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The tubercle bacillus, the cause of tuberculosis, was
discovered in 1882 by scientist Robert Koch. His
accomplishment, rewarded with a Nobel Prize for Medicine,
paved the way for finding the cure.

Our knowledge has advanced tremendcusly since then so
that today we probably know as much as we need to about
the cause, control and cure of TB. Nevertheless it
continues to afflict people here in New York and else-
where.

The New York Lung Association and lung associations
throughout the country helped to wage the war against
this disease and brought about dramatic changes. The
battle must continue.

Tuberculosis in New York City, 1981 was prepared by the
Tuberculosis Division of the New York City Department of
Health from data which it also collected. The New York
Lung Association is pleased to publish this report as a
service to the Department of Health, the medical commu-
nity, and the people of ocur city.

Edith Ewenstein, CAE
General Director

NEW YORK LUNG ASSOCIATION

The Chnstmas Seal People
22 Flasl 40Lh Street » New York., New York 10016 # (212) 889-3370)
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Page 1, Part A, 2nd Paragraph, Line 11 - Change from 21.7 to 22.5.
llage 1, Part B, Paragraph 1, Line 9 - Change ratio fram 2:1 to 1:2.
Page 2, Table 1, 1982 TB Case Rate - Change fram 21.7 to 22.5.

Page 17, Table 8-B, Change Total New York City Rate for 1982 fram
21.7 to 22.5.

Page 17, Table 8-B, Change Total New York City Rate for 1981 from

20.0 to 22.4.
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TO THE CITIZENS OF NEW YORK CITY:

Prior to 1977 the City of New York witnessed a steady decrease in the
nuber of cases of tuberculosis; since 1977 however the number of cases has
remained stable at approximately 1,500 per annum, a rate of 22.4 per 100,00
population. Across the nation over the last 25 years there was a downward
trend in the mumber of new cases of about 5% per anmum. Owver the past year
the national trend seems to have lewvelled off at 2%, New York City, however,
instead of levelling off shows an increase in total number of cases. Good
reasons for this decline are not available. It has been suggested that
more cases are immigrating into the area e.g. new immigrants and refugees,
as this report bears out, they are not responsible for the increase. The
health districts with the largest number of cases are the same districts
that had high rates in previous years. In other words we are dealing with
a pool of infected persons who at same time in their life span break down
with disease. Most of the potential patients have lived in New York City all
their lives.

The Supervised Therapy Program which brought many patients back to
treatment and of wham over 90% completed treatment has came to an end due
to the loss of federal funds. It is hoped that some type of funding can ke
found to continue this worthwhile work. A consistent and sustained effort
is required to diminish the extent of the disease,

The Bureau of TB wants to express its gratitude to Mr. George Buynoski,
the Assistant Director and Mr. Greg Andrews, Public Health Advisor - CIC,
who left us this year. They both made valuable contributions to this program.
We wish them well.

/——_

- je Vennema, M.D.
/ Director
./ Bureau of Tuberculosis
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TUBERCULOSIS IN NEW YORK CITY, 1981

A. Newly Reported Tuberculosis Cases, 1981 (Table 1, Figure 1)

There were 1,582 new cases of tuberculosis reported in New York City in 1981,
an increase of 68 cases (4%) over 1980. The case rate increased from 19.9 in 1980,
to 22.4 per 100,000 population in 1981. The increased morbidity may reflect a
stronger surveillance effort. Tuberculosis continues to be a serious public health
problem in New York City; natiomwide, the number of cases and case rates has con-
tinued to decline. Morbidity has been increasing in large urban areas.

Since 1977, almost all cases reported are based on bacteriological evidence of
M. tuberculosis. The other cases counted are verified by histological examination,
or a cambination of a positive tuberculin test, radiological findings, clinical
evidence and recommendation for treatment with two or more anti-tuberculosis drugs.
In 1978, the nmumber of cases reported was 1,307, in 1979 the number of cases rose
significantly to 1,530, in 1980 there were 1,540 cases and in 1981 morbidity
remained high at 1,582,

In 1981, the number of cases that had "disease again" and those with disease
among the young decreased. Of the newly reported cases, 94% were confirmed by
bacteriology. The morbidity exmerienced in 1979-1981 indicates that the City has
experienced no decline in incidence.

