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Update: Outbreak of Severe Acute Respiratory Syndrome —
Worldwide, 2003

CDC and the World Health Organization (WHO) are con-
tinuing to investigate the multicountry outbreak of unex-
plained atypical pneumonia referred to as severe acute
respiratory syndrome (SARS) (7). Pending development of
confirmatory laboratory testing capacity, CDC'’s interim sus-
pected SARS case definition (2) is based on clinical criteria
and epidemiologic linkage to other SARS cases or areas with
community transmission of SARS. This case definition will
be updated periodically as new information becomes avail-
able. Epidemiologic and laboratory investigations of SARS
are ongoing. As of April 2, 2003, a total of 2,223 suspected
and/or probable SARS cases have been reported to WHO
from 16 countries, including the United States (3,4). The
reported SARS cases include 78 deaths (case-fatality propor-
tion: 3.5%). This report summarizes SARS cases among U.S.
residents and surveillance and prevention activities in the
United States.

Descriptive Epidemiology

As of April 2, CDC had received 100 reports of suspected
SARS cases (Figure) from 28 states; 81 (81%) cases occurred
among adults (Table). Of these 100 suspected cases, 94 (94%)
persons had traveled within the 10 days before illness onset to
the areas listed in the case definition (revised on March 29 to
include all of mainland China as an area with documented or
suspected community transmission), four had household con-
tact with a person with suspected SARS, and two were health-
care workers (HCWs) who provided medical care to a patient
with suspected SARS. Manifestations of SARS have been rela-
tively less severe among patients in the United States than
among those reported elsewhere. A majority of U.S. patients
had normal chest radiographs, and 23 (23%) were reported
to have pneumonia or respiratory distress syndrome on chest

radiograph, thereby meeting the WHO case definition of a
probable case (4). As of April 2, of the 40 (40%) patients who
were hospitalized for >24 hours, 13 (33%) remained hospi-
talized; one patient had required mechanical ventilatory
support, and no deaths have been reported.

Reports on the clinical status of suspected SARS cases are
being received by state health departments and CDC, and
household and HCW contacts are being monitored for the
possibility of secondary transmission. Since SARS investiga-
tions in the United States began, some persons believed ini-
tially to have suspected SARS have been excluded on the basis
of more complete clinical histories (e.g., no documented
fever or respiratory symptoms) or because of testing results
that indicated other etiologies. Alternative diagnoses have
included infection with influenza virus, respiratory syncytial
virus, Haemophilus influenzae, Streptococcus pneumoniae, and
Staphylococcus aureus. Community transmission of SARS has
not been identified in the United States; transmission to
HCWs has been observed in one cluster involving two HCWs,
compared with numerous reports of possible transmission to
HCWs in other countries (5-7).
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Enhanced Surveillance for SARS Related
to Travel

As a precautionary measure, WHO has recommended that
persons traveling to Hong Kong and Guangdong Province of
China consider postponing all but essential travel. CDC has
issued a travel advisory recommending that persons planning
nonessential or elective travel to mainland China, Hong Kong,
Hanoi, or Singapore consider postponing such travel until
further notice. To detect possible SARS cases among travelers
returning to the United States from these areas, CDC and
state and local health authorities have implemented enhanced
surveillance. Since March 16, notices (available in English,
Chinese, Japanese, Korean, and Vietnamese) have been pro-
vided to approximately 220,000 passengers arriving in the
United States on airline flights originating from China,
Vietnam, and Singapore to inform disembarking passengers
and crew about SARS. Persons disembarking from these coun-
tries are urged to monitor their health for 10 days after return,
to seek medical care if they develop fever of >100.5" F (39.0°
C) and cough or difficulty breathing within 10 days of travel,
and to inform their health-care providers about recent travel
to regions where SARS cases have been reported.

