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MISSION STATEMENT

The mussion of the Tubercnlosis Contiol Program 1s to prevent the spread of tuberculoss (TB) and eliminate it as a public
health problem in New York Crey

The goals of the TB Conrrol Program are-

L Towenufy all individusls wich sispected or confirmed TB disease and ensure their approprate treatmenr, ieally on a
regimen b direcely observed therapy

2 Toersae hon indeviduals who are ar lu_los] 1o progression from larent infection ro wnve fisease (e, contaces of
acty o omes mmunccompromsed ndin ool rccent imnmgranrs from areas where T - s logread) recerve
treasent Lo Lrent TB infection and de e r levelop disease

The Program achieves 1ts 2oals through Jirecr patienr care, education, surveillance, and outreach irs mandared aceisn -
include the follow my:

I Ensurmy rhat suspected and confiimed o e i TBadentified i all facihiies n New York City are reported to the
Program and documented on rhe compuren o | conbidennial TB disease rewisery

2 Conductuing mrenaive case mrerviews and mameamine m fective outreach program so rhac TB cases remain

under medical supervision until complerion of a full conre of trearment and idenuficd contacts recene

1o ite medical Care
S g and documenting the rreacment ~oros ol A patonr s wing active 1B
4 ~umy randards and condehines and providiniz consnlranon on e prevennion, diagnosis. and rreatment of larent TB

miecron and discase no Ne ok ey, at no cost o the panent

3 Operarme chincal aire the e war New York Ciey that proside state-of -the-arr cure for persons wich suspected or
coafine § TR hisease and thoo close conirn e ne cosr to the poriene

€ Eonvoonpe s e U persoms whe Lo o uy s ewted of having woe TR disease, in accordance with New York State
Pl b Ploalely Law §2202, Al 22 Tiele b nocost ta the prrie e

Public healrh Taw mandates that healrh care providers report tao groups of patients o the New Yark Ciry
Department of |ealth within 24 hours of derecrion.

1 All suspecred and confirmed tuberculosis cases which have

* Aamear thomomv anaronne site) posinve for acid-fast Lol oo SFBY;
o Annuclon il anpling g (e, Amphcor®, Gengror 0 resulr suggesung Mycobacterium tbercudoss,
o Aocalrure poane for M hacerem bercalosis, or
o ¢ ed s woormeie an taberculosis medicanions tor rrearment of suspecred or confirmed sctive
ol wrenlosg-

2 allchillren vounger rhan 3 years with povin o rulercuhn skin reses
Mucoh wrenology and pathelogy Filcoir ries e egquured o report e the New York Crey Beparoment of Health
awr Doactere e indings which si__est oo ntimm tuberculosis

¢ AFB poere - smenrs

o Colrnnes pe-pve b N b rerium uberctdnsi

e Rajol lien mic resnle aloo idenniry Mycobactenim wberculosts

o Results of susceptibilies reers performed on Mycobacterum twherculoss cultures
e arhiology findings consistent with teberculosis, including the presence of AFB and pranuiomara

Informanion on orderng reponm terme s o the sl Bodk cover.
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HIGHLIGHTS

in 1999, 1,460 new cascs of wberculosis were reported in New York City, a 6.3% decrease from the [,558 cases
reported i 1998 and a 61.7% decrease from the 3,811 cases reported in 1992, the peak of the current eptdemic New
York Ciry's ruberculosis rate in 1999 was 19.9 cases per 100,000 persons, compared with 21 310 1998 and 52.0 1n 1992

Despite several years of progress, New York Ciry's 1999 ruberculosis rate 15 still more than three rimes the national
rate of 6.4 per 100,000, and 15 higher than uny other jurisdicrion reporting more than 180 cases. The ciy's rare
remains far above the nanonal goal established for tuberculosis control by the year 2000, of 3.5 cases per 100,000

persons.

In 1999, 31 of New York Ciry's tuberculosis patients had strains of Mycobacterium tubercuiosis that were resistant to at
feast 1soniazid and nfampin (the two most important medicanons avarlable to rrear tuberculosis), an 18.4% decrease

from the 38 cases reported in 1998 and 4 93.09% decrease from the 441 cases reported m 1992,

Directly observed therapy (DOT) and intensive case management «nnnne to tesult in high rates of completion of
therapy: of the cohort of ehigible patient- di icieeed 1n 1998, 1,154 1~ = ) completed treatment wirhin 365 days.
Excluded from this index are patients lound ner to have tuberculosis, these wha died, those whis never started anti-
tuberculosis therapy, those less than 21 yeais of age with bone, muliary, or meningeal tuberculosis, and those with

Mycobacterium tuberculosis 1solates wutuslly resisrant to nfampin.

