
CENTER FOR DISEASE CONTROL August 24, 1979 /  Vol. 28 /  No. 33

Current Trends

385 Health Status o f Indochinese 
Refugees

MORBIDITY AND MORTALITY WEEKLY REPORT

Current Trends
24  1979

j  Tedc l i b r a r y  * *  i
Health Status of Indochinese Refd|j90tN7'A1 »

INTRODUCTION , „ j f

Last month the President announced that by September 1979, 14,000 Indochinese 
refugees would be accepted monthly for resettlement in the United States. Within the 
Public Health Service (PHS), CDC shares federal responsibility fo r the health o f refugees 
w ith the Health Services Administration (HSA). CDC is responsible fo r the medical 
screening o f refugees while they are still abroad and fo r the inspection of refugees upon 
arrival at U.S. ports o f entry. By law, health screening of refugees in Asia includes exam- 
'nation for tuberculosis, leprosy, venereal disease, and mental defects and disorders.* The 
USA provides—or helps private, local, or state sources provide—immediate medical services, 
as well as a more comprehensive medical assessment o f refugees after their arrival in the 
United States. State and local health departments are being notified o f the arrival of each 
refugee to their communities. Both CDC and HSA are seeking to insure that adequate 
documentation on refugees w ith special health problems is acquired and distributed to 
state and local health authorities.

PHS teams have recently visited areas in California, Oregon, Washington, and Hawaii 
that have already received large numbers of refugees, as well as refugee camps and embar­
kation areas in Southeast Asian countries. From these visits, as well as from limited sur- 
Veillance data and the experience gained in the resettlement of over 150,000 Vietnamese 
refugees in the United States since May 1975, the following may be expected:

1. The majority of refugees w ill be free of major contagious diseases;
2. Where an illness is present, it w ill likely represent a personal rather than a public 

health problem, and;
3. The main health problems, perhaps exceeded only by the stress o f resettlement 

itself, w ill include tuberculosis and parasitic diseases.

’ Conditions fo r which a person would be excluded entry in to  the United States are designated as 
Class A by the Im migration and Naturalization Service. These are as fo llow s: 1) syphilis, gonorrhea, 
fhancroid, granuloma inguinale, and lymphogranuloma venereum. These conditions are not excludable 
!f  »hey are adequately treated. 2) active tuberculosis. 3) infectious leprosy. 4) mental retardation, 
"Vanity (past, present), and severe personality disorders, including chronic alcoholism and drug 
add iction. Mental retardation and previous attacks o f insanity are waiverable under certain circum ­
stances, as established in the Im migration and N ationa lity Act.

u-s. d e p a r t m e n t  o f  h e a l t h ,  e d u c a t io n ,  a n d  w e l f a r e  /  p u b l i c  h e a l t h  s e r v i c e
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This report represents a summary of recommendations that have been prepared by 
CDC as a guide to practitioners and state and local health departments concerning some 
of the more significant infectious disease problems that may be encountered. As sur­
veillance information becomes available, these data w ill appear in the MMWR.

Health Status o f Indochinese Refugees —  Continued

TUBERCULOSIS
Tuberculosis is the most serious potential public health problem of Indochinese ref­

ugees. Data from San Francisco, Los Angeles, and the state of Washington, indicate that 
1%-2% o f refugees who have arrived during 1979 and have been examined have been 
found to have "active" tuberculosis. This estimate may be high because refugees in whom 
tuberculosis was identified overseas are more likely to have been examined upon arrival 
in the United States than other refugees. In San Francisco, 41% (136 of 333) o f refugees 
less than 18 years of age had a skin test that was positive for tuberculosis. In Los Angeles 
and Washington state, about half of the refugees—of all age groups—had a positive skin 
test. The proportion who had received BCG vaccination is not known.

Screening and Notification Procedures
A t present, refugees 2 years and older are screened in the refugee camps in Southeast 

Asia w ith a chest X ray.* "A ctive" or suspected "active" (Immigration Class A t)  tubercu­
losis is an excludable condition. Refugees so classified must remain in Asia under treat­
ment until their disease is no longer "active," unless excludability is waived. Persons with 
Class A tuberculosis who are eligible for a waiver of excludability can travel immediately 
if their disease is non-contagious. If their disease is contagious they must remain under 
treatment in Asia until their disease is judged non-contagious. Refugees classified as 
having "active" or suspected "active" (Class A) tuberculosis or tuberculosis "no t con­
sidered active" (Class B), are referred for medical evaluation upon arrival. In either case, 
local and state health departments in the United States are notified of the arrival of the 
person to facilitate initiation or continuation of treatment.

A Class A refugee who is eligible to enter the United States must have at least 2 
sputum smears, taken at least 1 day apart, that are negative f o r  acid-fast o rg a n ism s , 

before he or she is considered noninfectious and permitted to travel. Any form of ex- 
trapulmonary tuberculosis, as well as pulmonary tuberculosis designated Class B, ¡s 
considered noninfectious for travel purposes. The medical examination form (OF-157, 
formerly FS-398) must specify i f  the individual has Class A or Class B tuberculosis, 
give the results of bacteriologic studies, describe X-ray findings, and detail the treatment. 
A copy of the OF-157 and the chest X rays remain w ith the refugee. A copy of the OF-157 
should be forwarded to the local health department along w ith a copy of either the 
"Report of Alien w ith Tuberculosis Waiver" (CDC 4.451)—for Class A cases—or the 
"Report of Alien with Tuberculosis Not Considered Active" (CDC 4.447)—for Class B 
cases. A copy of the CDC 4.451 or the CDC 4.447 also should be sent to the state health

*The 2 exceptions are Indonesia and Singapore, where only refugees 15 years o f age or older are 
screened fo r tuberculosis.
tF o r  a description o f the Class A  designations, see foo tno te  on page 385.
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department at the refugee's destination and a copy given to the refugee. Appropriate 
follow-up procedures then become the responsibility of the refugee and the health 
department.

CDC has recommended that Class A  tuberculosis cases w ith  positive bacteriology 
and/or cavitary lesions on chest X ray be started on treatment consisting of isoniazid 
(INH), rifampin, and ethambutol. Ethambutol has been included because, based on drug- 
resistance studies done in the United States, it is estimated that approximately 10% of 
the refugees w ith  tuberculosis may be infected with an organism resistant to INH. Chil­
dren too young to be assessed fo r alterations of visual acuity should receive INH, rifampin, 
and streptomycin. The doses o f drugs fo r adults are INH, 300 mg daily; rifampin, 600 mg 
daily (450 mg daily fo r persons weighing less than 50 kg); ethambutol, 15-20 mg per kg 
body weight daily (the dose can be rounded o ff, e.g., 800 mg, 1000 mg, 1200 mg). For 
children the doses are INH, 10 mg per kg of body weight daily up to a maximum o f 300 
^9 ; rifampin, 10 to 20 mg per kg of body weight daily; ethambutol, 15 to 20 mg per kg 
° f  body weight daily; streptomycin, 20 mg per kg o f body weight up to the maximum of 
1 9 daily. Class A  tuberculosis cases other than those w ith positive bacteriology and/or 
cavitary lesions on chest X ray may be started on treatment at the discretion of the 
Hamming physician, or treatment may be deferred until arrival in the United States.

ollow-up and Treatment after Arrival in the United States
If treatment has not been started abroad on a refugee w ith Class A tuberculosis, 

sPecimens should be obtained for bacteriologic examination (smear and culture) and for 
drug-susceptibility tests. Depending on the examining physician's clinical judgment, 
treatment may be started after specimens have been obtained or deferred until the 
results of the tests are available. Treatment started in the United States should follow 
the regimens outlined above. When drug-susceptibility results are available, treatment 
can be adjusted accordingly. However, it is important that the regimen always contain 
®t least 2 drugs to which the organisms are known to be, or thought to be, susceptible.

cultures are negative, precluding drug-susceptibility testing, then INH, rifampin, and 
ethambutol should all be continued for the duration of therapy. Treatment should con­
nue for a period of 12 months after sputum specimens are negative. For patients w ith 

ne9ative bacteriology, the total period of treatment should be 12 months.
If treatment has been started abroad on a refugee w ith Class A tuberculosis, the 
u9ee would have negative sputum smears before being permitted to travel. Upon 

3rr'val, treatment should be continued, but specimens should be obtained fo r attempted 
cu|ture and drug-susceptibility tests. If the culture results are positive, proceed as above 
ar*d adjust regimen, if necessary, according to the drug-susceptibility test results. If the 
^ultures are negative, precluding drug-susceptibility testing, it is necessary to continue 

re9imen of INH, rifampin, and ethambutol for a period of 12 months after sputum 
Pecimens are negative.

