophilus influenzae Poliomyelitis,

Meningococcalinfections, Viralhemorrhagicfevers typebinfections, invasive' acuteparalytic
invasive YdlowFever Mead es(rubeol a)

Outbreaks, exotic diseases,and unusual group expressonsd illness which may be of public health concernalso should ke reported
immediately.

Diseasesreportable tolocal health departmentstby name, age, sex, racelethnicity, DOB, address, tel ephone
number, disease, date d onset/occurrence, physician, and method o diagnosis. Report thesediseasesona
weekly basi sexceptfor rubellaand tubercul osiswhich shoul d bereported withinoneworking day.

Acquiredimmunedeficiency Hansen'sdisease (leprosy) Relapsingfever
syndrome(AIDS)® Hantavirusinfection Rocky M ountainspottedfever

Amebiasis Hemolyti curemicsyndrome(HUS) Rubella

Anthrax Hepatitis, acuteviral (pec*  type)® Salrnonellosis, including typhoid
Asbestosist I njuries(specifytype)’ Shigellosis

Botulism(infant) Spinal cordinjury Silicosis?

Brucdlosis Near drowning Streptococcaldisease, invasive
Campylobacteriosis L ead, adultelevated blood* GroupA
'‘Chancroid® Lead, childhood e evatedblood* Syphilis®

Chlamydia trachomatisinfection® Legiondlosis Tetanus

Cryptosporidiosis Listeriosis Trichinosis

Dengue Lyme disease Tuberculosis’

Ehrlichiosis Malaria Tuberculosisinfectionin persons
Encephalitis(specifyetiology) Meningitis(specify type)? lessthan 15 yearsdf age’
Eschericia coli O157:H7 infection Mumps Typhus

Gonorrhea® Vibrioinfections

Pesti ci de poi soning, acute occupational 4
By numberonly: Chickenpox

By last4digitsaf social security number; sex; racel ethnicity; DOB; city, county, and zip of patient's residence; and
name, address, and telephone number of physician: HIV infectionin persons13yearsd ageand older.

By name s2x; racel ethnicity; DOB; city, county, and zip of patient's residence; and name, address, and tel ephone
number of physician: HIV infectionin personslessthan13yearsd age.

Includes meningitis, septicemia, cellulitis, epiglottitis, osteomyelitis, pericarditis, and septic arthritis.

2The local or regional health department shall collect reports o diseases and transmit them at weekly intervals to TDH

Reported by physician only once per case, following initial physician diagnosis.

“The Occupationd Disease Reporting Act (Health & Safety Code, Chapter 84) requires physiciansand directorsd |aboratoriesto report these
occupationdlyrelated diseasesto the Texas Department d Healthat 512 /458-7269.

*Syphilis, gonorrhea, chancroid, and laboratory-confirmedChlamydia trachomatis infectionsare reportablein accordance with Sections97.132, 97.134,
and 971365 d TAC. Form STD-27, "* Confidentid Report d Sexually Transmitted Disease™ shall be used to report these sexually transmitted diseases.
Questionsmay, be directed to 512/490-2505.

¢Includes types A; B G D (Ddta); E non-A, non-B; and unspecified.

"Thelnjury Preventionand Control Act (Hedth & Safety Code, Chapter 87) requires physicians, medica examiners, and Justicesd the Peace to report
theseinjuriestoloca health departmentsor to the Texas Department d Health512/458-7266.

fIncludes aseptic/viral, bacteria (pecify etiology), fungal, and other.

Report tuberculosison Form TB400, "' Report d Caseand Patient Services." Questionsmay be directed to 512/458-7448.
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Disease Reporting

Initial reportingd any reportabledi seasemay bemadeby calling (800) 705-8868. An EPI-1formmay alsobeused
toinitially report notifiabl econditionsexcept:

Foodbornebotulism, cholera, invasi vemeningococcd infection, plague, rabi esinhumans, viral hemorrhagic
fevers, andyellowfever. Cdl (800) 252-8239i mmediatel y to report thesediseases.

Diphtheria, invasiveHaemophilus influenzae typebinfection, meades, pertussis, and acuteparal ytic
poliomyelitis. Call (800) 252-9152i mmediately toreport thesediseases.

Rubella. Call (800) 252-9152withinonework day.