Laboratory Investigations

Efforts are ongoing to characterize further the role of a pre-
viously unrecognized coronavirus in SARS. Polymerase chain
reaction—based assays, isolation studies, electron microscopic
studies, and histologic studies are being developed to detect
virus in specimens from patients with suspected SARS. Indi-
rect immunoflorescence antibody assays and enzyme immu-
noassays to anti-coronavirus antibody as an indicator of
infection have been developed and are being applied to speci-
mens from suspected SARS patients. Laboratory studies at
CDC and other laboratories in the WHO-organized SARS
Laboratory Network have detected this new coronavirus in
SARS patients, which is consistent with an etiologic role in
this disease. CDC has detected human metapneumovirus from
one SARS patient, and other laboratories also have detected
metapneumovirus from SARS patients (6). The role of these
viruses in the pathogenesis of SARS is unclear.
Reported by: CDC SARS Investigative Team; LM Fox, MD, EIS
Officer, CDC.

Editorial Note: The number of SARS cases, and the number
of countries reporting such cases, continues to increase world-
wide. Transmission within hospitals and households contin-
ues in some areas, and transmission within communities (e.g.,
Hong Kong) continues to be reported. In the absence of a
complete understanding of how SARS is transmitted, efforts
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FIGURE. Number of suspected cases* of severe acute respiratory syndrome, by exposure category and date of iliness onset —

United States, 2003
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to limit transmission in the United States have focused on
early identification of potential cases through surveillance and
implementation of infection-control measures in health-care
settings and the community.

CDC has developed interim infection-control guidelines
for use in U.S. health-care and household settings (8). These
recommendations are based on experience in the United States
to date and will be revised as more information becomes avail-
able. Infection-control practitioners and clinicians providing
medical care for patients with suspected SARS should
consult these guidelines frequently to keep current with
recommendations.

Transmission in health-care settings has been documented
in several countries. Transmission to HCWs appears to have
occurred primarily after close contact with symptomatic per-
sons before recommended infection-control precautions for
SARS were implemented. Because a primary strategy to
reduce transmission in health-care settings is early recogni-
tion and isolation of patients who might have SARS, triage
practices in hospitals and ambulatory-care settings might
require reevaluation. CDC guidelines for triage of potential
SARS cases are available at http://www.cdc.gov/ncidod/sars/
triage_interim_guidance.htm.

In the United States, decisions to admit persons with sus-
pected SARS to health-care facilities should be based on clini-
cal criteria. Patients with suspected SARS who are discharged

should limit interactions outside the home and not go to work,
school, out-of-home child care, or other public areas until
10 days after resolution of fever and respiratory symptoms.
Additional guidance for these patients is available at http://
www.cde.gov/ncidod/sars/ic-closecontacts.htm.

The majority of U.S. residents with SARS have recovered
or stabilized clinically without specific antiviral therapy. The
U.S. case-fatality proportion is lower than that reported in
some other countries (3). Possible explanations for this
include differing case definitions among countries or differ-
ences in the sensitivity of surveillance, leading to identifica-
tion in the United States of patients with less severe or early
manifestations of infection or of a larger proportion of
patients with other respiratory illnesses. Until confirmatory
laboratory testing is available, the case definition will include
clinical criteria more likely to identify potentially infectious
persons. Various therapies, including antiviral agents (e.g.,
oseltamivir or ribavirin) and corticosteroids, have been ad-
ministered to SARS patients, but the efficacy of these
therapies has not been determined.

Health-care providers of patients whose illness is consistent
with the case definition for SARS should continue diagnostic
evaluation for other causes of respiratory illness and, when
appropriate, empiric therapy that includes activity against
organisms associated with community-acquired pneumonia
of uncertain etiology, including both typical and atypical
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TABLE. Number* and percentage of reported severe acute res-
piratory syndrome cases, by selected characteristics —
United States, 2003

Characteristic No. (%)
Age (yrs)
0-4 9 9)
5-17 5 (5)
18-64 71 (71)
>65 10 (10)
Unknown 5 (5)
Sex
Female 48 (48)
Male 49 (49)
Unknown 3 (3)
Race
White 50 (50)
Black 1 (1)
Asian 37 (37)
Unknown 12 (12)
Exposure
Travelt 94 (94)
Close contact 4 (4)
Health-care worker 2 (2)
Hospitalized >24 hours
Yes 40 (40)
No 58 (58)
Unknown 2 @)
Chest radiograph findings
Pneumonia or RDS$ 23 (23)
Within normal limits 53 (53)
No or unknown results 24 (24)
Required mechanical ventilation
Yes 1 (1)
No 93 (93)
Unknown 6 (6)
*n=100.

