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HIGHLIGHTS

In 1998, 1,558 new cases of tuberculosis were reported in New York City, a 9.9% decrease from the 1,730 cases
reported 1n 1997 and a 59.1% decrease from the 3,811 cases reported in 1992, the peak of the current epideruc. New
York Cuty's tuberculosis rate in 1998 was 21.3 cases per 100,000 persons, compared with 23.6 m 1997 and 52.0 in 1992.

Despite recent progress, New York City’s 1998 tuberculosis rate is still more than three nmes the national rate of 6.8
per 100,000, and 1s higher than any other junisdiction reporting more than 1,000 cases. The ciry's rate remams far
above the national goal established for tuberculosis control by the year 2000, of 3.5 cases per 100,000 persons.

In 1998, 38 of New York Ciry's ruberculosis patients had strains of Mycobacterium wiberculosis that were resistant to at
least soruaznd and rifampin (the two most important medications available to treat tuberculosis), a 32.1% decrease
from the 56 cases reported 1n 1997 and a 91.4% decrease from the 441 cases reported 1n 1992.

Dhrectly observed therapy (DOT) and intensive case management continue to result in high rares of completion of
therapy: of the cohort of patients diagnosed 1n 1997, who remained alive to complete rreatment and did not move
out of New York City, 1,327 (94.0%) have completed treatment. The index of completion mcreases to 95.4% if
patents with multdrug-resistant tuberculosis, who require exrended therapy, are excluded from the calculation.

Improved case management and infection control procedures have reduced transmission of infectious tuberculosis
and led to decreases in the diagnosis of acuve tuberculosis in semings where it was flourishing in 1992: homeless shel-
ters, prisons and hospitals. As the epidemic has been brought under better control ameng persons bom in the Unuted
States, an increase has been observed in the proporuon of total cases which are foreign-born. The trend toward a pre-
dominance of foreign-born cases has continued 1n 1998: 846 of 1998 cases were foreign-bomn (34.7%) and 700
U.S.-bom (45.3%). In contrast, in 1992, only 17.7% of tuberculosis cases diagnosed in New York City were foreign-
bomn. The increasing proportion of foreign-born cases may be at least in part responsible for the shght increase 1n the
number of cases reported 1n the borough of Queens, and an increase in the number of cases aged 20 through 24 years.

The proponion of total « s~ that are infected with the human immunodeficiency virus (HIV) contunued ro decrease
i 1995 340 (22.2%) ot 199 cases were known o be HIV posiave, compared with 448 (23.9%) of 1997 cases.

T+ reduce the burden of tuberculoas on future generations of New Yorkers, the Department of Health and the medical
community must place greater emphasis on ensuring that persans infected with Mycobacterium tuberculosis complete a
course of treatment for latent infection, especially if they are recently infected contacts to active cases or otherwise at
high nisk of progresston to active disease. In 1997, 12,615 individuals started taking treatment for latent rubetculosis

infection; 9,169 {72.7%) individuals received some or all of their care from Department of Health chest clinics.

Public health law mandates that health care
providers report two groups of patients to the New
York City Department of Health within 24 hours of
detection:

1. All suspecred and confirmed tuberculosis cases:
» A smear (from any anatomc site) is positive for
acid-fast bacilli
* A nucleic acid ampliticauon et (¢ ¢,
Amplicor®, Genpr -he v 1* result supeo
Mycobacterium tubercudosss
o A culwre is positive tor Mycobacternium tuberculosts
® The individual has been started on two or more
anti-tuberculosis medications for treatment of
suspected or confirmed active tuberculosis
2. All children younger than 5 years with posirive
tuberculin skin tests
Mycobacteriology and pathology laboratones are

required to report to the New York City Department
of Health any bacteriologic findings which suggest or
confirm cuberculosis:
s Acid-fast bacilli positive smears
o Culuwres posirive for Mycobactenum wuberculosis
* A nucleic acid amplificadon test {e.g., Amphcor®,
Genprobe®)* result suggests Mycobacterem tuber-
culosts
® Resulrs of susceptibility tests performed on
Mycobactenium tuberculosis cultures
s Pathology findings consistent with tubetculosis,
including the presence of AFB and granulomata

Information on orderning reporting forms is on
the inside back cover.

