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Cirrhosis and hepatocellular carcincoma (HCC) associated with chronic viral hepatitis C (HCV) infection are the leading indications for liver transplantation in the United States, accounting for about 40%
of the 6,000 liver transplants performed annually. In 2008, HCV exceeded human immunodeficiency
virus (HIV) infection as a cause of death for the first time, with over 15,000 deaths (Figure 1a). About
500 HCV-related deaths occurred in Washington State that same year (Figure 1b); approximately 350
people died of HIV each year during 2007-2011 statewide. An estimated 15-20 of the 30 liver disease
deaths in Yakima County each year are attributable to hepatitis C.
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Figure 1a. HCV, HIV, and HBV Death Rate
United States, 1999-2008

Although only 800-900 cases of confirmed
acute Hepatitis C are reported each year in
the United States, after adjusting for
asymptomatic infection and underreporting, CDC estimates that approximately
17,000 new HCV infections actually do
occur. Because of the rarity of clinically
apparent acute HCV infection, surveillance focuses more on detection of prevalent infections and serosurveys, supplemented by longitudinal studies to estimate
incidence in high-risk groups.
Serosurvey data from the National Health
and Nutrition Examination Survey (NHANES)
Figure 1b. HCV and HBV Deaths
III suggest that about 1.3% of the nonWashington State, 1992-2008
institutionalized US population is infected (4
million). Applied locally, that figure would
imply about 3,200 chronic HCV infections in
Yakima County (versus an estimated 250 living with HIV). Estimates for the true number
of HCV infections nationwide vary from 5 to 7
million depending on how adjustments are
made to NHANES III data to account for its
non-representation of the institutionalized
population. Overall, CDC estimates that only
about 50% of HCV-infected people are aware
of their diagnosis. Furthermore, a CDC investigation of viral hepatitis surveillance effectiveness found that only 65% of diagnosed
cases in the area studied were actually reported to the public health system.
Each year YHD receives approximately 200-250 reports of hepatitis C infection. After some local
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investigation by YHD and elimination of duplicate reports, the Washington State Department of Health counts a variable
majority of these as confirmed or probable cases, based on standardized criteria (see Criteria for Reporting HCV Cases see
page 4). Over 2,000 probable and confirmed cases have been reported in Yakima County since the inception of surveillance
in 2001 (Table 1). Subtracting out HCV-related deaths during the same 2001-2011 interval leads to an estimated prevalence
of 0.8% of Yakima County residents living with diagnosed-and-reported chronic HCV. When compared to the national estimated prevalence (range: 1.3-2.7%), this 0.8% local figure suggests that 1,000-2,000 additional undiagnosed (or unreported)
chronic HCV infections may
Table 1. Estimated Prevalence of HCV Infection
exist in Yakima County.
Jurisdiction

Gender and age of reported
Yakima County
Washington
United States
cases were nearly completely
2,170
72,200
Cumulative, unduplicated
ascertained for the period
reports 2001-2011
2001-2011. The observed
170
4500
Cumulative HCV deaths
male-to-female ratio is 2-to-1
(range: 135-200)
2001-2011
statewide. Fifty-four percent
2000
67,700
Net reported and living
of reported cases are in the 45 with HCV
-64 year age group. CDC esti- Population
244,500
6,744,500
mates that the cohort born
0.8%
1.0%
1.3-2.3%
Cumulative Prevalence
during 1945-1965 (i.e., “baby
boomers” now aged 47-68)
accounts for 75% of all chronic HCV. This local-versus-national difference suggests probable local under-detection of HCV
in the highest risk age group (45-64 years).
Table 2. Risk Factors for HCV Acquisition,
Modes of Transmission
Washington State, 2001-2011
Case Report Data
N
%
Risk
Due to lack of resources for HCV surveillance and investigation,
ascertainment of risk factors among reported cases is very low statewide. Only 19% of case records have data on acquisition risk. Because these records may not be representative of all cases, interpretation of reported risk findings warrants caution. Nevertheless, these
data suggest that drug injection is by far the leading single mode of
HCV acquisition (50%), followed by the nebulous and possibly
obfuscating category “multiple” (39%), and to a far lesser extent pre1992 blood transfusions and solid organ transplants (7%)--see Table
2. Contributing even smaller numbers of cases were reported risks
of sexual contact, occupational exposure, hemodialysis (HD), maternal-infant transmission, and receipt of pre-1987 clotting factor concentrates. Because of smaller numbers and incomplete data, local
data on risk factors is not provided.