B. Tuberculosis Mortality (Table 2, Figure 1}

In 1981 there were 150 deaths in New York City with tuberculosis as either the
primary or as one of the contributineg causes of death. This is an 11% increase in
the number of deaths fram 1980 and represents a trend for the past two vears of
increasing deaths due to tuberculosis. The death rate was 2.1 per 100,000 and
again represents an increase over 1980 (1.8 per 100,000).

There were 61 cases of tuberculosis found at the time of death. Seventy-seven
percent of the deaths occurred in the age groups over 45, and there were no tuber-
culosis deaths in the 0-19 age groun. The ratio of male to female deaths is approxi-
mately the same as the ratio for newly reported cases (2:1).

C. Newly Reported Tuberculosis Cases by Site of Disease and by
Bacteriologic Status (Table 3, Figqure 2)

In 1981, there were 1,338 pulmonary cases (85%) and 244 extrapulmonary cases
(15%) reported in New York City. Pulmonary cases increased by 54 (4%) over 1980,
and extrapulmonary cases increased by 14 (6%) over 1980. The ratio of pulmonary
to extrapulmonary cases has remained fairly stable for the past several years
(5.5:1). Among the extrapulmonary cases, the categories which experienced an in-
crease over those reported in 1980 were: lymphatic 80 (66); bone/joint 23 (11);
miliary 27 (18); peritoneal 12 (7); and other 16 (ll1). Those categories which
decreased were: pleural 41 (55); genitourinary 34 (41); and meningeal 11 (21).
Ninety-four percent of both pulmonary and extrapulmonary cases of tuberculosis
were verified by positive culdame. This represents a 9% improvement of culture veri-
fication for extrapulmonary tuberculosis. Extrapulmonary foci mostly manifest them-
selves years after the primarv has healed. In this tvpe of tuberculosis, lymphatic
and hematogenous spread sddom occurs. As a result the age distribution of extra-
pulmonary TB is different and the disease is mostly not so severe with the exception
of meningitis which however appears more cuickly after the original primary.



NEWLY REPORTED TUBERCULOSIS CASES AND RATES,

TABLE 1

DEATHS AND

RATES, NEW YORK CITY, 1960-1981
TUBERCULOS1S CASES TUBERCULOSIS DEATHS
% CHANGE % CHANGE
YEAR NUMBER RATE* NUMBER RATE NUMBER RATE* NUMBER RATE
1960 4,699 60.4 ~ = 810 10.4 - =
1961 4,360 56.0 =7 .2 -7.3 738 9.e:5 ~8.9 = -y
1962 4,437 57.0 +1.8 -1.9 740 9.5 +0.3 0
1963 4,891 62.9 +10.2 +10.4 683 8.8 =7.7 -7.4
1564 4,207 53.7 -14.0 -14.6 581 7.4 ~15:D -15.9
1965 4,242 53.3 +0.8 -0.7 592 7.4 +1.9 0
1966 3,663 45.6 +13.6 -14.4 537 Sl =043 8.5
1967 3,542 43.6 =343 -4.4 525 6.5 =22 -3.0
1968 3,224 38 .7 “9:0 -8.9 485 6.0 -7.6 -7.7
1969 2,951 36.4 ~8.5 -8.3 418 5.2 -16.0 =13.3
1870 2,590 32.8 ~12, 2 -9.9 386 4.9 -7.7 ~-5.8
1971 2,572 32.6 =0 .7 -0.6 310 3.9 ~19.7 -20.4
1572 2,275 28.8 -11.5 -11.6 331 4.2 +6.8 +7.7
1973 2,101 26.6 -7.6 ~7.86 262 B3 -20.8 -27.3
1974 2,022 25.6 -3.8 -3.8 215 2.7 -17.9 =22 .3
1975 2,151 27.2 +5.4 +6.3 208 2.6 =34 3 -3:8
1976 2,156 27.3 +0.2 +0.4 187 2.4 ~10.1 -7.7
1977 1,605 21.1 =54 6 231 175 2ud ~6.4 -4.2
1978 1,307 17.2 -18.6 = B 168 242 -4.0 -4.3
1879 1,530 20.1 +17.1 +16.9 119 1.6 -29.2 -27.3
1980 1,514 19.9 ilg i) -1.0 135 1.8 +13.4 +12.3
1981 1,582 22.4 +4.5 +12.5 150 Z2al +11.0 +16.6