*Product names are provided for identification purposes only, their
use does not umply endorsement by the New York Ciry
Department of Health
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MISSION STATEMENT

The mission of the Bureau of Tuberculosis Control is to prevent the spread of tuberculosis and eliminate it as a public
health problem in New York City. The goals of the tuberculosis control program are:

I Toidentify all individuals with suspected or confirmed tuberculosis disease and ensure their appropriate trearment,
wdeally on a regimen of directly observed therapy.

2 To ensure that individuals who are at high risk for progression from infection to active disease {e.g., contacts of active
cases, immunocompromised individuals, recent immigrants from areas where tuberculosis is widespread) receive

preventive treatment and do not develop disease.

The Bureau achieves its goals through direct patient care, education, surveillance and ourreach. Its mandated activities
include the following:

1 Ensuring that suspected and confirmed cases of tuberculosis identified in all facilities in New York City are reported
to the Bureau and documented on the computerized, confidential tuberculosis disease registry;

2 Conducting intensive case interviews and maintaining an effective ourreach program so that tuberculosis cases
remain under medical supervision until completion of a full course of treatment and identified contacts receive
appropriate medical care;

3 Monitoring and documenting the meatment status of all patients with active tuberculosis;

4 Serting standards and guidelines, and providing consultation, on the prevention, diagnosis, and treatment of tubercu-
losis infection and disease in New York City, at no cost to the patient;

5  Operating clinical sites throughout New York City to provide state-of-the-art care for persons with suspected or
confirmed tuberculosis disease and their close contacts, at no cost to the patient;

6 Ensuring care for persons who have or are suspected of having active tuberculosis disease, in accordance with New
York State Public Health Law 2202, Article 22, Title 1, at no cost to the patient.
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OVERVIEW OF ACTIVITIES
BUREAU OF TUBERCULOSIS CONTROL

The Bureau of Tuberculosis Control operates a multi-
faceted program that integrates clinical services, outreach
services, case management, directly observed therapy,
epidemiology and surveillance, and education and training
of staff and providers. To ensure that treatment for tuber-
culosis meets acceptable standards, the Bureau monitors
care teceived by every patient diagnosed with active
tuberculosis in New York City, regardless of whether or
not the parient receives treatment in a Department of
Health clinic. The Bureau's activities are directed toward
meeting objecrives established by the Centers for Disease
Control and Prevention for treatment of patients with
tuberculosis and prevention of tuberculosis in persons
infected with the causative organism, Mycobactenum
tuberculosis; (see Appendix 1 for a list of these objectives).
Program monitoring and evaluation are critical compo-
nents of the Bureau's activities. Intemnal reports monitor
wends and identify problems on a timely basis. Bureau
staff use Continuous Quality Improvement, breakthrough
projects and audits to review problems, propose changes
for improvement, and monitor progress following the

implementation of changes.

DIRECTLY OBSERVED THERAFY

Directly observed therapy (DOT) is a program in
whuch individuals with active tuberculosis ingest their
medication under the direct observation of a trained
health care worker. This program ensures that persons
with active disease receive individual attention and
optimal medical supervision through their entire course of
treatment. DOT is provided through Department of
Health (IDXOH) clinics and outreach services, and private
health-care providers funded by the New York State
Department of Health, Medicaid and Ryan White Care
Act Funds. Although it is labor intensive, DOT reduces
hospitalizations, decreases the costs of medical care, and
increases the number of individuals complering a full
course of anti-tuberculosis reatment. DOT is now the

standard of care for individuals with tuberculosis.

CLINICAL SERVICES

The Clinical Services Unir operates nine chest clinics
located throughout the City (see inside back cover).
These clinics provide specialty care, including DOT, for

individuals with active tuberculosis. The clinics also
provide treatment for latent infection, especially to indi-
viduals at high risk for developing tuberculosis. Services
include tuberculin skin testing, chest x-rays, sputum
induction, blood tests, medical and nursing care, medica-
tions, social services, and HIV counseling and testing.
All care is confidential, state-of-the-art, and free of
charge for the patient.