To mainland China, Hong Kong, Hanoi, or Singapore.

§Respiratory distress syndrome.

respiratory pathogens (9). Health-care providers who report
suspected SARS cases should notify their state health depart-
ments if these patients receive confirmatory testing that indi-
cates a diagnosis other than SARS. Information on suggested
diagnostic testing and evaluation for persons with possible
SARS is available at http://www.cdc.gov/ncidod/sars/
diagnosis.htm.

The potential for transmission of SARS during airline travel
is unknown. Transmission of other infectious agents (e.g.,
Mycobacterium tuberculosis) during air travel has been dem-
onstrated (Z0). When an airline flight crew reports a passen-
ger with respiratory illness, quarantine officials might board
the aircraft on arrival in the United States to assess whether
the passenger’s symptoms match the case definition of SARS

and give the passenger information about following up. If a
passenger with suspected SARS is identified after passengers
have disembarked, public health authorities will work with
the airline to contact passengers and crew for information
about the development of an illness suggestive of SARS. Al-
though ill travelers have spread SARS rapidly across interna-
tional borders, the proportion, if any, of persons who acquired
SARS during international travel as a result of in-flight trans-
mission is unknown.

Despite vigorous efforts to identify and isolate suspected
cases, reducing transmission of the etiologic agents of SARS
might be difficult. Understanding the epidemiology of respi-
ratory pathogens such as those that cause SARS is challeng-
ing; approximately 40%-60% of persons with pneumonia
do not have a defined etiology, even when extensive testing
for known respiratory pathogens is attempted (9). Minimiz-
ing transmission will require sustained attention to infection-
control interventions within health-care settings and the
community. The development of laboratory testing techniques
to identify infected persons rapidly will be an important step
toward understanding and reducing transmission of SARS.
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Hepatitis C Virus Transmission
from an Antibody-Negative Organ
and Tissue Donor — United States,

2000-2002

In June 2002, a physician reported to the Oregon Depart-
ment of Human Services (DHS) a case of acute hepatitis C in
a patient who had received a patellar tendon with bone
allograft from a donor approximately 6 weeks before onset of
illness. At the time of the donor’s death in October 2000, his
serum had no detectable antibody to hepatitis C virus (anti-
HCV). The ensuing investigation conducted by CDC and
DHS confirmed that the donor, although anti-HCV-
negative, was HCV RNA—positive and the probable source
of HCV infection for at least eight organ and tissue recipi-
ents. This report summarizes the preliminary results of the
investigation. Although transmission from anti-HCV-
negative tissue donors probably is rare, determining the fre-
quency of transplantations from such donors and the risk for
transmitting HCV to recipients is important in evaluating
whether additional prevention measures are warranted.

The donor was a man in his 40s with a history of hyperten-
sion and heavy alcohol use who died of an intracranial hem-
orrhage. At the time of death, he had no signs or symptoms
of hepatitis, and his alanine aminotransferase and aspartate
aminotransferase levels were normal. Physical examination
revealed no skin markings indicative of injection-drug use or
evidence of liver disease. A questionnaire administered to the
donor’s next of kin revealed no history of injection-drug use
or blood transfusion.