Class B tuberculosis patients are a high-risk group and should be re-evaluated upon ar- 
ai in t he United States. If "active" disease is found, indicating either incorrect classifica- 

the* ° r ^ evel°Pment ° f  progressive disease after the initia l medical examination, consider 
¡s Person as a case of tuberculosis and treat as described above. If the Class B designation 

correct, these refugees are candidates fo r preventive therapy w ith INH. Even though
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as many as 10% o f Class B patients may be infected w ith an INH-resistant organism, it 
is not possible to identify these individuals. Therefore, it is recommended that INH be 
used for preventive therapy; if tuberculosis caused by INH-resistant organisms should 
develop later in any of these persons, it can be treated appropriately w ith other drugs at 
that time.

Preventive therapy is recommended for contacts of tuberculosis patients and other 
infected persons who may be identified. Since a positive reaction from BCG vaccination 
cannot be distinguished from natural infection, the tuberculin test should be interpreted 
w ithout regard to BCG vaccination. INH is recommended unless the person is known to 
have been exposed to a source case w ith INH-resistant tubercle bacilli. In that situation, 
1 of the following 3 alternative approaches may be selected: 1) treat w ith INH; 2) treat 
w ith rifampin (alone or in combination w ith INH or another drug); or 3) use no drugs 
for preventive treatment but assure close clinical follow-up and provide treatment w ith 
appropriate drugs if tuberculosis develops.

Depending upon the number of refugees in the community and the resources avail­
able, health departments w ill have varying degrees of d ifficu lty  in accommodating the 
increased case load presented by Indochinese refugees. The recommended priorities for 
tuberculosis control in Indochinese refugees are as follows: 1) evaluation, management, 
and contact investigation of Class A cases; 2) evaluation, management, and contact 
investigation (if indicated) of Class B cases; 3) tuberculin screening and preventive 
therapy programs for children, e.g., testing of all refugee children entering the com­
munity's school system; 4) evaluation and follow-up of the family and other close 
associates of children found to be infected; and 5) tuberculin screening and preventive 
therapy programs for adult refugees under 35 years o f age. Screening programs are not 
recommended for older refugees because the vast majority would not be candidates for 
preventive therapy. (The exception would be those w ith abnormal chest X rays who have 
already been identified as Class B patients at the time of their arrival in the United States).

Although there is some risk of transmission of tuberculosis from refugees to the U.S. 
population, the current methods of detection and the use of appropriate containment 
procedures make the risks minimal. Efforts are being made to improve the medical 
evaluation of refugees overseas, including the interpretation of X rays and performance 
of laboratory bacteriologic procedures, and to assure that health departments are properly 
notified of the arrival o f refugees who have tuberculosis.

Health Status o f  Indochinese Refugees —  Continued

M ALARIA

Diagnosis
Malaria can be definitively diagnosed only through the careful microscopic examine 

tion of blood films. Both thick and thin blood films should be made from each patient5 
blood. Thick films provide the best opportunity to detect the lowest number of parasite® 
but require some training and experience to read. Thin films are used for species identi' 
fication. Blood films should be prepared from specimens from all refugees who have 3 
fever. The films should be promptly stained (Giemsa stain preferred) and examined f° r 
parasites, and the species and approximate density of parasites (i.e., number per 1 ^  
white blood cells on thick films) should be noted, if possible.
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Signs and symptoms other than fever that suggest the possibility of malaria also 
dictate a blood film  examination. These would include anemia, splenomegaly, chills, 
headache, backache, and malaise. Negative blood films on at least 2 consecutive days 
aid in ruling out malaria infection. Although detectable parasitemia almost always accom­
panies a clinical attack of malaria, parasitemia may occur in the absence of significant 
symptoms.

Treatment
Presumptive Therapy: Identification of the species of Plasmodium should be done as 

soon as possible. However, presumptive therapy should be instituted to prevent serious 
complications and death before the diagnosis can be confirmed parasitologically. Since 
rnany refugees w ill be coming from areas of Southeast Asia where chloroquine-resistant 
p- falciparum malaria is endemic, presumptive antimalarial therapy for such refugees 
must be undertaken w ith the possibility of chloroquine-resistant P. falciparum malaria 
ln mind. For patients who are seriously ill w ith the presumptive diagnosis of P. falciparum 
Malaria, parenteral or oral quinine is indicated. Parenteral quinine should be used w ith 
extreme caution and is chiefly indicated fo r patients who cannot take oral medication, 
fo r  clinically stable patients chloroquine may be started as an alternative to quinine in 
•nitial presumptive therapy, but the patient should be kept under careful observation.

Therapy o f Laboratory-Confirmed Cases: When the species has been identified, speci­
fic therapy should be instituted along the following guidelines:*

1-P. falciparum: Because of the high proportion of chloroquine-resistant P. falci­
parum in Southeast Asia, all falciparum infections seen in refugees should be assumed 
resistant, and one of the following regimens should be used:

a. Quinine sulfate, 650 mg, t.i.d. x 3 days 
plus pyrimethamine, 25 mg, b.i.d. x 3 days
plus sulfadiazine, 500 mg, q.i.d. x 5 days; these 3 drugs must be administered 
concurrently (/).

b. Quinine sulfate, 650 mg, t.i.d x 3 days
plus Bactiim Double Strengtht (160 mg trimethoprim and 800 mg sulfameth­
oxazole), 2 tablets, b.i.d. x 5 days, administered concurrently.

c. Quinine sulfate, 650 mg, t.i.d. x 3 days
plus tetracycline. 250 mg, q.i.d. x 10 days, administered concurrently (2). 

Several points about the above therapy should be noted.
Sulfonamides are used in combination w ith a fo lic acid antagonist (e.g., pyrimethamine 

0r trimethoprim) because they are synergistic. The type of sulfonamide used is not criti- 
^al- Provided that a sufficient blood level is maintained for at least 5 days. While combina- 
l0r|s of sulfonamide, a fo lic acid antagonist, and a tetracycline are effective schizonticides,

----
give c^ oro9u'ne and primaquine doses are expressed in terms o f the base. Dosages o f all drugs are 

n as the adult dose. Proportional reduction in dosage would be necessary fo r children.
Er|Se ° f trade names does not im p ly endorsement by the PHS or the U.S. Department o f Health, 

Ucation, and Welfare.
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their rate of action is slow. Thus, at least 3 days of quinine therapy is important to rapidly 
reduce the parasite density to safe levels. Treatment of P. falciparum malaria is effective in 
up to 95% of cases; however, such patients should be carefully followed up for at least 
90 days to detect recurring symptoms or parasitemia. Recurrences are usually w ithin 
the first 30 days, but may occur later. Retreatment may be w ith the same or another drug 
combination.

2. P. vivax: The recommended treatment fo r P. vivax infections is a total dose of 1.5 g 
of chloroquine (base) over a 3-day period (600 mg initial dose, followed by 300 mg at
6, 24, and 48 hours). There have been no reports of resistance of this species to chloro­
quine, and this regimen should eliminate the parasitemia and symptoms w ithin 24 to 72 
hours. Relapses may occur after chloroquine treatment unless radical curative therapy 
is administered to eliminate the exoerythrocytic schizonts in the liver. The 2 accepted 
regimens for radical curative therapy are as follows:

a. Primaquine, 15 mg (base) daily fo r 14 days. The initial dose should be in asso­
ciation w ith chloroquine, either w ith the normal therapeutic course, or, if 
administered later, w ith a single dose 600 mg (base) of chloroquine.

b. Primaquine, 45 mg (base) weekly for 8 weeks.