In 1998, the Bureau’s chest clinics provided care to
1,650 patients with confitmed or suspected wberculosis.
Of 1,558 patients who were Jipnesed with tuberculosis in
1998, 614 (39.4%) received some or all of their care 1n
the Bureau’s chest clinics. These clinics provided care to a
high proportion of patients with multidrug-resistant tuber-
culosis: of the 70 cases with multidrug-resistant
tuberculosis on treatment in December 1998, 29 (41.4%)
had received some or all of their treatment at Bureau chest
clinics. The Bureau has led the drive to implement effec-
tive treatraent programs for persons infected with
tuberculosis in New York Ciry: 78.1% (7,609/9,737) of all
persons known to have started treatment for latent infec-
tion in 1998 did so at Department of Health Chest
Clinics. A large proportion of patients served by these
clinics were foreign bom or uninsured. In 1998, 65% of
patients receiving treatment for latent infection at one of
the Bureau’s chest clinics did not have Medicaid; there-
fore, the Department of Health was unable 1o receive
reimbursement for their care.

QUTREACH SERVICES

The Bureau’s outreach workers educare, interview, and
monitor hospitalized patients and outpatients; evaluate
contacts of individuals with ruberculosis disease and
ensure appropnate medical follow-up of contacts; and
update parient information on the Bureau's city-wide
tuberculosis registry. By law, the Bureau's cutreach workers
have the right to review in-patient and out-patient
medical recards of persons with suspected or confirmed
tuberculosis. Qutreach staff provide medical case manage-
menit, locate and return patients to medical care, travel
throughout the city to observe individuals as they ingest
their medication, and test contacts of individuals with
tuberculosis. Specialized outreach groups offer tuberculosis
control services at the 30th Sueet Shelter, at Rikers Island
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Correctional Facility, and ar single occupancy hotels in
Manhattan and the Bronx. The city operates a controlled
treatment center at Goldwater Memorial Hospital for use
when all other efforts have been exhausted, so thart the
most dufficult-to-treat patients can complete a full course
of rrearment while the public health 15 safeguarded.

In 1998, outreach workers were responsible for
providing DOT n the residences, places of employmenr or
other meenng places of 681 tuberculosis patents who
could not attend chinic on a regular schedule, and for
returning to clinical care an average of 65 patients per
month who had become non-adherent to therapy or who
missed cliruc appointments. Bureau ourreach workers are
playing an important role in efforts to increase completion
of treatment for latent infection among patients at high
nsk for disease progression. They are instrumental both in
mterviewing patients to elicit the names of conracts, and
in ensuring that contacts are appropriately evaluated and
referred for medical care, if indicated. In 1998, 6,125
contacts received tuberculin skin testing by outreach staff.

The magnitude of the effort required to evaluate
contacts to all potentially infecttous tuberculosis cases 1s
not captured by considening only confirmed tuberculosis
cases: outreach workers must interview every patient
who is inutially reported to the Department of Health
with a sputumn smear positive for acid-fast bacilli (AFB).
In 1998, 41.2% (391/949) of the patients iminially
reported to the New York City Department of Health
with AFB-positive sputum smears and therefore assigned
to outreach workers for interviews, were eventually

found not to have tuberculosis.

EPIDEMIOLOGY AND SURVEILLANCE

Surveillance and Cenrtral Registry staff ensure that all
data reported to the Bureau are entered into a computer-
1zed tuberculosis registry. In addibon to entering
demographic and clinical data for the 1,558 confirmed
cases reported i 1998, Centml Rocivin staff entered
dara for 3,415 persons wirh su~pected tuberculosis who
were never confirmed as cases. Surveillance staff review
the medical records of individuals with suspected tuber-
culosis and no bactenologic evidence of disease to help
determine whether or not such persons should be consid-