At the time of the donor’s death, his serum tested negative
for anti-HCV by a second-generation enzyme immunoassay
(EIA) (Abbott HCV EIA 2.0, Abbott Laboratories, Abbott
Park, Illinois) and negative for human immunodeficiency
virus (HIV)-1, HIV-2, human T-lymphotropic virus (HTLV)
I, HTLV 11, hepatitis B virus, and syphilis. In July 2002, stored,
frozen serum obtained premortem from the donor tested nega-
tive for anti-HCV with a third-generation EIA (ORTHO®
HCV Version 3.0 ELISA, Ortho-Clinical Diagnostics,
Raritan, New Jersey) but positive for HCV RNA
(AMPLICOR® HCV Test, version 2.0, Roche Molecular Sys-
tems, Branchburg, New Jersey). The donor’s HCV genotype
was la, as determined from the 300-nucleotide sequence of
the nonstructural coding region NS5b (1,2).

A case was defined as laboratory-confirmed HCV infec-
tion, with a viral genotype identical to that of the donor, in a
recipient not known to have been infected before transplan-
tation. A definite case was defined as one that occurred in a
recipient who was both anti-HCV-and HCV RNA-negative
before transplantation. A probable case was defined as one

that occurred in a recipient for whom no serum was available
before transplantation.

The organ procurement and tissue distribution agencies
provided an inventory of grafts recovered from the donor and
the contact information for each health-care provider or
facility that had received grafts. Health-care providers were
contacted to obtain clinical information and to arrange for
testing of recipients. Recipients’ post-transplantation and
stored pretransplantation sera, when available, were tested for
anti-HCV by EIA 2.0 or 3.0 and for HCV RNA (by using
either AMPLICOR® HCV Test, version 2.0, or HCV RNA
DetectR™ PLUS by TMA, Specialty Laboratories, Santa
Monica, California). Specimens positive for anti-HCV by EIA
were tested with a supplemental recombinant immunoblot
assay (RIBA®, Chiron Corporation, Emeryville, California).
HCV genotype was determined for all HCV RNA—positive
samples (7,2).

Of91 organs and tissues recovered from the donor, 44 were
transplanted into 40 recipients during October 2000—]July
2002. Of the remaining 47 grafts, 44 tissues were removed
from distribution in July 2002, and two tissues and one
organ had been discarded earlier. Of the 40 recipients, six
received organs, 32 received tissues, and two received cor-
neas. Recipients were located in 16 states and two foreign
countries. All tissues had been treated with surface chemicals
or antimicrobials. Bone grafts also underwent gamma
irradiation.

Eight cases were identified among the 40 recipients; all cases

were HCV genotype 1a. Among the six organ recipients, post-
transplantation serum was available for three, and definite
cases occurred in all three. Of the 32 tissue recipients, three
were known to have been HCV-infected before transplanta-
tion, and test results were not available for another two (one
bone and one tendon with bone recipient). Among the
remaining 27 tissue recipients, five probable cases occurred:
in one of two recipients of saphenous vein, in one of three
recipients of tendon, and in all three recipients of tendon with
bone (including the index patient). One other recipient was
found to be HCV-infected after transplantation with geno-
type 3a. No cases occurred in recipients of skin (n = two) or
irradiated bone (n = 16). Of the two cornea recipients, one
was infected before transplantation. The other recipient was
anti-HCV-negative; however, as of March 27, HCV RNA
testing had not been performed.
Reported by: PR Cieslak, MD, K Hedberg, MD, AR Thomas, MD,
MA Kohn, MD, Oregon Dept of Human Sves. F Chai, PhD,
OV Nainan, PhD, IT Williams, PhD, BP Bell, MD, Div of Viral
Hepatitis, National Center for Infectious Diseases; BD Tugwell, MD,
PR Patel, MD, EIS officers, CDC.
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Editorial Note: This report describes transmission of HCV
by tissues and organs from a donor whose serum tested anti-
HCV-negative at the time of death. However, stored serum
tested subsequently was HCV RNA—positive. The donor was
the probable source of HCV infection for at least eight
recipients of organs or tissues. All cases occurred in recipients
of organs or soft tissues; no infections were found among those
who had received skin or irradiated bone.

HCV transmission from tissue donors has been reported
infrequently; the only tissue types reported previously to trans-
mit HCV are nonirradiated bone and tendon with bone
(3-5). By contrast, transplanted organs from infected donors
are known to carry a high risk for transmitting HCV (6).