Chancroid, Chlamydiatrachomatis infections, gonorrhea, and syphilis. UssformSTD-27 toreportthese
sexually transmitted diseases. Call your regional officeto order forms.

HIV/AIDS. UseformHIV-1toreport HIV in persons>13yearsd ageandform CDC50.42A toreport AIDSin
persons>13yearsd age. Toreport HIV or AIDSinpersons<13yearsd age, useformCDC50.42B. Call your
regional officetoorderforms.

Tuberculosisinfectionin persons< 15 yearsd ageand tubercul osi sdiseasein personsd all ages. UseTB400
formstoreport. Call your regional officetoorderforms.

Diseasel nvestigationForms

Inadditiontoan initia report, thefollowingnotifiableconditionsrequirefurther investigationfor confirmation.

Botulism(infantand foodborne) Mumps

Brucdlosis Near drowning
Cdliforniaencephalitis Occupationallyacquired diseases
Dengue Relapsingfever

Eastern equineencephalitis Rocky Mountain spottedfever
Ehrlichiosis Spinal cordinjuries
Elevatedbloodlead levels(child and adult) Tetanus

Escheichiacdi O157:H7 Trichinosis
Hantavirusinfection Typhoidfever

Hepatitis(viral) Typhus

Legiondloss Venezudlanequineencephalitis
Lymedisease Vibrioinfectiong(exceptCholera)
Madaria Westernequineencephalitis

M eningitis(specify type)

For moreinformation, call (800) 252-8239.

Toreport outbreaks, exoticdiseases, and unusual group expressionsd illnesswhichmay bed publichealth
concern, call your loca health departmentat (800)705-8868, or the I nfectious Disease Epidemiologyand
Surveillancedivisionat (800) 252-8239 or (512)458-7218. Formsareavailable and required for foodborneand
waterborneoutbreaks.
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Glossary

asbestosis. apneumoconiosisproduced by inhalation d asbestosfibers. A chronic diseasewith
slow onset that usually requiresseveral yearsd exposure depending on the intensity d exposure.
Characterizedclinicaly by diffuseinterstitial pulmonary fibrosis, often accompanied by thickening
and sometimescdcification o the pleura. Shortnessd breath on exertion is the most common
presenting symptom. A chronic dry cough is common, but the cough may be productive, especialy
among smokers. Finger clubbing may appear in advanced cases.

brucellosis. asystemicbacterial disease caused by Brucella specieswith acute or insidious onset
characterized by fever, weakness, headache, sweating, chills, depression, and weight loss. In Texas,
itisusually contracted by eating unpasteurized goat cheese.

chronic carrier. astate d persistent infectivity and ongoing inflammationirrespectived the
presence or absence d disease symptoms.

cluster. an aggregationd casesd adiseaseor other health-related condition, which are closely
grouped in time and place. Thenumber d cases may or may not exceed the expected number;
frequently the expected number is not known.

E-Codes. Internationa Classification d Diseasesexternal cause d injury codes, developed by the
World Health Organization. E-Codesinclude injuriescaused by motor vehicles, fals, firearms,
drownings and near drownings, fires and burns, poisonings, and other causes.

head injury N-Codes. skull fracture (N800.0 through N801.9 and N803.0 through N804.9); and
intracranial injury (N850.0 through N854.1).

incidence rate. (sometimesreferred to simply asincidence.) ameasure d the frequency with
which an event, such asanew case d illness, occursin apopulation over aperiod o time. The
numerator isthe number d new casesoccurring during a given time period; the denominator isthe
population at risk during the same time period.

leishmaniasis. alocalized infection o the skin and mucous membranes caused by theintra-
cellular protozoan Leshmania mexicana (in Texas). The disease starts asa small papule which slowly
enlargesinto anindolent ulcer. Itistransmitted by thebite o an infected sandfly.

morbidity. any departure, subjectiveor objective, from astate d physiological or psychological
well-being.

mortality rate. a measured thefrequency d occurrenced deathin a defined population during a
specifiedinterval d time.

N-Codes. International Classificationd Diseasesd the nature d theinjury and body part affected,
developed by the World Health Organization. N-codesinclude, for example, head injury, spinal
cord injury, fractures, abdominal/thoracic injuries, and others.

near drowning. survival for at least 24 hoursfollowingasphyxiationdue to submersionin water.
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