ered confirmed cases on the basis of climical or

Bureau of Tuberculosis Comtrol

radiographuc findings: in 1998, surveillance workers
reviewed medical records for 1,797 suspected cases, and
their efforts contributed to the confirmation of tubercu-
losis dhisease in 214 patients who had no bacteniologic
evidence of tuberculosis. Surveillance staff have placed
special emphasis on identifying and reviewing the
medical records of suspected cases whose only evidence
of tuberculosis has been obrained through biopsy ot
autopsy, as a substanual proportion of cases confirmed on
the basis of pathology findings may otherwise escape
idenufication. Surveillance staff also encourage nmely
and thorough reporting by auditing laboratories
throughout the Ciry, and they help investigate possible
instances of laboratory contamination.

Registry data are routinely analyzed by the Surveillance
and Epidemiology staff to identify outbreaks, trends, and
instances of possible laboratory contamination, and to
research 1ssues ol clinical and operational importance.
Surveilllance ~t 0l identified 36 patients whose positive
Mycobactenem rbercudosts cultures had resulted from labo-
ratory contamination, and informed the medical providers
of those patients that further evaluanon was warranted
and that medical treatment for tuberculosis might be
unnecessary.

The epidemiology staff provides epirdemiologic consul-
tanon to each of the five regions. The staff review all
pulmonary culture positive cases to provide assistance in
makimng assessment of the likelihood of ttansmission to the
closest contacts and ro evaluate the need ro expand the
concentric circle and test additional contacts in congre-
gate settings. In 1998, epidemiology staff conducted 20
investigarions to determine whether or not infectious
tuberculosis patients had infected contacts 1n schools or
workplaces. The unir conducrs research on the epidemi-
ology of tuberculosts disease and infection in New York
City. The findings of this research are applied to modify

clinical practices of the Bureau.

EDUCATION AND TRAINING

In addition w conducting ortentation and ongoing
in-service tramning for DOH staff and non-DOH profes-
sionals, the Education and Training Unit educates the
public about tuberculosis. Duning 1998, the unit
provided 160 training sessions for DOH staff; 10 semi-



nars and conferences for 615 non-DOH professionals;
educational sessions for 3,600 members of the general
public; and 2,100 responses to telephone inquiries. The
unit alse develops and distributes educational brochures,
flyers, posters, publications, videos, and technical arni-
cles in English and various foreign languages: in 1998,
300,000 such publications and matenals were
distributed. In 1997, the New York City DOH devel-
oped a web site, httpt//www.ci.nyc.nv.usthealth. The
Bureau offers a large volume of marterial on the site,
from chnic addresses and hours of services, to informa-
tional brochures for the general public, ro information
for health care providers, including the TB Fact Sheets,
which highlights key topics on tuberculosss treatment
and control, and a clinical policies and procedures
manual, which details the standards for rrearment of

tuberculosis disease and infecuon.

METHODS
Case Counting

Cases counted 1n 9% were those venfied during that
year and repotted t the enters for Disease Control and
Prevention (CDC) as confirmed cases. Only clinical and
demographic characteristics of cases are reported to the
CDC: no case identifiers are provided.

Some 1998 cases were first suspected of having disease
in 1997; likewise, some individuals first suspected of
having tuberculosis tn lare 1998 will be counted 1in 1999
if active tuberculosts 1s confirmed in 1999, Individuals
who submutred a specimen for mycobacteriology culture
in late 1998 were included in the 1998 count if their
culture was reporred 1o be positive for any species in the
Mycobacterum tuberculosis complex (M. tuberculosis, M.
bovis, M. africanum, M. micron) by January 31, 1999.

A certamn proporuon of each year’s counted cases are not
culture confirmed. These cases never had a positive
culture for Mycobacterium tuberculosis and were instead
verified because their clinical symptoms and/or radi-
ographic signs improved while they were on
anti-tuberculosis medications. More complete verifica-
ton of culture-negantive cases by the Bureau of
Tuberculosts Control in recent years has led to some
surveillance arufact when longitudinal trends are consid-

ered: this 1s especially true of tuberculosis cases in chul-
dren, who tend to have negative cultures. Ir 1s expecred
that cases that are counted and reported to the CDC on
the basis of a rapid diagnostic test {e.g., Mycobacterium
tuberculosis direct tests such as Genprobe Amplified

M obactertum tuberculosis Direct Test® or Roche
Ampluor® Mycobacterum tuberculosis [PCR] test) will be
confirmed by a positive Mycobactenium tuberculosts
culture. If after investigation, cases without bacteriologic
confirmanion are found 1o have no chical or radi-
ographic evidence of tuberculosis disease, they are
removed from the list of cases reported for the year.