At the time of death, the donor probably was in the 8-10
week window period between infection with HCV and
development of a detectable HCV-antibody response (7).
Although available data are limited, HCV transmission by
organ and tissue donors during this period appears to be
uncommon; only one previous report describes HCV trans-
mission from a tissue donor in whom anti-HCV testing
(using a less sensitive first-generation assay) was negative (3).
The frequency of transplantation from antibody-negative,
HCV RNA-—positive organ and tissue donors is not known.
However, among voluntary blood donors, whose characteris-
tics probably differ from those of organ and tissue donors,
approximately four per 1,000,000 blood donations are
from donors who are anti-HCV-negative and HCV RNA-
positive (8).

Donor screening is the primary means of preventing trans-
mission of viral infections from organs and tissues. The Food
and Drug Administration (FDA) and the Health Resources
and Services Administration (HRSA) provide regulatory guid-
ance or oversight for screening of tissue and organ donors. In
addition, organ procurement organizations are required by
the Centers for Medicare & Medicaid Services to ensure that
appropriate donor screening tests are performed by a labora-
tory certified in accordance with the Clinical Laboratory
Improvement Amendments of 1988. The donor screening pro-
cess includes medical chart review, interview of the donor’s
next of kin, physical assessment, and testing of donor serum.
Guidelines require that organ and tissue donors be tested for
ant-HCV.

Nucleic acid testing (NAT) to detect HCV RNA among
organ and tissue donors is not performed routinely and has
several limitations. Organ viability declines rapidly as a func-
tion of time after donor death. Because NAT often is not
immediately accessible and can require 1-2 days to complete,
it might be impractical in the setting of organ transplanta-
tion. By contrast, tissues often can be stored for months to

years before use, allowing ample time for NAT. However,
postmortem serum frequently is the only sample available for
testing from tissue donors. NAT to detect HCV RNA has
not been approved by FDA for use on serum samples
obtained postmortem, and the performance of available
assays in this setting has not been evaluated.

Tissue processing methods (e.g., gamma irradiation) might
affect the likelihood of transmission of HCV and other
viruses from infected donors (3,9). In this investigation, no
cases occurred in recipients of irradiated bone. Irradiation is
not applied routinely to all tissue types because it can impair
tissue structural integrity.

This investigation was initiated by a clinician who suspected
allograft-associated HCV transmission and alerted the state
health department. When a new case of hepatitis C is diag-
nosed in a recent tissue or organ recipient, health-care pro-
viders should notify local or state health departments promptly
so an investigation can be initiated and, if necessary, tissues
can be recalled to prevent further transmission. Centers per-
forming transplantation should maintain adequate records
of graft recipients to facilitate investigations of allograft-
associated infections.

CDC, in collaboration with FDA and HRSA, will deter-
mine whether changes in organ and tissue donor screening
guidelines are warranted. Assessing the performance of avail-
able NAT and anti-HCV assays in postmortem specimens
would provide essential information about the period during
which donor screening can be performed reliably. Although
transmission from anti-HCV-negative tissue donors prob-
ably is rare, determining the frequency of transplantations
from such donors and the risk for transmitting HCV to
recipients will be useful for evaluating the benefits and limi-
tations of additional prevention measures.
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Public Health and Aging

Nonfatal Fall-Related Traumatic Brain
Injury Among Older Adults — California,
1996-1999

In the United States, falls are the second leading cause of
traumatic brain injury (TBI) hospitalizations overall and the
leading cause of TBI hospitalizations among persons aged >65
years (1). In 1995, TBIs resulted in an estimated $56 billion
in direct and indirect costs in the United States (2). In Cali-
fornia, during 1999, a total of 61,475 hospitalizations from
falls were reported among persons aged >65 years (3). Risk
factors for falling among older persons included arthritis;
impairments in balance, gait, vision, and muscle strength; and
the use of four or more prescription medications (2,4). As
part of CDC’s program of state-based TBI surveillance, Cali-
fornia hospital discharge data were collected and analyzed to
describe fall-related TBIs. This report summarizes the results
of that analysis, which support previous findings that persons
aged >065 years are at risk for hospitalization for a fall and that
same-level falls are far more common among persons aged
>065 years than falls from a higher level (e.g., a ladder, chair,
or stair) (7,2,5). Defining the circumstances of fall injuries
and recognizing the type of fall leading to TBI hospitaliza-
tions among older persons can help health-care providers con-
duct risk assessment and management of falls in this population.