Improved case managemenr wnl infection contral procedures ¢ reduced transmussion of infectious tuberculosts
and led to decreases in the «nowross of active tuberculosis i sernn - where i was flounshing in 1992: homeless shel-
ters, prisons and hospitals A- e «pidemic has been broughr under berrer contral among persons born in the Unired
States, an (ncrease has been ohserved in the proportion of otal cases which ure foreign bom. The trend toward a
predomimance of fureign-bomn cases continued for the third consecutive year in 1999: 834 of 1999 cases were foreipn
bom (57.1%), 605 were U.S. born (41.4%), ond 21 (1.4%) had an unknown country of origin. In contrast, in 1992,
only 17.7% of tuberculosis cases diagnosed in New York Ciry were forenn born [nereases in foreign-bom cases m
Queens and Staten Island are 1n part responsible for the increases in the total number of cases reported 1n these

boroughs and the increase in the number of cases aged 35 through 44 years.

The proportion of retal cases known to be infected with the human immunodeficiency virus (HIV) 1in 1999 {22.0%,
321 cases) was simular to the percent known ta be HIV-pasitive in 1998 (22.29%, 346 cases!,

To reduce the future burden of tuberculosis in New York Ciry, greater emphasis has been placed on ensuring that
pemsans infected with Mycohacterim mberculosis complete a course of treatment for latent infection, especially of they
are recently infected contacts to active cases or otherwise at high risk of progression o active disease. In 1998, 11,830
indwiduals started taking trearment for latent tuberculosis infection; 513 disconunued treatment for medical reasons
or died duning treatment and 6,434 (56.9%) of the remaining 11,317 complered trearment. Of those starming treat-
ment for latent tuberculoss infection, 8,384 (70.9%) starred recerving their care ar Department of Health chesr clinics.
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OVERVIEW OF ACTIVITIES

TUBERCULOSIS CONTROL PROGRAM

The Tuberculosis Control Program is multifaceted and
integrates clinical services, field services, case management,
directly observed therapy, epidemiology, surveillance, and
education and tratning of staff and providers. The Program
employs mulu-lingual and culturally-sensitive staff to
facilitate communicarion with New York City's diverse
population. To ensure that treatment for tuberculosis
meets acceptable standards, the Program monitors care
received by every patient diagnosed with active
tuberculosis in New York City, regardless of whether or
not the patient receives treatment in a Department of
Health clinic. The Program’s activities are directed toward
meeting objectives established by the Centers for Disease
Control and Prevention for trearment of patients with
tuberculosis and prevention of tuberculosis in persons
infected with the causariv ¢ oreanim, Mycobacterium
tuberculosts (see Appendin | lur a lint of these objectives).
Program monitoring and evaluation are crirical
components of the Program’s activities. Internal reports
monitor trends and identify problems on a timely basis.
Program staff use Continuous Quality Improvement,
breakthrough projects and audirs to identify problems,
propose changes for improvement, and monitor progress
following the implementation of changes. Essential to the
day-to-day activities of the Program is the Operations
Unit which ensures the appropriate allocation of program
funds, marerials, and equipment; coordinates and monitors
all contracts; and enables the program to be staffed with
qualified employees.

DRecTLY OBSERVED THERAPY

Directly observed therapy (DOT) is a program in
which 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 rheir entire course of
meatment. DOT is provided through Department of
Health {DOH) clinics and outreach services, and private
and public healthcare 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
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care, and increases the number of individuals completing a
full course of anti-tuberculosis treatment. DOT is now the

standard of care for individuals with tuberculosis.

CLINICAL SERVICES

The Clinical Services Unit operates ten chest clinics
(Bushwick Chest Clinic will be opened in late 2000)
located throughout the City (see inside back cover).
These clinics are staffed with internal medicine,
pulmonary medicine, and infectious disease board-certified
physicians who also provide expert consultation to other
providets throughout the city. The clinics provide
specialty care, including care for difficult to treat padents
and DOT for individuals with active tuberculosis. The
clinics also provide treatment for Jatent tuberculosis infec-
tion (LTBI), especially to individuals at high risk for
developing tuberculosis. Services include tuberculin skin
testing, chest x-rays, sputum induction, blood tests
(including drug level testing), medical and nursing care,
medications, social services, and human immunadefi-
ciency virus (HIV) counseling and testing. All care is
confidential, state-of-the-art, and free of charge for the
patient.

The Program increased the community utilizatton of irs
clinical services unit in 1999. This unit collaborated with
several community-based organizations to provide targeted
testing and trearment for LTBI to high risk groups. Clinic
hours were extended to accommodate these groups of
patients whose work schedules prohibited appointments
during normal clinic hours. The schedule for the Corona
Chest Clinic located in Queens was changed to include
two late evening clinic sessions per month.