Rate Calculation

Thus report uses 1990 census figures for New York City
to calculate case rates per 100,000 population. Case rates
from years before 1991 were based on the 1980 census.
Rates for racialfethnic and age groups are based on
numbers given 1n the census. According to the 1990
census, the total New York City population of ‘Astans and
other’ 1s 528,879 and includes 18,924 persons of ‘ather’
race/ethnicity; in reports published by the Bureau of
Tuberculosis Control since 1991, the figure of 528,879 1s
used to calculate rates among Asians in New York Ciry.

Age-adjusted case rates are provided in the section of
the report on the geographic distribution of cases. Age
standardization 1s a numerical technique that adjusts age-
specific observed rates in population groups to a standard
population age distribution so thar different populations
can be compared. Age standardization of the rates
removes age differences between populations as a possible
explanation for the differences in rates.

Since denomuinators used to calculate rates are derived
from the 1990 census, rates included here do not reflect
the significant numbers of immigrants who have enrered
New York Ciry since 1990. Therefore, whenever possible,
absolute numbers as well as crude andfor age-adjusted rates
are compared.

In comparisons of U.S.-born cases with foreign-bom
cases, persans from Puerto Rico, the U.S. Virgin Islands,
and all U.S. termtories are considered U.S. bom.
Ascertainment and reporting of place of birth have
improved (n the past three years, accounting for part of
the increase 1n reported foreign-born cases since 1990.

Informanon Summary 1998



Analysis by Race/Ethnicity

Racefethnicity 1s based on panent self-teporr and cate-
gorized as White, Black, Hispanic and Asian. In the past,
collecting informarion on racefethnicity facilitated the
identification of increasing ruberculosis trends among
Asians and alerred the Bureau of Tuberculosis Control of
the need for intensified outreach 1n this commumty.
Analyzing informarion on tacefethnucity also helps iden-
tify obstacles in access 1o services and document the need
for staff who speak languages other than English.

Analysis by Geographic Area

The Bureau of Tuberculosis Control occasionally
recetves requests from other health agencies and commu-
nity-based organizations for dita .awverczated by geographic
areas other than health districts In the rext of this report,
dara are presented by health districts; included 1n
Appendix 2 is a table presenting 1998 cases by zip codes,
which may be aggregated to yield numbers of cases for
Unuted Hospital Fund neighborhoods and other
geographic areas, Data for zip codes with fewer than five
cases are excluded from the rable.

Bureau of Tuberculosis Control

Reporting Requirements

It 1s the timely and complere reporning of cases by
medical providers throughout the city that makes 1t
possible for the Bureau of Tuberculosis Control to analyze
trends and improve case management. New York Ciry
Health Code section 11.03 (a) requires written reports to
the New York City Department of Health, within 24
hours, of all climically suspected and confirmed cases of
tuberculosis; of children under five years with positive
tuberculin skin rests; and of the results of bacteniology or
pathology studies that suggest or confirm tubetculosis.

Physicians are also required to test (or refer to the
Department for tesung) household contacts of infectious
cases and to notify the Department of the test results or
referral. Furthermore, the Department may require house-
hold and non-household contacts to be tested and
re-examined as needed. Physicians are also required to
report when a “case” ceases to receive anti-tuberculosis
treatment and the reason for the cessation, as well as any
other informauon required by the Department for the
control of tuberculosis. Information on ordering reporting
forms is included on the back cover of this report.



INTRODUCTION
(Table 1, Figure 1)

This report presents information on the demographic
and clinical characteristics of tuberculosis cases confirmed
in New York City in 1998 as well as on efforts to increase
completion of treatment for latent infection by persons
infected with the organism that causes tuberculosis.