(Continued on page 3951

Health Status o f Indochinese Refugees — Continued

TABLE I. Summary — cases of specified notifiable diseases. United States
[Cumulative totals include revised and delayed reports through previous weeks.]

33rd WEEKENDING
MEDIAN

1974-1978**

CUMULATIVE, FIRST 33 WEEKS ^
DISEASE August 18, August 19, August 18, August 19, m e d ia n

1979 1978* 1979 1978* 1974-1971^.

Aseptic meningitis 3 8 3 3 0 1 1 2 8 3 * 1 0 4 2 , 5 6 7 1 , « »
1 3 *

1 2 3 .
1 2 s 
551  
, 7 5  

9 , * * *  
2 1 .  » 1® 

5 .3 2 1  
273  

2 3 * 3 7 1  
1 . 0 »«  

3 2 ’ $  
^ , 6 0 6  

l 9 ’ * 8 9

Brucellosis 7 3 3 9 3 1 1 4
Chicken pox 3 1 8 2 9 6 3 0 8 1 7 0 * 2 9 7 1 2 3 * 1 4 4
Diphtheria r ■4 2 6 2 5 3
Encephalitis: Primary (arthropod-borne &  unspec.) 3 7 5 0 4 6 4 4 3 5 7 0

Ppst-infectious 3 2 5 1 6 3 1 4 2
Hepatitis, V ira l: Type B 2 5 4 2 8 0 2 8 0 8 * 9 9 4 9 * 5 2 2

Type A 5 5 6 6 0 0 6 1 6 1 8 * 3 2 7 1 8 * 0 7 2
Type unspecified 2 1 6 1 8 0 1 6 8 6 * 6 4 5 5 * 1 6 8

Malaria 1 9 1 7 1 0 4 0 8 4 6 8
Measles (rubeola) 1 9 1 2 8 5 1 4 8 1 1 * 8 8 8 2 3 * 3 7 1
Meningococcal infections: Total 3 2 2 8 2 2 1 * 8 5 0 1 . 6 9 9

Civilian 3 2 2 8 2 2 1 * 8 4 0 1 . 6 7 7
M ilitary - - _ 1 0 2 2

Mumps 8 5 9 8 1 2 3 1 0 * 9 4 6 1 3 * 1 0 3
Pertussis 41 4 3 4 3 8 6 0 1 * 2 9 1
Rubella (German measles) 6 3 1 5 3 7 3 1 0 * 5 0 8 1 6 , 4 4 8
Tetanus 1 1 2 3 9 5 1
Tuberculosis 5 6 9 5 6 6 6 3 6 1 8 . 0 0 0 1 8 , 5 3 7
Tularemia 7 2 3 1 2 7 7 4

61
Typhoid  fever 9 7 9 2 8 6 3 2 2
Typhus fever, tick-borne (R ky. M t  spotted) 6 7 3 9 3 9 7 0 2 7 3 0
Venereal diseases:

6 i ? : $

“ •ÏÜ
1 .8 7 2

Gonorrhea: Civilian 2 0 . 8 2 7 2 1 * 7  72 2 1 , 2 7 7 6 1 7 * 2 1 6 6 1 8 , 1 0 6
M ilitary 7 5 9 4 0 4 4 9 1 1 7 , 3 8 7 1 6 , 2 6 6

Syphilis, prim ary &  secondary: Civilian 7 1 5 4 0 9 4 4 9 1 5 * 2 5 0 1 3 , 1 4 1
M ilitary 4 4 4 1 8 5 1 8 2

Rabies in animals 1 1 3 8 8 6 9 3 . 1 1 3 2 . 0 1 8

TABLE II. Notifiable diseases of low frequency. United States

Anthrax
CUM. 1979

Poliomyelitis: Total
Botulism 1 5 Paralytic
Congenital rubella syndrome (Wash. 1) 3 5 Psittacosis (Pa. 1, Wash. 2, C alif. 1)
Leprosy t  (Colo. 1, C alif. 1) 1 0 7 Rabies in man (Calif. 1)
Leptospirosis (F la. 1, Tenn. 1, Hawaii 1) 2 8 Trichinosis (Pa. 1)
Plague 9 Typhus fever, flea-borne (endemic, m urine)

•D e layed  repo rts received fo r  calendar year 1978 are used to  update last year's  w eek ly  and cu m u la tive  to tals . 
• ’ M edians fo r  gonorrhea and sy p h ilis  are based on data fo r 1 97 6  1978. 

tD e la y e d  rep o rt : L e p ro s y : F la . +1
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TABLE III. Cases of specified notifiable diseases. United States, weeks ending
August 18, 1979, and August 19, 1978 (33rd week)

REPORTING AREA

ASEPTIC
MENIN­
GITIS

BRU­
CEL­
LOSIS

CHICKEN-
POX DIPHTHERIA

ENCEPHALITIS HEPATITIS (VIRAL), BY TYPE
MALARIA

Primary Post-in­
fectious B A Unspecified

1979 1979 1979 1979 CUM.
1979 1979 1978* 1979 1979 1979 1979 1979 CUM.

1979

3 8 3 7 3 1 8 - 62 37 5 0 3 2 5 4 5 5 6 2 1 6 19 4 0 8

4 7 1 41 - - - 2 - 3 11 8 1 23

1 - 1 : - - : - - 2 1 : -

16 _ 1 0 _ _ _ _ - - 5 7 1 5
2 1 - 15 - - - - - - 2 - - 6

a 1 11 - - - 2 - 3 2 _ - 11

8 7 _ 30 _ _ 6 4 _ 32 3 4 1 4 5 56
4 7 - 12 - - 3 - - 18 19 11 1 12

3 - 16 - - - 1 - 14 1 5 3 - 2 6
3 6 - NN - - 1 1 - NA NA NA - 8

1 2 - - 2 2 NA NA NA 4 12

4 5 2 131 _ 2 10 27 _ 4 9 6 4 7 - 29
- - 21 - - - 17 - 8 11 - - 6

11 - 2 6 - 1 2 9 - 14 6 1 - 1
- 2 28 - - - - - 7 19 1 - 12

2 4 - 9 - - 7 - - 13 21 4 - 8
10 - 4 7 - 1 1 1 - 7 7 1 2

19 _ 7 _ 1 7 2 - 6 2 3 11 1 1 4
- - - - - - 1 - 3 6 1 - 4
2 _ 3 _ - - - - - 1 2 - 2

- 2 - 1 - 1 - 3 5 3 - 3
1 - 1 - - - — - - - - - -

- - 1 - - - - - - 2 - 1 1
1 _ _ - - - - - - 5 — - 2

15 - - - - 7 - - - 4 5 - 2

2 9 _ 2 6 _ 1 3 5 2 67 7 8 2 5 1 51_ _ 2 _ — — — — — — - 1
6 _ 4 _ _ _ - - 8 3 4 - 8_ _ _ _ _ _ - 4 1 - - 5
6 _ 4 _ 1 3 1 - 10 5 4 1 1 7
1 _ 9 _ _ _ 3 - 4 2 3 - 2
6 _ NN _ _ _ 1 - 15 11 3 - 3
1 _ 2 _ _ _ - - 3 3 2 - 1

_ _ _ - - - 9 3 2 - - 2
9 - 5 - - - - 2 14 21 9 “ 12

3 0 1 2 _ _ 4 2 _ 14 2 1 4 - 7
1 - 2 - - 1 - - 2 1 - - -
4 1 NN - - - 2 — 9 7 1 - -

2 5 - - - - 3 - - 2 7 3 - 3
- - - - - - “ 1 6 “ “ 4

5 2 3 13 _ 2 3 _ 22 9 6 5 9 1 2 4
2 2 - - - - - - 2 4 5 - -
5 - NN - - - — - 9 35 6 - 2

1 0 - - - - 2 1 - 1 i 5 - 3
35 1 13 - - - 2 - 10 5 6 4 3 1 19

2 3 _ 29 1 2 1 _ 4 7 0 4 9 1 12
2 - 7 - - - - - - 1 - - 1
- - - - - - - - 2 1 - - -
- — — _ - — — — - 1 - - 1

12 _ 21 - - 2 - - 1 11 1 - 5
6 _ _ _ - — 1 - - 10 - 1 I
- _ NN _ 1 - - - 1 4 6 4 4 - 4
1 _ 1 - - - - - - - 4 - -
2 - - - - - - - - - ~

51 _ 3 9 _ 57 3 4 1 57 1 5 9 3 9 9 1 9 0
4 _ 37 _ 55 - 2 - 6 18 3 - 9
4 _ _ _ 1 - - 7 2 2 3 - 9

3 6 - - - 2 2 1 1 4 2 1 1 6 33 9 170
5 - 1 - - - 1 - - - - - -
2 * 1 “ ~ “ — 2 3

' "
2

NA NA NA NA _ NA _ _ NA NA NA NA _

5 - 1 9 - - - 1 - - 4 5 - 1
NA NA NA NA - NA - - NA M NA NA -

NA NA NA NA - NA - NA NA NA NA ~

UNITED STATES

NEW ENGLAND
Maine
N .H .t
Vt.
Mass.t
F U
Conn.

