The Georgia Epidemiology Report is a publication of the Epidemiology Section of the Epidemiology and Prevention Branch, Division of Public Health, Department of Human Resources

Epidemiology
Report

January 1997

Volume 13 Number 1

»

£,

“PulslicHealth

http://www.ph.dhr.state.ga.us

Division Of Public Health
Patrick J. Meehan, M.D. - Director
Epidemiology and Prevention Branch
State Epidemiologist
Kathleen E. Toomey, M.D., M.P.H.- Director
Epidemiology Section
Paul A. Blake, M.D., M.P.H.-Chief
Notifiable Diseases
Jeffrey D. Berschling, M.P.H.; Karen R. Horvat,
M.P.H. ; Amri B. Johnson, M.P.H.; Jane E.
Koehler, D.V.M, M.P.H.; Katherine Gibbs-
McCombs, M.P.H.; Preeti Pathela, M.P.H.;
Sabrina Walton, M.S.P.H.
Chronic Disease
Nancy E. Stroup, Ph.D.-Program Manager
Patricia M. Fox, M.P.H.; Edward E. Pledger,
M.P.A.
Tuberculosis
Naomi Bock, M.D., M.S.
HIV/AIDS/Sexually Transmitted Diseases
Kim Cook, M.D., M.S.P.H.-Program Manager
Stephanie Bock, M.P.H.; Mary Lynn Gaffield,
M.P.H.; Andrew Margolis, M.P.H.
Perinatal Epidemiology
Mary D. Brantley, M.P.H.; Paul C. Gangarosa,
M.P.H.; Raymond E. Gangarosa, M.D., M.P.H;
Leslie E. Lipscomb, M.P.H.; Mary P. Mathis,
Ph.D.,M.P.H.
Preventive Medicine Residents
Hussain R. Yusuf, M.B.B.S., M.P.H.
EIS Officer
Michael S. Friedman, M.D.

Georgia Epidemiology Report
Editorial Board
Editorial Executive Committee
Paul A. Blake, M.D., M.P.H.- Editor
Kathleen E. Toomey, M.D., M.P.H.
Mary D. Brantley, M.P.H.
Jeffrey D. Berschling, M.P.H.
Mailing List

Edward E. Pledger, M.P.A.

Rabies Triage in Georgia by the
Regional Poison Center:

Financial and Other Benefits

he Georgia Poison Center (GaPC) is the Regional Poison Center

for the 7 million residents of Georgia providing 24-hour poison
emergency treatment information. Among the services the GaPC provides
is treatment advice regarding the need for post-exposure rabies prophylaxi
for animal bites or other animal-inflicted wounds. In July 1994, the Georgia
Department of Human Resources, Division of Public Health, Epidemiology
and Prevention Branch (EPB) formalized the GaPC as the state’s resourc
for offering protocol-driven treatment and prevention advice for animal
bites and rabies exposures, with backup from GaPC and EPB physician:
and epidemiologists. These protocols enable the GaPC specialists to asse
the animal bite in terms of provocation, vaccination status, and potential for
rabies transmission, and make appropriate recommendations for care.

In 1995, the GaPC received 84,954 poison exposure calls. Seven
hundred eighty-seven (1%) involved animal-inflicted bites or wounds. The
GaPC categorized the animal bite/ rabies exposure calls managed in 199¢
and counted the recommendations for rabies treatment with biologicals.
Domestic dogs and cats were involved in 419 (53%) of the 787 exposures
only 29 (7%) of the animals wore vaccination tags indicating current rabies
vaccination. Medical records subsequently confirmed that an additional 49
dogs and cats had been vaccinated within the last year. Of the 787 victims
643 (82%) were provided reassurance that no form of rabies vaccination
treatment was necessary. Of those 643 individuals, 138 were children age
0-5 years (22%), 187 were children 6-12 years (29%), and 284 were 13
years or older (44%). Thirty-four were of unknown age but were assumed
to follow the known age spread. Once triage was completed, attempts were
made for 24 hours to ascertain the therapy actually received by the victim.
The data collected were forwarded to EPB for further follow-up as appro-
priate.
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figancial savings to the community by providing cen-
fdgdized, around-the-clock, rabies treatment and pre-
cost for rabies immunoglobulin and rabies vaccinguention advice. This service also reduces opportunity
$1127 for a child of 33 pounds, $1430 for an aflubsts by saving time and energy spent seeking care,
weighing 132 pounds, and $1498 for an adult weighiegpecially after hours, and offers prompt reassurance.
approximately 165 pounds (using CDC cost figureq for addition, offering rabies triage assists in defraying
Connecticut in 1994). Based on these figures (assuhe cost of GaPC services. This service allows for
ing half of all callers would have received biologicalg dfata collection and development of focused educa-
untriaged), the potential savings in health care expgrainal interventions regarding animal safety, further re-

The direct health care costs potentially savec
providing this service can be estimated. The ave

tures in 1995 for the cases handled by the GaPQuging the incidence of animal bites.
$412,583. In 1995, the average rabies call to the af:p&torial Note

cost an estimated $23.88; the total for the 787 rgbies
calls is $18,794. If the Epidemiology and Preventi
Branch offered the same service, without GaPC| |n
volvement, the cost would approach $19,600, base

on the need for 15% of 3.5 full time epidemiologi
for 24 hour triage.