In 1998, the number of tuberculosis cases confirmed in
New York City declined for the sixth consecutive year, to
a total of 1,558. This is a 9.9% decrease from the 1,730
cases reported in 1997. Using the population recorded in
the 1990 census as a denominator, the city’s 1998 tubercu-
losis case rate is 21.3 tuberculosis cases per 100,000
persons, compared with a rate of 23.6 recorded in 1997.
Using an estimate of the city’s 1998 population did not
change the overall rate.

The lowest number of tuberculosis cases ever recorded
in New York City (1,307) was in 1978, when there was a
case rate of 17.2 per 100,000. For 14 years after 1978, the
number of cases rose fairly steadily, to peak in 1992 at
3,811 cases and a rate of 52.0 per 100,000. The number of
cases reported in 1998 is 59.1% lower than the number
reported in 1992. The drop in culture-confirmed cases

between 1992 and 1998 is greater: the number of culture-
confirmed cases reported in 1998 (1,255) is 63.5% lower
than the number reported in 1992 (3,442).

New York City’s recent tuberculosis epidemic started
approximately six years before the nation-wide epidemic.
Fueled by increasing numbers of tuberculosis cases in New
York City and other major urban centers, the national
epidemic started in 1986 and peaked at 26,673 cases in
1992, yielding a national case rate of 10.5 per 100,000
population. Between 1992 and 1998, the number of cases
nationally decreased by 8,302, to 18,371 cases in 1998.
With 2,253 fewer cases in 1998 than in 1992, New York
City contributed 27.1% to the national decrease in tuber-
culosis between those years.

While New York City has made great progress in its
struggle against tuberculosis over the past six years, the
number of cases reported in the city in 1998 is still 19.2%
higher than the number reported in 1978. New York
City’s 1998 rate of 21.3 tuberculosis cases per 100,000
population is 3.1 times the national rate of 6.8 per
100,000, higher than that of any other jurisdiction
reporting more than 1,000 cases. In 1998, New York City
contributed 8.5% of the nation’s total 18,371 reported

HRGURE 1
TUBERCULOSIS CASES AND RATES
NEw York CITY, 1978 - 1998
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tuberculosis cases. In order for the nation as a whole to
reach the goal set for tuberculosis control by the year 2000
(3.5 cases per 100,000 population), the campaign against
tuberculosis must be maintained, especially by New York
City and other major urban centers.

New York City has in recent years essentially experi-
enced two tuberculosis epidemics, one among persons born
in the United States, among whom infection with human
immunodeficiency virus (HIV) and various social problems
have been important contributing factors, and the other
among foreign-born persons who come to the United
States from countries with high rates of tuberculosis. In
1997, for the first time since information about the HIV
status of tuberculosis cases was collected, the proportion of
tuberculosis cases known to be HIV infected was notably
lower than that recorded in previous years: the proportion
of HIV-infected tuberculosis cases continued to decline
slightly in 1998, to 22.2%. The proportion of tuberculosis
cases who were foreign born increased in 1998 slightly over
that recorded in 1997 (54.3% vs. 51.9%). In 1998, the
trend toward an increasing proportion of female cases,
which had been observed since 1986, was interrupted: the
proportion of female cases declined slightly, to 37.4%,
compared with 39.0% in 1997.

The first step in controlling the tuberculosis epidemic—
ensuring the complete treatment of infectious cases—has
been taken. If the city is to further reduce the burden of
tuberculosis for future New Yorkers, it is important to offer
treatment for latent infection to persons who became
infected with Mycobacterium tuberculosis through their
exposure to active cases during the recent epidemic, and to
others who are infected with Mycobacterium tuberculosis and
at high risk for progression to active disease. The final
section of this report analyzes the status of programs for
treatment of latent infection in New York City in 1998.