In 1999, the Program’s chest clinics provided care to
1,757 patients with confirmed or suspected tuberculosis.
Of 1,460 patients who were diagnosed with tuberculosis in
1999, 587 (40.2%) received some or all of their care in
the Program’s chest clinics. These clinics provide care to a
high proportion of patients with multidrug-resistant tuber-
culosis: in December 1999, 53.0% (35/66) of the prevalent
multidrug-resistant tuberculosis cases eligible for DOT
were cared for at the Program’s chest clinics.

The chest clinics recorded 143,420 patient visits in
1999. This represents a 1.8% increase from the 140,851
visits in 1998. The highest number of patient visits to a




DOH clinie i 1999 was recorded at the Corona Chest
Chmic i Queens, with 38,000 or 20.6% of the rotal
patient visits, an 18 2% increase from 1998 The increase
in clinie visits can be artnibured o the followang factors
more referrals from community-based vrganizanons, such
as the New York Task Force on Immugrant Health,
preater incidence of rubcreulosis disease in Queens, and
ncreased referrals from rargeted westing for LTBI cigywide
Prelimunary fipures for 1999 indicate thar 8,203 patients
started treatmentr for LTBIL in DOH New York Ciry, chest
chnics.

A large proporiion of patients served by these chrues
were foregn born or uninsured. In 1999, 67 6% of punients
recerving rrearment for farent infection ar one of the
Program’s chest clinics did not have medicaid or other
insurance, therefore, the Department of Health was

unable to recerve rermbursement for therr care.

OUTREACH SERVICES

The Program’s outreach workers educate, interview,
and case manage hospitalized patients and outparients,
lucate and rerum par nis & medical care, travel
throughout the ciry rovbe e individuais as they ingest
their medication, ev iluire contacts of individuals with
tuberculosis, assure approptow medical follow-up of
contacts, and update panient informaton on the Program’s
citywide tuberculoss registry. According ro the New York
City Health Code, Program oumrench workers have the
night ro review inparient and outpatient medhcal records of
persons with suspected or confirmed tuberculosts.
Additionally, Program physicians review rhe treatment
regimens of all confirmed tuberculosis cases in the Ciry
and provide recommendanons and consultations to
treating physicians based on natonal and New York Ciry
clhinucal guidelines. Speciahized outrcach proups offer tuber-
culosis conrral services to patients incarcerated at the
Rikers lsland Correctional Faciity, the 30th Street
Shelter, and at single occupancy hotels in Manhattan and
the Bronx. The City operates a controlled rreatment
center at Goldwater Memonal Hospural for use when all
other efforts, including Commussioner's Orders for directly
observed therapy, have been exhausted, so that the most
difficult-ro-treat panients can complete a full course of

treatment while the public health 15 safeguarded.

In 1999, outreach workers were responsible for
providing DOT in the residences, places of employment or
other meenng places of 713 ruberculuoss patienes whuo
could not atcend chimic on a regular schedule, and for
returning o chinucal care an averape of 34 patents per
manth who had become non-adherent o therapy or who
had missed elinte appemtments. Program outreach
workers are playing an important role in efforts o merease
completicn of rentment for latent infection among
patients at lish rick for discase progression. They are
msteutnent | odh i mrerviewing patients w ehait the
names of conieots, ond 1n ensuring that contacts are
appropriately evaluared and referred for medical care, if
mdicated In 1999, 4,539 contaces reccived tubercubin skin
resting by outrcach staff with 1,572 of 1,783 (88.2%)
eligible contacts also receiving the necessary post-window
tuberculin test,

The magnitude of the effort required to evaluate
contacts o all porentially imfectious tuberculusts cases 1s
nort captured by considenng only confirmed tuberculosis
cases: outreach wotkers must inteniew every patient who
15 innally reported to the Department of Health wath a
sputum smear positive for acid-fast bacilli (AFB). In 1999,
489 patients reported to the New York City Department
of Health had an AFB-positive smear and therefore were
assigned to outrcach workers for interviews, but were
eventually found not to have tberculosss. Before rhe -
patients were determuned not to have tuberculogi~, 3¢

Lht?ll' contacts were CVH[UH[G(I.