* Per 100,000 Population

Note: Tuberculosils Deaths include both

contributing cause.

the primary and



FIGURE 1

RATES of NEWLY REPORTED

TUBERCULOSIS CASES and DEATHS
NEW YORK CITY, 1960 -1981
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TAHLE 2

TUBERCULOSIS CASES FOUND AT TIME OF DEATH BY AGE, RACE AND SEX, NEW YORK CITY,

1981
Total

hge All White Black Asian
Groups Races M F M F M F

0--4 Q 0 0 0 0 0 0

5-9 0 0 0 0 0 0 0
10-14 0 0 0 0 0 0 0
15-19 0 0 0 0 0 0 0
20-24 1. 1 0 0 0 0 0
25-34 6 3 1 1 1 0 0
35-44 7 I 0 4 2 0 0
45-54 11 5 0 3 3 0 0
55-64 4 1 0 2 1 0 0
65+ 32 14 10 5 1 1 1
Total 61 25 11 15 8 1 1

In a chronic infectious disease like tuberculosis, where immnity never
develops to the extent that it prevents repeated episodes of disease and which may
eventually, unless treated, lead to death it is difficult to measure the extent of
mortality and it is difficult to interpret mortality statistics. It is extremely
gratifying that no deaths occurred under the age of nineteen. In addition with im-
proved methods i.e. treatment with isoniazid and rifammin and the proper use of
prophylactic INH it is not anticimated that cohorts of children who even in the
early vears of chemotherapy still had a probability of dyina of greater than 10%,
will in fact die from tuberculosis.



NEWLY REPORTED TUBERCULOSIS CASES BY SITE OF DISEASE
AND BY BACTERIOLOGIC STATUS,

TABLE 3

NEW YORK CITY,

1981

BACTERIQOLOGIC STATUS

PREDOMINANT TOTAL POSITIVE NEGATIVE NOT
SITE CASES CULTURE SMEAR (3) DONE
(1) ONLY (2)
Pulmonary 1,338 1,257 11 12 58
Extra
Pulmonary 244 230 5 2 7
Pleural 41 40 1 0 0
Lymphatic 8O 78 0 1 1
Bone/Joint 23 22 0 0 1
Genitourinary 34 33 1 0 0
Miliary 27 20 3 1 3
Meningeal 11 10 0 0 1
Peritoneal 12 11 0 0 1
Other 16 16 0] 0 0
Total
All Sites 1,582 1,487 16 14 65

(1) Positive culture with positive, negative, unknown or
not done smear.

{(2) Histology positive or smear positive and no culture.

(3) All cultures negative or smear negative and no culture.






D. Newly Reported Tuberculosis Cases by 2ge, Race and Sex (Table 4 Figure 3)

1. 2ge

For the first time since 1976, there has been a decrease in the number of cases
reported in children under 3 years of age. Althouwh the decrease fram 1980 was only
3 cases, it is significant in that it may indicate a lessening of recent transmis-
sion of bacilli. The age group which showed the greatest increase fram 1980 to 1981
was the 35-44 age group {(+15%) and the greatest decrease was in the 10-14 age group
(~11%). The 15-19 age group had exactly the same number of cases in 1980 (42) as in
1981. The age groups 25-64 years represent 67.3% of the total morbidity in 1981, an
increase of 6% over 1980,