AGE DISTRIBUTION
(Tuble 2; Figire 2)

In 1998, people with active tuberculosis ranged in age
from less than one year to 97 years old. Tuberculosis case
rates were highest in the group aged 45 through 54 years
(33.5 per 100,000). Case rates were lowest in the group
aged 10 through 14 years (3.1 per 100,000). Except for the
group aged 15 through 24 years, there were fewer tubercu-
losis cases in all remaining age groups in 1998 than in
1997. Figure 2 presents a description of cases by age group
since 1992. Table 2 presents cases and case rates by age
group, racefethnicity, and sex in 1998.

FIGURE 2
TUBERCULOSIS CASES BY AGE
New York CITY, 1992 - 1998
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In areas where tuberculosis 1s well controlled, the
highest proportion of cases tend to be elderly. Whenever
an increase in the proportion of younger cases is observed,
it suggests that tuberculosis control efforts may be disinte-
grating. In New York City, the proportion of tuberculosis
cases aged younger than 65 years increased from 78.9% in
1978 to 90.4% 1n 1992, as overall tuberculosis rates rose
from 17.2 per 100,000 1n 1978 to 52.0 cases per 100,000
in 1992. Afrer 1992, as tuberculosts conrrol efforts m New
York City were strengthened and the city's cases overall
decreased, the proportion of cases in the group aged
younger than 65 years fell to a 1998 level of 84.0%.

The 56 cases that occurred in 1998 among children
younger than 10 years represent 3.6% of total cases,
similar to 3.8% recorded 1n 1997, and a decline of 15.2%
from the 66 cases recorded in this age group in 1997. The
rate 1n this age group was 5.8 per 100,000 in 1998,
compared with 6.8 per 100,000 1n 1997. Within the past
four years, surveillance to identify culture-negative pedi-
atric tuberculosis cases has increased 1n New York Ciry.
Young children with wberculosis are regarded as <entinal
cases: thus, the low rates of tuberculosts 1 thi< 1 vToup,
a- recorded in 1997 and 1998, are encouraging. as they
~ucgst a decline in recent transmission of the disease.

Cluldren aged 10 through 14 years, once infected with
wherculosis, are especially vulnerable to progression to
active disease, as are children younger than five years:
berween 1997 and 1998, the group aged 10 thorough 14
years experienced a 30.0% decrease 1n cases, from 20 to
14, and had a 1998 rare of 3.1 per 100,000. Cases among
older adolescents, aged 15 through 19 years, increased by
8.3% between 1997 and 1998, from 48 w 52; this group
had a rate of 11.0.

Among adults, the group aged 35 through 44 years had
the largest percentage decrease (21.5%, from 432 cases in
1997 to 339 m 1998); this group comprised 21.8% of toral
and had a rate of 30.4. The group aged 20 through 24
vears had the largest percent ie increase (14.4%, from 97
cases 1n 1997 to 111 in 1995), thi~ group comprised 7.1%
of total and had a rate ot 19.3. The 12.4% increase in
cases observed among older adolescents and young adults,
ages 15 through 24, {from 145 cases in 1997 to 163 in
1998) is of concern and will be monitored to determine

whether 1t indicates the start of a trend. The group aged

45 through 54 years expenienced an 8.8% decrease 1n cases
from 284 to 259; thus group had a case rate of 33.5 per
100,000 and comprised 16.7% of the total cases in 1998.
Among other adult age groups, the incidence of tubercu-
losts and percent changes between 1997 and 1998 were as
follows: the group aged 25 through 34 compnsed 20.2% of
total and had a case rare ot 3.0 and a 7.4% decrease
berween 1997 ard 1993 (trom 340 to 315 inaident cases);
the group aged 55 through 64 comprised 10.4% of total
and had a case rate ot 25 1 and a decrease of 8.8%
between 1997 and 1995 ttrom 184 to 162 incident cases);
and those 65 years and ulder comprised 16.0% of the total
and had a case rate of 26.2 and experienced a 3.5%
decrease berween 1997 and 1998 (from 259 to 250 nci-
dent cases). Tuberculosis incidence was least changed
among this latter group of those 65 years and older.