SURVEILLANCE

Surveillance and Central Repgstry staff ensure that data
reported to the Program arte entered into a compurenized
tuberculosis registry. In addition ro entening demographic
and chnical data for the 1,460 confirmed cases reported in
1999, Central Registry staff enrered data for 3,392 persons
with suspecred tuberculosts who were never confinmed as
cases. Surveiliance staff review the medical records of indi-
viduals with suspected tuberculosis and no bacteriologic
evidence of disease to help determine whether or not such
persons should be considered confirmed cases on the basis
of clirueal or rachographic findings: 1n 1999, surveillance
workers reviewed medical records for 1,545 suspected

cases, and their efforts contnbuted to the confirmation of
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ruberculosis discase in 317 patients who had no bacreno-
logie evidence of tuberculosis Survelllance staff have
placed special emphasis on idenofying and reviewing the
medical records of suspecred cases whase only evidence of
tuberculosis has been obtuned through bopsy or auropsy,
s 1 substannial proportion of cases confirmed on the basis
of pathalogy findings may orherwise escape identificanion.
Surverllance staff also encourage nmely and thorough
reporung by auditng laboratories throughout the Ciry, and
investigate possible mstances of laboratory contammation.
Registry data are rounnely analyzed by Survelllance
and Epideminlogy staff to idenufy outbreaks, trends, and
instances of possible laborarory contaminanion, and ro
research issues of clinical and operational importance.
Surveillance staff identified 21 panients thoughr to have
tuberculosis in 1999 whose posicive Mycobacterium tuber-
culosts culrures had resulred from laboratory contamination,
and mformed the medical providers of those pauents that
further evaluation was warranred and thar medical treac-

ment f()l’ tUbCl’CUIUSN mlgh[ hC UNNCCERNATY.

EPIDEMIOLOGY

The Epridemology staff provides epidemiologic consul-
tatien to each of five regions. The staff review all
pulmonary culture-positive cases to provide assistance in
making an assessment of the likelihood of transmission to
the closest contacts and to evaluate the need to expand
the concentric circle and rest addinional contacts in
congregate settings [n 1999, 1,077 cases were reviewed by
epidemiologists, Epidemiology seaff conducred 15
expanded investigations to determine whether or not
infectious tuberculosis patients had infected contacts in
schools, workplaces, or residences. In congregate sites
where less than 15 contacts are identified, the investiga-
nen ot cantacts 1s performed by case managers.

The Epidemiology Unit conducts research on the
epidemiology of tuberculosis disease and infection in New
York Ciry. The findings of this rescarch are applied to
madify chimical pracnices of the Program. For example, an
increase of tuberculosis cases among Tibetans was investi-
pated to assess whether the increase was due to disease
transmussion within the community m New York City or
as « result of reactivanion of infection acquired i the

country of ongin. On-going surveillance by patients’
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address of residence 15 conducted by regron-based epidemi-
ologists. Twice ench year, the epidermiologists create
frequency rables by patients” address of residence unlizing
tuberculosis repistry dara from the previous four years
New clusrers of tuberculosis cascs are referred o the
Expanded Conract Investigation Unir for evaluanon and
mnvestigation Acuve survelllance of health care workers 15
conducred to monttor trends of discase in ¢hus group, facil-
ieare carly identification of clusters nd to unprove
communucation abour rub.reulosis «+posures with health

care facthues.

EDUCATION AND TRAINING

In addwon o conducuing vnentanon and n-service
raning for DOH staff and non-DOH professionals, the
Educanon and Trainuing Unit educartes the public about
tuberculosis. Duning 1999, the unit provided 140 training
sessions for DXOH staff; 10 semunars and conferences for
833 DOH and non-DOH health care professionals, educa-
nonal sessions for 8,500 members of the general public;
and 1,800 responses ta relephone mquines. The umit als
develops and distnibutes educational brachures, flyers,
posters, publicanons, videos, and techrnucal articles in
Enghsh and varnious foreign languages: in 1999, 260,000
such publications and matenals were dwstributed. In 1997,
the New York Ciry DOH developed a web site,
http:/fwww.nyclink.org/health The Tuberculosis Control
Program offers a large volume of matenial on the site,
including climie addresses, hours of service, and informa-
nienal brochures for the general public. Pubhcanons
targeted to health care providers are also avaiable on the
site, including TB Fact Sheets which hughlight key topics
en tuberculosis rrearment and conira! and the Chinical
Policies and Procedures imanunl which details the stan-
dards for diagnosis and treatmenr of tuberculosis disease

and infection in the chest clus.

METrHoDs
Case Counting

Cases counted in 1999 were those verified during thar
year and reported to the Centers for Disease Control and
Prevention (CIXC) as confirmed cases. Only clinical and
demographic charactenistics of cases are reported to the

CDC: na case idenufiers are provided.