All nonfederal, acute care hospitals in California are required
to report hospital discharges to the Office of Statewide Health
Planning and Development. All first admissions with an
injury diagnosis must be coded for external cause of injury
(E-code); E-codes are listed in >99% of these records (5). For
this report, cases were limited to first admissions. Hospital-
ization records of transfers, fatal cases, and out-of-state

residents were excluded by matching sex, date of birth, and a
record linkage number (i.e, an encrypted social security num-
ber). Hospital discharge records were coded according to the
International Classification of Diseases, Ninth Revision, Clini-
cal Modlification (ICD-9-CM) (6). TBI cases were defined by
the most recent CDC surveillance definition, in which any of
the 25 diagnoses include one of the following nature-of-injury
diagnosis codes: 800.0-801.9 (fracture of the vault of the
skull), 803.0-804.9 (other and unqualified skull fracture),
850.0-854.1 (intracranial injury including concussion, lac-
eration, and hemorrhage), or 959.01 (head injury, unspeci-
fied). The primary cause of injury for falls (E880—-E886, E888)
was analyzed by mechanism.* Age was categorized into one
younger comparison group (aged 0-64 years) and three older
groups (aged 65—74 years, 75—84 years, and >85 years). Inci-
dence rates were calculated per 100,000 population by using
mid-year population estimates of California residents for each
year (Epidemiology and Prevention for Injury Control, Cali-
fornia Department of Health Services, unpublished data,
1996-1999).

During 1996-1999, a total of 29,761 fall-related TBI hos-
pitalizations were reported; of these, 28,009 (94%) patients
were discharged, and 1,752 were deceased. A total of 1,252
(71%) of fatal fall-related TBI hospitalizations were among
those aged >65 years. Overall, the nonfatal fall-related TBI
hospitalization rate was 21.1 per 100,000 population (95%
confidence interval = 20.8-21.3) (Table 1). Hospitalization
rates increased with age; the highest rate (223.0) was among
persons aged >85 years. Compared with persons aged 0-64
years, the rate ratio of hospitalizations was 3.1 for persons
aged 6574 years, 7.6 for those aged 75-84 years, and 16.4
for those aged >85 years. Overall, males were hospitalized more
frequently (59%) than females. Although 70% of hospital-
izations among those aged <65 years were among males,
females accounted for 56% of hospitalizations among those
aged >065 years. For those aged >65 years, whites represented
78% of hospitalizations and had the highest rate (25.4) among
all racial/ethnic populations.

In 9,364 (33%) hospitalizations, the type of fall was coded
“other and unspecified” (E888). Among the 18,645 specified
falls, the pattern differed by age group (Table 2). Among per-
sons aged 0—64 years, 75% of falls were from at least one
level. Among persons aged >65 years, 60% of falls were on
the same level. For the three older population groups, the

*E880 (fall on or from stairs or steps); E881 (fall on or from ladders or
scaffolding); E882 (fall from or out of structure); E883 (fall into opening in
surface); E884 (other fall from one level to another); E885 (fall on same level
from slipping, tripping, or stumbling); E886 (fall on same level from collision,
pushing, or shoving, by or with other person); and E888 (other and unspecified
fall).
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TABLE 1. Number and rate* of hospitalizations for nonfatal fall-related traumatic brain injuries, by selected characteristics — Cali-

fornia, 1996—1999

0-64 yrs 65-74 yrs 75-84 yrs >85 yrs Total

Characteristic No. Rate No. Rate No. Rate No. Rate No. Rate (95% CIY)
Year

1996 3,800 13.2 788 40.3 1,116 96.1 786 211.8 6,490 20.0 (19.6—20.6)