The societal perception of the value of this s
vice may be inferred from the public’s willingness-
pay for emergency triage. The willingness-to-pay
ure for typical Poison Center calls is estimated at $

per family per month (California data from 1995},

Scores of pets must be euthanized each year (af-
D, piti : : .

er biting a human or being exposed to a rabid animal)
ecause they are not adequately vaccinated against ra-
Jes. The best protection for your petabies vacci-
nation. Current Georgia law requires dogs and cats to
be vaccinated with an approved vaccine. Check with
greur local veterinarian about specific regulations for
ogour county.

I0-  The Georgia Poison Centercan be contacted
?1%1':’ rabies triage and for poisoning emergencizé

(2]

Phours a day, 7 days a weekwithin the Atlanta dial-

which, when applied to Georgia, would be $56.9 mjl;

lion for the 1.86 million Georgian families served an

ally (3000 times more than the financial cost of rabies

triage and some 29 times the costabf GaPC ser
vices).

In summary, rabies triage by the GaPC provi

des

Nllig area at (404) 616-90Q00r elsewhere in Georgia
14t (800) 282-5846.

Submitted by RJ Geller MD, EM Wisniewski MPH, SE Gorman
PharmD, GP Lopez PharmD; Ga PC, 80 Butler St,SE, Box 26066,
Atlanta, GA 30335; and KE Toomey MD, MPH; EPB, Division of Public

Health, GA Dept of Human Resources, Atlanta, GA 30303.

The Decline of Childhood Haemophilus influenzae Type b
(Hib) Disease in Georgia

Reported trends reflect success

otifiable disease reports submitted to pul
health by physicians and other providers
essential to identify outbreaks of emerging infecti
disease or unusual disease patterns. Exami
changes in notifiable disease trends can be particu
important to monitor the impact of prevention effort

For example, the decline of vaccine-preventd
diseases in the United States demonstrates the im
sive impact of immunizations, particularly in chi
hood. One of the more recent vaccine success s
is that of theHaemophilus influenza&ype b vaccine
Invasive Hib disease was the leading cause of c

of the Hib vaccine program

latuction of conjugate vaccines (first licensed for use in
ke S. children at least 18 month old in December 1987
pasid for infants at least 2 months old in October 1990.)
niEfional data suggest that this vaccine has had a
lanigrked impact on the incidence of Hib disease in the
5.United States, preventing an estimated 10,000-16,000
cases in 1991 alohe

\ble

pres-The impact of the Hib vaccine in Georgia is
equally impressive. Between 1987 and 1990, nearly

’
ofi@80 cases of invasive Hib disease were reported

among Georgia children resulting in 48 deaths and un-
nideasured long-term disability. Since the widespread

hood meningitis in the United States before the ir]trimplementation of the Hib vaccine program, the num-

_2-



ber of cases has declined to less than 10 in 1996,
no reported deaths from Hib disease among chil
since 1991 (Figure 1).

Figure 1. Invasive Haemophilus influenzae
Disease in Children less than 5 Years of Age,
Georgia, 1987 - 1995
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These dramatic statistics reflecting the succes
the Hib vaccine program would not have been j

Vtﬂtgﬂtlng notifiable diseases to the Epidemiology and
li8Rvention Branch, Georgia Division of Public Health.

Editors note

We urge you to includeHemophilus influenzae
typing whenever a culture confirms invasive Hemo-
philus disease. Verification dfilemophilus influenzae
type b will help us better identify and monitor the
incidence of this vaccine-preventable disease in chil-
dren.

