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INTRODUCTION

HISTORICAL BACKGROUND

The first State Health Officer was appointed by the
Governor of Texas in 1879 at a time when public
health work was limited principally to quarantine; this
action led to the creation of the Texas Quarantine
Department in 1891. The department was reorganized
in 1903 as the Department of Public Health and Vitd
Statistics, and again in 1929 as the State Health
Department. In 1910, a year after the first State Board
o Hedlth was appointed, public health laws which re-
quired the reporting of certain communicabl ediseases
were passed by the Texas State Legidature. In May
1920, the procedures for the reporting and manage-
ment of communicable diseases in Texas became
operative. Sincethat time, asurveillancesystem based
on the communicabledisease reports originating with
practicing physiciansand forwarded each week from
designated reporting agents has served as the primary
mechanism for the collection of morbidity data for the
Texas Department of Hedlth.

THE REPORTING SYSTEM

Specific rules and regulations for the control of com-
municable diseases have been approved by the State
Board of Hedth under the legal authority vested in
them by Articles4418a, 4419, and 4477 of the Texas
Revised Civil Statutes. These include the designation
o certain diseases as "'reportable” as wdl as the
establishment of the mechanics for reporting com-
municabl e diseases, control measures, and the use of
quarantine procedures.

The reporting system, coordinated by the Bureau of
Epidemiology, Texas Department of Health, is made up
o approximately five-hundred designated reporting
agents within the state o Texas. Texas law requires
that physicians report cases of communicabledisease
to these designated reporting agents, which include
appointed city and county Health Officers, local city
and county health departments, health districts, state
schools, state hospitals, veterans hospitals, and
military installations. The Bureau of Epidemiology sup-
plies report cards, Fom C-15 (see Appendix), to
reporting agents each week. The cards are then com-
pleted and returned to the Bureau of Epidemiology.
Information regarding reportable diseases is also re-
ceived by the Bureau o Epidemiology through other
means including telephone calls, laboratory reports,
completed case investigation forms, and death cer-
tificates which have been filed with the Bureau o Vitd
Statistics, Texas Department of Health.

Morbidity data are organized, recorded, and examined
on a weekly basis to determine disease trends, in
cluding fluctuations in morbidity, seasonal variation,
changes in disease distribution, and other aspects of
the natural history o endemic and epidemic diseases.
Each week morbidity data are published in Texas
Preventable Disease News, a report which is
distributed to loca heath authorities, reporting
agents, and upon request to other health profes-
sionals. This publication also describes preventable
disease control activities on local, state, and national
levels.

The communicabledisease reporting system in Texas
isessential to thesuccessful prevention and control o
certain communicable diseases which threaten the
lives and well-being of the citizens o Texas. Ealy
detection of unusud characteristics or patterns of
reportabl e diseases often provides sufficient evidence
to warrant the initiation of preventive measures. In
addition to statewide reporting, cooperative effortsin
the area o communicable disease control are made
with other state health departments and the national
Centers for Disease Control, Atlanta, Georgia. These
efforts contribute to an effective overall com-
municabl e disease preventionand control program for
the nation.

OTHER SOURCES OF DATA

Data submitted to the Bureau of Epidemiology through
the statewide morbidity reporting system are supple-
mented by other data collection procedures and
surveillance activities of the Tuberculosis .Services
Divison, the Infectious Disease Control Division, the
Immunization Divison, the Bureau of Veterinary Public
Hedlth, the the Bureau of Vitd Statistics, and the
Bureau of Laboratories.

The population figuresfor 1973-1980 used in comput-
ing incidence rates for the state are from the Current
Population Report, Series P-25, published by the
Federa Bureau o the Census. The population figures
for 1981 and 1982 were provided by theBureau of State
Health Planning and Resource Development, Texas
Department of Health. Please note that the 1982 pro-
visional Texas population figure(14,944,000) reflects
an increase o 1.8%oover the 1981 state population
(14,680,000).

The mortality datawhich appear in Tablelll, Appendix,
are computer tabulations provided by the Statistical
Services Divison. Bureau of Vitd Statistics, and may
not be identical to the mortality data referred to in the
summaries of individua diseases. These smal dis
crepancies may be due in part to the procedures
established by the Ninth Revision of the International
Classification of Diseases whereby the category to




which the death isassigned isdetermined by the infor-
mation provided on the death certificate.

The completeness of disease reporting by physicians
and d the morbidity data published in thisreport isin-
fluenced by the interests and priorities of the various
reporting agents for disease control and surveillance;
however, thedegree of underreportingisthoughttore-
main relatively consistent with aslow but steady trend
toward completeness. This allows data comparison
over theyears.
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AMEBIASIS

Amebiasisisaninfection d thelargeintestinewiththe
protozoan parasite, Entamoeba histolytica. The
organism existsin two forms: the hardy, infective cyst
and the more fragile, potentially invasive trophozoite.
Infected individuals may be asymptomatic, or the
ameba may produce diseases ranging from chronic,
mild diarrhea to fulminant dysentery. Blood stream
dissemination may occur infrequently, producing
abscesses of the liver or even less commonly of the
brain and lung. Man isthe principal host, and noanimal
reservoir isknown.

Infection occurs through theingestion d the amoebic
cysts present in food or water contaminated by feces
from infected individuals. Sexual transmission, par-
ticularly among male homosexuals, isal so possible by
oral-rectal contact. IntheUnited States, transmission of
amebiasisisrareexcept amongindividualswith signifi-
cant fecal-oral exposuressuch asresidentsd mental in-
stitutionsand certain homosexual males.

During 1982, the TexasDepartment d Health received
reports d 493 amebiasis infections, an 18.4%
decrease from the 604 cases reported in 1981.
Statewide, 190 (or 38.5%) cases were residents of in-
stitutions for the mentally and/or developmentally
retarded. Because residents of these institutions are
considered ahigh-risk group, thesecaseshave been ex-
cluded from Figure 1 which indicates the county

Figure 1

Reported Cases* Of Amebiasisin Texas
By County Of Residence, 1982
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distribution of .reported cases in Texas. The institu-
tionalized casesoccurred in Travis County (100 cases),
Ft. Bend County (41 cases), Limestone County (41
cases), Tarrant County (7 cases), and Denton County (1
case).

As in previous years, males continued to account for
more cases (339) than females (151). This prepon-
derance of malesisdifficult toexplain, but most d the
affected residents of state institutions are male. The
racial/ethnic distribution of casesin 1982 included 171
casesreported aswhite, 211 asHispanic, 24asblack, 9
asAsian/Pacific |slander, and 78for whom racewasnot
indicated. All age groups were included among the
reported cases, with the 25-34 year-old age group
accounting for the largest percentage (21.7%) of
infections.

ARBOMRAL INFECTIONS

Twenty-four arboviral infectionswerereportedin Texas
residents during 1982. Two of these were caused by
dengue virus, four were caused by western equine
encephalitis virus, and the remaining eighteen by St.
Louis Encephalitis virus. Both dengue infections
occurredintravelersreturningfromMexico; al otherin-
fectionswereacquired in Texas.

Dengue

The first case of dengue occurred in a Texas physician
who, while in Mexico on a health-care mission had
traveled through areas where dengue-like illness was
being reported. He became ill in mid-July and returned
to hishome in San Antonio on the same day hisillness
began and was sick for three weeks. The second case
was achild who returned t o San Antonio from Mexico
oneweek priortotheonset of hisillnessin late August.
Dengue 1 viruswasisolated from an acute blood sam-
ple. WhileinMexico, six of hisfamily membershad been
ill with dengue-likeillness. Dengue wasal so diagnosed
inaresident of Surinamwhowasvisiting Houston at the
time d onset d illness. All three of these individuals
were in Texas during their viremic periods and were in
cities where Aedes aegypti mosquitoes are common.
Although therewere no secondary cases, the potential
for transmission exists.

Wester n Equine Encephalitis

All four d the persons infected with western equine
encephalitis (WEE) virus were male. Three d them
developed clinical encephalitis. Thesecaseswere 1, 4,
and 8 7 yearsd ageand resided in Lamb, Lubbock, and
Hockley counties, respectively, dl in Public Health
Region 2 (Figure 2). The other WEE infection was
diagnosed asaseptic meningitis. Thisindividual was15
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Figure2
Western Equine Encephalitis Virus Activity
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yearsof ageand a resident of Potter County, PHR 1. The
only isolation of WEE virus during the summer of 1982
wasfromapool d mosquitoescollected in September
in Randall County, adjacent to Potter County. Therewas
evidence of viral activity as-measured by antibody in
sentinal flocksd chickensin Bailey, Dawson, Hale, Lub-
bock, and Terry countiesfrom August t o November. The
human casesoccurred in mi 6and late July,August, and
early September. The number of equine WEE infections
in1982wasgreatly reduced compared t othenumber in
1981; cases were reported from five countiesin 1982
and 43 countiesin 1981.

J

St. LouisEncephalitis

The 18 casesd St. Louis Encephalitis (SLE) virus infec-
tions reported in 1982 were distributed among the
same counties that reported cases in 1980, when 69
cases were reported (Figure 3). Of the seven cases
reported from Harris County, six resided within thecity
limits & Houston. At least 11 isolations d SE virus
were made by the Harris County Mosquito Control
District from pools of Culex mosquitoes collected in
storm sewers; at | east onecollection wasmadeasearly
asAugust. Mosquito control measureswere intensified
at thattime. Two of thecasesin HarrisCounty had onset
of illnessin August and theremainingfiveinSeptember.
The proportion of juvenile birds in Harris County with
antibodiest oSLE virus wereasfollows: 2116 2(1.2%) in
May, 2/360 {0.6%) in June, 21/602 (3.5%) in July,
201310 (6.5%) in September, 141241 (5.8%) in Octo-
ber, and 0111 (0%6)n November.

All o the seven cases in Jefferson County resided in
Beaumont. Five cases had onsetduringthefirstweek in

Figure3

Reported Cases Of St. LouisEncephalitis
In Texas By County Of Residence, 1982

Countiesreporting
SLEin 1980

August. Mosquito control measures were intensified,
and only two additional cases, with onsets in mid- and
late September were reported. Neither o the latter
caseslived within close proximity of the original case.

Theagedistribution d all casesranged from 22t0 72
years. Six caseswerefemale, and twelvewere male. All
d thecaseshadclinical encephalitis; three had seizures
andwerecomatose. Theonlyfatality amongthesecases
wasduetocomplications d aspiration pneumonia.

Only oneisolation o S_E viruswas made by the state
laboratory in Austin. Thiswasfromapool d Culex mos-
quitoes in Leon County in Public Health Region 6. No
human infections were reported from thisarea.

Other Arboviral | nfections

A 32-year-old, male resident of Texas developed
encephalitis due to infection with an arbovirus,
JapaneseBvirus, whileservingintheUnited StatesArmy
in Korea. Another 32-year-old male, a resident d
Houston, had serologic evidenced agroupBarbovirus
infection. It was not possible to determine which par-
ticular virusasthepatient had spent most o hislifeinEl
Salvador where group B arboviral infections are com-
mon, thusthisinfection produced a generalized secon-
dary response.

ASEPTIC MENINGITIS

Incidence rates for aseptic meningitis have been
calculated for each year since 1956. The graphic
presentation d these rates includesaseries d peaks
above a baseline of approximately one case per




Figure4

Reported Casesof Aseptic Meningitisin Texas
Per 100,000 Population, 1956 — 1982
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Y ear
100,000 populationfor thefirst 17 years and thenanin- Table 1
crease d the base rate to 2.5 - 3 cases per 100,000 Reported Casesof A tic M eninaitisand
(Fgure4). Although there are a number d causes o iy e o —_ g
. v EncephalitisDueT o Entero == And Other
aseptic meningitis, the most common are entero- .
viruses, these peaks mey represent outbreaks o par- Viruses, Texas, 1982
ticular enterovirus types. The highest peak, 5.63 pe
100,000 was in 1979 when EHO 11 was associated ASEPTIC
with increased numbears d cases nationwide. The in- VIRUSISOLATED MENINGITIS ENCEPHALITIS
cidenceratefor 1982, 5.25 pea 100,000, wasel evated, Enteroviruses
and both EHO 11 and EHO 30 wereprevaentin Texas )
Coxsackie B Group 7 0

The causativeagent wasidentifiedin 90 (11.5%)d the EHO9 13 1
785 casesin 1982 compared to only 5 (0.8%)d the EHO 11 23 1
622 casesin 1981. Enteroviruses were the most com- EHO 30 19 4
mon isolatesin both years but EHO 11 and EHO 30 Other EIHO 16 0
were the mogt frequent in 1982 (Table 1). Also, the .
number o casesbegan to increasein May and remained Adenovirus 0 1
elevated throughout thefal whichisconsistentwith the ~ HerpesSimplex 0 23
typica distribution  enterovira infections(Figures). Y aicd lazoster 2 3

Hepatitistype A o 1
Therewasasignificant differencein thedistributiond CYtomegaovirus(CMV) 2 0
cases by age; thegenerd trend wasthat the numbersd TOTAL 82 34
cases decreased as age increased. The rates for in-
dividua ageswithin thefollowingagegroups— infan_ts Percent & total number
0-11 months, 1-34 years, and 35 yearsand older — did cases 10.4% 21.6%

not differ significantly. However, therewasas gnificant
difference between the rates for eech d the three
groups as a whole, 93.7 pea 100,000, 5.64 pe
100,000, and 0.83 per 100,000, respectivdy. This
trend had also been observed in 1981. The incidence
rate o less than one case pa 100,000 for older age
groups was thesame; however, therate for infantshed
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Figure5s
Reported Casesof Aseptic Meningitisin Texas
Per 100,000 Population
By Month Of Report, 1978-1982
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increased 25% over the rate d 75 per 100,000
reported in 1981. Thesex digtributiond casesal so dif-
fered by age; mdes accounted for significantly more
casesunder theaged 10 (p<0.01)*. N

The incidence rate also differed sgnificantly on the
basisd race/ethnicity. Theindividud ratesd 4.41 per
100,000for whitesand 4.09 pa 100,000 for Higpanics
were smilar and significantly lower than the 8.88 per
100,000 observed for blacks(p< 0.001)* *. Thereason
for the digparity in incidence rates between racid
/ethnicgroupsis not clear.

The mgority o cases is usudly reported from urban
aress. |f the24% increasein theincidenceratereflected
astatewidechange, then it would be expected that the
rate for various urban countieswould increase propor-
tiondly; however, this was not observed. The rate
declined38% t01.36 per 100,000inEl Paso Courty. In-
creasesd 30%to 7.54 per 100,000 in Harris County
and 40%to 2.26 per 100,000 in Travis County were
reported. Ddlas and Tarrant counties combined
reported el evated rates for thesecond year; the actual
rated 10.01 per 100,000 was 15% lessthan the 1981
rate. Bexar County reported the highest ratein 1982,
10.73 per 100,000, a 300% increase. Huctuationsin
rates mey be attributed to outbreaks d enteroviruses
that are naw tothesecommunities. However,if therates
reman stable, but higher, it mey reflect increased
awarenessand reporting.

* 99.9%confidenceinterva
**99.0% confidenceinterva

Mortdity due to aseptic meningitiscontinuesto below;
only five (0.6%) d the cases died. Also, dthough
enterovirusesare reedily trangmittedin thefamily situa
tion, the hogt response to the viruses varies, and it is
unusud to have more than one case d meningitisin a
family. Only five familiesreported more than one case
-husband and wife(1), father and daughter (1), children
(1), and young adults (2). There was one each from
Ddlas, R Stockton, Houston, Hurst, and Weatherford.

BOTULISM

Only onecased infant botulism wasreported in Texas
in 1982. Thiscaseinvolved a five-week-old, white male
from Camp County (PublicHedth Region 7). The infant
experienced symptoms characteristic o infant
botulism: constipation, poor feeding, lethargy, altered
cry, poor heed control,general weakness, and difficulty
breathing. He was admitted to a Titus County hospital

wherethediagnosisd infant botulismwasmade. TypeB
botulinal toxin was later identified in stool specimens
submitted to the Texas Depatment & Hedth. He
recovered and was released after a hospitd stay o 26

days.

Thedietary history revea ed that the child was primarily
breast fed but also had been given a commercidly
prepared infant formulaon aregular basis. No other risk
factorssometimesassoci ated with infant botulismwere
present.

Three types o botulism, distinct both epidem-
iologicaly and clinically, are recognized: food-borne




botulism, an intoxication which results from the inges-
tiond preformedtoxinproducedinfoodbyClostridium
botulinum, most commonly from the consumption o
improperly preserved home-canned foods; wound
botulism, an infection caused when the Cl. botulinum
organisms multiply and produce toxin in a soil-
contaminated wound; and infant botulism, an infection
whichresultswhenCl. botulinumsporesgerminate, pro-
ducing organismsthat elaboratetoxinintheinfant's in-
testine. Thislatter formof botulismislimitedtochildren
under one year d age in whom the illness cannot be
traced toany home-or commercially canned foods.

Food-borne botulism and wound botulism have not
been reported in Texas since 1979 when one case o
each occurred.

BRUCELLOS S

Brucellosis isazoonosis, usually acquired asthe result
d exposuretoinfected animalsoranimal products. The
Bureau of Epidemiology received reportsd 27 casesd
human brucellosisduring 1982, 40% fewer casesthan
werereported during 1981. Figure 6 showsthe number
d casesin 1982 by county of residence.

Nomajoroutbreakswerereportedduring 1982, though
for thethird timesince 1980, both a husband and wife
werereportedascases. Inthefirstinstance, eachspouse
had a different Brucella species (B. suis and B. canis)
isolated from blood. In thesecond couple, B. suiswas
isolated fromtheblood of both husband and wife. They
reported possibleexposurethrough pork brought home
fromtheabattoir wherethehusbandwasemployed. The
third couple had serologic confirmation d infection
and reported consuming Mexican cheese.