Multiple

4415

39

IDU

5659

50

752

7

43

<1

Sexual

269

2

Occupational

143

1

HD

48

<1

Factor Concentrates pre1987
Subtotal

17

<1

11,346

100

Unknown/Not Reported

49,860

Research Evidence Base

Grand Total

61,206

Blood Tx/SOT
Maternal

Source: Washington State Department of Health

Needle-sticks and Drug Injection

HCV is roughly an order of magnitude more transmissible than HIV by a single needle-stick. CDC estimates risk of seroconversion following a needle-stick is 1.8% (range 0-10%). Given this and the virus’ greater propensity to persist in the environment and on injection paraphernalia (e.g., cookers, filters), it is not surprising that measures sufficient to reduce risk of
acquisition of HIV are not necessarily effective in preventing acquisition of HCV. Overall seroprevalence among drug injectors averages about 40% depending on the study and location. However, there is considerable heterogeneity in these estimates based on age, with the majority of findings suggesting 20-30% prevalence among injectors <40 years of age, but
>70% among those >50 years of age. Incidence estimates among injectors enrolled in serial follow-up studies range from 10
-50% per year. Additional studies show that being in the first year of injecting is a major risk factor for seroconversion.
Blood Products and Solid Organ Transplants (SOT)
Before 1987, receipt of clotting factor concentrates was a risk factor for HCV acquisition. A step added to the processing of
clotting factor concentrates in 1987 to inactivate HIV and hepatitis B was also found to inactivate HCV. Subsequent
2
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transmission of HCV via this route has not occurred. Prior to universal testing of blood and organ donors for anti-HCV antibodies in 1992, transfusions and solid organ transplants were also common sources of HCV transmission. Between universal
donor screening for HCV and other blood-borne pathogens, as well as the exclusion of donors with behavioral risk factors,
CDC now estimates the risk of HCV acquisition through transfusion as one in 1 million.
Sexual Transmission
A general principle now subscribed to by most experts in the field is that HCV is not sexually transmitted among HIVnegative individuals outside the context of disrupted epithelium (e.g., sexually transmitted infections [STI], anogenital intercourse). Three studies following HCV-serodiscordant HIV-negative couples for over 9,000 person years and 750,000 encounters have reported no instances of seroconversion. Conversely, studies have shown elevated rates of HCV acquisition
among HIV-infected men who have sex with men (MSM), as well as HIV-infected women. Likewise, the presence of exudative or ulcerative STI would seem to be a risk factor for transmission or acquisition of HCV.
Nosocomial Transmission
Transmission of hepatitis C to patients in health care settings has been associated with hemodialysis, but not only that. During 2008-2011, a total of 13 HCV outbreaks were reported to or investigated by CDC. These outbreaks led to 102 cases, and
notification of 80,649 at-risk persons. Most often these outbreaks involved contamination of point-of-care glucose testing
materials or re-use of syringes resulting in contamination of medication vials or intravenous fluids subsequently used for
other patients (http://www.cdc.gov/hepatitis/Statistics/HealthcareOutbreakTable.htm).
Maternal-Infant Transmission
While passive anti-HCV antibodies can be detected shortly after birth in infants of infected mothers, only about four percent
truly become infected. Overall, an estimated 4000 maternal-child transmissions occur annually in the United States. Transmission occurs during parturition; no chemo- or immunoprophylactic intervention exists to prevent transmission, and a recent systematic review suggested no difference in outcomes between modes of delivery. There is no evidence that breastfeeding is a source of HCV transmission. Both HIV infection in the mother and prolonged rupture of membranes have been
reported as factors elevating risk of transmission. On a routine basis, children should be tested for anti-HCV no sooner than
18 months of age because anti-HCV from the mother might last until this time. If diagnosis is desired before the child turns
18 months, testing for HCV RNA could be performed at or after the infant's first well-child visit at age 1–2 months. HCV
RNA testing should then be repeated at a subsequent visit, independent of the initial HCV RNA test result.
Tattoos/Piercing
Transmission of HCV by tattoos and piercings could be conceived of quasi-needle-stick transmission. Certainly the equipment used for such, whether professional or amateur, could become contaminated with infected blood or body fluids and
serve as a source of transmission to a subsequent recipient in the absence of appropriate cleaning and disinfection. Although
according to CDC no outbreaks of HCV have been associated with commercial, licensed and regulated vendors, it seems
plausible that tattooing and piercings performed in informal settings could be a source of transmission. On the other hand,
sporadic reports of such transmission events are often confounded by the presence of other HCV risk factors (e.g., an injection drug user who wonders if he caught hepatitis from a tattoo applied in jail).
Personal Hygiene Equipment
Like informal tattooing and piercing, sharing of toothbrushes, razors, or nail clippers with HCV-infected individuals is a conceivable but not well-studied mode of transmission.
CDC recommends testing routinely among the following groups:
Anyone born during 1945-1965
Ever injected illicit drugs (even just once)
Recipients of solid organ transplants pre-July 1992
Recipients of clotting factor concentrates pre-1987
Known exposure to HCV
Percutaneous or mucosal exposure to blood or other potentially infectious bodily fluids
Recipients of blood or organs from donor who later tested positive for HCV
HIV infected
Children of HCV-positive mothers
Persistent ALT elevation
3
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Laboratory Testing
Detection of anti-HCV antibodies in serum by enzyme immunoassay (EIA) approaches 95% sensitivity after a 60-day window and 100% after 180 days. Confirmation of infection is by HCV RNA testing, which will be positive in about 80% of
EIA-positive patients. When used for detection of acute infection, HCV RNA can be detected as early as 2–3 weeks after
infection. EIA-positive, RNA-negative patients generally need no further testing or follow-up for HCV.