M 'D. A TLA N TIC  
Upstate N.Y.
N.Y. City 
N.J.
Pa.t

E.N. CENTRAL
Ohio
Ind.
III.
Mich.
Wis.

y*;N. CENTRAL
Minn.t
Iowa
Mo.
N- Dak.t 
S- Dak.
Nebr.
Kans.
S'A TLA N TIC  
Del.*
Md.
Dc.
V a .t
W.Va.
N.c.
S.C.
Ga.
Fla.

E-S. CENTRAL

Tenn.
Ala.-
Miss.

CENTRAL

La-t
Okla.
Tex.

Fountain
Wont.
■daho
ty o .
Colo.
N. Mex.
Arij.
Utah
Nev.

3&nc
0 r«g.
Calif, t

HKkaHawaii

pritTl ‘ ?l*0w 'n9 delayed reports w ill be reflected in next week's cum ulative to tals : < 
V a .^  g**- +1; Hep. B : N .H . +3, Pa. +24, N .D ak. +1, V a . - 1 ;  Hep. A :  N .H . +3, F

Sp o rts  received fo r 1978 are not shown below but are used to update last year's w eekly and cum ulative totals.

•Guam

. . meng.: La . +1; Ch ickenpox: N .H . +24, C a lif . +3, Guam +1; Enceph., 
. +8, M inn. - 1 ,  V a . - 1 ,  La . - 1 ,  Guam  +1; Hep. unsp .: N .H . - 1 ,  Pa. +1,
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TABLE III (Cont.'d). Cases of specified notifiable diseases. United States, weeks ending
August 18,1979, and August 19,1978 (33rd week)

REPORTING AREA

MEASLES (RUBEOLA) MENINGOCOCCAL INFECTIONS 
TOTAL

MUMPS PERTUSSIS RUBELLA TETANUS

1979 CUM.
1979

CUM.
1978* 1979 CUM.

1979
CUM.
1978* 1979

CUM.
1979 1979 1979 CUM.

1979
CUM.
1979

U N ITED  STATES 1 9 1 1 1 * 8 8 8 2 3 * 3 7 1 32 1 * 8 5 0 1 * 6 9 9 85 1 0 * 9 4 6 41 63 1 0 .5 0 8 3 9

NEW ENGLAND 1 2 9 5 1 * 9 5 3 3 9 2 96 5 3 8 4 1 2 1 * 4 2 2 4
Maine - 17 1 * 3 1 4 — 5 5 - 1 3 2 - - 61 -
N .H .t - 41 4 5 - 9 7 - 4 - - 1 1 9 -
V t 1 1 1 8 2 5 - 6 2 1 8 - - 3 9 7 -
Mass. - 1 3 2 3 9 - 2 7 42 2 3 6 - 1 5 0 1 3
R .l.t - 1 0 2 8 1 7 15 2 28 1 1 9 2 -
Conn. - 4 3 2 2 2 3 8 2 5 - 17 6 ~ “ 2 5 2 1

M ID. A TLA N TIC ♦0 1 * 4 7 0 2 * 1 3 3 4 2 7 6 2 7 6 7 1 * 0 6 9 2 9 1 , 8 7 6 7
Upstate N.Y. 11 6 4 3 1 * 3 7 3 1 9 6 9 1 1 1 5 6 1 5 1 * 0 4 0 2
N.Y. City 2 7 7 2 8 33 2 - . 67 6 5 2 1 1 3 1 3 2 5 3 3
N.J. 1 55 73 1 6 8 52 2 5 2 5 - 1 3 2 0 1
Pa. 1 4 4 3 5 5 2 4 5 6 8 2 2 7 5 - “ 2 6 3 1

E.N. CENTRAL 17 3 * 0 6 3 1 0 * 5 4 8 3 1 7 4 2 2 0 26 4 * 7 6 8 4 11 2 * 4 4 1 3
Ohio 3 2 4 9 4 7 0 - 6 3 5 5 5 1 * 7 2 7 - - 1 3 4 2
Ind. - 1 9 3 18 2 1 3 9 3 4 1 2 6 5 1 9 7 1 4 -
III. 3 1 * 3 6 2 1 * 0 4 7 - 8 7 1 4 8 4 1 1 - 1 7 3 -
Mich. 10 8 1 4 7 * 4 0 0 2 4 9 4 9 1 8 7 9 1 1 1 * 1 8 5 1
W is.t 1 4 4 5 1 * 4 4 9 * 15 11 15 1 * 0 5 6 1 1 2 3 5

W.N. CENTRAL 5 9 1 * 7 1 7 3 8 0 _ 51 60 2 6 4 0 2 9 4 3 3 1
Minn. 5 7 1 .2 0 5 36 - 10 14 - 9 - 1 3 6 -

Iowa - 16 54 - 9 9 2 2 2 7 - - 52 -

Mo. - 4 1 3 9 - 2 4 2 3 - 1 8 9 1 6 4 7 1
N. Dak. - 2 0 1 9 1 - 1 3 - 2 - - 8 -
S  Dak. 1 2 - - 2 2 — 5 - 1 5 -
Nebr. - - 5 - - - — 7 • - - 2 0 0 -

Kans. 1 61 85 - 5 9 - 20 1 1 1 8 5 —

S. A TLA N TIC 4 3 1 * 7 6 8 4 * 9 2 8 5 4 6 1 3 9 7 18 5 3 4 13 13 1 * 2 1 1 7
Del. - 1 6 - 3 2 1 3 6 - - 4 -
Md. — 1 3 4 7 - 4 2 2 5 9 1 4 6 2 - 2 8
D.C. - 1 4 8 - 2 1 - 1 - - 1
Va. 10 2 6 3 2 * 8 0 3 1 6 6 52 - 81 - 3 1 9 9 1
W. Va. - 5 2 1 * 0 3 0 — 8 9 1 9 4 3 4 1 0 6 —
N.C. - 1 1 0 11 6 3 7 0 82 2 66 1 - 5 2 6 3
S.C. - 1 5 1 1 9 6 - 5 7 2 3 - 3 - 2 61
Ga. 2 5 4 2 3 17 - 68 4 6 - 3 7 1 1 0 "
Fla. 8 7 5 4 6 6 5 1 1 4 5 1 5 7 5 1 0 4 - 3 2 7 6 3

E.S. CENTRAL 4 1 9 4 1 * 3 8 5 3 1 4 2 1 3 4 6 1 * 3 1 1 3 2 2 9 2 7

Ky. - 3 7 1 1 8 - 2 9 2 7 3 1 .0 8 1 - 1 6 8 "

Tenn. - 50 9 3 3 - 3 8 3 2 2 9 5 3 - 91
Ala. t - 83 101 2 3 9 4 2 1 21 - 1 4 2 5

Miss. 4 2 4 2 3 3 1 3 6 3 3 - 1 1 4 - - 91 2

W .& CENTRAL 7 8 8 8 1 * 0 0 6 8 3 1 3 2 5 4 3 1 * 3 2 9 8 6 22 2 9

Ark. - 9 1 4 - 2 5 21 1 4 8 0 - - 6 2

La .t - 2 4 5 3 4 1 3 1 2 8 10 2 - 37 - - 2 6 2

Okla. — 2 2 12 1 2 4 16 - - - - 22
Tax. 7 6 1 2 6 3 9 4 1 3 6 1 1 5 2 8 1 2 8 6 168 5