Figure6

Reported Cases@ Brucellosis* In Texas
By County @ Residence, 1982

*Human Cases

TYPE OF EXPOSURE
Occupational

Brucellosistransmission can occur in several waysthat
allow more than one person tobeinfected by asingle
source or exposure (through unpasteurized, contami-
nated dairy products, during abortion/parturition 0 in-
fectedanimals, inabattoir employment), and physicians
shouldremainalerttothispossibility whenconsidering
or diagnosing brucellosis. Follow- up o the 27 cases
reported in 1982 suggested occupational exposure in
ninecases(33.3%), and consumption of dairy products
(unpasteurized milk and cheese, often of Mexican
origin) in eight other cases (29.6%). Other possible
sources of exposure included pet dogsin the B. canis
case(an 11-year-oldfemalein Wood County), goatcon-
tact in Mexico (a 7-year-old male in Hidalgo County),
pork from apacking plant (mentioned above), and non-
occupational contact with cattle (a43-year-old malein
Smith County). Theremainingsix caseshad noreported
exposures consistent with brucellosis. However, inone
case, although the patient specifically denied animal
contact, he had B. suisisolated from blood, suggesting
exposuret oswine, or perhapsinfectiouspork products.
Table 2 describesthese cases.

The diagnosis of brucellosis was based on positive
cultures in 11 cases. All four species of Brucella
associated with human illness were represented: B.

melitensisinsixcases, B. abortusand B. suisintwocases

each, and B. canis in one case. The other sixteen cases
were confirmed serologically. B. melitensis generally
produces the most severe illness in man and is the
species associated with goat's milk cheese, often of
Mexican origin. Hve of six cases with B. melitensis
isolated from blood had a history & consuming Mex-
icandairy products. The sixth B. melitensis infectionwas
acquired by a hospital laboratory technician culturing
the blood d apatient hospitalized with brucellosis.

Table2

Reported Casesd Human Brucellosisin Texas
By Sex and Type of Exposure, 1982

MALE FEMALE TOTAL % OFTOTAL

Rancher/Animal Raiser 4 — 4 14. 8%
Packing Plant Associated 2 — 2 7.4
Veterinarian 1 — 1 3.7
Laboratory Acquired 1 1 3.7
OtherOccupational Exposure 1 _ 1 3.7
Unpasteurized Dairy Products 4 4 8 29.6
Other Reported Exposures 2 2 4 14.8
Unknown Exposures 4 2 6 22.2

TOTAL 18 9 27 99. 9%
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Casesranged in age from 5 to 81 years with a median
age d 36; 63% o the cases were in the 20-60 age
group. Eighteencaseswere ma e, and ninewerefemale.
Theracial/ethnic distribution o casesincluded 13 cases
reported as Higpanic, 12 aswhite, oneasblack,and one
asAdan.

CHICKENPOX

Varicella (chickenpox)is usudly a mild, salf-limitedill-
ness d young children. The infection is spread by
respiratory secretions or direct contact with vesicle
fluid. Vins enters the respiratory tract, multiplies
locally or in regional lymph nodes, producesa primary
viremia,and i sdisseminatedin thebloodstreamtointer-
nd organs. Further vird replication takes place
followed by a secondary viremia and seeding d the
cutaneoustissues. Fevar occurs, followed within a day
by a papular rash d the skin and mucous membranes.

The total incubation period fromexposure to onset d

rach is generdlly 14 to 21 days. The papules become
vesi cularand areaccompanied by itching. Naturd infec-
tionsare highly contagious,and multiple infectionsina
family aretherule.

Chickenpox is equally contagious among hospitdized
patients, and the Texas Department d Hedlth is con-
sulted with increasng frequency about hospitd ex-
posures. Because d the many immuno-compromised
children in hospitals today, prompt attention must be
given to strict isolation o casesand administration o
varicella-zoster immune globulin (VZIG) to exposed
patients.

Chickenpox is reported to the Texas Department o
Hedth on aweekly basisin numerictotal sby agegroup,
and a total d 11,050 case reports was received in
1982. The largest number d cases was reported in
March, April, and May.

Four deaths due to varicella occurred in Texas during
1982. These individuals ranged in age from one month
to 42 years and included three femalesand one mae.

ENCEPHALITIS

A total d 157 casesd encephalitis was reported in
Texasin 1982. Included in thesereportswere 34 cases
dueto the fallowing viruses: (Alsosee Table 1, Aseptic
Meningitis.)

Her pessimplex: Twenty-three(23)caseswereduetoin-
fectionwith herpessmplexvirus. Thecase-fatalityratio
continued to be high; twelve (52%)d the casesdied.
Eight (35%) o thecaseswerelessthan fiveyearsd age,
and hdf o thesewereless than one-month old. There-
maining casesranged in age from 8 to 85 years.

Varicella-zoster: An eight-year-old madeand a 25-year-
old femae developed encephdlitis following chicken-
pox; thefemal eal so had Hodgltin'sdisease. Theaged a
third case was not reported, but the diagnosis was
zoster encephadlitis.

Enteroviruses. For d the cases had infections with
EHO 30 virusand oneeach had EHO 11 and EHO 9.
These viruses were the most common enteroviruses
isolated in 1982 (see Asgptic Meningitis). There was
oneadult case, age 31; four caseswere 3, 10, i0, and
11 years d age, respectivey; and the age for one in-
dividua was not reported. These 9x cases were
reported between lateJulyand | ate September, thepealk
period d enteroviral activity in Texas.

Other viruses. One case, a two-year-old female, with
onsetd illnessin April had encephaliti sassociated with
an adenovirusinfection, which wasdemonstratedsero-
logicdly. A 41-year-old mde developed encephalitis
coincident with an infection with hepatitisA virus.

The cauditive agent d the 121 remaining cases was
unknown. Children under theage d pne-had the highest
incidencerate, but there were no other significant dif-
ferencesin termsof age or sex. Therewere 14 deathsfor
an overdl case-fatdity ratiod 12%.

ENTERIC INFECTIONS
Salmonellosls, Excluding Typhoid Fever

Samonelosisis an acute infecti ousdi sease commonly
manifested by agastroenteritis, with colicky abdominal
pain, fever, diarrhea lasting severa days, nausea, and
sometimesvomiting. Infection is usudly limited to the
acute gastroenteritisbut on occasion may developinto
enteric fever or rardly a focal infection. A very smdl
percentage d patients may become chronic, asymp-
tomaticcarriersfor ayear or moreafter theinitial infec-
tion. Antibiotic therapy d uncomplicated gastroenter-
itis is usudly ineffective and may both lengthen the
course d the disease (leading possibly to resistant
strains)and increasethe carrier rate.

The mode d transmission is through the ingestion o
food which has been contaminated by fecesd an in-
fected person or animal, or by theconsumption o con-
taminated raw eggs or egg products, dairy products,
meats, or' poultry. Cases have also been traced to cer-
tan ungerilized pharmaceuticals d anima origin.
Severity d the disease is related to the involved
serotype, sized inoculum,and host factors. Degthsare
uncommMon except in the very young, the very old, or the
patient with chronic disease.

In 1982, atotal d 2,506 cases & salmonellosis was
reported in Texas. The didribution d cases by



racelethnicity included 879 whites (35.1%), 673
Higpanics (26.9%), 137 blacks (5.5%), 27 (1.1%)
Asian/Pacific Idanders,5 (0.2%)American ndians, and
785 individud sfor whom a designation was not made.
More than hf d the cases occurred in children under
theage d ten (64.6%), with the largest number (629)
reported in infants under one year d age. Cases were
evenly distributed between mdesand females.

Thenumbersd casesand incidenceratesd thedisease
in representati vecountieswith populationsd 200,000
or greater are shown in Table 3. The incidence rates
attributed to individua countiesvaried throughout the
state due to differencesin reporting proceduresin a
given locale.

Table 3

Reported Cases And Incidence Rates
Of SalmonellosisAnd Shigellosis
Fo Selected CountiesIn Texas, 1982

Salmonellosis Shigellosis
County Population Cases Rate* Cases Rate*
Bexar 1,025,316 195 19.02 232 22.63
Cameron 229,139 42 18.33 89 38.84
Dallas 1,606,720 219 13.63 240 14.94
H Paso 513,302 929 19.29 97 18.90
Galveston 201,474 71 35.24 11 5.46
Harris 2,571,295 709 27.57 654 25.43
Hidalgo 311,966 37 11.86 59 18.91
Jefferson 250,901 38 15.14 15 5.98
Lubbock 216,772 51 23.53 42 19.38
Nueces 275,356 58 21.06 55 19.97
Tarrant 891,619 109 12.22 70 7.85
Travis 442,839 82 18.52 84 18.97
*per 100,000 population
Table4
Reported Salmonella Ser otypes
Texas, 1982
Serotype No. of % of
(SpeciesEnteritidis) Isolates |solates Cumulative%
typhimurium 411 19.8% 19.8%
newport 372 17.9 37.7
javiana 184 8.8 46.5
heidelberg 104 5.0 51.5
montevideo 94 4.5 56.0
agona 60 2.9 58.9
infantis 56 2.7 61.6
oranienberg 49 24 64.0
thompson 34 1.6 65.6
enteritidis 32 1.5 67.1
87 other serotypes 685 32.9 100.0
TOTAL 2081 100.0% —

*exclusved S. typhi
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Serotypesareknown for 2,081 (83%) o thetota cases
reported for 1982. Therewere 97 different Sdmondla
serotypes reported by the Bureau d Laboratoriesin
1982. The ten mog frequently isolated serotypes
accounted for 67.1% d thetotal isolations(Table4).
Asin the past, the most common serotypereported was
Sdmondla typhimurium, representing 19.8% d the
total isolations.

Shlgellosls

Shigdllosis is an acute bacteria disease characterized
by diarrhea, fever, cramps, tenesmus, nausea, and
sometimes vomiting. In severe cases, stools may con-
tain blood, mucus, and pus In Texas about hadf the
casesare caused by Shigella sonnel, and hf by S flex-
neri. Shigdlosisis primaily adisease d children, with
most dinicdly apparent infectionsoccurringin children
under 10 yearsd age. Infection in the adult isfrequently
sub-clinical ,and patients usudly recover spontaneous-
ly in about aweek. On the other hand, peoplesuffering
from manutrition and elderly debilitated persons are

especialy prone to severe diseaseand death.

In 1982, atotal d 2,173 caseswas reported in Texas.
As in previous years, cases were generdly evenly
digributed between mdes and femaes. Higpanics
accounted for the largest singleethnic group with 945
(43.5%)d the reported cases statewide. The largest
number d casesoccurred in the 1-4 year-old agegroup,
whichaccountedfor 797 cases(36.7 % d thetotal). The
numbersd casesand incidence ratesfor shigellosisin
representativecountieswith populationsd 200,000 or
greater areshown in Table 3.

Tranamissond the diseaseis by thedirect or indirect
fecd-ora route from a patient or carrier; an asymp-
tomatic or mildy symptomatic child is probably most
important in person-to-person transmisson. Food-,
water-, and milk-borne transmission may occur as a
result d direct fecd contamination. Diseese outbreaks
are common under conditions o crowding and poor
sanitation. In 1982, several outbreaks were reported
among households, and an outbreak which involved at
least 83 patients was reportedin astate institution.

L aboratory dataareavail ablefor 50.6%d thereported
cases. Fao 1982, the Buresu d L aboratories reported
the fallowing isolationsd Shigdla species. S sonnei
-619 isolates (56.3%), S flexnai - 445 isolates
(40.5%), S boydi - 32 isolates (2.9%), and S.
dysenteriae - 4 isolates (0.4%0).

HANSEN’S DIFFASE
Hansen'sdisease (Ieprosy)isa chronicinfection caused

by a dow growing acid-fast bacillus, Mycobacterium
leprae, which affects primaily nerves, skin, and the




Table5
Hansen's Disease Reported In Texas

1920~-1982
Cases Reported by Year Incidence Rate
of Onset (Cases/Mlilion/Year)

5Year TexasPopulation

Period Indigenous Imported Total In Millions .  Indigenous |mported Total
1920-24 29 1 30 4.67 1.24 0.04 1.28
1925-29 30 3 33 5.24 1.15 011 1.26
1930-34 63 6 69 5.82 2.16 0.21 2.37
1935-39 60 9 69 6.11 1.96 0.29 2.26
1940-44 62 3 65 6.41 1.93 0.09 2.03
1945-49 73 14 87 7.06 2.07 Q.40 2.46
1950-54 100 3 103 7.71 2.59 0.08 2.67
1955-59 77 11 88 8.64 1.78 0.25 2.04
1960-64 82 25 107 9.57 171 0.52 2.24
1965-69 102 34 136 10.38 1.97 0.66 2.62
1970-74 98 34 132 11.19 1.75 0.61 2.36
1975-79 82 55 137 12.00 1.37 0.92 2.29
1980-82* 35 30 65 14.57 0.80 0.69  1.49
TOTAL 893 228 1121

*Note—The low ratesfor 1980-82 reflect thedeays, often severd years, between the onsetsof

illnessesand timesd  reports.
#

mucosa d the upper respiratory tract. Worldwide it is
edimated that 15 million people have Hansen's
disease, making it an infection d mgor hedth
importance.

The recognition d Hansen's disease dates back to
biblica times, and Amauer Hansen's identification o
the becillus in 1873 makes it one d the earliest
recognized bacteria agentsd infection. Neverthel ess,
despite a long higory d recognition and study,
Hansen's diseaseremainstheleast understood d dl the
mgor infectiousdiseasesd man. A mgor impediment
tothestudy d Hansen'sdi sease has been the continued
failureto culture the organiamin vitro. It isthed owest
growingd al known pathogenicbacteria, dividing only
oncein 12-14 days. Recent studi eson theepi demiology
d Hansen's disease suggest that there is a need to
distinguishdiseasefrom infection. Sero-surveysd con-
tacts d cases indicate that asymptomatic infections
with M. leprae occur mudch morefrequently than iscom-
monly believed, whereas the development d disease
remains a rare event for which only 5% d a given

popul ation appear susceptible.

Mog casesd Hansen'sdiseasein the United Statesare
imported from areas d the world in which Hansen's
disease is endemic. However, within the continenta
United States, indigenous tranamisson d Hansen's
diseasedoes occur in two states, Texasand Louidana
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Texas leads the nation in indigenous Hansen's disease
cases. Since 1920, 1121 cases d Hansen's disease
have been reported in Texas, 893 (79.7%)d which

were indigenous (Table 5). The overdl incidence d

disease during that time has remained farly stable at

approximately two cases/year/million persons.

However,since 1960 theincidenceratesfor indigenous
cases have been dropping while those for imported

cases have been risng (Figure7). The mde to female
case ratio was 1.3 to 1. 0 those 974 infections for

which the type o disease was specified, 647 (67%)
were lepromatous, 187 (19%) were tuberculoid, and

the remaining 140 (15%)were borderlineor indetermi-
nant. Higpanicsaccounted for the mgority (65.5%)d

cases, followed by whites (24.8 %). Since1970, persons
d Addic origin have accounted for an increasing
percentaged cases (Table6). Thisis also reflected in

the risng incidence ratesfor imported cases.

Recentstudiesd leprosy in wild, Texasarmadillos cap-
tured in areas known to have indigenous human cases
have documented that the agent causng disease in
humansandarmadill osisthe same (Figure8) .Therol g, if
any, that armadillosplay in producinghumendiseasere-
mains to be determined. However, armadillos with
Hansen's disease have the lepromatous type o infec-
tion (whichin humansisconsidered the most infectious
form) and, when studied, have been found secreting
large numbersd organiamsfrom their nasd mucosas.




These studies have also determined that there is no
reliable way t o determine by physical examination if a
given armadillo isinfected.

In 1982, 30 casesof Hansen's diseasewerereportedto
the Texas Department of Health. For the second time
since 1920, imported cases (19) exceeded indigenous
cases (11), reflecting an influx of imported casesfrom

Figure8
IndigenousCasesOf Hansen's Disease
Reported In Texas, 1978-1982
By County WhereInfection Acquired

Mexico(8) and Asia(9) (Table 7). In 1980, imported T e
casesal so exceeded indigenous cases. T A s
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.é \/ Reported Casesof Hansen's Disease in Texas
5 1.0 By Race/Ethnicity and Sour ceof I nfection, 1982
- Race/Ethnicity Indigenous Imported Total
0.5 White 4(50.0%  4(50.0% 8(27.6%
/\\/\\/ Hispanic 7(58.3%  5(41.7%) 12(40.0%
ol — Asian/Pacific _ 9(100%  9(30.0%
1920 1930 1940 1950 1960 1970 1980 Islander
Year Unknown 1 1(3.3%
TOTAL 11(36.79% 19(63.3%) 30(100.0%)
Table6
Hansen's Disease Cases In Texas, 1920-82,
By Decade Of Report And Race
10-Year Asian or American
Pedod White Hispanic Black Pacificldander Indian Total
1921-30 33(56.9%) 13(22.4%) 11(19%) — 1(1.7%) 58
193140 42(30%) 91(66%) 6(4%) — — 139
1941-50 23(19.3%) 86(72.3%) 8(6.7%) 2(1.7%) — 119
1951-60 36(20.9%) 126(73.3%) 8(4.7%) 2(1.2%) — 172
1961-70  75(23.5%) 228(71.5%) 13(4.1%) 3(0.9%) — 319
1971-80 ~ 57(22.1%) 161(62.4%) 9(3.5%) 31(12%) — 258
1981-82  13(22.4%) 31(53.4%) — 14(24.1%) — 58*
279(24.8%) 736(65.5%) 55(4.9%) 52(4.6%) 1(0.1%) 1123

*One 1982 case for whom racewas not specified isnot included in the number.
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HEMOPHILUS INFLUENZAE MENINGITIS

Hemophilus influenzae type b is the mogt common
caused meningitisin children under threeyearsd age,
both in Texas and in the United States. The disease is
characterized by fever, vomiting, irritability, lethargy,
bulging fontanellesin infants, and nuchd rigidity and
severe headachesin older children and adults. Fve to
10% d al casesarefatal. Prompt diagnosisand initia
tion d appropriateantibiotictherapy arecriticai Snce
most deaths occur within the firs fev hours o
hospitalization.