1997 3,818 13.0 671 34.4 1,084 89.9 776  198.2 6,349 19.3 (18.8-19.8)

1998 4,252 142 908 46.6 1,408 113.9 962 236.7 7,530 22.5 (22.0-23.1)

1999 4,244 13.9 892 45.8 1,464 115.0 1,040 2424 7,640 224 (22.0-23.0)
Total 16,114 13.6 3,259 41.8 5,072 104.0 3,564 223.0 28,009 21.1 (20.8-21.3)
Sex

Male 11,253 18.6 1,764 49.9 2,263 1147 1,164 236.5 16,444 24.7 (24.3-25.1)

Female 4,861 8.4 1,495 35.1 2,809 96.8 2,400 217.0 11,565 175 (17.2-17.8)
Race/Ethnicity$

White 8,418 143 2,213 40.9 3,969 107.8 2,915 241.8 17,515 254 (25.1-25.8)

Black 1,195 14.0 149 35.9 163 71.6 89 129.0 1,596 17.2 (16.5-18.2)

Hispanic 5,025 13.5 490 415 456 83.3 279 1404 6,250 15.9 (15.6-16.3)

Asian/Pacific Islander 845 6.3 307 40.6 378 95.0 202 17441 1,732 11.8 (11.3-12.4)

American Indian/

Alaska Native 57 7.9 7 —I 6 — 3 — 73 9.2 (8.2-13.1)

* Per 100,000 population.

T Confidence interval.

§ Race/ethnicity data not available in 3% of records.
T Rates not calculated for <20 cases.

TABLE 2. Number and rate* of hospitalizations for nonfatal fall-related traumatic brain injuries, by age group and fall type — Califor-

nia, 1996-1999

0-64 yrs 65-74 yrs 75-84 yrs >85 yrs Total
Characteristic No. Rate No. Rate No. Rate No. Rate No. Rate (95% CIt)
E880 (from stairs/steps) 1,242 1.0 256 3.3 386 7.9 201 12.6 2,085 1.6 (1.5-1.6)
E881 (from ladders) 1,099 0.9 219 2.8 124 25 19 —$ 1,461 1.1 (1.0-1.2)
E882 (from structure) 1,773 1.5 55 0.7 40 0.8 6 - 1,874 1.4 (1.3-1.5)
E883 (into opening) 80 0.1 0 - 4 - 1 - 85 0.06 (0.05-0.08)
E884 (one level to another) 5,120 43 329 4.2 474 9.7 359 22.5 6,282 4.7 4(.6-4.8)
E885 (same level) 2,710 2.3 945 121 1,608 33.0 1,165 72.9 6,428 4.8 (4.7-5.0)
E886 (with other person) 402 0.3 12 - 10 - 6 - 430 0.3 (0.3-0.4)
E888 (other, unspecified) 3,688 3.1 1443 18.5 2,426  49.8 1,807 113.1 9,364 7.0 (6.9-7.2)

* Per 100,000 population.
t Confidence interval.
§ Rates not calculated for <20 cases.

proportion of specified falls on the same level also varied:
52% among persons aged 65-74 years, 61% among those
aged 75-84 years, and 66% among those aged >85 years. By
race/ethnicity for all age groups, the proportion of specified
falls on the same level was 40% for whites, 31% for blacks,
23%" for Hispanics, 36% for Asians/Pacific Islanders, and
33% for American Indians/Alaska Natives.

Among persons aged 0-64 years, 13,792 (86%) were dis-
charged with only self-care or unskilled care provided. The
remainder were sent to another facility or discharged with in-
home health services or outpatient rehabilitation. Among
persons aged >65 years, the number discharged was 4,927
(41%). The proportion of persons discharged home decreased

T A total of 97% of Hispanic fall injury patients of known race are classified as
white.

with increasing age. For those aged >85 years, the number
discharged was 1,071 (30%) compared with 2,083 (41%) for
those aged 75-84 years and 1,773 (54%) for those aged 65—
74 years.
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