Some 1999 cises were first suspecred of having disease
tn 1998, likewese, some individuals bt suspected of
having tuberculows in lare 1999 will he counted in 2000 1f
actrve tuberculosis s confirmed 1n 2000. [Individuals whe
submitred a specimen for mycobactenology culture 1n late
1999 were included in the 1999 count if their culture was
reported to be postave for any species in the
Mxcobacterum tuberculoas complex (Mycobacternem tuher-
culosts, Mycobacteraum bowvts | Mycobacterium afcanum,
Mycubacterem pucron) by January 31, 2000. A cenam
proportion of each year's counted cases never had a posi-
nive culture for Mycobuctertum aherculosis and were mstead
venified because their chineal symproms andfor radi-
ographic signs improved while they were on ano-
wherculosis medicanons Moere complete venfication of
culture-negative cases by the Tuberculosis Contraol
Program n recent years has led ® some surverllance arn-
fact when longitudinal trends are conadered. thisis
especiiily 1rue of tuberculos i e in children, wheo tend
t have e e culeures. o expecrod thar ciases chac are
countud g reporied to the CDC on the basis of a rapd
diagnostic rest (e.g., Mycobacterem tuberculoss direct tests
such as the Genprobe Amplified Mycobacterium tubercu-
losis Direct Tese® or Roche Amplicor® Maycobacienum
niherculosis [PCR] rest) will he confirmed by 2 positive
Mycobuctentum riberculnsis culture. If after invesnpanon,
cases withaut bacteriologic confirmation are found to have
no climical or radiographic evidence of tuberculosis
disease, they are removed from the cohotr of cases counted

for the year

Rate Calculation

This report uses 1990 census figures for New York Ciry
to caleulate case rares per 100,000 population. Case rates
from years before 1991 were bived an the 1980 census.
Rates for racialfethnic wnd v+« toups are based on
numbers given in the censu- \ccording to the 1990
census, the total New York Cuty populaton of ‘Astans and
other’ 15 528,879 and includes 18,924 persons of ‘orher’
racefethnuctty, 1 ceports published by the Tuberculosis
Control Program since 1991, the figure of 528,879 15 used

to calculate rares among Asians in New York City.

Ave wliisted case rares are provided 1in the section of
the reyon on the geographic diseriburtion of cases. Ape
standerizanon o numencal technique thar adjuses nge-
spectfic observed rares in pupulation groups to a standard
population age distubution sa thar different populations
can be compared. Ape standardization of the rates removes
age differences berween populations as a possible explana-
tion for the differences 1n rates.

Since denominarom used to calculate rates are denived
from the 199Q census, rates included here do not reflecr
the significant numbers of immigrants who have entered
New York Ciry since 1990. Therefore, whenever possible,
absolute numbers as well as crude andfor age-adjusted rarces
are compared.

In comparisons of U.S -bum cases with forergm-bom
cases, persons from Puerro Rico, the U.S Virgin Islands,
and all U.S. rerrirories are considered 1S, horn.
Ascertamnment and reporting of place of birth have
improved i the past six years, accounting for part of the

increase n reported foreipn-born cases since 1990,

Analysis by racefethnicity

Racefethmiciry 1 based on panent self-report and cate-
gorized as non-Hispanic White, non-Hispanic Black,
Hispame and Asian. In the past, collectung informanon en
racefethricity fucilitated the idenufication of mmcreasing
tuberculosis trends among Asians and alerted the
Tuberculosis Control Program of the need for intensified
ourreach 1n this communugy. Analyzing informanon on
racefethnicity also helps idennify obstacles in access w
services and document the need for staff wha speak

languages other chan English.

Analysis by Geographic Area

The Tuberculosis Control Program occasionally
receves requests from ather health agencies and commu-
nity-based organizations for data aggregated by geographic
arcas other than health distnicrs. In the rext of this reporr,
dara are presenred by health distriers; included in
Appendi 2 is a able presenting 1999 cases by 2ip codes,
which may be appregared 1o yield numbers of cases for
Uruted Hospital Fund neighborhoods and other

geographic areas. Data for zip codes wath fewer than five
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cases are excluded from the table.
Reporting Requirements

It is the timely and complete reporting of cases by
medical providers throughout the City that makes it
possible for the Tuberculosis Control Program to analyze
trends and improve case management. New York City
Health Code section 11.03 (a) requires written reports to
the New York City Department of Health (DOH) within
24 hours, of all clinically suspected and confirmed cases of
tuberculosis; of children less than five years old with posi-
tive tuberculin skin tests; and of the results of bacteriology
or pathology studies that suggest or confirm tuberculosis.

Physicians are also required to test (or refer to the
DOH for testing) household contacts of infectious cases
and to notify the DOH of the test results or referral.
Furthermore, the DOH may require household and non-
household contacts to be tested and reexamined as
needed. Physicians are also required to report when a
patient ceases to receive anti-tuberculosis treatment and
the reason for the cessation, as well as any other informa-
tion required by the DOH 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 1999 as well as on efforts to increase
completion of treatment for latent infection by persons
infected with the organism that causes tuberculosis.