Ealy in 1982, the Texas Department d Hedth began an
initiativeto encouragephysciansand other hedth pro-
fessionals to report cases & meningitisdue to H. in-
fluenzae. Sincethediagnosisd thisdiseaseisbased on
laboratory testing, hospita laboratory directors were
also contactedand encouragedto report. Thisinitiative
was successful and resulted in asignificant increasein
the number of cases reported statewide. In 1982, 439
case reports of H. influenzaemeningitiswere voluntari-
lysubmitted to the Texas Department d Hedth from82
countiesacross the state, reflectinga 99%increasein
the number d casesreported from 56 countiesin 1981.
Haure 9 illustrates the number d cases reported'by
month during 1982 compared to those reported in
1981. (Thepeak in December 1981 is due to delayed
reportingwhich resulted from thisinitiative.) Although
the overal number d caseswas much greater in 1982,
theshaped thegraphdid not changesignificantly since
thepeaks occurred in the fdl and winter months.

Becausethereportingd casesd meningitis caused by
H. influenzae is not required by law in Texas, the data
presented hereare only representatived certain areas
and not d thestateasawhole. Asin 1981, themgority
d casesoccurred in the larger metropolitan areaswith
51% d the casesreported from Ddlas, Tarrant, Travis,

Figure9
Reported Casesof Hemophilusinfluenzae
Meningitisin Texas
By Month Of Report, 1981 & 1982 Compared
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Bexar, and Harriscounties. (Thegeographi cdistribution
d casesin Texasis provided in FHgure 10.)

The age digtribution d cases in Texas was typicd d
national reports. 95% d cases occurred in children -
under four yearsd ageand 85% in children under two.
The effects d increased reporting are also evident as
theage-specificincidenceratesfor 1982 arecompared
to theratesfor 1981 (providedin Table8). Interesting
to note are the percentage increasesboth in casesand
incidenceratesin black infantsand children. Although
the number d deaths due to H. influenzae increased
57%, from 21 in 1981 to 33in 1982, theoverall case-
fatality ratio decreased, from 9.5%in 1981 to 7.5%in
1982. The33 patientswho died asaresult o H. influen-
zae meningitisincluded 11 infants under one year d

Table8

Reported Cases, I ncidence Rates, Deaths, And
Case-Fatality Ratios Of Hemophilusinfluenzae
Meningitisin Children By Race/Ethnicity,
Texas, 1982 and 1981 Compared

1982 1981
Under 1Year 1-4Years Under 1Year 1-4Years

Race/ # # # # # # # #

Ethnicity Cases Rate Deaths COFR Cases Rate Deaths OR Cas=s Rate Deaths COR Casss Rate Deaths OR
White 115 86.7 6 5.2% 89 16.2 12 13.9% 44 31.4 4 9.1% 56 8.9 5 8.9%
Hispanic 75 96.9 3 4.0 38 118 5 13.2 42 56.8 7 16.7 22 6.6 1 4.5
Black 47 151.3 2 4.3 38 287 4 10.5 17 48.4 3 17.6 13 8.4 0 —
Unknown 7 - 0 — 6 — 0 - 5 — 0 — 1 — 0 —
Total 244 101.2 11 45% 171 17.0 21 12.3% 108 433 14 13.0% 92 8.3 6 6.5%
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Figure10
Reported Cases Of Hemophilusinfluenzae
Meningitisin Texas
By County Of Residence, 1982
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age; 10 one-year-olds; 6 two-year-olds; 3 three-year-
olds; 2 four-year-olds; and one 19-year-old.

Texas casesin 1982 were fairly evenly distributed be-
tween the sexes with 52.8% maleand 46.7% female;
the sex d two individuals was not reported. The
racelethnicity o the 439 cases included 224 whites
(51.0%), 116 Hispanics(26.4%), 90 blacks(20.5%), 1
Asian(0.2%), and 8(1.8%) for whomracel ethnicity was
not indicated.

Therisk o secondary infectionsin day-carecentersisa
matter of concern to health professionals. A review of
thedataindicated thatin 1982, 62 infantsand children
reported as having H. influenzae meningitis were en-
rolledinday-carecentersatthetimed onset. However,
nomajor outbreakswerereported inday-carecentersin
Texaslast year.

Antibioticsensitivity studiesreveal ed that 46 (21 %) of
the 216 organisms tested were resistant t o ampicillin.
Only four (2%) o the 183 isolatestested wereresistant
tochloramphenicol.

Epidemiologic dataavailable on casesweremuch more
complete in 1982 than in previousyears as investiga-
tion forms were submitted to the Texas Department of
Healthon319(72.7%) cases. Thiswasarecord number
when one considers that reporting of the disease is
strictly voluntary. Asthereporting of H. influenzae men-
ingitis continues to improve, @ more accurate assess
ment df trendsin Texascan be made.
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INFLUENZA AND FLU-LIKEILLNESS

The influenza viruses produce a broad spectrum d
diseaserangingfrom mild upper respiratoryinfection to
rapidly progressive pneumonia and death. The term
"flu-like illness,” however, refersto the classic symp-
tomsd coryzafollowed within lessthanaday by fever
>101°F, malaise, headache, and myalgia. Cough may
or may not be a prominent symptom, but it does not
usually appear beforethesecond or third day of illness.

Nineteen eighty-two(1982) wasa mild year for influen-
za;only 93,736 casesd flu-likeillnesswerereportedto
the Texas Department of Health. Thiscompares with a
total of 143,955 casesin 1981. Notonly wasthetotal
number of casesin 1982 reduced, but the peak activity
occurred rather latein theinfluenzaseason. Thelargest
number d casesinasingleweek (5,939)was reported
during the week of February 21-27, 1982. The number
of deathsattributedtoinfluenzain 1982 (29)wasal so
smaller than the number recorded in 1981 (1 33).

Theinfluenzavirusescirculating in 1982 were not very
new antigenically, and this probably accounts for the
reduced morbidity and mortality observed. The pre-
dominant strain of influenza virusin 1982 wasclosely
related to Influenza B/Singapore, a virus that had cir-
culated widely in 1979. An Influenza A (HIN1) strain
related to A/England accounted f or asignificant number
of casesaswell.

LEPTOSPIROSIS

Leptospirosis is a zoonotic disease caused by lep-
tospira, d which 18serogroupsand 17 Oserotypeshave
been identified worldwide. Reservoir hosts include
domestic and wild mammals, reptiles, and amphibians.
Human cases usually follow contact with infected
animalsor withfomitesor water contaminated withthe
urine d infected animals.

Eighteen cases of leptospirosis were reported in Texas
during 1982. This is the greatest number o cases
reported during asingleyear since surveillance of the
disease began in Texas in 1951. The 100% increase
over theninecasesreportedin 1981 wasnot related to
associated-caseclusters. Instead, it most likely wasdue
to better recognition and reporting of a disease
endemic in thestate. Caseswere residents d ten coun-
ties, with Harris County reporting 5 cases, Bexar and
Brazoria counties reporting 3 cases each, and 7 other
countiesreporting asinglecaseeach (Figure11). Cases
ranged inagefrom 4t062 years, withamedian aged
32 years; 60% werein the economically active 20-60
year age group. Eleven cases were male and seven
female, with 12 reported aswhite, 4 asHispanic, and 2
as black.



Figure11

Reported Cases Of keptospirosis In Texas
By County of Residence, 1982
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Potential sourcesd infection werereportedin 17 cases
and followed traditional exposure patterns. Fifteen
cases(includingoneveterinarian)reported contact with
domestic animds (catsand dogs principaly, though 4
cases reported additional domestic anima contact on
farms, and 2 cases also reportedly had close contact
with wild mammas),3 cases(including2 with domestic
anima contact) reported svimming in stagnant water
(stock ponds),and 1 casewasarice farmer who denied
anima contact, but who could have been exposed
through contaminated water in the fields. The onecase
with no reported exposureinformation wasthewifed a
rancher and could have had mulltiple sources of poten-
tia exposureto leptospira.

No fatalities were reported, though at least two cases
werecomplicated by meningitis,which, in one case, left
the pati ent (af our-year-oldHigpanic mae) comatosefor
gx weeks before making what his physician termed a
“remarkable’ recovery. Sixteen cases were hospital-
ized. The average length o hogspital stay for the 12
patients on whom information was available was ten

days.

Because | eptospirosis was suspected at thetime o ex-
posure, theveterinarian's casewill be briefly described.
Threedaysprior to onset o symptoms, theveterinarian
examined a dog in moribund condition, suspected d

having leptospirosis. During the examination, the dog
urinated on the exam table. The veterinarian, with a
severely cut hand, cleaned Up the urine. The dog died
later that day. Three days later, the veterinarian ex-
perienced onset  nausea, headache, and severechills.
Over the next two days, the headache worsened, fever
(100-104°F) developed, and fatigue and a dull aching
pain under the ribs were noted. On the third day follow-
ing onset, and Six days after exposure, the patient was
hospitalized; he recovered and was discharged after
seven days.

MALARIA

Madaria, a parasiticdisease usudly transmitted through
thebiteof aninfective, femal eanophelinemosquito, no
longer occurs endemicdly in most temperate zone
areas; however, thediseaseisstill amgor cause d ill-
nessin many partsd thetropicsand subtropics.Mdaria
may also be transmitted by the transfusion d blood
from infected persons; congenital transmission occurs
rardly. An understanding d the various devel opmental
cyclesd and fundamental differences between thefour
species responsible for the disease — Plasmodium
faciparum, P, vivax, P. maariae, and P. ovale — is

essentia for optimal diagnosisand treatment.

Table9

DistributionOf Malaria Cases Reported in Texas
By Geographic Origin Of The Parasite, 1982

Geographic Mixed Not
Origin P.vivax P.falciparum P.malariae P.ovale Infection Specified Total

Ada 10 (4) — 1 — 4 (1) 15 (5)
Africa 3(2) 3 (3) 1(1) 1(1) 2(2) 2(1) 12(10)
Centrd America* 3 (1) 2(1) 1(1) —_ — 1 7 (3)
Haiti — 2(2) — —_ - — 2 (2)
Indonesia 2(2) —_ — — — 1(1) 3(3)
Mexico 5(3) 1 — — — — 6(4)
South America 2 — — —_ _— — 2
Southeast Asa 8 (1), — — — — 8 (1)

Totd 33 (13) 8(7) 3(2) 1(1) 2(2) 8(3) 55(28)
*ExdudingMexico

Note Numbersin parenthesesare non-immigrant cases.
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In 1982, there was a total d 55 cases d mdaia
reported in Texas, a decrease d 36.8% from the 87
cases reported in 1981. All d the 1982 cases were
acquired outside the United States: 27 cases were re-
cent immigrants or students from countries where
mdaria is endemic, and 28 cases (non-immigrants)
acquired maariawhile on busnessor vacation travel.
No casesd introduced mdaria have been reported in
Texassince 1970. This potentid exists, however, since
appropriate mosquito vectors are common in may
areasd thestate.

Smilar to 1981, cases were normdly distributed
around apeak agerange d 20-29 yearsold (24 cases).
Thirty-eight cases were mde and 17 were femae. The
magjority d caseswas due toP. vivax(33), followed by P.
falciparum (8), P. malariae (3), R avale(1), and 2 cases
were mixed infections. The specieswas not determined
for eight cases. Thegeographicorigind imported cases
is presentedin Table 9.

Ovedl, 13 d the 28 non-immigrants who acquired
madaria while traveling were not taking appropriate
chemoprophylaxis.

MENINGOCOCCAL INFECTIONS

A total d 238 systemicinfectionswith Nesseriamen-
ingitidis was reported in 1982. Meningitis and sep-
ticemiawere most often reported. Thespecificsitefrom
which the organism was recovered was available for
173 cases (73%): 85 were cultured from cerebrospina
fluid (C39)al one, 58 from blood al one, 28 from CFand
blood, and 2 from joint fluid alone.

Theserotypewasavailablefor 138 (58%) thecases
4 (2.9%wereserotypeA, 75 (54.3%)wereserotypeB,
37 (26.8% were serotype C, 13 (9.4% Wwereserotype
W135, 7 (5.1%)wereserotypeY, 1 (0.7%) wasserotype
Z, and 1 (0.7%)did not react with any d the sera.
SerotypeB hasaccountedfor themgjority d casesinthe
last four years. Although the proportion & organiams
that were serotype C decreased from the 39%oreported
in 1981, it was ill higher than the 7.7% and 5%
reported in 1980 and 1979, respectivdly. Theincrease
d serotypeC in 1981 was associated with asignificant
increasein thenumba d meningococcd infectionspar-
ticularly in Harris County. In 1982, the serotype was
availablefor 31 (54%)X the Harris County cases; 45%
d thesewereserotype C and 42% were serotypeB. In
Ddlas and Bexar counties, serotype B accounted for
70% d cases, and serotype C accounted for less then
10%.

Antibiotic sengtivity data were reported for 75 (32%0)
d theorganiams. All d the73 organismstested against
ampicillin/penicillin weresensitiveaswered| o the49
organisms tested against chloramphenicol. Only 13

organisms were tested againgt sulfa compounds; two
(15.4%) were resigtant. Ore (11.1%) d the nine
organigms tested againgt rifanpin was resigtant.
Although the actua number d resistant organismsis
smdll, these organiams represent morethan 10%d the
organiams tested againgt these agents. If thisleve o
resistanceto rifampinistruly representatived thetotal
population, it will be an important consideration in
termsd theused thisdrug asa prophylacticagent for
meningococca and Hemophilus influenzae disease.

Twenty-nine(12.2%)d thecaseswerefatal (TablelO).
The casefatdity ratio wes less than 10% only for
children between theagesd 1 and 14 years. Although
therewas nodifferencein thesex distributiond casesin
termsd morbidity (51 % femdeand 49% male), more
d thefatal caseswere mde (59%}Yhan femae (41 %).

Table 10

Reported Casesand Case-Fatality Ratios
Of Meningococcal Infections By Age Groups

In Texas, 1982
Number of Number of Case-Fatality

AgeGroup Cases Deaths Ratio

<1 44 5 11.4%
1-4 79 6 7.6
514 29 2 6.9
1544 49 8 16.3
45-64 15 5 30.0
65+ 10 3 333
Unknown 12 0 —

TOTAL 238 29 12.2%

In contrast to 1981 when therewere 15 casesin seven
families, only one family with more than one case was
reported in 1982. In this family, the two-month-old
daughter hed onsat d illness on February 28, and the
16-month-old son hed onset d illnessthree days later
on Mach 3; both children survived. Nether child
attended a day-care center. There was no information
available as to the serotypes d the organisms, anti-
biotic sengtivities, ar whether prophylaxis had been
adminigtered prior to the onset d the second case.

PLAGUE

Plague is an infection caused by the Gran negative
coccobacillus, Yeadnia pestis (formerly Pagteurdla
pestis). Although the organiam is taxonomicaly
classified within the Enterobacteriaceae, Y. pestis pro-
duces a fulminant dinical picture characterized by
buboni ¢, septicemic,and pneumonic formsd infection.
Higtorically, plague epidemics have decimated humen
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populationsand changed the coursed human events.
These epidemics were characterized by rat-to-human
transmission via the rat flea (Xenopsylla cheopis), or
humanto-human transmissionviaaerosolized droplets
froma patient with plaguepneumonia Humen plague as
it occurs presently in the United Statesdoes not follow
these classic patterns d transmission, but rather in-
volves human intruson into areas d active plague
trangmission among wildlife, usudly rodents or car-
nivores (including pets) who have been in contact with
infected rodents. During 1970-1981, 136 cases d

humen plague were reported in the United States; dll

werefrom western states. The mgjority (56.6%)d the
caseswas reported from New Mexico, the state which
now leads the nation in the number & human plague
cases.

In 1982, a 23-year-old West Texas made died from
laboratory confirmed plague. The source d his infec-
tion remains unknown, but his huntingand work-related
activities placed him in direct contact with wildlife in
areas previoudy documented to have wildlife plague
activity. Thiscaserepresentsthefirst cased indigenous
human plague confirmed in Texassince 1920, when 32
caseswith 1 8deathswerereported in theGavestonand
Beaumont areas. The 1920 cases were also the firg
casesd plague reported in Texas. In 1981, the Texas
Depatment o Hedth was dso involved with a fatal
plaguecasein a25-year-old, mderancherwhodiedina
Wes Texas hospital. The source d hisinfection was a
bobcat captured during trapping activities. Although
this patient was officidly aresident d New Mexico, he
lived within five milesd Texas, and his family's land
extended acrossthestate line.