M O U N TA IN 2 3 0 5 2 5 0 _ 7 2 3 6 5 2 5 4 2 2 5 0 2
M o n t - 5 7 1 0 6 - 7 2 - 10 1 1 68
Idaho - 1 8 1 - 5 3 - 8 - - 1 9 9
Wyo. - 3 6 - - 1 — — - - - -
Cola — 5 9 3 0 - 5 2 1 71 1 - 6 4
N. M ex.t - 3 5 - - 4 7 - 12 - - 10
Ariz. - 7 2 5 0 - 31 13 1 49 - - 1 2 6
Utah 2 1 7 4 4 - 8 5 3 9 3 - 1 33
Nev. " 11 19 - 11 4 - 11 " - 2

PACIFIC 1 8 2 * 1 8 8 7 8 8 6 2 6 9 2 2 6 1 3 6 5 7 6 9 2 * 1 0 9 1

Wash. 5 1 * 1 2 4 1 5 7 1 4 4 39 1 1 8 6 - 1 1 72
*Oreg.t - 5 8 1 4 2 4 21 2 2 1 6 9 - - 91

Calif. 1 3 9 2 5 4 8 2 1 1 9 1 1 5 6 10 3 0 1 4 7 1 ,8 2 4
Alaska - 1 7 - - 5 6 - 9 - - 3
Hawaii 6 4 7 8 3 1 9 2 2 1 19

Guam NA 3 2 5 _ 1 . NA 8 NA NA 4 -

P.R. 3 3 2 0 2 2 3 - 2 4 9 5 2 5 - - 33
V .l. NA 4 6 - 3 1 NA 15 NA NA -
Pac. Trust Terr. NA 6 5 7 6 - 1 2 NA 2 6 NA NA 1

N A : Not available.
"Delayed reports received fo r 1978 are not shown below but are used to update last year's weekly and cum ulative totals. MufJ’P*
tT h e  fo llow ing delayed reports w ill be reflected in next week's cum ulative to tals : Measles: N .H . - 9 ;  Men. in f .:  W is. +1, A la . - 3 ,  La . - 1 3 ,  Oreg.
La . —1; Pertussis: La . —1 ; Rubella : N .H .+5, N .M e x .+1.
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TABLE III (Cont.'d). Cases of specified notifiable diseases. United States, weeks ending
August 18, 1979, and August 19, 1978 (33rd week)

REPORTING AREA
TUBERCULOSIS TULA­

REMIA
TYPHOID

FEVER

TYPHUS FEVER 
(Tick-borne) 

(RMSF)

VENEREAL DISEASES (Civilian) RABIES
(in

Animals)GONORRHEA SYPHILIS (Pri. & Sec.)

1979 CUM.
1979

CUM.
1979 1979 CUM.

1979 1979 CUM.
1979 1979 CUM.

1979
CUM.
1978* 1979 CUM.

1979
CUM.
1978*

CUM.
1979

UNITED STATES 5 6 9 1 8 ,0 0 0 1 27 9 2 8 6 6 7 7 0 2 2 0 , 8 2 7 6 1 7 , 2 1 6 6 1 8 ,1 0 6 7 1 5 1 5 , 2 5 0 1 3 ,1 4 1 3 ,1 1 3

NEW ENGLAND 17 4 8 7 1 1 18 _ 6 4 8 1 1 5 ,4 7 6 1 6 ,0 7 5 16 2 9 9 3 7 4 3 4
Maine 1 3 6 - - I - - 4 3 1 ,0 9 1 1 , 2 1 1 - 7 7 22
N .H .t - 8 - - - - - 13 5 5 9 7 4 8 3 17 5 3
V t 1 2 2 - - - _ - 2 3 6 0 3 7 4 - 1 3 -
Mass. 5 2 6 8 1 1 11 — 3 2 1 7 6 , 1 9 7 7 ,0 9 8 4 1 6 6 2 2 8 8
R.I. - 3 8 - - 2 - - 55 1 ,2 8 6 1 ,  151 - 10 16 -
Conn. 10 1 1 5 - - 4 - 3 1 51 5 ,9 8 3 5 ,4 9 3 9 9 8 1 1 5 1

M |D. A TLA N TIC 79 2 ,8 2 2 1 4 4 7 4 29 2 ,6 3 8 6 7 , 1 1 1 6 5 ,7 8 6 76 2 ,3 1 9 1 , 7 4 3 4 4
Upstate N.Y. 20 5 2 8 1 1 8 - 20 4 6 4 1 1 ,0 4 9 1 0 ,8 6 0 - 1 6 0 1 2 6 31
N.Y. City 3 6 1 ,0 4 2 - 3 22 - 1 1 ,0 6 2 2 6 ,5 1 6 2 5 ,4 8 4 54 1 ,5 8 2 1 , 2 2 7 -
N.J. 1 0 5 1 1 - - 11 - 4 2 4 9 1 1 ,9 8 6 1 2 ,2 3 7 11 3 0 5 1 9 4 5
Pa. 1 3 7 4 1 - 6 4 4 8 6 3 1 7 ,5 6 0 1 7 ,2 0 5 11 2 7 2 1 9 6 8

¡j-N. CENTRAL 8 4 2 ,6 3 6 _ _ 22 _ 3 7 2 ,7 1 1 9 4 , 5 3 9 9 3 ,2 0 1 6 0 2 , 0 2 4 1 ,4 3 4 2 6 1
Ohiot 3 4 6 6 - - 3 - 9 4 2 8 2 6 ,1 3 5 2 4 ,1 6 8 18 3 9 5 2 6 9 18
Ind. 9 3 4 1 - - - — 2 1 7 9 8 ,4 2 2 9 , 6 0 4 2 1 3 3 92 53
III. 4 8 1 ,0 5 2 - - 7 - 22 1 , 4 2 2 2 9 , 0 3 4 2 9 , 4 8 4 36 1 ,1 3 9 8 8 9 1 2 9
Mich.t 18 6 5 5 - - 10 - 3 6 8 2 2 2 ,4 3 6 2 1 ,5 1 7 3 2 9 7 1 3 9 7
Wis. 6 122 - - 2 - 1 NA 8 , 5 1 2 8 ,4 2 8 1 6 0 4 5 5 4

W-N. CENTRAL 18 6 0 2 18 _ 10 1 3 5 1 ,1 3 1 3 0 , 2 2 8 3 1 ,1 6 9 7 2 0 7 2 9 5 6 3 1
“ inn. 3 9 8 - - 2 - 2 1 98 5 , 0 4 0 5 , 3 8 3 3 54 1 2 7 1 1 6
•owa 3 50 _ _ 2 - 13 1 1 0 3 ,6 8 2 3 , 4 8 4 - 2 6 2 8 1 2 0
Mo. 8 3 2 7 15 - 4 1 12 3 7 0 1 2 ,9 6 8 1 3 ,4 7 1 4 9 6 78 1 9 8
N. Dak. - 1 4 - - - - 18 5 0 8 5 6 9 - 2 2 4 7
S- Dak. _ 3 7 2 _ _ — - 4 0 1 ,0 1 9 1 , 1 0 1 - 1 2 6 6
Nebr. - 3 1 - 1 - 1 7 9 2 , 1 0 0 2 ,3 3 9 - 2 9 -
Kans. 4 73 - 1 - 7 3 1 6 4 ,9 1 1 4 , 8 2 2 - 2 6 4 9 8 4

*  ATLANTIC  
Del.
M d.t
D.C.
Va.
W. Va.
N.C.
S.C.t
Ga.
Fla .t

¡j-S. CENTRALKy.t
Tenn.
Ala.
Miss.t
^CENTRAL
La.'
°W a .t
Tex.