Special thanks to Dr. Sanford “Sandy” Matthews,
an Atlanta pediatrician, whose interest in the Hib sta-
tistics for Georgia led to this report.
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sible without the cooperation of physicians and o
providers, hospitals, and laboratories statewide in

her This report was contributed by Kathleen E. Toomey, State Epide-
re- miologist, Epidemiology Section, EPB, GDHR

A Call for All Sterile-Site Meningococcal Isolates

he Georgia Division of Public Health

pleased to be participating as the fi
“Emerging Infections Program” (EIP) in the Unit
States. This CDC-funded collaboration between
Epidemiology and Prevention Branch, the State Py
Health Laboratory and Emory University will condd
active, laboratory-based surveillance for several en
ing pathogens. We will join the other EIP siteg
California, Oregon, Minnesota, and Connecticut
conducting surveillance and studies of pathogens

s  We ask all laboratories to send any isolatebl.of
tineningitidis obtained from sterile sites to the State
bdPublic Health Laboratory for further characterization.
thbese isolates should be mailed to the Bacteriology
kBection of the State Public Health Laboratory, using
dtab Outfit #0505 and Form #3410. With your help
efge epidemiology of this serious pathogen within Geor-
gia can be better understood leading to improved dis-
gase control efforts.
5 re-

cently recognized or becoming increasingly importaht.

One area of increased surveillance is inva
meningococcal disease. Cases of meningococcal
ingitis and bacteremia in Georgia have increased i
cent years, from 82 in 1994, to 106 in 1995, and 14

1996. Many other states are also experiencing incf
ing cases of meningococcal disease. We will perfo

advanced molecular typing on all isolatesNs#isseria

meningitiswe obtain state-wide, to better charactefize

Georgia strains causing invasive disease.

Thisannouncementwas contributed by Jane E. Koehler, DVM, MPH,;
Infectious Disease Unit, EPB, DPH, Ga DHR.

Sij/e
Errata
nen-
N Fe- Volume 12 Number 12 - December 1996eorgia Epidemiol-
ogy Report:
4in
ea‘S_Page 3 paragraph 3 lines 12-13: "...this mandate will

increase daily consumption of folic acid on average by

M 100 milligrams." should be "...this mandate will in-

crease daily consumption of folic acid on average by
100 micrograms"
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Reported Cases of Selected Notifiable Diseases in Georgia Profile* for October 1996

Selected Total Reported Previous 3 Months Total Previous 12 Months Total
Notifiable for October Ending in October Ending in October
Diseases 1996 1994 1995 1996 1994 1995 1996
Campylobacteriosis 23 333 306 133 952 1077 710
Chlamydiagenital infection 1967 NA 3319 4815 NA 9812 13569
Cryptosporidiosis 2 NA NA 15 NA NA 56
E. coli O157:H7 0 12 11 8 20 33 33
Giardiasis 23 136 204 187 453 547 628
Gonorrhea 2091 0 5816 5674 0 17557 21681
Haemophilisinfluenzae (invasive) 2 7 1 4 65 38 43
Hepatitis A (acute) 11 8 22 62 43 93 158
Hepatitis B (acute) 0 31 11 12 669 124 37
Blood Lead Level > 10 pg/dL (cap) 248 NA 978 969 NA 2528 3082
Blood Lead Level > 10 ug/dL (ven) 53 NA 211 204 NA 536 620
Legionellosis 0 21 1 0 111 25 4
Lyme Disease 0 33 1 0 121 20 1
Meningococcal Disease (invasive) 7 6 24 23 72 98 150
Mumps 0 7 2 1 18 8 6
Pertussis 2 9 12 3 33 31 23
Rubella 0 0 0 0 7 0 0
Salmonellosis 70 577 732 373 1475 1651 1316
Shigellosis 117 564 315 333 1522 1654 798
Syphilis - Primary 14 74 78 53 256 272 223
Syphilis - Secondary 49 164 194 133 623 611 520
Syphilis - Early Latent 138 458 394 336 1804 1708 1367
Syphilis - Other** 76 192 286 220 769 1091 912
Syphilis - Congenital 2 13 17 4 53 56 49
Tuberculosis 74 170 214 193 732 786 779

* The cumulative numbers in the above table reflect the date the disease was first diagnosed rather than the date the report was received at the state office; and therefore
are subject to change over time due to late reporting. The 3 month delay in the disease profile for a given month is designed to minimize any changes that may occur.
This method of summarizing data is expected to provide a better overall measure of disease trends and patterns in Georgia.

**  Other syphilis includes latent (unknown duration), late latent, late with symptomatic manifestations, and neurosyphilis.

AIDS Profile Update

Total Cases Percent Risk Group Distribution (%) Rdce Distribution (%)
Report Period Reported * Female MSM IDU MSM&IDU HS Blood Unknown White Black Other
Last12 Mos  01/96 to 12/96 2424 19.0 430 172 4.1 15.9 14 18.3 329 645 25
5Yrs Ago 01/91to 12/91 1530 12.0 574 208 5.9 8.6 2.0 5.2 459 524 1.7
Cumulative  01/80to 12/96 16948 14.3 522 19.0 5.9 10.9 21 9.9 409 571 19

MSM - Men having sexwithmen IDU - Injectiondrugusers HS - Heterosexual
*  Case totals are accumulated by date of report to the Epidemiology Section

- 4-