Sylvatic (wildlife) plague is known to occur in areas
throughout West Texas, ranging from the Panhandle
down to the Mexican border. Since 1970, 31 Texas
counties have reported sylvatic plague (Figure 12).
Epizooatic plague (epidemicsd plaguein wildlife)isun-
predictableand could occur in any aread West Texas
Theseepizooti csituationsrepresent thegreatest risk o

plaguefor humans. Residentsd West Texas, especialy
those involved in hunting, trapping, or other outdoor
activities, should beawarethat they may beexposedto
plague through contact with animas. They should be
cautioned to avoid any dck animas or ther fless.
Noticeable rodent die-offsshould be reported to loca

health authoritiesin order that the possibility d plague
can beinvestigated. Personswho develop afever after
having had contact with wild animals or their fleas,
egpecially when accompanied by lymph node enlarge-
ment, should seek prompt medica attention.Physcians
seeing such patients should consider the possibility o

plague in the differential diagnosis. Plague can be
treated effectively early in the course d infection by
severa antibiotics, induding tetracycline and strep-
tomycin. The two human cases involving the Texas
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Figure 12

CountiesIn Texas Reporting Sylvatic Plague
1970-1982

Department & Hedth during 1981 and 1982 fit the
typicd pattern d human plague in the United States.
Bath were young males in contact with wild animas
from areaswhere sylvatic plague was known to occur.
Neverthd ess, plaguewas not suspected asacaused ill-
ness until either shortly before or after death.

Any suspected human cased plagueshould bereported
immediatdly to loca hedth authorities or the Texas
Depatment & Hedth so that appropriate control
measures can be ingtituted.

PSTTACOSS

Psittacosis(ornithosi s)isprimerily adiseased birdsbut
is readily transmissible to maen. The causative agent,
Chlamydia psittaci, was once thought to be transmitted
to men only by psittacine birds (parrots, parakesets,
cockatiels, etc.).Itisnow knownthat thediseaseaffects
may other speciesd birdsindudingturkeys, chickens,
ducks, pigeons, seagulls, egrets, and canaries. Persons
at particular risk d psittacosisare workersat poultry
farms or poultry processing plants, aviaries, or pet
shops.

Affected birds demonstrate varying degrees o illness
ranging from the asymptomeatic carriersto a fulminant,
rapidly fata disease. The secretionsand droppings o

infected birdsare teemingwith chlamydiaeand remain
highly infectiouseven after drying.

Therouted entry into humansis nearly dwaysthrough
inhalation o aerosolized fresh excretaor o dust from
dessicated bird droppings. Person-to-person transmis-




sionisrare but hasoccurred and may beamatter d con-
cern for hospital personnel caring for patients with
psittacosis.

The disease in man is characterized by an incubation
period of 7-14 days followed by symptoms d sore
throat, fever, myalgia, chills, malaise, weakness, non-
productive cough, photophobia, and headache. The
fever may risetoashighas 105 °Fduringthefirstweek of
illness and is often accompanied by a relative brady-
cardia. The headacheisgenerally diffuse, isfrequently
severe, and may dominatetheclinical picture. Insevere
cases, nausea, vomiting, mental confusion, delirium, or
stupor may occur.

There were eight cases of psittacosis reported to the
Texas Department d Health during 1982, with ages
ranging from seven to 66 years. Cases were widely
distributed in the state with no apparent geographic
clustering. Citiesreporting one case each were Round
Rock, Point, Killeen, Yoakum, Euless, Austin, San
Antonio, and Shiner. Three cases were parakeet
breeders, two had pet cockatiels, and oneraised racing
pigeons. All eight recovered.

RABIES IN ANIMALS

Examination for rabies was conducted on 10, 999
specimens from 54 species of animalssubmitted tothe
TexasDepartment o Health Laboratories during 1982
(Table 11). Thisresulted in 796 laboratory confirmed
casesd animal rabiesbeingreported, an increaseof 98
cases(14 %) over the698 casesreportedin 1981 There
were 148 countiesreporting oneor moreanimal rabies
casesduring 1982; thisdistribution isprovided in Figure
13.

Figurel1l3

Confirmed CasssOf Animal RabiesIn Texas
By County Of Occurrence, 1982
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Domestic animals accounted for 14. 2% d all rabies
casesin Texas in 1982, upfrom9. 9%in 1981. Dogs and
catswerethe species most often submitted for testing,
but these animals had low infection rates; 2L d the
3, 037dogsand 42 d the 3, 469catssubmitted during
1982 werepositiveforrabies. Theincidenced rabiesin
horses rose from eight casesin 1981 to 26 casesin
1982, a225% increase.

The 91 % increase in cat rabies illustrates the impor-
tance and the continuing danger of cats as potential
vectorsd human rabies. Even though statelaw requires

Table11

Number Of Specimens Examined For Rables In Texas
By Laboratory Site And Specles Of Animal, 1982

LaboratorySite Skunk Fox Bat Raccoon Dog Cat Cow Horse Other* TOTAL
Austin 1028 53 352 316 1782 2229 180 115 979 7034
SanAntonio 58 3 108 16 177 222 2 4 77 667
ElPaso 23 2 76 1 138 79 1 0 13 333
Houston 260 5 286 102 940 939 13 7 413 2965
TOTAL 1369 63 822 435 3037 3469 196 126 1482* 10999
*Other

Armadillo— 3 Coat— 16 Mole—7 Pig— 2 Shrew — 1
Bobcat — 11 Human Brain— 1 Mustelids — 75 Rabbit— 77 Wolf — 4
Coatimundi —2  Javelina— 6 Non-human Primate— 3 RingtailCat—9 Zebra— 1
Coyote— 47 LargeCat — 7 Opossum — 300 Rodents— 881  Unidentified — 2
Deer— 12 Llama — 2 Oowl—1 Sheep— 12
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annua rabies vaccination d dogs and cats, a much
lower percentaged cats than dogs are actudly vac-
cinated. This situation is unfortunate since cats are
predatory animal sand aremorelikdy to comeintocon-
tact with rabid wild animals. The increase in rabiesin
domestic animals resultsin an increased threat to the
humen population because d the animals' close prox-
imity to people.

Wild anima saccounted for 85.8% o thetotal number
o rabiescasesreportedstatewidein 1982, and sicunks
continued to be the species most often positive for
rabies. 0 the 1,369 skunks submitted for testing, 536
were positive and accounted for 67.3% d the total
anima rabiescases. Table 12 providesthe numbersand
percentagesd confirmed rabies cases by species.

FHgure 14 illustratesthe number of animal rabiescases
by month both for 1981 and 1982. The highest activity
for both yearswasreported from March through June.ln
1982, unlike 1981, there was another pesk in the
number o positivesfrom August through November.

Reported Cages Of Animal Rabies|in Texas

Figure 14

By Month Of Report, 1982-81
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Table12
L aboratory Confirmed RabiesCases In Texas
Domestic and Wild Animals

1982 and 1981

Month of Report

% OF TOTAL % OF TOTAL
NUMBER OF CASES DOMESTIC RABIESCASES
DOMESTIC ANIMALS 1982 1981 1982 1981 1982 1981
Dogs 21 12 18.6%  17.4% 26% 1.7%
Cas 42 22 37.2 31.9 53 3.2
Cows 24 27 21.2 39.1 3.0 3.9
Horses 26 8 23.0 11.6 33 1.1
Totd DomesticAnimas 113 69 100.0% 100.0% 14.2% 9.9%
% OF TOTAL % OF TOTAL
NUMBER OF CASES WILD RABIESCASES
WILD ANIMALS 1982 1981 1982 1981 1982 1981
Skunks 536 515 78.5% 81.9% 67.3% 73.8%
Bas 123 79 18.0 12.6 15.5 11.3
Foxes 13 25 1.9 4.0 1.6 3.6
Other 11 10 1.6 1.6 1.4 1.4
Tota Wild Animds 683 629 100.0% 100.1% 85.8% 90.1%
TOTAL ALL ANIMALS 796 698
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Table 13

Comparison Of Reported Characteristics Of Reye Syndrome Cases
United States, 1981-82, And Texas, 1982

UnitedStatest Texast

Total Number of Case Reports 216 29
Number Meeting the CDC Case Definition 173 (80%) 22(76%)

Age
<5 63 (36%) 15(68%)
5-14 91 (53%) 7(32%)
15-18 19 (11%) 0
Total Age Reported 173 22
Race
White (includesHispanic) 156 (93%) 19(86%)
Hispanic only 12 7
Black 9(5%) 2(9%)
Asian 3(2%) 0
Other 0 1(5%)
Total Race Reported 156 22
Sex
Male 81 (49%) 16(73%)
Female 86 (51%) 6(27%)
Total Sex Reported 167 22

Antecedent IlIness

Respiratory Symptoms 83 (63 %) 12(55%)
Chickenpox 40 (30%) 3(14%)
Diarrhea (w/o respiratory symptoms) 9(7%) 1( 5%)
Other — 4(18%)
None (noantecedent ilIness) — 2( 9%)
Total Antecedent IlIness Reported 132 22
Outcome
Died 57 (35%) 10(45%)
Survived 106 12
N o Residual Neurological Damage 97 (92%) 9(75%)
Mild Residual Neurological Damage 7(7%) 3(25%)
Severe Residual Neurological Damage 2(2%) 0
Total Outcome Reported 163 22

*United Statesdata from the “‘Reye Syndrome Surveillance Letter,"
CDC,Decmber 13,1982. Datacollectedduringtheperiod 1211181 —
10131/82.

+Texas datafrom the ‘‘Reye Syndrome Case Investigation Report™
formsonfilewith the Bureau of Epidemiology.
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REYE SYNDROME

Reye syndrome(RS),or acuteencephal opathy with fatty
degenerationd theviscera, is primarily a pediatric con-
dition. Thedinicd presentation d RSgeneraly begins
with an uncomplicatedvird illness(oftenan influenza-
like illnessor varicella) fromwhich thechild mey appear
to be recoveringwhen theonset d perdstent vomiting
occurs. Changesinsensorium arevariabl e, rangingfrom
mild irritability and disorientation to rapid develop-
ment & coma. Other sgnsd RS include risng serum
transaminase, prothrombin time, and serum ammonia
leves, fatty metamorphosis d the liver; and cerebra
edema. Dehydration, acidosis, hypotension, bleeding,
and rend inaufficiency mey also develop. Death o
severe neurologic damage can occur as a result o the
cerebral edema and increased intracranial pressure.
Ealy recognition, hospitalization,and very specidized
treatment with intensgve supportive care can reduce
neurol ogicsequel ae and death in severe cases.

Thecause(s) d RSremain unknown and nosingletest is
available to confirm the diagnosis. The current case
definition was developed by the Centers for Disease
Control (CDC) in 1980:

1) Acute noninflammatory encephal opathy with:

(@) microvesicular fatty metamorphosisd the liver
confirmed by biopsy ar autopsy, or

(b) a serum glutamic oxaloacetic transaminase
(SGOT), or aserumglutamic pyruvic transaminase
(SGPT), or a serum ammonia (NH3) greater than
three times normd;

2) < 8 leukocytes/mm3 in cerebrospinal fluid, if CF- is
obtained; and

3) No other more reasonable explanation for the
neurologic or hepatic abnormalities.

Reye syndromewasnot officidly areportablediseasein
Texasin 1982, but 29 cases were reported through an
informa surveillancenetwork d hospitd infectioncon-
trol practitioners, physicians,and public hedth nurses.
(Reye syndrome became reportablein April 1983.)

Table 13 presentsacomparisond characteristicsd RS
casesreported in Texasand the nation. Theaverageage
d cases reported in Texas is less than that & cases
reported to the CDC. Texas cases also have a higher
case-fatdity ratio than the nationa average. However,
our ratio mey be influenced by the sel ectivefollow-up
d themost severecasesd RS thoseidentified through
death certificate information. FHgure 15 shows that
Reye syndrome cases occur year-round, athough the
fewestcases occur in summer months.

Whether or not thereisany association between the use
d salicylates (aspirin) and RS remains controversial.
Pending resolution d this quedstion, the Surgeon
Generd d the United Statesand others(CDC, NIH, FDA,
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Figure 15

Reported Casesof Reye Syndromeln Texas
By Month Of Onset/Hospitalization, 1982
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American Acadamy d Pediatrics) have advised against
the u= d sdicylate-containing medications to treat
children with vird illnesses.

RICKETTSAL DISEASES
Endemic Typhus

Endamic (murine or flearborne) typhus is caused by
Rickettsa typhi, a small, obligate, intracellular coc-
cobacillus, which is usudly transmitted by the fecesd
aninfectedrat flea. Therat fleadefecateson the human
host during the feeding process. The itching associ ated
with the flea bite facilitatesthe inoculation d infected
feces into the bite site through scratching. However,
flea bites frequently go unnoticed, and over 75% o
reported cases cannot recal any flea bites prior to
becomingill.

In 1982, 41 casesd endemic typhus were reported to
the Texas Department d Hedlth. Thisrepresentsa 16%
decreasefrom the 49 casesreported in Texasin 1981.
Thecountiesd resdenced thecasesare presentedin

Figure 16

Reported Casesof Endemic Typhusin Texas
By County Of Residence, 1982




Figure 17

Reported Cases Of Endemic Typhusin Texas
By Month Of Onset, 1982
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Figure 16. Although sporadic cases occurred through-
out the state, the majority (58%) d cases resided in
South Texas.

The ages d cases ranged from 3 to 80 years, with a
median o 34 years. Twenty-three of the cases were
male, and 18 were female. Twenty-three cases were
white, 16 wereHispanic,and 2 wereblack. Themajority
o cases (56%) had onset & symptoms during the
months d April through July (Figure 17). Fever was
presentin97% d thecases, headachein 76%, and rash
in24%. Therewasonedeathduetothediseasein1982,
a4l-year-old, Hidalgo County femalewhodiedin May.

Rocky Mountain Spotted Fever

Rocky Mountain spotted fever (RMSF) is a rickettsial
infection caused by Rickettsiarickettsii. Theorganism is
primarily a parasite of ticks and is passed through un-
ending generations d ticks by transovarial transmis-
sion. Man contracts RMSF either through the bite of an
infected tick or by contamination d the skin with
crushed tissues or feces of infected ticks. In Texas, the
tick species most commonly associated with human in-
fection are the lone star tick (Amblyomma
americanum), thedogtick (Dermacentor variabilis), and
the brown dog tick (Rhipicephal ussanguineus).

Symptoms d RMSF include headache, fever, and
myalgia, followed in two to three days by a
maculopapular rash on the wristsand ankles. The rash
then progresses to involve the rest of the body often
becoming petechial or purpuric. Early antibiotic treat-
ment may prevent the appearance of the rash. Sixteen
(25%) d the casesreported in 1982 did not developa
rash.

During 1982, 64 casesd RMSFwerereported in Texas,
a42% increaseover the45 casesreported in 1981 and
thelargest number ever reported in thisstate. Thecoun-
ties d residence o al reported cases are shown in
Figure 18. Seventy percent (45)of thosecasesresided in
Public Health Regions (PHR) 5, 6, 7, and 10 which in-

cludethecentral, northeastern, and eastern counties of
thestate. Incidenceratesper 100,000 popul ationseen
inPHR 7 (1.6 cases)and PHR 10 (0.74 cases) compareto
anincidencerated 0.43 casesfor thestateasawhole.

The majority (or 78%) of the cases had onset o symp-
toms between April and August 1982. Five cases had
onset of symptomsin either January or February. None
had onset o symptoms in November or December.
There were two deaths due to the disease in 1982; a
35-year-old, DallasCounty femaledied in August, and a
78-year-old, JohnsonCounty maledied in September.

Table 14 presents the distribution of cases by sex and
agegroup. Thirty-seven caseswere male, and 27 were
female. Theagesrangedfrom 1to78years; themedian
agewas 14.5 years.

Thirty-seven cases reported a history d tick attach-
ment. Another five cases reported removing ticks with
their handsfrom pets.

Table 14
Reported Cases Of Rocky Mountain

Spotted Fever In TexasBy Sex And
Age Group, 1982

SEX <_5 5_9 10-19 20-29 30-39 40-59 601+ TOTAL
Male 310 6 7 5 4 2 37
Female 6 5 5 2 5 1 3 27
Total 9 15 11 9 10 5 5 64

Figure18

Reported Cases Of Rocky Mountain
Spotted Fever In Texas
By County Of Residence, 1982
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STREPTOCOCCAL DIFEASES

'‘Group A (beta hemoalytic) streptococci cause a variety
d diseases. The two mogt common are streptococcal
pharyngitis (strep throat) and streptococcal skin infec-
tion (impetigoor pyoderma). Lesscommon streptococ-
cd diseases indude scarlet fever, otitis media
magtoiditis, pneumonia, septicemia, and meningitis.
Rare, but serious, complications d impetigo and/or
streptococcal  pharyngitis include acute (poststrep-
tococcal) glomerulonephritis (AGN) and acute
rheumaticfever (ARF).

Strep Throat and Scarlet Fever:

Strep throat isamong themost common bacteria infec-
tionsd childhood. In older children and adults, theill-
nessischaracterized by an incubation period d two to
four days followed by the rather abrupt onset d sore
throat, fever, headache, mdai se, nausea, and vomiting.
Physicd findingsincludeinflammation d the posterior
pharynx, grayish-whiteexudatesd the pharynx or ton-
sils, and enlarged and tender anterior cervicd lymph
nodes. Thediseaseis ordinarily spread through contact
withsalivaor nasd secretionsd an infected person, but
explosive food-borne outbreaks are wdl documented
following ingestion d contaminated milk or egg pro-
ducts. Strep throat is generdly a saf-limiting illness
characterized by complete recovery in seven to ten
days, but on occasion, it may befollowed in oneto five
weeks by ARF or AGN.

Thearewere47,473 cases d streptococca sore throat
and/or scarlet fever reported to the Texas Department
d Hedthin1982. Previouspesk yearsoccurredin 1959
(46,030 cases) and in 1972 (50,274 cases). The
digtribution d cases by month in 1982 showed the
customary seasond variationwithamaximumd 6,075
casesreportedin Marchand aminimum o 1,947 cases
reported in August.