In 1999, the number of confirmed tuberculosis cases in
New York City declined for the seventh consecutive year,
to a total of 1,460. This is a 6.3% decrease from the 1,558
cases reported in 1998. Using the population recorded in
the 1990 census as a denominator, the City’s 1999 tuber-
culosis case rate is 19.9 tuberculosis cases per 100,000
persons, compared with a rate of 21.3 recorded in 1998.
Using an estimate of the City’s 1999 population the
overall rate decreased to 19.7.

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 a peak in 1992 of
3,811 cases and a rate of 52.0 per 100,000. The number of
cases reported in 1999 is 61.7% lower than the number
reported in 1992. The drop in culture-confirmed cases

FIGURE 1
TUBERCULOSIS CASES AND RATES
NEew YOrk CITY, 1978 - 1999

Number of Cases

Rate/100,000
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between 1992 and 1999 1w preater the number of culrure-
confirmed < vecs reporred i 1999 (1,143) 1s 66 8% lower
than the number roported in 1992 {3.442)

New York Uiy~ recent tuberculosts epdemic starred
approximately six years betore the nanonwide epidermic
Fueled by increasing numbers of tuberculosis cases i New
York Ciry and other major urban centers, the natonal
epidemic starred i 1986 and peaked ar 26,673 cases 1n
1997 vielding a navonal case rate of 105 per 100,000
populinon Between 1992 and 1999, the number of cases
tnenally decreased by 9,145, to 17,528 cases in 1999
Wi 2,351 fewer cases in 1999 than in 1992, New York
Ciry conrnbured 25.7% ro the nationul decrease in tber-
culosts berween those years

While New York Ciry has made yrear progress in 1ts
strugete apanst tubereulosts over the past seven years, the
number of cases reported in the aity in 1999 15 sull 11.7%
higher than the number reported in 1978 New York Ciry's
1999 rare of 19.9 tuberculosis cases per 100,000 population
1s 3 1 umes the national rate of 6.4 per 100,000, higher
than thar of any other junsdicnion reportung more than 100
cases. In 1999, New York City corunbured 8.3% of the
nation’s total 17,528 reported tuberculosis cases. The poal
for ruberculosts control for the year 2000, set by the Centers
for Discise Controd and Prevennon, was a nanonal rate of
3 5 cuses per 100,000 persons. The national rte of 64 15 1.8
ames higher than the vear 2000 goal Thercfore the
campaign against tuberculosts must be maintained, espe-
cually by New York Ciry and other major urban centers

New York Cizy has 1n recenr years essentally expen-
enced rwo tuberculoms epidemics, one among persons bom
in the United States, among whom infection with the
human ianmunodeficiency virus (HIV) and vanous social
problems have been important conemburing factors, and the
other among foreign-bom persons who come to the Urted
States trom countries with hugh rates of whberculiwis. Since
1997, the proportuion of tuberculosis cases known ra be
HIV-infecred has been notably lower than that recorded in
previous years: the proportton of HIV-infected tuberculosis
cases contmued to decline m 1999, w 22.0%. The propor-
non of tuberculosts cases who were foreign born ine roaeod
in 1999 ower dhar recorded i 1998 (57.1% vs. 54 % v In

1999, the rrend toward an increasing proportion vl tem ile

cases, which had been observed since 1986 and was inrer-
nupred in 1998, continued: the prapornion of female cuses
increased shigshely, ro 38.2%, compared with 37 4% in 1998
hur did not exceed the 1997 proporton of 39.0%,

The first step in controtling the ruberculosis epidemice-
ensuring the complete treatmenr of infectinus cases--has
been raken However, 1f the Ciry is to further reduce the
burden of wuberculosis for future New Yorkers, 1 is mmpor-
tant to treat latent infection 10 persons who became
infected with Mycobacterum mberculosis through their
exposure to achive cases during the recent epidemnic, and
to others who are infected with Mycobactenum tuberculesis
and at high nisk for progression o active discase The final
section of this reporr analyzes the starus of programs for

wreatment of latent infection in New York Ciry in 1999,

AGE DISTRIBUTION
(Table 2, Figure 2)

In 1999, people with active tuberculosis ranged in age
from less than 1 year to 96 years old. Tuberculosis case
rates were hughest in the proup aged 35 through 44 years
(31 9 per 100,000). Case rares were lowest in the group
aped 5 through 9 years (3 3 per 100,000). There were
fewer tuberculosis cases m all age groups 1n 1999 than in
1998, except for the groups aged 10 through 14 {50 0%
increase), 25 through 34 {0.3% increase), and 35 through
44 years (5.0% increasc) Figure 2 presents a descripuion of
cases by age group since 1992, Table 2 presents cases and
case rates by age group, racefethniaity, and sex in 1999,