M°„UtNTAIN
5
Col0.t  
N. Mex.
Ari 2.

a?
w¿IFIC
Oreg.
Cali?;

Hawa¡¡

1 9  
10 
10
1

31
10
2 7
27

4 1
11
20 
10

7
10
4 6

111
7
2

9 7

4 .1 1 3
3 3

5 4 4
212
4 6 1
151
6 4 9  
3 0 2
6 5 0  

1.111
1 .6 8 1

4 3 4
4 8 4
3 8 5
3 7 8

2 . 1 7 5
1 8 3
4 5 1
2 3 5

1 .3 0 6

5 3 7
22
10

4
7 4
9 6

2 6 8
21
4 2

2 . 9 4 7
1 7 8
1 2 3

2 , 3 9 5
52

1 99

12
2

10

55
3 6

4  
10

5

28
7

10
2

12
5
2
5

4 4
1
4

1
1

12
2
3

81
2
1

7 0
1
7

19
5

111
12

5
5

3 9 8
3

31
2

73
8

1 5 4
61
63

3

1 0 9
18
6 5
16
10

71
16
1

41
13

13
3 
2

4
1

5 . 2 4 9
89

7 0 3
2 4 9
6 0 8

6 7
6 6 9
3 82

1.011
1 .4 7 1

1 . 2 3 8
8 4

4 4 5
3 8 0
3 2 9

2 , 5 5 2
1 6 8
4 0 5
2 5 7

1 , 7 2 2

1 ,0 8 5
5 9
2 7
31

2 3 7
88

2 8 5
6 7

2 9 1

3 ,7 4 2
3 71
222

3 . 0 0 7
8 9
53

1 5 0 .0 9 9
2 , 4 8 8

1 8 .3 1 1
9 , 6 3 5

1 4 ,2 6 4
2 ,0 7 0

2 1 ,4 0 7
1 3 ,9 8 2
2 8 , 7 3 9
3 9 ,2 0 3

5 2 ,8 5 8
6 , 8 9 5

1 8 ,8 3 4
1 5 ,7 0 2
1 1 ,4 2 7

8 0 , 0 3 4
6 , 3 0 5

1 4 ,0 8 1
7 ,5 2 8

5 2 ,1 2 0

2 4 , 4 9 4
1 , 1 5 3
1 ,0 6 6

6 4 6
6 , 4 6 7
3 ,1 0 4
6 , 8 5 1
1 ,2 7 3
3 , 9 3 4

1 0 2 ,3 7 7
8 , 9 2 1
6 , 4 5 5

8 1 , 8 5 6
3 , 2 5 5
1 ,8 9 0

1 5 1 ,2 1 8
2 .0 8 0

1 9 .1 4 0
9 ,9 2 0

1 4 ,4 5 0
2 ,1 0 8

2 1 ,7 5 2
1 4 ,8 2 3
2 9 ,0 2 9
3 7 ,9 1 6

5 3 ,3 5 7
6 , 6 2 4

1 9 ,6 8 3
1 5 ,3 7 4
1 1 ,6 7 6

8 4 ,7 7 9
6 , 2 3 2

1 3 ,7 8 5
7 , 9 4 0

5 6 ,8 2 2

2 3 ,2 0 2  
1 ,  3 6 6  

8 9 5  
5 4 6  

6 , 4 6 2  
3 , 3 0 7  
5 ,9 5 3  
1 ,2 5 4  
3 ,4 1 9

9 9 , 3 1 9  
7 ,8 9 5  
6 ,9 4 9  

79 ,  50 7 
3 ,1 4 5  
1 , 8 2 3

1 2 3  3 ,6 5 1  3 , 4 6 7

30
4 7

6
5

10

1 0 4
1

4 5
1

57

3 0 4
NA

5
2 9 8

1

18  
24 1  
2 8 0  
3 0 8  

41  
3 0 5  
1 8 2  

1 , 0 0 9  
1 ,2 6 7

9 9 1
102
4 2 2
1 8 6
2 8 1

2 , 7 3  5 
9 3  

6 6 5
5 6  

1 ,9 2 1

2 8 7
6

19
5

61
5 7  
8 4

3
5 2

2 , 7 3 7
1 3 3
112

2 , 4 0 9
16
6 7

6 
2 6 7  
2 5 9  
2 9 2  

10 
3 5 6  
1 7 9  
8 5 7  

1 ,2 4 1

6 7 7
86

2 2 7
1 1 3
2 5 1

1 3 0  
221 

4 1

220
9 1
7 6
52
1

2 , 0 7 6  1 ,2 1 7  
4 7  2 4 8  

4 3 0  19  
6 0  1 9 3  

1 , 5 3 9  7 5 7

2 5 7
7

75
8
3

7 2  18
6 1  2 7
5 8  1 7
11 2 
32

2 , 8 1 8
1 4 7

9 3
2 , 5 4 4

7
2 7

2 1 3

4
2 0 7

2

41 _ NA - NA - NA 59 81 NA - - -

2 0 3 - 1 4 - - 8 7 1 ,2 9 8 1 ,4 4 5 16 3 1 2 3 0 7 15
3 _ NA 1 NA - NA 1 09 138 NA 6 12 -

18 - NA - NA - NA 2 4 2 3 1 0 NA 1 “ “

rePorts received fo r 1978 are not shown below but are used to update last year's weekly and cum ulative totals.
+ 3 delayed reports w ill be reflected in next week's cum ulative to tals : TB: M ich. 

c ,v -. +2 m il.; Syp h ilis : N .H . +1, Miss. +3; A n . rabies: Ohio +2, S .C . +1, Colo . +3.
4 , Md. - 3 ,  F la . - 3 ,  K y . - 2 ,  Guam  +1; G C : O kla . +70 m il..
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TABLE IV. Deaths in 121 U.S. cities,* week ending 
August 18, 1979 (33rd week)

REPORTING AREA

ALL CAUSES, BY AGE (YEARS)

P & l* ‘
TOTAL

REPORTING AREA

ALL CAUSES, BY AGE (YEARS)

P & l* *
TOTALALL

AGES >65 45-64 25-44 <1 ALL
AGES >6 5 45-64 25-44 <1

NEW ENGLAND 6 3 6 4 0 4 1 5 6 3 8 19 3 4 S. A TLA N TIC 9 7 0 5 8 2 2 6 8 55 3 5 3 7
Boston, Mass. 181 1 03 51 10 9 10 Atlanta, Ga. 1 2 7 71 41 8 4 2
Bridgeport, Conn. 4 5 29 12 4 - 4 Baltimore, Md. 1 0 4 61 32 8 2 —
Cambridge, Mass. 16 12 3 - - 2 Charlotte, N.C. 7 3 4 4 19 2 5 3
Fall River, Mass. 22 19 3 - - - Jacksonville, Fla. 9 0 56 2 5 2 2 4
Hartford, Conn. 55 35 9 4 3 2 Miami, Fla. 6 4 4 1 13 5 4 1
Lowell, Mass. 23 16 6 1 - 3 Norfolk, Va. 4 7 2 3 14 5 3 3
Lynn, Mass. 21 17 2 1 - 2 Richmond, Va. 8 0 4 2 2 4 7 4 4
New Bedford, Mass. 28 20 6 2 — 1 Savannah, Ga. 3 7 2 4 12 - 1 2
New Haven, Conn. 55 2 9 17 5 2 1 St. Petersburg, Fla. 6 4 5 5 7 - 1 4
Providence, R.l. 51 31 14 3 2 4 Tampa, Fla. 7 6 4 8 21 4 3 7
Somerville, Mass. 7 5 2 - - • - Washington, D.C. 1 5 2 8 0 4 5 1 3 5 3
Springfield, Mass. 50 33 12 4 1 2 Wilmington, Del. 56 37 15 1 1 4
Waterbury, Conn. 35 25 8 1 1 -
Worcester, Mass. 4 7 30 11 3 1 3