Scarlet fever (scarlatina) is a dinical syndrome which
results from infection with astrain o group A strep-
tococcuswhich elaboratesany oned at least threeim-
munologicaly distinct erythrogenic toxins. Scarlet
fever ischaracterized by an abrupt onset o fever, sore
throat, maaise, headache,.nausea, and vomiting. The
rash deved opswithin one to two daysand consistsd a
diffuse flush or erythema with superimposed elevated
red punctatelesions. Other characteristicsagnsinclude
circumoral pallor, Pastids lines in skin folds, and a
"grawberry" tongue. Thefever usudly resolvesin three
tofivedays, but it may beweeksbeforethepatientfeels
completely wdl. During convalescence, varying
degrees d desquamation are often seen. On the trunk
and limbs amdl flakesd skin areshed (*"branny’ des-
guamation) whereason thehandsand feet, thick sheets
or castsd epidermismey belost leaving pink intact skin

underneath. Scarlet fever mey be followed by thesame
sequel aeasstrep throat (i.e., ARF or AGN).

Scarlet fever cases have been talied separately from
strep throat snce mid1982. There were 354 cases d
scarlet fever reported in thesecond hdf d 1982 witha
seasonal trend smilar tothat d strep throat.

Rheumatic Fever:

Acute rheumatic fever (ARF) is generally a disease d

late childhood or adolescenceand is characterized by

inflammatory processesinvolving the joints, heart, sub-
cutaneous tissues, and central nervous system. Initid

clinica manifestationsusudly includefever and panful

swdlingd oneor morejointssuchastheknees, ebows.

ankles, or wrigts. The pain seemsto movefrom joint to
joint. Approximatdy 40-50%d children with ARF will

show dgns d carditis with heart murmur(s) not
previoudy present, cardiac enlargement, congestive
heart failure, or pericardid friction rubs. Non-tender
subcutaneous nodules neer elbows, knees, wrists, or
ankles mey occur severad weeks after onset. A non-
pruritic, nonpainful erythematous rash (erythema
marginatum) is occasionally seen on the trunk or prox-
imd extremities. In a minority o cases, the patient
experiences involuntary spasmodic incoordinated
movements d the face, head, or extremities
(Sydenham'schorea). Repesated attacksd ARFcan leed

to progressvely worse cardiac damage, producing
rheumatic heart disease.

Theincidence d ARF following strep throat infections
continues to decline in the United States. There were
only 12 casesd rheumatic fever reported to the Texas
Department d Hedth in 1982, down from 18 in 1981.
The caseswereclustered primearily during thewinter and
spring months. The casesranged from 4 to 42 yearsd

age. Nire cases were mde, and three were female.

TOXIC-SHOCK SYNDROME

In 1982, 24 Texas residents were reported to have
toxic-shock syndrome (TSS),a decrease from the 31
cases reported for 1981. Twenty-two. cases (92%)
occurred in femaesand two cases(8%)n maes. F the
24 cases, 19 (79%)were related to tampon use. TSS
symptoms began anywhere from one to sx days after
the onset & mensgtruation and tampon use. Tampon
brands reportedly used werePlaytex® , Tampax® , and
Kotex® . Staphylococcus aureus was isolated from dl
non-tampon-related casesand 89% o vagina isolates
from tampon-related cases. The five non-tampon-
related cases had S aureus isolated from a blister, a
furuncle, an abscess, the bloodstream, and the vagina.

In 1982, agesd tampon-rel atedcases ranged from 14
to34withameenaged 21 years. Agesd non-tampon-




related casesranged from8to26withameanaged 21
years. All cases were white. Two TSS deaths occurred
for a case-fatality ratio of 8%. One death was not
related to tampon use and occurred in an 8-year-old,
white femalewho had septicarthritisand S. aureus sep-
ticemia. The other TSSdeath occurred in a 34-year-old,
white female who was using tampons at the time of
onset. She developed a sudden onset d nausea,
vomiting, diarrhea, and myalgia. Attributing her symp-
tomstothe"flu," shedid not remove her tampon nor
did she seek medical care until she was severely
hypotensiveand disoriented. Death occurred four days
later.

Organ systems involved in the 24 TSS cases were:
mucous membrane (100%), gastrointestinal (88%),
muscular (83%), renal (50%), hepatic (33%), central
nervoussystem (17%), and hematol ogic(13%). Besides
theinvolvement of threeor mored theabovesystems.
thecasesal so had fever (=10 2°F), hypotension (systolic
blood pressure <90 mm Hg, syncope, or orthostatic
hypotension), and a rash with subsequent desquama-
tion.

TRAHNHBE S

Trichinosisiscaused by a helminth, Trichinellaspiralis,
which caninfect theskel etal muscleof variousdomestic
and wild mammals. The principal speciesinvolved in-
cluderats, bears, walruses, and most importantly from
the public health perspective, swine. The infection is
transmitted through the consumption d animal tissues
containing viablelarval cysts.

Raw pork isnot inspected for Trichinellacysts, in spite
o the"U.S. Inspected and Passed"' stamp. Thediseaseis
rareintheUnited Statesbecauselawsareenforced that
require: 1) a permit be obtained prior to feeding
garbage to swine, 2) heating dl garbage fed to swine
sufficiently to inactivate any Trichinella cysts, and 3)
precooking all "ready to eat" pork products, such as
summer sausage, such that ""al partsof pork tissue be
heated to a temperature not lower than 137°F
(58.3°C).” Individuals can further ensure the safety
pork they eat by freezing it (5°F or -15°C) for twenty
days prior to cooking, and/or by thorough cooking so
that the internal temperature reaches at least 137°F.
Properly cooked pork isgray in color throughout, not
pink. Newevidencesuggeststhat microwaveovensmay
notalwaysprovidetheinternal heating necessary tokill
Trichinella cysts found deep in pork muscle. Pork
cooked in amicrowave should be heated in a conven-
tional oven following microwaving toensure adequate
internal temperature (137 °F).

Two casesd trichinosiswere reported in Texasduring
1982. Both cases were physicians. While attending a
conference in Keystone, Colorado, they were among
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four personswhoate Cordon Bleu at alocal restaurant.
Subsequent investigation revealed that this Cordon
Bleu was made with pork tenderloin rather than veal,
and was heated only tothe point that cheeseinside the
meatwasmelted. Fifteentoeighteendayslater, three of
thoseeating theCordon Bleu had onset of clinical symp-
toms compatible with trichinosis: fever, headache,
myalgia, and periorbital edema. The diagnosis of
trichinosis was confirmed serologically in two cases
withBentoniteFlocculation titers(doneat CDC) positive
for trichinosis. All the casesrecovered fully.

The two 1982 cases are epidemiologically very dif-
ferent from the two cases reported in 1981, when one
casereported consuming raw meats, and the other had
previously eaten home-prepared pork obtai ned directly
from a farm. These four Texas cases demonstrate the
contrasting extremes in trichinosis exposures that
health care providers must appreciate.

TUBERAULCH S

In Texas, 2,045 cases d tuberculosis werereported in
1982, anincrease d 30(1.5%) casesover 1981. This
increase, thoughslight, interruptseight yearsd steady
declinein reported morbidity. Duetothegrowthinthe
state's population, theincidencerateremained at 13.7
casesper 100,000 population, thesameasin 1981. Six
d the metropolitan areas o Texas with populations
over 250,000 reported63.1 % of thetotal morbidity. In
1981, theseareasreported 1,160 cases, and in 1982,
1,289 cases were reported, resulting in an overall in-
crease d 11% in theseareas. Thisisbelieved to bea
result o theexceptionally largepopulation increasesin
several areas of the state. Employment conditions in
Texas, when compared to those in other statesand in
Mexico, attracted many persons, especially those in
lower socioeconomic groups, with an above-average
incidence of infection and disease. The mortality rate
from tuberculosis declined from 0.8 deaths per
100,000 populationin1981t00.7 in1982(Figurel19).

Effortst oidentify and prevent tuberculosisin preschool
children have been unsuccessful in significantly reduc-
ing theincidence of diseasein that population. During
1982, 87 childrenunder fiveyearsof agewerereported
ashavingthedisease. Theage-specificincidencerateof
sixcasesper 100,000wasabovetheestimated national
rate. Tuberculosisin thefirst few yearsof lifeindicates
that transmission has not been interrupted; almost
always, the source case is a family member or baby-
sitter. Many of the families from which the young
patients came included individuals born in countries
wheretuberculosis istill aleading caused illnessand
death. Distribution of casesby ageisshowninTable 15.

Tuberculosis is a systemic disease with diverse
manifestations. Definitive diagrniosis usually requires



Figure 19
TuberculosisMorbidity and M ortality
Per 100,000 Population
Texasand the United States, 1972-1982

30.0} —
TexasMorbidity

25.0 .
—=| US Morbidity

20.0

S .

15.0 = ===

10.0

9.0

8.0

7.0

6.0

5.0

4.0

3‘0

2.0 -
N\ ' 2 ' — Texa_s Mortality
——| U.S. Mortality

Rate Per 100,000 Population

1.0

0.9 : : ‘

0.8

0.7

0.6

0.5

0.41

0.3

0.2

0.1a

1972 1973 1974 1975 1976 1977 1978 1979 1980 1981 1982

* 1982 datafor U.S. not available Year
25




Table 15

Reported Cases Of Tuberculosis In Texas
By Race, Sex, And Hispanic Ethnicity, 1982

Amer. Indian/ Aslan/Pacific Hispanic

AgeGroup Male Female White* Black AlaskanNative Idander Only
o4 42 45 58 23 o] 6 50
5-14 38 36 56 7 0 11 47
15-24 138 87 144 43 2 36 119
25-34 190 138 196 85 1 46 127
35-44 194 81 157 84 o] 34 83
4554 240 96 225 83 2 26 98
55-64 235 65 225 62 1 12 98
65t 283 _137 317 820 2 20 143
TOTAL 1360 685 1378 467 o 191 e

*Including Hispanic

the demonstration of Mycobacterium tuberculosis in
tissuesor secretionsby microscopy and culture. During
1982, 1,645 cases were established through positive
bacteriologic examinations o sputum and smear.
Diagnosis of the remaining cases were based on chest
x-raysand other clinical evidence. Althoughthesite
disease involvement is usually the lungs, extra-
pulmonary tuberculosis representsan almost constant
12% d casesreportedannually — about 15% national-
ly. Of the2,045 cases reported in 1982, 246 were ex-
trapulmonary, and 89 casesaffected both thelungsand
other sites.

TULAREMIA

Tularemia is a zoonosis produced by a small, gram-
negative coccobacillus, Francisella tularensis. This
organism is distributed throughout the Northern
Hemisphere and has been recovered from 100 species
d wild animals, at least nine species d domestic
animals, and several blood-sucking arthropods. Man
usuallyacquirestheinfectionthroughskinningor handl-
ing infected animals (often rabbits) or through bites of
infected arthropods (usually ticks). Other sources o
transmission include animal bites, inhalation of infec-
tious aerosols, drinking contaminated water, or eating
inadequately cooked meat froman infected animal. As
f ew asten organismsmay produce infectionif they are
inhaled orenter abreak intheskin, whereasat | east 108
organismsmust beingested t o produce illness.

After an incubation period o threeto five days(range
1-1 4 days), askin papule usually devel opsat thesited
entry, followed two to four days later by an eschar-
forming ulceration accompanied by fever and lym-
phadenopathy. Thistypeof tularemiaistheulceroglan-
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dular formand accountsfor 75-85% d all cases. Other
typesincludeglandular (5-10%)withlymphadenopathy
and fever but no skin ulcer; typhoidal (5-15%) with
fever and often pneumonia, but without lym-
phadenopathy; and rarely oculoglandular or
oropharyngeal tularemia.

Thediagnosisisalmost alwaysmadeserologically by a -
four-fold rise in tularemia agglutination titers. F.
tularenis is rarely seen in gram stains of infected
material and does not grow on most ordinary media. In
addition, most laboratories are reluctant to culture F.
tularenis because d therisk d aerosol transmission to
laboratory personnel.

Figure20

Reported Cases Of Tularemialn Texas
By County Of Exposure, 1982
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Sixteen cases d tularemia were reported in Texas in
1982. Hfteen cases were confirmed serol ogically,and
F. tularens swasisolated fromtheblood d one patient.
Fourteen cases contracted thair illness within Texas
(Fgure20). Two infections were acquired outside the
state, onein Oklahomaand onein Arkansas. Heven o

the 14 casesinfected in Texascontracted thediseasein
the northeast portion d the state. Sx cases (37.5%)
were the ulceroglandular form, sx wereglandular, and

four typhoida. Two o the typhoidd cases and one
ulceroglandular cases hed associated pneumoniz.

Figure 21

Reported Cases Of Tularemia In Texas
By Month Of Onset, 1982
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Onst for dl cases occurred during June through
December (Fgure 21). The dates d onset curve is
biphasic, with peaks in july and December. Thexe
biphasic distribution patterns correlate wdl with dif-
ferent sources d exposure. All 10 cases which had
onset d illness from June through September were
associated with either tick exposure (ninecases) or a
biting fly (one case). The exposure source for the
October case is unknown. All five caseswith onsetsd
illnessin November and December wereassoci ated with
skinning animds (rabbits-3,squirrd-1, badger-1). Two
o the five cases associated with skinning animals had
thetyphoidd form d tularemia, a pattern observed in
previousyearswhich mey berelated toan increased risk
for aerosol inoculation. Fourteen caseswere male, two
werefemae. Agesranged from five monthsto 62 years.
FHvecaseswere under tenyearsd age; dl o thesecases
were associated with tick exposure. All sixteen cases
recovered.

TYPHOID BV/ER

Typhoid fever is an acute febrile disease caused by
Samonellatyphi . Ingestion d food or water contami-
nated directly or indirectly with human excretafrom a
patient with typhoid fever or fromacarrier o S. i is
the usud source d infection. A cased typhoid iscon-
firmed by theisolation of S typhi from theblood, feces,
urine, or tissues.
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Forty-two'(42)cases d typhoid fever were reported in
Texasin 1982, a number comparableto that o recent
years.In 1981, 127 caseswerereported, but80 of these
occurred asthe result & an outbreak in San Antonio.

Twenty-one cases (50%)had exposure outside d the
United Statesand areclassifiedasimported cases. Mex-
ico was the country d exposure for eleven o these
cases.

Twenty-three cases occurredin mdes and 19 casesin
females. Thecasesrangedin agefrom 1 to 69 yearswi th
ameend 20years. Eighty-onepercent were30 yearsd
age or younger. The distribution d cases by race
/ethnicity induded 11 cases (26%o)classified as white,
21 cases(50% psHigpanic, 7 cases(1 7 %) asblack,and
3 cases(7%) as Adan.

Clinicd dgnsand symptomswere noted with thefoliow-.
ing frequencies: fever-98%,; diarrhea-71%;
headache-60%; anorexia50%; and malaise-48%.
Although typhoid fever is not typicadly a seasona
disease, nineteen (45%) o the Texascaseshad onset o
symptomsin September, October, ar November.

VACCINE-PREVENTABLE DISEASES
Diphtheria

Orecase d diphtheriawas reported in Texasin 1982.
The patient, a 25-year-old, white female, recalled
receiving initid vaccinations but hed not received a
booster dose in over 20 years. This case occurred in
DdlasCounty in July.

With the advent and continued enforcement o school

and child-care immunization requirements, diphtheria
outbreaksare no longer asignificant threat in thestate.

However, the single cases d disease that are occa
siondly reported point out the need for continued
booster immunizationsthroughout life.

Meades

In 1982, 129 casesd mead eswere reported in Texas.

This was the lowest numba d meades cases ever

recorded in asingleyear in the state and represented a
decrease o 85% from the853 casesreported in 1981.

This decline in morbidity is attributed to increasing
levdlsd meades vaccination, intensified surveillance
activities, and rgpid control measuresadopted by state
and loca hedth authorities.

Age-specific attacks rates for for 1981-1982 show a
shift intheagegroups primexily affected by thedisease,
from young children to adolescents and young adults
(Tablel6).




Table 16

Age-SpecificIncidence RatesFar M easles
Texas, 1981 and 1982 Compared

1981 1982

AGE CASES/ CASES/

GROUP POPULATION #CASES 100,000 POPULATION #CASES 100,000
UNK — 18 — — _ _
<1 249,187 210 84.3 241,142 6 2.5
1-4 1,113,859 260 23.3 1,004,640 10 1.0
59 1,551,186 125 8.1 1,246,200 0 0.0
10-14 1,581,138 92 5.8 1,223,389 6 0.5
15-19 1,452,916 103 7.1 1,360,093 82 6.0
20t 8,731,294 45 0.5 9,869,029 25 0.3
TOIAL 14.679.580 853 5.8 14,944,493 129 0.9

C the 129 total cases, 103 (80%)occurred as a result
d an outbreak at Baylor University in Waco, Texas. This
outbreak affected 98 students and five personsin the
community at large. The source was a student who had
recently returned from travel to Centrd America A
smdler outbreak d eight cases occurred in Audin and
primarily aff ected school agechildren. Thesourcewasa
traveler who had recently returned from Puerto Rico.
Thus, 111 cases (86%)d the total 1982 meedes
morbidity in Texas were attributed to importations.

Mumps

Duwing 1982, a total d 255 cases d mumps was
reported in Texas, al2% increaseover the227 casesin
1981. However, since 1967 when the vaccine was in-
troduced, there has been a 98% reductionin incidence.

Mumpsis not considered agreat public hedth threat to
the genera population. Its greatest effect is on post-
pubertal individuds In 1982, 29% d the reported
caseswere 15 yearsd age and older.