2. Race (Table 5)

In 1981, 46% (727) of the newly reported cases were whites; 47% (737) were
Black, and 7% (118) were Asian. This represents a 9% increase in Whites ower 1980,
a 1.5% increase in Blacks, and a 1.7% decrease in Asiama. WhileWhites experienced
increased morbidity in the 25-64 age groups, Blacks experienced an increase in the
0-9 age groups and in the above-45 age groups. This trend indicates that for
Blacks as well as Wiates, disease in 1981 was more often seen in the elderly and
suggests that more transmission of bacilli occurs among Blacks.

3. Bex

The overall ratio of male to female cases was approximately 2:1 in 1981.
This ratio varies for different age groups. For the ages 0-24 years, the number
of male and female cases was just about equal; for the age groups 25-44 years, the
ratio was 2:1 (male to female); for the age groups 45-64 years, males substantially
outnunbered females (3:1); and again males above-65 years of age outnunmbered females.

Where tuberculosis services have been well established and where qood statistics
are available the trend over the past two decades has been for the morbidity and
mortality figures to decline especiallyv in the vounger age grouns, with persistence
in the elderly. The latter persistence is greater in males than females. This
trend; however, is not obvious in New York City despite the availability of good
therapeutic and preventive measures. Changes in the distribution of cases and deaths
has an important influence on the organization of tuberculosis services. The prasence
of a camparatively high number of unknown infectious persors ir the hicher age groups
is a danger to the non-infected children and delavs progress towards the eventual
eradication of the disease. It is also possible that drug rzsistant infectious.-
ness due to inadecuate treatment is a contributorv factor to the occurrence
of disease amongst the vounger age growns although to what extent we don't know at this
moment. In addition it is possible that the lack of decline in the rates and the

absence of change in the age distribution of the disease incidence is due to the
existence of so-calleé harvd-core unknown infectiovrs cases which mav be
increasingly hard to find.



FIGURE 3

NEWLY REPORTED TUBERCULOSIS CASES
BY AGE AND SEX ,NEW YORK CITY, 1981
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TABLE 4

NEWLY REPORTED TUBERCULOSIS CASES BY AGE, RACE, AND SEX
NEW YORK CITY, 1981

TOTAL WHITE* BLACK** ASTAN
AGE GROUPS ALL RACES M F M F M F

# %
0-4 years 34 2.1 2 B 15 9 0 0
5-9 years 16 1.0 3 4 5 4 0 0
10-14 years 16 1.0 6 2 4 4 0 0
15~19 years 42 2.7 7 5 9 1o 2 3
20~-24 years 93 5.9 20 13 22 30 2 6
25-34 years 289 18.3 60 36 103 63 18 9
35-44 years 280 17.7 78 37 105 45 8 7
45-54 years 261 16.4 g9t 29 93 34 16 1
55-64 years 234 14.9 87 42 71 19 12 3
65+ years 317 20.0 112 87 58 28 19 12
TOTALS 1582 100 464 263 485 252 77 41

* Includes White Hispanics.

** Tncludes Black Hispanics.

* Includes One American Indian.

If one were to plot the fiqures of Table 4 on a curve it would became
apparent that the age distribution for 3lack patients lies considerably higher
than the curve for Whites in the age groups under 45. From this age on
the curves are about the same. The Tlack curve is at its highest around
age 25, the White curve at age 65 and above. The Black curve is slightly
bimodal at age 30 and age 40. The White curve has only one peak at age 65
and above. This would support the conclusion that considerably more trans-
mission is occurring amongst Blacks than Whites.