In arcas where tuberculnsis s well controlled, the
highest proportion of cascs tend to be clderly Whenever
an increase N the proportion of younger cases s observed,
1t suggests that tuberculosis control efforts may be disinte-
granng. In New York City, the proportion of tuberculosis
cases younger than 65 years increased from 78.9% i 1978
to 90 4% 1n 1992, as overall tuberculosis rates rose from
17.2 per 100,00C 1in 1978 to 52.0 cases per 100,000 1n
1992. After 1992, as tuberculosis conrrol efforts in New
York Ciry were strengthened and the City’s cases overall
decreased, the proportion of cases 1n the group younger
than 65 years decreased each year unul 1998 when 84.0%
of all cases were younger than age 65. In 1999, the percent

of cases younger than age 65 years increased to §5.6%.
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The 47 cases that occurred in 1999 among children
younger than 10 years old represent 3.2% of total cases,
which is less than the 3.6% recorded in 1998, and a
decline of 16.1% from the 56 cases recorded in this age
group in 1998. The rate in this age group was 4.9 per
100,000 in 1999, compared with 5.8 per 100,000 in
1998. Within the past four years, surveillance to identify
culture-negative pediatric tuberculosis cases has
increased in New York City. Young children with tuber-
culosis are regarded as sentinel cases. Thus, the low rates
of tuberculosis in this age group, as recorded in 1998
and 1999, are encouraging, as they suggest a decline in
recent transmission of the disease.

Children aged 10 through 14 years, once infected with
tuberculosis, are especially vulnerable to progression to
active disease, as are children younger than 5 years.
Between 1998 and 1999, the group aged 10 thorough 14
years experienced a 50.0% increase in cases, from 14 to
21, and had a 1999 rate of 4.7 per 100,000. This increase
was concerning and therefore was investigated. Cases were
found not to be clustered by region or country of origin.
The rate for this age group will be closely monitored to
determine whether this indicates the start of a trend. The
largest decrease (34.6%), from 52 cases in 1998 to 34 cases

in 1999, was among older adolescents, aged 15 through 19
years; this group had a rate of 7.2.

Among adults, the group aged 20 through 24 years had
the largest percentage decrease (20.7%, from 111 cases in
1998 to 88 in 1999); this group comprised 6.0% of total
cases and had a rate of 15.3. The group aged 35 through
44 years had the largest percentage increase among adults
(5.0%, from 339 cases in 1998 to 356 in 1999); this group
comprised 24.4% of total cases and had a rate of 31.9. The
12.4% increase in cases observed from 1997 to 1998
among older adolescents and young adults, ages 15
through 24 years, did not persist in 1999 as a 25.2%
decrease in this group was seen (163 cases in 1998 to 122
cases in 1999). The group aged 45 through 54 years expe-
rienced a 12.4% decrease in cases from 259 to 227; this
group had a case rate of 29.3 per 100,000 and comprised
15.5% of the total cases in 1999. Among other adult age
groups, the incidence of tuberculosis and percent changes
between 1998 and 1999 were as follows: the group aged 25
through 34 years comprised 21.6% of the total and had a
case rate of 23.1 and a 0.3% increase between 1998 and
1999 (from 315 to 316 incident cases); the group aged 55
through 64 years comprised 11.0% of the total and had a
case rate of 25.0 and a decrease of 0.6% between 1998 and

FIGURE 2
TUBERCULOSIS CASES BY AGE
NEw York City, 1992 - 1999
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1999 (from 162 tn 161 incident cases); and those 65 years
and older comprised 14.4% of the toral and had a case rate
of 22 0 and experienced a 16.0% decrease berween 1998
and 1999 (from 25C 1o 210 incident cases ).

The age distmbution of the 834 foreign-bom cases
rescmbled that seen among U.S.-bom cases: 722 {86.6%)
of foregm-born cases were younger than 65 years and 112
{13.4%) were 65 years and older, compared with 511
(84.5%) U.S -bom cases younger than 63 years and 94
(15.5%) 65 and older. As in 1998, among foreign-bom
cases, the largest proportion was in the group aged 25
through 34 years (27.8%, 232 cases) and among U.5.-bom
cases the largest proportion was 10 the group aged 35
through 44 years (28.6%, [73 cases).

DISTRIBUTION BY SEX {TABLE 2)

As 1n previous years, the incidence of tuberculosis
among males i 1999 was nearly twice the inaidence
among females. 26.3 per 100,000 amony males vs. [4.3 per
100,000 among females. [n 1998, there was an interrup-
nion i the rrend toward an increasing proportion of
female cases, which had been observed since 1986. In
1999, the proporuon of female cases increased shghtly

(38.2%; 557/1,460 cases) compared to 1998 (37.4%;

582/1,558 cases) but did nor reach the 1997 proporuon of
39 0%. There was a larger percentage decline in male
tuberculosis cases between 1998 and 1999 {7 5%, from
976 in 1998 o 903 1n 1999) than 1n female cases (4.3%,
from 582 10 1998 to 557 1n 1999).