E.S. CENTRAL 6 2 1 3 7 2 1 4 4 4 1 35 2 8
Birmingham, Ala. 86 3 8 2 4 7 15 -

M ID . A TLA N TIC ?» 3 7 2  1 .4 9 0 6 0 2 1 51 4 6 100 Chattanooga, Tenn. 5 0 3 7 7 3 1 2
Albany, N.Y. 4 6 26 11 - 6 - Knoxville, Tenn. 3 9 2 7 8 3 - 3
Allentown, Pa. 12 7 5 - - - Louisville, Ky. 9 8 61 2 5 5 3 7
Buffalo, N.Y. 1 1 5 61 41 4 5 6 Memphis, Tenn. 1 2 8 8 0 27 8 5 2
Camden, N.J. 4 6 33 9 1 1 2 Mobile, Ala. 6 5 3 5 1 5 7 2 -
Elizabeth, N.J. 2 6 18 8 - - - Montgomery, Ala. 3 2 18 7 2 3 3
Erie, Pa.t 2 6 16 7 2 - 2 Nashville, Tenn. 1 2 3 7 6 31 6 6 11
Jersey City, N.J. 30 1 9 8 2 1 -
Newark, N.J. 4 3 16 14 6 4 4
N.Y. City. N.Y. L» 2 9 4 8 2 9 3 0 8 96 1 8 4 2 W.S. CENTRAL . 0 9 6 6 0 0 2 8 9 9 8 51 3 3
Paterson, N.J. 31 17 5 4 3 3 Austin, Tex. 3 6 21 8 5 1 2
Philadelphia, Pa.t 2 4 8 1 5 8 6 3 17 4 1 9 Baton Rouge, La. 4 5 2 5 13 5 2 5
Pittsburgh, Pa.t 8 0 4 6 2 7 3 1 2 Corpus Christi, Tex. 3 3 16 9 I 5 2
Reading, Pa. 31 22 6 1 - 1 Dallas, Tex. 1 9 7 110 4 9 1 9 8 7
Rochester, N.Y. 1 3 5 92 31 5 2 10 El Paso, Tex. 4 3 2 2 10 4 4 1
Schenectady, N.Y. 3 3 2 4 5 2 - - Fort Worth, Tex. 8 5 53 17 10 4 3
Scranton, Pa.t 31 19 10 - - 3 Houston, Tex. 2 0 3 9 0 61 2 6 4 5
Syracuse, N.Y. 6 9 3 7 23 6 - - Little Rock, Ark. 6 4 33 20 5 4 3
Trenton, N.J. 3 5 23 8 2 1 5 New Orleans, La. 112 5 5 3 4 12 6 5
Utica, N.Y. 21 12 8 - - - San Antonio, Tex. 1 6 6 102 40 9 8 ■ —
Yonkers, N.Y. 20 15 5 - - 1 Shreveport, La. 5 9 3 8 15 1 4 -

Tulsa, Okla. 5 3 35 13 1 1 -

E.N. CENTRAL 2 ,1 7 2 » 2 9 5 5 4 6 151 85 4 9
Akron, Ohio 61 40 12 3 2 — M O U N TA IN 5 1 3 2 9 3 1 3 6 4 3 2 4 18
Canton, Ohio 4 5 27 12 2 1 1 Albuquerque, N. Mex. 4 3 21 9 6 3 1
Chicago, III. 5 3 6 3 0 1 1 3 5 48 1 6 8 Colo. Springs, Colo. 22 15 5 1 1 2
Cincinnati, Ohio 1 23 73 3 7 6 5 5 Denver, Colo. 1 1 3 7 4 2 2 10 4 4

Cleveland, Ohio , 1 6 4 94 44 7 13 2 Las Vegas, Nev. 38 1 7 1 4 4 1 4

Columbus, Ohio 1 2 8 68 4 0 9 4 2 Ogden, Utah 1 4 11 2 - 1 "
Dayton, Ohio 89 5 5 23 4 3 - Phoenix, Ariz. 1 1 7 6 5 3 5 10 3 2
Detroit, Mich. 2 5 9 1 4 3 71 2 8 13 5 Pueblo, Colo. 21 1 6 4 1 - 5
Evansville, Ind. 5 3 3 8 11 2 1 1 Salt Lake City, Utah 51 2 3 15 6 5 —
Fort Wayne, Ind. 6 4 4 4 11 4 2 5 Tucson, Ariz. 9 4 51 3 0 5 6
Gary, Ind. 20 9 5 4 - 1
Grand Rapids, Mich. 4 3 19 16 2 2 2
Indianapolis, Ind. 1 6 7 110 33 6 13 1 PACIFIC . 5 3 7 9 4 6 3 6 0  1 0 7 5 9 37

Madison, Wis. 2 7 13 6 2 3 5 Berkeley, Calif. 1 3 9 3 1 - 1
Milwaukee, Wis. 1 39 86 4 0 9 2 2 Fresno, Calif. 55 2 9 16 4 4 2
Peoria, III. 4 1 31 7 1 2 4 Glendale, Calif. 1 4 9 2 3 - "
Rockford, III. 3 3 2 6 6 - - - Honolulu, Hawaii 52 2 8 14 4 6 1
South Bend, Ind. 3 9 2 5 9 3 - 3 Long Beach, Calif. 9 1 5 5 22 8 2 2
Toledo, Ohio 9 0 58 16 8 3 2 Los Angeles, Calif. 4 1 2 2 4 8 9 2 3 9 12 12
Youngstown, Ohio 51 35 12 3 - - Oakland, Calif. 78 52 17 2 6 3

Pasadena, Calif. 2 2 17 2 — 2
Portland, Oreg. 1 2 9 84 31 7 3 7

W.N. CENTRAL 7 2 7 4 7 2 1 5 7 4 8 21 2 3 Sacramento, Calif. 5 9 3 3 12 7 1 l

Des Moines, Iowa 56 41 10 2 1 - San Diego, Calif. 1 1 9 66 3 8 6 4 l

Duluth, Minn. 23 15 3 3 1 3 San Francisco, Calif. 1 4 9 93 3 7 8 6 l
Kansas City, Kans. 3 1 22 7 1 - 2 San Jose, Calif. 1 3 8 8 3 3 5 11 3 5

Kansas City, Mo. 1 1 8 76 30 9 - 4 Seattle, Wash. 1 2 9 86 2 7 3 6 ;
Lincoln, Nebr. 28 18 6 1 - 1 Spokane, Wash. 3 9 2 8 6 1 3
Minneapolis, Minn. 9 7 55 24 5 7 2 Tacoma, Wash. 3 8 2 6 6 3 1
Omaha, Nebr. 91 63 18 5 4 —
St. Louis, Mo. 1 87 1 1 6 41 1 8 5 7

359St. Paul, Minn. 6 5 4 7 9 2 3 - TO TA L 10 » 6 4 4  6 4 5 4  2 . 6 5 8  7 3 2  3 7 5
Wichita, Kans. 31 19 9 2 ~ 4

reported by the place o f its occurrence and by the week that the death certificate was filed . Fetal deaths are not included.
• 'P neum on ia  and influenza
tBecause of changes in reporting m ethods in these 4  Pennsylvania c ities, these numbers are partial counts fo r the current week. Com plete counts 
available in 4  to  6 weeks.

w i l l6'
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For a closely supervised patient, the 14-day regimen may be preferable because regular 
drug-taking would be assured and the likelihood of missing doses during the longer 
8-week course o f treatment would be avoided.

The administration of primaquine or chloroquine-primaquine mixtures may cause 
gastrointestinal symptoms in some patients. Patients w ith glucose-6-phosphate dehydro­
genase (G6PD) deficiency may experience mild to severe hemolysis during primaquine 
therapy. Because an estimated 10%-12% of nationals from Southeast Asia may have at 
least some level of deficiency of this enzyme, it is recommended that all patients be 
screened for G6PD deficiency before primaquine treatment is begun and that periodic 
determinations of hematocrit be done during therapy. Those with a G6PD deficiency 
should be placed on the once-weekly dosage schedule rather than the daily regimen. The 
hemolysis is reversible upon cessation of the drug, and a significant and persistent fall 
lr> hematocrit should dictate cessation of treatment.

3. P. malariae: Most authorities believe that P. malariae is not a relapsing species of 
Malaria. There are no reports of P. malariae resistance to chloroquine. Therefore, this 
species may be treated w ith chloroquine in the doses outlined above for P. vivax; no 
Primaquine therapy is indicated.

pARASITIC INFECTIONS OTHER THAN M ALAR IA

Parasitic infections are common in the Indochinese refugees who are now entering the 
^nited States. For example, a survey of 165 Laotian refugees examined in Illinois in 

ebruary 1979 found hookworm to be the most common intestinal parasite in this group 
(64%)# followed by Giardia (18%), Trichuris (12%), and Ascaris (9%) (3 ). Many of these 
are infections w ith  which most American physicians have had little  or no experience.