TABLE 5

NEWLY REPORTED TUBERCULOSIS CASES, WHITE vs NON-WHITE RACIAL
GROUPS, NEW YORK CITY, 1981

YEAR TOTAL CASES WHITE* NON-WHITE**
1960 4,699 2,896 1,803
1961 4,360 2,588 1. 7T
1962 4,437 2,578 1,859
1963 4,891 2,705 2,186
1964 4,207 2,283 1,924
1965 4,242 2,211 2,031
1966 3,663 1,853 1,810
1967 3,542 1,802 1,740
1968 3,224 1,614 1,610
1969 2,951 1,354 1,597
1970 2,590 1,130 1,460
1971 2,572 879 1,693
1972 2,275 925 1,350
1973 2,101 831 1,276
1974 2,022 843 1,179
1975 2,151 872 1,279
1976 2,156 840 1,316
1977 1,605 771 834
1978 1,307 641 666
1979 1,530 702 828
1980 1,514 668 846
1981 1,582 726 856

Persons having origins in any of the original peoples of
Europe, North Africa, or the Middle East.

** Persons having origins in any of the black racial groups
of Africa and origins in any of the original peoples of
the Far East, Southeast Asia, the Indian sSubcontinent, or
the Pacific Islands

The newly reported cases have shown a decline over the years excent

since 1977. Over the last five years there has been no appreciable de-
cline in the annual incidence for both cases. Unfortunately there are

no reliable fiqures available for the prevalence of infection for the
same period hence we have no idea of what the annual decline was. Ac-
tually the question whether or not tuberculosis has been declining in

New York City since 1960 can't be answered with certainty. Other Western
countries and other cities in the U.5.A. show an annual decline ot 5% or
more. The general enviromment of the city allows the tubercle bacilli

to survive in their human host.
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E. Newly Reported Tuberculosis Cases with Disease Again (Reactivation)
Tables 6,7

Patients who were previously treated for tuberculosis are counted as new
cases if they have not been under medical supervision for 12 or more months and
are diagnosed again with tuberculosis. The new diagnosis is confirmed by
bacteriological findings and recent chest x-rays campatible with active tuber-
culosis.

In 1981, there were 121 cases with reactivated tuberculosis, a 10% decrease
fran 1980. This represents a 1% decline in the percentage of total morbidity from
1980 (9%) to 1981 (8%). All cases were over the age of 20 and 35% were under the
age of 45, campared to 40% in 1980, while males in the 55-64 age group experienced
the largest increase in the number of cases (+8) over 1980 and black females showed
the greatest decline in all age groups over 25 years (-15). The age group of 35-44
years, for all races, had a decrease of 12 cases fram 1980.

The number of cases of "tuberculosis again" increased marginally in the Bronx
and Richmond, and decreased in Kings County, Queens and Manhattan from 1980 to
1981. The proportion of "tuberculosis again" to all new cases reported in 1981 has
remained stable in all boroughs except Richmond, where due to the small number of
cases the difference is not thought to be significant.

The treatment regimens available today should cure practically all patients.
No patient should reactivate, yet results with good drug regimens are disappointing.
The most cammon reasons for these unsatisfactory results are internmption of treat-
ment and premature termination of treatment. As indicated elsewliere in thas report
and as witnessed in many other city and national programs, same 40% of patients do not
take prescribed drugs for the required period of time. Reasons for defaulting
are ignorance on the part of the patient of the need to ingest medication for a laong
period of time. The patient firmly believes that when the symptoms have subsided
and he/she is feeling well again that medications are no longer necessary. He/she
does not accept the fact that they are in danger even after being told. Side effects
when they appear may give the impression that he/she is getting the wrong treatment.
The patient is frequently not properly instructed about his/her disease or is dissatisfied
with the medical services that are being provided. Inadequate regimens and primary
drug resistance are of minor importance in considering reactivations.