The age distnibution of the 846 foreign-born cases
resembled that seen among U.S.-born cases: 722 (85.3%)
of foreign-bom cases were younger than 65 years and 124
(14.7%) were 65 years and older, compared with 576
(82.3%) of U.S.-bom cases younger than 65 years and 124
(17.7%) 65 and older. Of foreign-bom cases, the largest
proportion was in the group aged 25 through 34 years
(24.0%, 203 cases) and of U).S.-born cases the largest
proportion was in the group aged 35 through 44 years
(25.0%, 175 cases).

DISTRIBUTION BY SEX (TABLE 2)

As in previous years, the incidence of wberculosis
among males in 1998 was nearly twice the incidence
among females: 28.4 per 10C 000 among males vs. 15.0 per
100,000 among females. In 1998 rhere was an interrup-
tion n the orend toward an increasing proportion of
female cases, which had been observed since 1986: females
comprised 37.4% of total 1998 cases (582/1,558)
compared with 39.0% of 1997 cases (674/1,730). Unlike
the pattern of percentage declines abserved 1n recent
years, there was a larger percentage decline in female
tuberculosis cases berween 1997 and 1998 (13.6%) than
in male cases (7 6" trom 1,056 in 1997 to 976 1n 1998).

Among adult males. the greatest percentage decrease in
cases berween 1997 and 1998 occurred in the group aged
25 through 34 years (13.3% decrease, from 203 in 1997 10
176 1n 1998). Among adulc females, the greatest
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percentage decrease 1n cases occurred 1n the group aged 35
through 44 years (36.6% decrease, from 164 in 1997 to
104 in 1998). Among males, those aged 20 through 24
years had a substannal increase, 48 in 1997 to 64 1n 1998.
Among females, no age group had a significant increase.

While case rates were similar for males and females 1n
all age groups younger than 25 years, rates were substan-
ually higher among males in all older age groups. The
greatest difference between rates for males and females
occurred in the 45 through 54 year age group (51.2 per
100,000 for males vs. 18.3 for females).

Racial/ETHNIC DISTRIBUTION (TABLE 2, FIGURE 3)

Please see Table 2 for the distnburion of 1998 tubercu-
losis cases by racefethrucity and age among males and
females. Ractalfethmic distmbutions for males and females
were fairly sumilar with two exceptions. Case rates among
Asian females exceeded those of Asian males for age
groups 0 through 4 years (16.4 for females compared to 5.1
for males) and 15 through 19 vears (55.2 for females
compared to 21.1 for males). Between 1997 and 1998,
tuberculosis cases decreased among all racialfethnic
groups, with the largest decrease being among Whites
(12.5%) and the smallest among Asians {(4.7%).

As 0 previous years, Blacks compnsed the highest
proportion of 1998 tuberculosis cases {(41.1%). The 641
cases reported among Blacks in 1998 gave this group a
case rate of 34.7 per 100,000, second only to thar for
Asians (61.6 per 100,000). The number of tuberculosis
cases who are black decreased by 11.1% from the 721
recorded 10 1997, Age-specific incidence rates in 1998
peaked in the 45 through 54 year age group for Black
males (99.4 per 100,000) and the 65 and older group for
Black females (37.3 per 100,000).

The 430 Hispanic cases represented 27.6% of total
I149% uberculosis cases. Hispanics had a case rare of 24.1
per 100,000, The number of wberculosis patients who are
Hisparuc decreased by 11.0% from the 483 recorded in
1997. Age-specific incidence rates n 1998 peaked in the
45 through 54 year age group for Hispanic males (61.8 per
100,000} and Hispanic females (25.2 per 100,000).

The 326 cases among Asians accounted for 20.9% of
the 1998 roral. Asians had a case rate of 61.6, higher than
that for any other racialfethnic group. The number of
cases recorded among Asians in 1998 decreased 4.7% from
that reported 1n 1997 (342). Among Asian males and
females, the highest ruberculosis rates 1n 1998 were
observed among those aged 65 years and older (233.4 per

FIGURE 3
TuBERCULOSIS CASES BY RACE[ETHNICITY
New Yorxk CrTy, 1985 - 1998
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