It isanticipated that morbidity will continueitsdecline
during the 1980's as mumps vaccination requirements
are introduced to more students in school. By
September 1, 1990, dl studentswill have to present
proof d vaccination or a physcian-verified history d

illnessto enrall in a Texasschool.

Pertussis
The number: d pertussis cases reported to the Texas

Department o Hedthin 1982 decreased 13% from the
91 casesreported in 1981.
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Pertussismorbidity hasremained rdatively staticduring
the last ten yearswith an average d 95 cases reported
per year in Texas However, thislevd d morbidity is
withinacceptablelevdsin consderation d vaccineef-
fectiveness and the highly contagious nature of the
disease.

Recently, adverse reactions associated with the
adminigrationd pertussisvaccinehavereceived much
media attention. The American Acadamy of Pediatrics
and the Advisory Committeed Immunization Practices
continue to recommend the use d this vaccine. The
decreased pertussscasesover thepast 12 yearsisdue
in part to theadminigtration d the vaccine.

Rubella

A total d 120casesd rubdlawesreportedtotheTexas
Department d Hedth in 1982. This representsa 32%
reduction from 1982, and the lowes incidence since
rubellawasfirg officidly reported in 1966.

Since 1970, over 3.5 million dosesd rubdlavaccine
(singleantigen and combination) have been adminis-
tered in publicdinicsin Texas. Vaccination efforts dur-
ing the period 1970-1982 were responsiblefar a 99%
reduction in morbidity.

Rubdla does, ,however, still represent a threat to
femalesd childbearing age. In 1982, 20 cases (17 %)
were reported in females between 15-39 yearsof age-
However, 1982 marked thefirst year sncel1968that noO
cases of congenita rubdlasyndromewerereported.



Tet anus

Eight casesd tetanuswerereported in Texasin 1982,
the same number asin 1981, Casss occurred in South,
Central, and Eadt Texas, two cases occurred in Hidago

County and one case each in DeWitt, Jefferson, .

Nacogdoches, Nueces, Travis, and Webb counties.

Despitethewidespread used tetanusvaccinein thelast
35 years, five 62. 5%) o thecaseshed never recaeived a
tetanus immunization. Vaccinaion status o the oiher
threecaseq 37. 5% wasunknown.

Theagesd the eight casesvaried from 10 daysto 85
years. Two infantswere under sx weeksd age, onein-
dividua was 24 yearsold, and five were over 60 years
d age. The 10-day-old infant from Hidago County
developed neonatal tetanusafter being delivered by a
lay midwife. Other situationswhich led to tetanus in-
cluded cuts on extremitieswhile working in thegarden,
abligter becominggangrenousinadiabetic mae,anda
puncture wound made by a wooden gate.

O the eight tetanus cases, 50% were white, and 50%
were Higpanic. The percentage d femae and mde
cases was dmilar to the 1981 statistics: 62. 5% were
femade and 37. 5% were mde. The case-fatadlity ratio
wasidentical tothat o 1981, 37.5%. Theagesd those
who died as a result & tetanus were 62, 69, and 85
years.

VENEREAL DISEASES

In 1982, 92, 763 cases d venered diseases wee
reportedin Texas 81, 580casesd gonorrheg; 1 1, 182
cases o gyphilis and 1 case d chancroid. This
represents an ovadl incease d 1. 9% over the
previous year and reflects only the number d cases
reported in thedivilian population. An additional 2, 465
cases $ gonorrhea and 126 cases d syphilis were
reported in military personndl.

Gonor r hea

The number o cases d gonorrhea reported in Texas
decreasedfrom81, 822in 1981 to81, 850in 1982. This
representsa0. 3% decrease in the number d reported
cases, and the case rate — 545. 9 cases per 100, 000
population — declined for thefourth consecutiveyear.
In spite d this overdl decrease, 12 countiesin Texas
had incidence rates which exceeded the state rate, and
two counties (Harrisand Potter) had rates more than
twice that d thestate.

Theincidence d gonorrheacorreateswith intensity o

sexud activity and, as expected, was highest in the
younger age groups, with the pesk among 20- 24 year-
oldsd both sexes. Thecaseratereported for maeswas
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726. 8Bcomparedtoarated 370. 4for fema es. Gonor-
rhea was also reported more often in blacks than in
whites.

Pdlvic inflanmatory disease (PID) isa mgor complica-
tion d untreated gonorrheaiin women. Since 1978, the
Texas Department d Hedlth has undertaken a program
directed toward the identification d women with these
complications. Gonococcal pedvic inflammatory
disease(G/PID) resultsin significant medical problems.

It is linked with recurrent pavic infections, pregnancy,
and sterility. The economic costs associated with these
conditionsare high. The purposed theG/PID initiative
was to identify women with unrecognized G/PID and to
assist with the medica management and follow-up d

the patient and ha sexud partners. In 1982, 1, 819
casesd G/PID werereported in Texas. Thiswasa2l %

decrease from the previousyear. Among the number o

cases d gonorrhea in women, one in fifteen was
reported with G/PID. Women in the 1524 year age
group accounted for 74% d thetotal reported G/PID in
Texasin 1982.

In 1976, the firg case d penicillinase-producing
Neissria gonorrhoeae (PPNG) was reported in Texas.

Thisgtraing thegonococcus,which isresigtant totreat-
ment with penicillin, was identified only sporadically
until 1980. Duing those years, cases identified and
reportedtotheTexasDepatmentd Hedth totaled only
29. However, during 1982, there were 193 cases
reported. Thisisan increased 89% over the 102 cases
reportedin 1981. Therewas broad geographicdistribu-
tion; cases d PPNG were reported from nine d the
twelve Public Hedth Regions across the state. Thisin-

creasein case reporting pardleled an increasethat was
occurring nationwide. Increased surveillance, routine
testing for penicillin resistancein many d theaffiliated
|aboratories statewide, and intensified case investiga
tions have been responsble for the identification o

somed thesecases.

Syphilis

Syphilis was more prevaent in Texasin 1982 than in .
1981. The overdl incidence rate d 74. 8 cases per
100, 000 population was 19% greater than the 1981
rate. Infectioussyphilis(primaryand secondary stages)
increased by | 7% fromarated 36. 3to42. 4. Interms
d actua number d cases d primary and secondary
syphilis,therewere6, 338reportedin 1982 (anaverage
d 122 new casesper week);thisisthelargest number o
syphilis cases ever reported in asingle year in Texas.
Caseratesforsyphilisvaried widdy in different areasd
thestate. Some d the variation reflectsdifferencesin
cas=finding activity and availability d public clinics,
and not truedifferencesin diseaseincidence. Far exam-
ple, primary and secondary syphilis case rates among
the tweve Public Hedth Regions range from 4. 9 per



100,000in PublicHedth Region4 to 73.4 per 100,000
in Public Hedth Region 11. The number d cases o
primary and secondary syphiliscontinuesto be highest
in the mgor urban areas in Texas Over 76% d the
state's primary and secondary syphilis cases were
reportedinsx d Texas most p())pulouscountieﬁth&ee
countiescompriseonly 47% d thestate's population.

Hfty casesd congenital syphiliswerereportedin Texas
in 1982. This representsan increase & 35% over the
previousyear. O the 50 casesreported, 47 were live
births and three were Hillbirths, sx infants expired
withingx monthsd life. Among thereported cases, 22
(44%)were black, and 28 (56% Wwere Higpanic. There
were no congenital casesreported among non-Higpanic
whites. The mean age for the mothers o these infants
was 22.9 years. Twdve (24%)were in the 15-19 year
age group; only three d this group were married.
Among dl 50 mothers, 36% were married. 10%were
divorced or separated, and 54% weresingle. It isalso
significant that 28 (56%)d the 50 mothers ddivering
infants with congenital syphilis received no prenata
care.

VI RAL HEPATITIS

"Vird hepatitis* refers to an acute inflammatory
disease d theliver whoseetiology can beattributed to
oned several viruses. Therearetwo mgor typesd vird
hepatitiswhich can beidentified by serol ogic methods
and usud modesd transmission.

Hepatitis type A (infectious hepatitis, epidemic jaun-
dice, epidemic hepatitis) is transmitted via the fecal-
ord route. The disease is uaudly spread by person-to-
person contact, but food-borne and water-borne
outbreaks do occur. The age groups most commonly
infected are young children and young adults. The in-

cubation period ranges from 15 to 50 days, and the
clinical picture consists d malaise, anorexia,
gastrointestinal symptoms, and flu-like illness, fal-
lowed one to two weeks later by dark urine, light-
colored stools, and jaundice.

In contrast, hepatitis type B (serum hepatitis,
homologous srum jaundice) is transmitted via
parenteral contact with infected blood or blood pro-
ducts or via close persond contact, especialy sexual
contact. The disease is commonly seen in adol escents
and adults, with distinct population groupswho are at
increased risk of acquiring the infection. Highrisk
groups indude hedth professonds, mae homosex-
uas, patientsand staff d hemodiadysisunits, and close
persond contactsd acuteand chronic hepatitistypeB
cases. The incubation period for hepatitis type B runs
from 50-180 days, and dthough symptoms maey resem-
ble those for hepatitis type A, ther onset is more
gradual. Complicationsoccur in 10% o symptomatic
cases,; these indude chronic carrier statesin otherwise
hedlthy individuas, chronic persistent hepatitis,
chronic active hepatitis, and fulminant hepatitis.

Vird hepatitis cases are reported to the Texas Depart-
ment d Hedth under one d three classifications:
hepatitis type A, hepatitis type B, or hepatitis type
unspecified. With the advent d specific laboratory
testing for hepatitis types A and B, a new category d
vird hepatitis has emerged. Far reporting purposes,
however, the andl number d cases d non-A, nonB
hepatitis, have been incduded in the ""hepatitis type
unspecified" category. The epidemiology d non-A,
nonB hepatitisis usudly smilar to that for hepatitisB.
Non-A, nonB hepatitisis cosdy associated with post-
transfuson hepatitis; fully 80-90% d dl transfusion-
trangmitted hepatitis are attributed to non-A, nonB
hepatitis.

Table17

Reported Cases Of Viral Hepatitisin Texas
By Race/Ethnicity, 1982

Hepatitis
HepatitisA unspecified HepatitisB

Race/Ethnicity Cases Percentage Cases Percentage Cases Percentage
White 1,936 60.01% 1,158 55.92% 576 55.23%
Higpanic 905 28.05 555 26.80 175 16.78
Black 186 5.77 211 10.19 184 17.64
Asian/Pacific Idander 9 0.28 4 0.19 16 1.53
American Indian 3 0.09 1 0.05 3 0.29
Race Nat Specified 187 5.80 142 6.85 89 8.53

TOTAL 3,226 100.00% 2,071 100.00% 1,043 100.00%
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Table18

Reported Cases And Incidence RatesOf Vira Hepatitis
Far Selected Countiesin Texas, 1982

HepatitisA HepatitisUnspecified HepatitisB
County Population Cases Rate* Cases  Rater Cases Rate*
Bexar 1,025,316 248 24.19 16 1.56 34 332
Dadlas 1,606, 720 849 52. 84 265 16.49 218 13. 57
El Paso 513,302 208 40. 52 33 6.43 86 16. 75
Harris 2,571, 295 286 11. 12 511 19.87 219 8.52
Nueces 275, 356 110 39. 95 69 25.06 83 30. 14
Potter 100, 194 21 20. 96 18 17.97 17 16. 97
Tarrant 891,619 371 41.61 04 10.54 73 8.19
Tom Green 87, 655 67 76. 44 20 22.82 8 9.13
Travis 442,839 94 21.23 127 28.68 65 14. 68
Wichita 120, 209 65 54. 07 25 20.80 11 9.15
TEXAS 14, 944, 493 3, 226 21.59 2,071 13.86 1, 043 6. 98

*Rate per 100, 000 population

In 1982, the total number of viral hepatitis cases
reported to the Texas Department of Healthwas6, 340.
This represents the largest total number o hepatitis
casesever reported in Texas.

This total includes 3, 226 cases o hepatitis type A,
1, 043 cases of hepatitis type B, and 2, 071 cases of
hepatitis type unspecified. There are several reasons
that suggest that the mgjority of cases reported as
hepatitis type unspecified are actualy hepatitis A.
Serologictesting for hepatitisA isnot performed asfre-
quently as testing for hepatitis B. Moreover, the
epidemiologicanalysisdf casesof hepatitisunspecified
showsstrong similaritiesto cases o hepatitisA. Far ex-
ample, the two groups are remarkably similar with
regard to racelethnicity (Table1 7).

Theincidencerate of hepatitisAin 1982 was2 1. 59 per
100, 000population. Asin previousyears, the majority
of hepatitis A cases was reported from major
metropolitanareas (Table 18).

Casesweredistributed almost equally among malesand
fermaleswith 53.0% and 46. 9%, of casesrespectively.
Although cases of hepatitis A occurred in al age
groups, the majority o cases was reported in children
and in young adults. For cases reported among whites,
84. 6% (1638/1936) o thetotal cases occurredin per-
sonsage35 yearsor younger. AmongHispanics,8 1. 8%
(7401905) d cases occurred in personsage 24 or less.
Of the eight deaths (0. 25% of all cases) that were
reported for hepatitis A, only one case, a9!-year-old,
white female, was over the age of 50.

Day-carecenters, particularly those caring for children
under two yearsdf age, continued to be important foci
for the transmisson d hepatitis A. The Bureau o
Epidemiology investigated several day-care-associated
outbreaksin 1982. Theseinvestigationsre-emphasi zed
the need for a rapid and comprehensive public health
response when two or more children or parents o
children in aday-carecenter devel op hepatitis.

Nineteen-eighty-two( 1982) marked the first year in
which reported cases o hepatitis B topped the 1000
mark. The 1, 043 cases o hepatitis B reported con-
stituted an increase of 26. 7% over the 1981 total 'of
823 cases. The overdl incidence rate was 7.0 per
100, 00Qpopulation. Table 18 showsspecificincidence
rates & hepatitis B for selected metropolitan areas
across the state. There were 11 deaths attributed to
hepatitis B, for acase-fatality ratio of 1. 05%. Onefatal
infectionoccurred in atwo-month-old, whitemale. The
remainingten deaths occurred in adultswithan average
aged 56. 2 years. 1

Other epidemiol ogic characteristics differentiatecases
of hepatitis B from either hepatitis A or hepatitis type
unspecified. Reported cases by racelethnicity (Table
17) continued to show fewer cases in Hispanics than
would beexpected consideringthe Hispanicpopulation
in Texas. Conversdly, blacks accounted for more cases
o hepatitis B than expected. Asian/Pacific Idanders
also formasmall butsignificantgroup in Texaswhoare
at increasedrisk of hepatitisB infection. It islikely that
most of the cases reported as Asian/Pacific Idanders




were either immigrants from Southeast Asia or else
wereclosecontactsof such immigrants.

Thedistributiond hepatitisB cases by ageand sex al so
distinguishes hepatitis B from hepatitis A. Usually the
majority o casesoccursin males. In 1982, 65.6% of
hepatitis B cases were male. Hepatitis B is most com-
monly seen among adults and teenagers. Among
whites, the majority of cases (72.6%) occurred in per-
sonsage 15 to 39. Among blacks, 82.1 % of the cases
werein thisagegroup.