TABLE 6

NEWLY REPORTED TUBERCULOSIS CASES WITH DISEASE AGAIN (REACTIVATIONS)
BY AGE, RACE, AND SEX, NEW YORK CITY, 1981

WHITE BLACK ASIAN
AGE GROUPS TOTAL CASES M F M F M F
0-4 years 0 0 0 0 0 0 0
5-8 years 0 0 0 0 0 0 0
10-14 years 0 0 0 0 0 0 0
15~-19 years 0 0 0 0 Q 0 0
20-24 years 7 0 0 2 0 0 0
25-34 years 20 L 3 9 7 0 0
35-44 years 20 3 1 11 3 2 0
45-54 years 32 13 3 15 1 0 0
55-64 years 26 14 3 8 0 1; 0
65+ years 21 8 7 3 1 2 0
Totals 121 39 17 48 12 5 0

TABLE 7

NEWLY REPORTED TUBERCULOSIS CASES WITH DISEASE AGAIN
BY QOUNTY OF RESIDENCE, NEW YORK CITY, 197

CQOUNTY OF NUMBER OF TB AGATIN PERCENT OF TOTAL
RESIDENCE CASES TB AGAIN CASES

1981 1980 1981 1980
New York 47 53 39 39
Kings 36 46 30 34
Cueens lé 17 13 13
Bronx 1% 17 16 13
Richmond 3 2 2 1

TOTAL N.Y.C. 121 135 100 100
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Newly Feported Tuberculosis Cases with Place of Birth Outside the United States

of the 1,582 cases reported in New York City in 1981, information relative
to the place of origin showed that 460 were born cutside the United States. One
hundred sixty-nine resided in New York for more than 5 years. Ninety-seven resided
in New York for less than 5 years. Fifty-five of the latter arrived in the last
2 years. For the purposes of this analysis, those who were born in Puerto Rico
were considered foreign-born. There were 117 cases born in Puerto Rico, the
country with the greatest number of cases reported in 198l. With the exception
of the Borough of Queens, in all Borouwghs the greatest number of foreign-born
cases came from Puerto Rico.

Every county demonstrated a different morbidity pattern by place of birth.
In Kings County, the second highest number of cases came from Haiti (28); New York
County had 25 cases fram the Dominican Republic; in the Bronx, the second highest
nurber came from Jamaica (4); Riclmond County had 7 cases who were foreign-born,
with 2 each from India, Puerto Rico and Ireland and 1 from China; in Queens County,
the second highest number came from Puerto Rico (7), the greatest number came from
Korea (8).

Fifteen percent of the newly reported cases were born in Europe; 25% were bomm in
Puerto Rioco and 22% were from other Spanish-speaking countries; 11% were from non-
Spanish-speaking Caribbean countries; 23% from Southeast Asia and other parts of
Asia; less than 2% came from Africa. If Puerto Rico were combined with the other
Spanish-speaking countries, they would account for 47% of the newly reported cases
born outside the United States for 1981 (218).

The possibility of infection being introduced by immigrants fraom countries
where there is a high incidence of the disease is frequently cited to be a serious
problem. Fifty-five cases had been here less than two years; presumablv thev feall 111
shortly after arrival.

It is not unusual for people to brealk down with TB after a stressful experience
such as immigration. Foreign-born nationals constituted 460 cases (29%) of the
total morbidity of the City of whom 97 acouired or broke down with tuberculosis
in the first five years of their stay. It i$ estimated that foreign-born residents
form 33% of the New York City population (1870 census), it therefore stands to
reason that a large proportion of cases will occur amongst them. The only satis-
factory method of control would be based on chest radiography at or before the
time of arrivalinto the country and perhaps further examination of certain natiocnality
groups after arrival.
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County of Residence

New York
Kings
ueens
Bronx

Richmond

County of Re<ileroe of Porerm borm

¢ of Foreign Born Cases

145

149

98

61

7

460

Cases by Country of Birth

Country
Puerto Rico*
China

Haiti
Dominican Republic
Korea
Phillipines
Ecuador
India

Ttaly

Peru

Soviet Union
All Others**

TOTAL FOREIGN BORN

# of Cases

117
40
37
34
14
14
13
12
12
10
10

147

460

COMTTRY O BIRTH NOT SPECIFIED OR NATIVE BORN 1122

TOTAL CASES, 1931

*Although not a country, counted as foreign borm
**These countries had less than 10 cases each

1582

Percent
32%
32%
21%
13%

2%

100%