Among adult males, the greatest percentapge decrease in
cases berween 1998 and 1999 eccurred in the group aged
more than 65 years (22.9% decrease, from 144 in 1998 w0
111 1n 1999} Among adult females, the greatest
percentage decrease 1n cases occurred 1n the wrenp 10 d 20
through 24 vears (29.8% decrease, from 47 in 1741043
in 1999). Among adult males, only thoso o 29 through
[ Tom 1998 to
183 1n 1999}. Among adult females, only those aged 35
through 44 years had an increase (16.3%, 104 1n 1998 o
121 1n 1999). All remairung adult male and female ape

34 years experienced an increase (4.0

groups experienced no change or a decrease in the number
of cascs from 1998 1o 1999,

While case rates were sumilar for males and females in
all age proups younger than 20 years, rates were substan-
tially higher among males 1n all older age groups. The
preatest difference between rates for males and females
occurred in the 45 through 54 year age proup (46.2 for
males vs, 14.9 for females).

FIGURE 3
TUBERCULOSIS CASES BY RACE[ETHNICITY
NEw York CiTy, 1985 - 1999
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RACIAL/ETHNIC DISTRIBUTION (TABLE 2, FIGURE 3)

Racial/ethnic distribution for males and females in
1999 was fairly similar with a few notable exceptions. Case
rates of females exceeded those of males among Asians
aged 10 through 14 years (18.5 for females compared to
0.0 for males) and 25 through 34 years (88.6 for females
compared to 74.9 for males) and among Blacks aged 10
through 14 years (11.0 for females and 4.2 for males) and
15 through 19 years (10.8 for females and 5.6 for males).
Between 1998 and 1999, tuberculosis cases decreased
among non-Hispanic Blacks and Hispanics. However,
cases increased among non-Hispanic Whites and Asians.

As in previous years, non-Hispanic Blacks comprised
the highest proportion of 1999 tuberculosis cases (37.9%).
The 553 cases reported among non-Hispanic Blacks in
1999 gave this group a case rate of 29.9 per 100,000,
second only to that for Asians (66.6 per 100,000). The
number of tuberculosis cases who are non-Hispanic Black
decreased by 13.7% from the 641 recorded in 1998. Age-
specific incidence rates in 1999 peaked in the 45 through
54 year age-group for non-Hispanic Black males (105.4 per
100,000) and the 35 through 44 year age group for non-
Hispanic Black females (38.0 per 100,000).

The 386 Hispanic cases represented 26.4% of total
1999 tuberculosis cases. Hispanics had a case rate of 21.6
per 100,000. The number of tuberculosis patients who are
Hispanic decreased by 10.2% from the 430 recorded in
1998. Age-specific incidence rates in 1999 peaked in the
35 through 44 year age-group for Hispanic males (53.2 per
100,000) and the 65 years and older age group for
Hispanic females (30.3 per 100,000).

The 352 cases among Asians accounted for 24.1% of
the 1999 cases. Asians had a case rate of 66.6, higher than
that for any other racial/ethnic group. The number of
cases recorded among Asians in 1999 increased 8.0% from
that reported in 1998 (326). As in 1998, the highest
tuberculosis rates among Asian males and females in 1999
were observed among those aged 65 years and older (304.8
per 100,000 among males and 116.7 per 100,000 among
females). The rate among elderly Asian males exceeded
that of all other racial/ethnic age groups. It should be
noted, however, that denominators for these groups are
relatively small.

The 169 cases among non-Hispanic Whites accounted

Tuberculosis Control Program

for 11.6% of the 1999 total. Non-Hispanic Whites had a
case rate of 5.3 per 100,000, lower than that for any other
racial/ethnic group. The number of cases among non-
Hispanic Whites increased 5.0% in 1999 compared to
1998 (161). Age-specific incidence rates in 1999 peaked
in the 45 through 54 age group for non-Hispanic White
males (13.9 per 100,000) and the 65 years and older age
group for non-Hispanic White females (5.7 per 100,000).

GEOGRAPHIC DISTRIBUTION
(Table 3, Figures 4-5)

Incidence rates by health district of residence were
calculated for 1999; age-adjusted and crude rates are
presented in Table 3. Figure 4 displays a map of health
districts.

Figure 5 illustrates the number of tuberculosis cases
contributed by each borough, and the proportion of
foreign-born cases in each borough. The boroughs that
contributed the largest proportions of total New York City

FIGURE 4
HEeArTH CENTER DISTRICTS, NEW YORK CITY