Nineteen-eighty-two (1982) also marked the beginning
d programsusingthenewly licensed hepatitisBvaccine
among high-risk population groups. The Texas Depart-
ment d Mental Healthand Mental Retardationinitiated
aprogramd serologicscreeningandimmunizationsfor
patientsand staff at thevarious stateschoolsin Texas.
Many hospitals are now offering the vaccine to their
employees. It ishoped that these measureswill havea
beneficial effect onthemorbidity caused by hepatitisB
in high-risk groups.
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APPENDIX




ve

TABLE |

REPORTED CASES OF SPECI FI ED NOTI FI ABLE DI SEASES, TEXAS, 1973 - 1982

51555?? 1982 1981 1980 1979 1978 1977 1976 1975 1974 1973
Rkt Kkdek wvdek sk Hfeed wnkdk | v F4:4 sk nvedek Fedetedt fdedek
AMEBIASIS 493 604 355 301 210 216 146 129 186 195
ANTHRAX 0 0 0 0 0 0 0 0 0 0
ASEPTIC MENINGITIS 785 622 432 753 405 315 312 362 228 180
BOTULISM 1 4 0 3 4 1 0 0 2 0
BRUCELLOSIS 27 45 28 28 23 33 77 29 18 36
CH! CKENPOX 11050 10824 9478 7009 6163 8222 8280 9213 7505 11034
CHOLERA 0 3 0 0 0 0 0 0 0 1
CONGENITAL RUBELLA SYNDROME 0 1 1 4 2 2 3 1 12 5
DENGUE 2 1 61 0 3 0 0 0 0 0
DIPHTHERIA 1 0 1 0 0 4 1 6 9 18
ENCEPHALITIS, [INFECTIOUS 157 91 63 59 Ly 55 35 82 301 431
GONORRHEA 2 81580 81822 80297 81828 88943 84789 82304 76486 75086 66900
HANSEN'S DISEASE 29 33 32 31 28 26 16 17 18 23
HEPATITIS, TYPE A 3226 2721 2978 3289 2696 2086 1762 2955 3818
HEPATITIS, TYPE B 1043 823 819 685 586 650 497 490 357 51893
HEPATITIS, TYPE UNSPECIFIED 2071 1608 2194 1840 1198 1064 836 573 116

INFLUENZA & FLU- LIKE ILLNESS 93736 143955 99292 86689 99394 67094 132749 92585 118847 109669
LEPTOSPIROSI1S 18 9 3 8 14 6 6 10 5 ]
MALAR 1A 55 87 115 45 33 27 16 19 9 10
MEASLES 129 851 181 670 1033 2032 265 275 212 532
MENINGOCOCCAL INFECTIONS 238 327 145 166 1hh 147 140 151 116 111
MUMPS 255 227 212 908 1527 995 1755 Loz7 3500 3786
PERTUSSIS 79 91 82 104 132 75 36 136 99 115
PLAGUE 1 0 0 0 0 0 0 0 0 0
POLIOMYELITIS. PARALYTIC 0 0 0 0 0 3 0 2 0 0
PSITTACOSIS 8 9 8 5 5 6 2 6 58 5
Q FEVER 1 0 2 2 0 1 2 2 0 1
RABIES IN ANIMALS 796 698 945 1195 556 382 329 325 383 264
RABIES IN MAN 0 0 0 1 0 0 1 0 0 0
RELAPSING FEVER 4 1 1 8 0 1 1 0 0 0
RHEUMATIC FEVER, ACUTE 12 18 15 14 25 17 29 22 33 29
ROCKY MOUNTAIN SPOTTED FEVER 64 45 31 22 28 30 29 34 18 11
RUBELLA 120 176 131 212 407 776 267 370 317 1136
SALMONELLOSIS 2173 2612 2456 2198 1199 1045 917 1110 994 1211
SHIGELLOSIS 2173 2299 2162 2299 1865 1565 1304 1447 1126 1904
ST. LOUIS ENCEPHALITIS 18 4 68 5 0 9 77 37 *% ¥k
STREP THROAT, SCARLET FEVER 47473 46072 32113 37526 29433 31595 36385 35861 43817 44613
SYPHILIS, PRIMARY & SECONDARY 2 6338 5329 3828 3154 2637 2123 2041 1579 1405 1521
TETANUS 8 8 13 17 1 16 12 16 4 10
TRICHINOSIS 2 2 6 4 2 1 2 A 4 4
TUBERCULOSI1S 2045 2015 2075 2090 2160 2326 2454 2600 2311 2224
TULAREMIA 16 23 12 11 6 1 10 19 8 8
TYPHOID FEVER L2 127 67 67 40 28 18 19 13 14
TYPHUS FEVER. ENDEMIC 41 49 61 59 33 55 58 30 12 28
TYPHUS FEVER, EPIDEMIC 0 0 0 0 0 0 0 0 0 0
VENEZUELAN EQUINE ENCEPHALITIS 0 0 0 0 0 0 0 0 0 0
WESTERN EQUINE ENCEPHALITIS Y 4 0 0 0 7 0 0 *x **
YELLOW FEVER 0 0 0 0 0 0 0 0 0 0

1. Includes arboviral encephalitides

2. Civilian cases only

3. Includes all types of viral hepatitis

** Ni reportable
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REPORTED CASES OF SPECIFIED NOTIFIABLE DISEASES PER 100,000 POPULATION, TEXAS, 1973 - 1982

TABLE 11

R WSy N . s —d = e, e - . - i, P
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S

Ky

i oo T P A B 77 e | 1o 1973
AMEBIASIS 3.30 411 2.49 2.25 1.61 1.68 1.16 1.0 1.

ANTHRAX 0.00 0.00 0.00 0.00 0.00 0.00 0.00 o.og g.gg g'gg
ASEPTIC MENINGITIS 5.25 b.24 3.04 5.63 3.10 2.45 2.48 2.9 1.90 1.52
BOTUL I SM 0.01 0.03 0.00 ©0.02 0.03 0.01 0.00 0.00 0.02 0.00
BRUCELLOS!S 0.18 0.31 0.20 0.21 0.18 0.26 0.61 0.24 0.15 0.30
CHICKENPOX 73.94 73.73 66.61 52.36 47.23 63.93 65.72 74.79 62.45 93.27
CHOLERA 0.00 0.02 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.01
CONGENITAL RUBELLA SYNDROME 0.00 0.01 0.01 0.03 0.02 0.02 0.02 0.01 0.10 0.04
DENGUE 0.01 0.01 0.43 0.00 0.02 0.00 0.00 0.00 0.00 0.00
DIPHTHERIA 0.01 0.00 0.01 0.00 0.00 0.03 0.01 0.05 0.07 0.15
ENCEPHALITIS, INFECTIOUS 1.05 0.62 0.4k 0.4b4 0.36 0.43 0.28 0.67 0.251 0.36
GONORRHEA 2 545.90 557.37 564.32 611.34 681.56 659.32 653.26 620.93 624.83 565.51
HANSEN 'S DISEASE 0.19 0.22 0.22 0.23 0.22 0.20 0.13 0.14 0.15 0.19
HEPATITIS, TYPE A 21.59 18.54 20.93 24.57 20.66 16.22 13.99 23.99 31.77

HEPATITIS, TYPE B 6.98 5.61 5.76 5.12 k.50 5.05 3.9k 3.98 2.97 43.86
HEPATITIS, TYPE UNSPECIFIED 13.86 10.95 15.42 13.75 9.18 8.27 6.64 - 4,65 0.97

INFLUENZA & FLU-LIKE ILLNESS 627.25 980.62 697.81 647.66 761.64 521.73 1053.65 751.62 988.99 927.04
LEPTOSPIROSIS 0.12 0.06 0.02 0.06 0.1 0.05 0.05 0.08 0.0k 0.01
MALAR1A 0.37 0.59 0.81 0.34 0.25 0.21 0.13 0.15 0.07 0.08
MEASLES 0.86 5.80 1.27 5.01 7.9h 15.80 2.10 2.23 1.76 4,50
MENINGOCOCCAL |NFECTIONS 1.59 2.23 1.02 1.24 1.11 1.14 1.11 1.23 0.97 0.94
MUMPS 1.71 1.55 1.49 6.78 11.70 7.74 13.93 33.10 29.13 32.00
PERTUSSIS 0.53 0.62 0.58 0.78 1.01 0.58 0.29 1.10 0.82 0.97
PLAGUE 0.01 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
POLIOMYELITIS, PARALYTIC 0.00 0.00 0.00 0.00 0.00 0.02 0.00 0.02 0.00 0.00
PSITTACOSIS 0.05 0.06 0.06 0.04 0.04 0.05 0.02" 0.05 0.48 0.04
Q FEVER 0.01 0.00 0.01 0.02 0.00 0.01 0.02 0.02 0.00 0.01
RABIES IN MAN 0.00 0.00 0.00 0.01 0.00 0.00 0.01 0.00 0.00 0.00
RELAPSING FEVER 0.03 0.01 0.01 0.06 0.00 0.01 0.01 0.00 0.00 0.00
RHEUMATIC FEVER 0.08 0.12 0.1t 0.10 0.19 0.13 0.23 0.18 0.27 0.25
ROCKY MOUNTAIN SPOTTED FEVER 0.43 0.31 0.22 0.16 0.22 0.23 0.23 0.28 0.15 0.09
RUBELLA 0.80 1.20 0.92 . 1.58 3.13 6.03 2.12 3.00 2.64 9.60
SALMONELLOSIS 16.77 17.79 17.26 16.42 9.19 8.13 7.28 9.01 8.27 10.24
SHIGELLQSIS 14 .54 15.66 15.19 17.18 14.29 12.17 10.35 11.75 9.37 16.09
ST. LOUIS ENCEPHALITIS 0.12 0.03 0.48 0.04 0.00 0.07 0.61 0.30 *k L
STREP THROAT, SCARLET FEVER 317.67 313.8k 225.69 - 280.36 225.54 245,68 288.79 291.13 364.63 377.12
SYPHILIS, PRIMARY & SECONDARY 2 42 .41 36.30 26.90 24.30 20.20 16.51 16.20 11,41 11.69° 12.86
TETANUS 0.05 0.05 0.09 0.13 0.08 0.12 0.10 0.13 0.03 0.08
TRICHINOSIS 0.01 0.01 0.0k 0.03 0.02 0.09 0.02 0.03 0.03 0.03
TUBERCULOS!S 13.68 13.73 14.58 15.61 16.55 18.08 19.48 21.11 19.23 18.80
TULAREMIA 0.1 0.16 0.08 0.08 0.05 0.09 0.08 0.15 0.07 0.07
TYPHOID FEVER 0.28 0.87 0.47 0.50 0.31 0.22 0.1k4 0.15 0.11 0.12
TYPHUS FEVER, ENDEMIC 0.27 0.33 0.43 0.44 0.25 0.43 0.46 0.24 0.10 0.24
TYPHUS FEVER, EPIDEMIC 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
VENEZUELAN EQUINE ENCEPHALITIS 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
WESTERN EQUINE ENCEPHALITIS 0.03 0.03 0.00 0.00 0.00 0.05 0.00 0.00 o *k
YELLOW FEVER ; 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Texas Population (in thousands) 14,944* 14,680 14,229 13,385 13,050 12,860 12,599 12,318 12,017 11,830

1. Includes arboviral encephalitides

2. Civilian cases only

3. Includes all types of viral hepatitis

** Not reportable
* Provisional
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TABLE 111

DEATHS FROM SELECTED NOTI FI ABLE DI SEASES AND CONDI TI ONS OF | NTEREST TO PUBLI C HEALTH?!

DISEASE/CONDITION fcDb2 1982 1981 1980 1979 1978 1977 1976 1975

AMEBIASIS 006 1 2 6 5 2 4 5 3 5 5
ASEPTIC MENINGITIS 047 i 2 2 2 0 0 5 2 1 5
BOTULISM 005.1 0 0 0 0 1 0 0 0 0 0
BRUCELLOSIS 023 0 0 0 0 0 0 1 0 2 0
CHICKENPOX 052 4 5 7 5 7 8 10 5 7 19
CHILD BATTERING & OTHER MALTREATMENT E967 25 22 15 13 26 41 28 * * *
CONGENITAL RUBELLA SYNDROME 771.0 1 0 0 0 0 1 0 4 5 2
DIPHTHERIA 032 0 0 1 0 0 1 1 0 2 0
ENCEPHALITIS, INFECTIOUS 3 ok9 12 1 16 9 12 16 12 15 15 15
GONORRHEA 098 0 0 1 1 2 1 0 2 2 1
GUILLAIN-BARRE SYNDROME 357.0 14 8 8 13 18 14 6 14 16 12
HANSEN 'S D ISEASE 030 1 0 0 0 2 1 1 0 1 1
HEPATITIS, TYPE A 070.0-070.1 10 2 8 8 33 34 42 4 52 52
HEPATITIS, TYPE B 070.2-070.3 23 19 23 14 1" 6 5 8 6 11
HEPATITIS, TYPE UNSPECIFIED 070.4-070.9 25 28 30 19 49 63 63 31 43 57
INFLUENZA 487 29 133 70 30 190 6k 567 211 110 249
LEPTOSPIROSIS 100 0 1 0 3 0 1 2 0 1 0
MALARTA 084 0 0 0 0 0 0 0 0 0 0
MEASLES 055 0 0 0 1 1 3 0 3 2 1
MENINGOCOCCAL INFECTIONS 036 26 34 24 27 37 25 20 28 22 39
MUMPS 072 0 0 0 0 1 0 2 0 0 0
MYCOBACTERIA INFECTIONS 031 8 9 8 8 6 4 2 5 7 6
PERTUSSIS 033 0 0 0 0 0 1 0 i i 1
POLIOMYELITIS. ACUTE 045 0 1 0 0 0 0 0 ] 0 1
REYE SYNDROME 331.8 7 24 17 19 *k *k *k ok *k *x
RHEUMATIC FEVER. ACUTE 390-391 1 6 2 10 5 1 i 8 12 9
ROCKY MOUNTAIN SPOTTED FEVER 082.0 0 1 0 1 0 i 0 3 2 1
RUBELLA 056 0 0 0 0 0 2 1 1 0 3
SALMONELLOS!S 003 3 8 5 2 3 3 1 5 2 5
SHIGELLOSIS 004 0 0 0 1 6 7 3 6 5 6
ST. LOUIS ENCEPHALITIS 062.3 0 0 1 0 0 0 A 3 0 0
STREP THROAT, SCARLET FEVER 034 9 0 1 2 0 b ] 2 0 1
SUDDEN INFANT DEATH SYNDROME (S1DS) 798.0 324 332 323 340 298 293 217 - 203 175 0
SYPHILIS, TOTAL 090-097 5 13 12 12 15 13 18 26 15 31
TETANUS, EXCLUDING NEONATAL 037 2 4 5 5 hu gu Ly 8s 34 64
TETANUS, NEONATAL 771.3 0 0 0 1 Ll *k *k ** ** id
TRICHINOSIS 124 0 0 0 0 0 0 0 0 0 0
TUBERCULOSIS 010-018 119 134 11 112 163 176 211 200 237 247
TULAREMIA 021 0 0 0 i 0 0 1 0 1 3
TYPHOID FEVER 002.0 0 0 1 1 0 0 0 1 0 0
TYPHUS FEVER. ENDEMIC 081.0 0 0 0 0 0 0 0 0

1. Source: Computer tabulations, Statistical Services, Bureau of Vital Statistics
2. Category numbers of the Ninth Revision of the International Classification of Diseases, adapted 1975
3. Exclusive of arboviral encephalitides
4. Includes deaths due to neonatal tetanus
Prior to 1979, neonatal tetanus deaths were included in total tetanus deaths
** Data not available
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TABLE IV
REPORTED CASES OF SELECTED NOTIFIABLE DISEASES BY MONTH OF REPORT, TEXAS, 1982
DISEASE TOTAL JAN FE8 MAR APR MAY JUNE JuLy AUG SEPT ocT NOV DEC
AMEBIASIS 493 5 12 48 18 36 108 50 47 24 71 29 45
ASEPTIC MENINGITIS 785 19 20 22 21 4o 79 91 158 104 107 45 79
BOTUL ISM 1 0 0 0 0. 0 0 0 0 0 0 0 1
BRUCELLOSIS 27 0 0 0 2 4 L 0 2 3 7 2 3
CHICKENPOX 11050 788 1404 1777 1811 2419 955 393 143 114 145 240 861
DIPHTHERIA 1 0 0 0 0 0 0 0 1 0 0 0 0
ENCEPHALITIS. INFECTIOUS! 157 1 8 9 6 15 12 16 23 26 18 7 16
GONORRHEA? 81580 6112 7210 5856 5729 6617 7276 6034 6704 9007 6457 7665 6916
HANSEN 'S DISEASE 29 0 0 0 5 3 2 7 1 6 2 1 2
HEPATITIS, TYPE A 3226 200 382 256 264 360 174 240 208 260 323 246 313
HEPATITIS, TYPE B 1043 67 79 91 77 99 87 101 73 81 115 67 106
HEPATITIS, TYPE UNSPECIFIED 2071 91 148 203 163 173 158 183 142 177 27k 152 207
LEPTOSPIROSIS 18 0 0 0 2 2 1 0 1 4 2 1 5
MALARIA 55 2 2 ) i 1h 4 8 4 6 4 i 6
MEASLES 129 1 1 2 1 2 3 1 3 1 103 9 2
MENFNGOCOCCAL INFECTIONS 238 20 29 38 34 18 15 14 13 7 9 17 2k
MUMPS 255 10 27 12 28 35 14 15 11 12 34 16 N
PERTUSSIS 79 1 7 2 7 2 6 9 13 9 9 6 8
PSITTACOSIS 8 0 0 0 0 2 i 1 2 0 1 0 1
Q FEVER 1 0 0 0 0 0 0 0 1 0 0 0 0
RHEUMATIC FEVER 12 0 0 1 2 2 0 2 0 0 0 3 2
ROCKY MOUNTAIN SPOTTED FEVER 6h 0 0 1 A 8 10 8 9 11 7 1 5
RUBELLA 120 10 8 14 9 18 12 8 6 9 12 5 9
SALMONELLOSIS 2506 138 95 85 95 165 179 243 179 325 477 292 233
SHIGELLOS!S 2173 116 11k 138 100 138 153 289 285 272 234 187 147
ST. LOUIS ENCEPHALITIS 18 0 0 0 0 0 0 0 9 6 3 0 0
STREP THROAT, SCARLET FEVER 47473 4425 6018 6075 3951 5559 2683 2828 1947 2358 3510 3274 4845
SYPHILIS. PRIMARY & SECONDARY 2 6338 448 641 384 419 415 647 507 L6 668 506 686 571
TETANUS 8 0 0 0 1 3 0 1 0 0 1 0 2
TRICHINOSIS 2 0 0 .0 0 0 0 0 0 0 2 0 0
TUBERCULOSIS 2045 142 161 198 178 188 170 188 184 214 112 147 163
TULAREMIA 16 ) 0 0 0 0 0 1 j i 3 1 6
TYPHOID FEVER 42 0 1 0 2 L 5 3 2 2 4 5 14
TYPHUS FEVER, ENDEMIC . i 0 1 1 3 > b 5 4 6
] L. L