Refugees infected w ith intestinal helminths (worms) do not pose a significant public 
ealth hazard since adequate sewage disposal interrupts transmission of the helminths, 

j^hich require several days of incubation in the soil before becoming infective. Adequate 
Vgienic practices w ill also minimize the risk posed by intestinal protozoa. Although CDC 
0es not consider it necessary to screen routinely all Indochinese refugees fo r intestinal 

Parasites, testing fo r such parasites is indicated as part of a complete examination of 
lndividual refugees requiring medical care.

Physicians who want consultation on the diagnosis or therapy of parasitic infections, 
^eluding malaria, should call the Parasitic Diseases Division, Bureau of Epidemiology,

C. (404) 329-3676.

SeXUALLY TRANSMITTED DISEASES

Adult refugees receive a medical examination and a syphilis serologic test as part of 
t'ne medical screening for obtaining a visa. Patients w ith obvious genital infections 
reactive serologic tests are referred to local health-care facilities for further evaluation
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and treatment before departure for the United States. Preliminary results of special 
studies that screened refugee groups fo r the presence o f sexually transmitted diseases 
indicate that the prevalence of these diseases is very low. Upon arrival in the United 
States, refugees are invited to attend any PHS hospital or state or local health-care facility 
fo r fu ll evaluation o f new or pre-existing conditions.

Recommended treatment regimens for syphilis and gonorrhea have been published 
(4,5) and should be followed when treating refugees who develop a sexually transmitted 
disease after arrival in the United States. Although isolates o f Neisseria gonorrhoeae from 
Southeast Asia may be relatively resistant to a variety o f antibiotics, initial therapy 
should consist of procaine penicillin G, ampicillin, amoxicillin, or tetracycline in adequate 
doses, as recommended by CDC. Follow-up cultures 3-5 days after therapy are important 
to detect treatment failures caused by resistant organisms. Positive follow-up cultures 
should be tested for the presence o f penicillinase (B-lactamase)-producing N. gonorrhoeae.

Health Status o f  Indochinese Refugees — Continued

CHILDHOOD IMMUNIZATIONS

Refugee children who have been immunized in the camps should carry a record of 
such immunizations w ith them. Current indications are, however, that most refugee chil­
dren are not receiving routine immunizations before leaving Southeast Asia. CDC ¡s 
seeking to improve the immunization status of refugees before they enter the United 
States, but prudence dictates that all children be evaluated carefully to determine their 
immunization status upon arrival in the United States.

The purpose of these recommendations is to protect immigrants and persons already 
residing in the United States from vaccine-preventable diseases. The objective is to ensure 
that all immigrants receive, when appropriate, vaccines recommended fo r routine use in 
the U.S. population. These recommendations are adapted from those of the PHS Advisory 
Committee on Immunization Practices (ACIP).

Because of immunization requirements fo r U.S. public schools, all refugee children 2 
months through 18 years (up to the 19th birthday) should be up to date on diphtheria, 
tetanus, and pertussis (DTP) vaccine or tetanus-diphtheria toxoid, adult type (Td); oral 
polio vaccine (OPV); and measles, mumps, and rubella (MMR) vaccinations. Girls 
through 19 years old may be immunized w ith  MMR vaccine if they are not pregnant and 
understand that they should avoid pregnancy for 3 months after the vaccine is given. Use 
of a standard vaccination record facilitates the recording and transfer of immunization1 
records.

Certain vaccines can be given simultaneously w ithout increasing the rate of adverse 

reactions or interfering w ith the immune response. Two acceptable combinations are 
DTP w ith  OPV, and OPV w ith MMR. While the effectiveness of the combined administra' 
tion o f DTP and MMR is not certain, it is reasonable to give OPV, DTP, and MMR sim^' 
taneously under certain circumstances: if the individual is thought to have had no Pre' 
vious immunizations, if further follow-up is questionable, or if  the time availab le  10 
immunize the person is limited.
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None of the live-virus vaccines discussed here has been associated w ith allergic reac­
tions. Allergy to eggs is not a contraindication to their use. However, these vaccines 
should not be given to persons known to have compromised immune systems from 
disease or medical therapy. MMR vaccines should not be given to women known to be 
pregnant, and women receiving them should avoid pregnancy for 3 months after vac­
cination.

Previous serious reactions w ith DTP or Td are a contraindication to the subsequent 
administration of these vaccines.

Health Status o f  Indochinese Refugees — Continued

Diphtheria-Tetanus-Pertussis
Children 6 weeks through 6 years of age should receive a primary series of DTP vaccine 

consisting of 4 doses, 3 given at 4- to 8-week intervals and a fourth given 1 year after the 
third. Immunization should begin at 2 to 3 months of age, if possible. A booster dose of 
DTP is recommended when the child is 4 to 7 years of age, usually just before entering 
school.

Persons 7 years of age or older who have not previously received a primary series of 
DTP vaccine should receive a primary series consisting of 3 doses of Td, w ith 2 doses 4 to 
8 weeks apart and the third dose 6 to 12 months later. A routine booster of Td is recom­
mended only every 10 years.

Persons who have received a partial series of DTP or Td vaccine can simply complete 
the series and be considered up to date. DTP and Td vaccine received in Southeast Asia 
should be considered of adequate immunogenicity for purposes of these recommenda­
tions. Unnecessary additional doses of these vaccines should not be given, since adverse 
reactions may occur more frequently when larger numbers of doses have been administered.

Poliomyelitis
Only persons under 19 years of age need to be vaccinated against polio. Most adults 

from Southeast Asia w ill be naturally immune if they have not already been vaccinated.
Vaccination may be completed w ith OPV or inactivated polio vaccine (IPV).
A primary series of OPV consists of 3 doses, 2 given 6 to 8 weeks apart and the third 

9'ven 8 to 12 months later. Ideally, polio vaccination is initiated during infancy. A 
booster of OPV is recommended before school entry; other booster doses should not be 
necessary for persons immigrating to the United States.

A primary series w ith IPV consists o f 4 doses, 3 given at 4- to 8-week intervals and the 
ourth given 6 to 12 months later. Booster doses of IPV are recommended every 5 years.

is the vaccine of choice for persons w ith compromised immune systems since OPV is 
c°ntraindicated in this situation.

^easles-Mumps-Rubella
Refugees aged 15 months to 20 years should receive a single dose of combined MMR 

Vaccine.
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LEPROSY

Leprosy has been a relatively uncommon problem among refugees from Southeast 
Asia. Currently, persons diagnosed as having infectious leprosy are excluded from admis­
sion to the United States. However, persons w ith leprosy under appropriate treatment can 
be admitted and present a minimal health risk to the U.S. population. Such persons w ill 
be reported to the state and local health department in the jurisdiction to which they are 
destined fo r follow-up. Guidance on medical management can be obtained from U.S. 
PHS hospitals in Carville (Louisiana), San Francisco, and Staten Island, and from Leahi 
Hospital in Honolulu.
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The M orb id ity  and M orta lity  Weekly Report, c ircu lation 87,803, is published by the 
Center fo r Disease C ontro l, A tlanta , Georgia. The data in this report are provisional, 
based on weekly telegraphs to  CDC by state health departments. The reporting week 
concludes at close o f business on Friday; compiled data on a national basis are o ffic ia lly  
released to  the public on the succeeding Friday.

The ed itor welcomes accounts o f interesting cases, outbreaks, environmental hazards, 
or o ther public health problems o f current interest to  health offic ia ls. Send reports to : 
Center fo r Disease C ontrol, A ttn : Editor, M orb id ity  and M orta lity  Weekly Report, 
A tlan ta , Georgia 30333.

Send mailing list additions, deletions, and address changes to : Center fo r Disease 
C ontrol, A ttn : D istribu tion  Services, GSO, 1-SB-36, A tlanta, Georgia 30333. When 
requesting changes be sure to  give your form er address, including zip code and mailing 
list code number, or send an old address label.
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