1. Exclusive of arboviral encephalitides

2. Civilian cases only

[
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TABLE Vv

REPORTED CASES OF SELECTED NOTIFIABLE DISEASES BY AGE, TEXAS, 1982

DISEASE TOTAL <1 1-4 5-9 10-14 15-19 20-24 25-29 30-39 Lo-49 50-59 60+ UNK
wddknk ekl Yok P33 Sk Fedededest Kdekded fefesededt Kk Tl el ek Jeddk Kk
AMEBIASIS 493 1 40 50 32 23 Lk 55 93 53 28 22 42
ASEPTIC MENINGITIS 785 226 92 75 70 63 72 70 73 13 11 8 12
BRUCELLOSIS 27 0 0 3 2 1 1 3 5 5 2 5 0
CHICKENPOX 11050 236 2784 4540 720 406 1 ' 2364
DIPHTHERIA 1 0 0 0 0 0 0 1 0 0 0 0 0
ENCEPHALITIS, INFECTIOUS VIRAL 2 157 " 15 22 13 12 21 14 15 9 A 15 6
* GONORRHEA 3 81580 534 L5 L79 17935 31406 18293 10971 1806 455 137 0
HANSEN' S DISEASE 29 0 0 0 1 1 1 2 4 6 8 6 0
HEPATITIS, TYPE A 3226 9 180 506 347 357 592 511 401 123 67 76 57
HEPATITIS, TYPE B 1043 4 7 15 17 77 244 226 208 88 57 61 39
HEPATITIS, TYPE UNSPECIFIED 2071 9 98 295 192 221 364 317 247 92 63 104 69"
LEPTOSPIROSIS 18 0 1 1 2 2 1 1 3 4 1 2 0
MALARIA 55 1 1 5 L 1 13 1 1 4 1 1 2
MEASLES 129 6 10 0 6 82 24 1 0 0 0 0 0
MENINGOCOCCAL INFECTIONS 238 Ly 79 17 11 19 9 2 12 1 8 14 12
MUMPS 255 7 33 73 60 26 9 17 13 6 4 0 7
PERTUSSIS 79 53 17 2 5 0 0 0 0 0 0 0 2
PLAGUE 1 0 0 0 0 0 1 0 0 0 0 0 0
PSITTACOSIS 8 0 0 1 0 0 0 0 3 0 2 2 0
Q FEVER 1 0 0 0 0 0 0 0 1 0 0 0 0
RELPASING FEVER i 0 0 0 0 0 0 0 2 0 2 0 0
RHEUMATIC FEVER, ACUTE 12 0 1 3 2 1 1 1 1 1 0 0 1
ROCKY MOUNTAIN SPOTTED FEVER 64 0 9 15 8 3 7 2 9 3 L 4 0
RUBELLA 120 25 30 29 4 1 8 5 4 0 0 0 4
SALMONELLOS!S 2506 629 A 109 88 52 119 94 145 84 115 189 388
SHIGELLOSIS 2173 126 797 308 115 74 129 136 141 38 29 77 203
ST. LOUIS ENCEPHALITIS 18 0 0 0 0 0 2 2 h 1 5 4 0
SYPHILIS, PRIMARY & SECONDARY 3 6338 14 2 28 799 1922 1547 1464 407 136 32 0
TETANUS 8 2 0 0 0 0 1 0 0 0 0 5 0
TRICHINOSIS 2 0 0 0 0 0 0 1 1 0 0 0 0
TUBERCULOS!S 2045 87" 48 26 69 156 185 286 307 338 543 0
TULAREMIA 16 1 1 3 0 1 1 2 2 1 3 1 0
TYPHOID FEVER 42 0 8 6 2 3 6 8 5 2 1 1 0
TYPHUS FEVER, ENDEMIC I 0 1 0 2 3 6 5 4 k4 6 10 0
WESTERN EQUINE ENCEPHALITIS I 0 2 0 0 1 0 0 0 0 ) 1 0

. Civilian cases only

Hwrn—

- Includes all cases 15 years of age or older
Exclusive of arboviral encephalitides

Includes infants under one year of age
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TABLE VI
REPORTED CASES OF SELECTED NOTIFIABLE DISEASES BY PUBLIC HEALTH REGION, TEXAS, 1982
DISEASE TOTAL 1 2 3 4 5 6 7 8 9 10 11 12 MILITARY !
Flclodolel fldkk % % % % % * *% %% v Sedcdodeieded
AMEB1AS1S 493 16 9 18 6 30 195 1 137 8 2 69 1 1
ASEPTIC MENINGITIS 785 39 21 6 17 279 22 9 19 117 10 223 9 14
BRUCELLOSIS 27 0 0 2 0 2 3 5 6 5 3 1 0 0
CHICKENPOX 11050 679 186 735 1388 1072 1439 1012 1531 593 311 1221 804 79
ENCEPHALITIS, INFECTIOUS VIRALZ? 157 9 16 7 9 33 10 8 9 27 12 11 5 1
GONORRHEA 84045 1587 1397 2712 1519 |23587 6320 2904 2396 4411 3451 | 30262 1034, 2465
HANSEN S DISEASE 29 1 0 0 0 8 . 0 0 12 0 1 7 0 0
HEPATITIS, TYPE A 3226 38 77 212 217 1372 191 46 277 279 56 355 87 19
HEPATITIS, TYPE 8 1043 20 15 83 28 314 85 21 105 41 3k 2k44 15 33
HEPATITIS, TYPE UNSPECIFIED 2071 35 72 35 123" 505 194 89 231 43 34 Sk 112 54
INFLUENZA & FLU-LIKE ILLNESS 93736 6567 Lh1sg 79 | 11707 4376 | 21566 4772 [19347 6587 862 5518 1885 7055
LEPTOSPIROSIS 18 0 0 0 2 0 1 0 1 5 1 8 0 0
MEASLES 129 0 0 0 1 5 119 0 1 0 i 1 1 0
MENINGOCOCCAL INFECTIONS 238 3 2 9 6 68 28 13 16 11 11 67 3 1
MUMPS 255 8 8 20 10 39 15 8 Ly 18 12 67 3 0
PERTUSS IS 79 2 2 0 0 40 8 2 2 12 2 9 0 0
PLAGUE 1 0 1 ] 0 0 \ 0 0 0 0 0 0 0
PSITTACOSIS 8 0 0 0 0 1 3 1 2 1 0 0 0 0
Q FEVER 1 0 0 0 0 0 0 0 1 0 0 0 0 0
RELAPSING FEVER A 0 0 0 0 0 i 0 0 2 0 1 0 0
RHEUMATIC FEVER. ACUTE 12 0 0 0 2 1 0 2 2 4 1 0 0 0
ROCKY MOUNTAIN SPOTTED FEVER 64 2 1 0 4 21 5 14 3 4 5 5 0 0
RUBELLA 120 6 6 7 3 14 11 10 33 8 L i1 5 2
SALMONELLOS!S 2506 42 79 100 - 42 Lh7 193 114 303 227 87 838 16 18
SHIGELLOSIS 2173 53 51 99 21 390 140 Ly 333 252 31 736 18 5
ST. LOUIS ENCEPHALITIS 18 0 0 0 0 0 0 0 3 0 7 8 0 0
STREP THROAT, SCARLET FEVER 47473 1900 4778 189 6509 6177 4857 2967 9166 4288 622 893 2464 2663
SYPHIL 1S, PRIMARY & SECONDARY 646k 27 77 140 - 33 1801 503 319 183 335 227 2579 14 126
TETANUS 8 0 0 0 0 0 1 0 4 1 2 0 0 0
TRICHINOSIS 2 0 0 0 ] 2 0 0 0 0 0 0 0 0
TUBERCULOSIS 2045 17 14 83 47 376 127 81 218 196 57 800 29 0
TULAREMIA 16 1 0 0 0 0 1 n 2 0 0 1 0 0
TYPHOID FEVER 42 0 1 1 1 4 5 1 6 2 0 21 0 0
TYPHUS FEVER. ENDEMIC b1 1 0 0 5 1 ’ 3 24 1 1 3 0 0
WESTERN EQUINE ENCEPHALITIS 4 1 3 0 0 0 0 0 0 0 0 0 0

1 Includes mlitary installations' and VA hospitals

2. Exclusive of arbovira

encephal i tides




Texas Department of Health
Public Health Regions

and

State-Participating Local Health Departments

DaLLAM TREE|LIPSCOMB.
HARTLEY MOORE s | uEMPHLL]
OLOHAM POTTER | CARSON | GRAY |wHEELER
DEAF  swiTH | RANDALL DONLEY | COLLINGS
WORTH
PARMER | CASTRO|swisKER | BRISCOE | wALL fcHiLo-
RESS
BAILEY | LAMB [ :HALE | FLovo [woTiev Jcorrie \
IWILBARGER T
FOARD WICHITA CLAY
cocuran | HockLeY [ Luasock | crosayglforckens | xing wnox | eavior |amcwer MONTAGUE} COOKE | GRAYSON T FANNN | LAMAR . (RED RIVER
. BowiE
- ELTA
s B ; Elrirus
voawum | YERAY | Lynw | carza f xewr  [stomewan] masxecs [rumock- | vouns | sacx wise Boenvon | couini | wukr FHopuins g HES
MORTON
H
_L>cawr ]
N X ames) . wooo - | upshuR|  marion
GAINES 8ORDEN R risnengfllones | suacxer- 0 PNT] PARKER | TARRART | DaLLAS
) FORD
2aK0 HARRISOH
e sMiTH . [GREGG
- HOOD | JOHNSON | ELLIS
uarTIN  {HowaRD fmircHeLL] Nouan: APrayiLoR  [caLLananleasTianD JemaTh
ANDREWS. IOWARD : g MENDERS RUSK  / PANOLA
HLL NAVARRO
s - — BOSQUE ANDERSON  (GHEROKEI
L PasO LOVING  |wWINKLER 1-ECTOR. - luioLAND wal COKE RUNNELS | COLEMAN |EROWN SHELBY
HUDSPETH CULBERSON REESTONE
HaMILTON LIMESTONE St W
— 3
Tom: Gal WS CENNAN H
REEVES WARD CRANE | UPTON [ REAGAN GREEM uiLLs CORYEL! LEON HOUSTON 52 (o
IRION concwo FaLts anceciia N "
M CULOOY o sapallampasas g TRINITY
ELL FoBERTSON
uapISON roux § Trer
Cre oas PECOS CROCKETT . | SCHLEICHER HENARD e ———{umuer o’ e Lo
{WiILLIAMSON & RIMES| San
BRAZ0S T w
SuTToN KIMBLE PACKNTO &g
- LESON T HARGIN B
TRAVIS LEE
TERRELL GILLESPIE  fBLanco / NTGOMENY™C LIBERTY
i INGTON ALLES N ORANGE
PAESIDO BREWSTER VAL:" VEROE EOWARDS KEAR HAYS] // BASTROP
KENDAL FAYETTE ). AUSTIN HARRIS FFERSON
COMAL AL DWE |
REAL BANDERA
‘COLORADO
FT BEND.
BEXAR \GUADALUPE
KINNEY UVALDE, u:nm% ONZALES [LAVACA GALYERTO
\ WHARTON BRAZORIA
WILSON
DEWITT
Jacksom
N Al
MAVERICK 2avaLs FRIO ATASCOSA KARKES ICTORIA MATAGORDA
oLiap
<0
. U\
omMMIT LA SALLE M
MuLLen |LIVES\ eEE GO
0aK
)
wEel M/
oUVAL  [WELLS/ : %,
NUECES
—— .# Public Health Regions ;
KLEBERG
3 t P t- - t- L l I I |th ZAPATA  |uIN BROOXS XENEOY
Departmentsor Districts
,' "WILLACY
Jribaceo
CAMERDN

AssociateCommissioner for Communityand Rural Health September 1983

40



v

ARt e ¥s g

YT TSI T T T ST e,

PUBLIC HEALTH REGIONS

PUBLIC HEALTH REGION 1

Henry C. Moritz, M.D., M.P.H.

Regional Director Public Health

Texas Department of Health

P.O. Box 968, WTSU Station

Canyon, Texas 7901 6

(Location: Old Health Center Bldg.
300 Victory Drive)

806/655-7157

Tex-An 844-2801

PUBLIC HEALTH REGION 2112
C.R. Allen, Jr., M.D., M.P.H.
Regional Director Public Health
Texas Department of Health
470966th Street

Lubbock, Texas 79414
8061797-4331

Tex-Ann 842-5280

PUBLIC HEALTH REGION 3

JohnR. Bradley, M.D.

Regional Director Public Health
Texas Department d Health

P.O. Box 10736

El Paso, Texas 79997

(Location: 2300 E Yandeli, 79903)
9151533-4972

Tex-An846-8127

PUBLIC WEALTH REGION 4

MyronJ.Woltjen, M.D., M.P.H.

Regional Director Public Health

Texas Department of Health

P.O. Box 2648

Abilene, Texas 79602

(Location: 301 Oak Street, 2nd Floor
Old Courthouse) .

915/673-5231

Tex-An847-7011

PUBLIC HEALTH REGION 5

Hal J.Dewlett, M.D., M.P.H.
Regional Director Public Health
Texas Department of Health
P.O. Box 6229

Arlington, Texas 76011
(Location: 701 DirectorsDrive)
8171460-3032

Tex-An 833-9011

PUBLIC HEALTH REGION 6
Chas. R. Webb, Jr., M.D.
Regional Director Public Health
Texas Department d Health
P.O. Box 190

Temple, Texas 76503
(Location: 2408S. 37th Street)
8171778-6744

Tex-Ann 820-2201

PUBLIC HEALTH REGION 7/10
MariettaCrowder, M.D.

Regional Director Public Health
Texas Department o Health

P.O. Box 2501

Tyler, Texas 75710

(Location: 1517 West Front Street)
2141595-3585

Tex-An 830-6011

PUBLICHEALTH REGION 8

Charles B. Marshall, Jr., M.D., M.P.H.
Regional Director Public Health
Texas Department of Health

1401 S. Rangerville Road
Harlingen, Texas 78550
5121423-0130

Tex-An 820-4501

PUBLIC HEALTH REGION 9

Rodger G. Smyth, M.D., M.P.H.

Regional Director Public Health

TexasDepartment d Health

P.O. Drawer 630

Uvalde, Texas 78801

(Location: Old Memorial Hospital,
Garner Field Road)

5121278-7173

Tex-An820-4411

PUBLICHEALTH REGION 11
Nina M. Sisley, M.D., M.P.H.
Regional Director Public Health
Texas Department d Health
1110 Avenue G

Rosenberg, Texas 77471
7131342-8685

Tex-An 851-3000
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NOTIFIABLE DISEASE REPORT FOR WEEK ENDING

Leave This

Space Blank Disease Patient (Last, First, Middle Initial) Age* Sex  Racet o
Name ‘ 'REPORT AGE AT LAST
Address BIRTHDAY. IF LESS
City | THAN 1 YR. REPORT
Name BY MONTH.
Address
City +ENTER CODE AS

APPROPRIATE
Name
Address WHITE 1
City HISPANIC
Name BLACK
~ddrons AMERICAN INDIAN
o ALASKANNATIVE 4

City ASIAN or PACIFIC
Name ISLANDER 5
Address UNKNOWN 9
City CHECK FOR
Name ADDITIONAL SUPPLIES
Address
City [ J-27 (VD REPORTING)
Name O TB-15(TB REPORTING)
Address
City
Name
Address
City
Name
Address
City
Name
Address
City
Name
Address
City
Name
Address
City

REPORT BY NUMBER 'OF CASES PER AGE GROUP:

052

CHICKENPOX

<1yr.

1-4

5-9

10-14

15+

Unk.

, TEXAS DEPARTMENT OF HEALTH
BUREAU OF EPIDEMIOLOGY
1100 WEST 49th STREET
AUSTIN, TEXAS 78756-9990

REPORT BY NUMBER OF CASES:.
487 —Influenza & flu-like illness
034 — Streptococcal sore throat
034 — Scarlet fever

FORM C-15 (REV 4-83)

I FIRST CLASS
US. POSTAGE PAID
AUSTIN, TEXAS
PERMIT NUMBER 28




REPORTABLE DISEASES OF TEXAS

1R

In Texas, specific rules and regulations for the control of communicable diseases have been approved by the State Board

of Health under the legal authority vested in them by Articles 4418a, 4419, and 4477 of the Texas Revised Civil Statutes.
These include the designation of certain diseases as "‘reportable’ as well & the establishment of the mechanics for reporting
communicable diseases, control measures, and the use of quarantine procedures. The following diseases are reportable in

Texas:

Diseases to be Reported Immediately by
Telephone to the Texas Department of Health

Botulism Plague Smallpox
Cholera Poliomyelitis, Yellow fever
Diphtheria paralytic

Diseases Reportable by Name, Address, Age, Sex, and Race/Ethnicity

Acquired Immune Deficiency Syndrome

Amebiasis
Anthrax
Aseptic meningitis
Botulism
Brucellosis
Cholera
Diphtheria
Encephalitis (specify etiology)
Hansen's disease (leprosy)
Hepatitis, viral
Type A
Type B
unspecified

Leptospirosis Rocky Mountain spotted fever

Malaria Rubella

Measles Rubella congenital syndrome
Meningococcal infections Salmonellosis
Mumps Shigellosis

Pertussis Smallpox

Plague Tetanus
Poliomyelitis, paralytic Trichinosis
Psittacosis Tularemia

Q fever Typhoid fever
Rabies in man Typhus fever,
Relapsing fever endemic {(murine)
Reye Syndrome epidemic
Rheumatic fever, acute Yellow fever

Diseases Reportable by Numerical Totals

Chickenpox Streptococcal sore throat
Influenza and flu-like (including scarlet fever)
iliness

In addition to the requirements of individual case reports, any unusual or group expression of illness which may be of
public health concern should be reported to the local health authorities or the State Epidemiologist by the most
expeditious means (AC 512-458-7281 or Tex-An 824-9218), Epidemiologic investigative consultation and assistance
are available from the Texas Department of Health upon request.

If no cases occurred during the week, write ""NONE"" across the card. Upon completing your report, fold the top flap over
the bottom flap and seal and return. Your cooperation in securing these reports promptly is greatly appreciated.

NO POSTAGE
NECESSARY
IF MAILED
IN THE
UNITED STATES

BUSINESS REPLY CARD

FIRST CLASS PERMIT NO. 239 AUSTIN, TEXAS
POSTAGE WILL BE PAID BY ADDRESSEE

TEXAS DEPARTMENT OF HEALTH
BUREAU OF EPIDEMIOLOGY
1100 WEST 49th STREET

AUSTIN, TEXAS 78756-9990