Clinical Management & Transmission Prevention
The next edition of the YHD Bulletin will further address prevention of HCV transmission and summary recommendations
for the initial evaluation of the HCV-infected patient, as well as an analogous review of information related to chronic hepatitis B.

Criteria for Reporting HCV Cases
Acute Hepatitis C
Clinically compatible acute viral hepatitis syndrome plus either jaundice or ALT >400
AND anti-HCV positive or positive HCV RNA
AND anti-HAV IgM negative (if done)
AND anti-HBc IgM negative (if done)
Chronic Hepatitis C
Asymptomatic or evidence of chronic liver disease as set forth above
AND positive HCV RNA
To report a case of HCV, call the Communicable Disease Information and Reporting line at (509) 249-6541 or send to confidential fax line at (509) 249-6628.
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Sexually Transmitted Diseases Update
Annual Morbidity Figures
Overall, sexually transmitted diseases (STD) incidence was stable in 2012. However, gonorrhea did decline by about 20%.
Future updates will provide more descriptive features (e.g., time trends, gender, age, place of diagnosis) when that information becomes available.
STD

2012

2011

Chlamydia

1,302

1,224

Gonorrhea

82

99

Infectious Syphilis

6

9

Latent Syphilis

8

8

Expedited Partner Therapy (EPT)
All recent sexual partners of chlamydia and gonorrhea cases should be treated for the same infection. EPT allows for treatment of such individuals even when they are unable or unwilling to be seen by a health care provider. This prevents reinfection of the patient you have treated, as well as transmission to others. EPT is recognized as a legitimate practice by the
Washington State Medical Quality Assurance Commission and is endorsed by the Washington State Department of Health,
the Centers for Disease Control & Prevention, and numerous academic STD experts. Simply call or fax a prescription to a
participating pharmacy for each partner from the past 60 days that the case enumerates when you discuss this with them at
the time of diagnosis or treatment. The EPT fax form can be downloaded at: http://www.doh.wa.gov/Portals/1/Documents/
Pubs/347-102-YakimaCsRpt.pdf. The same document also includes a case report form.
Participating pharmacies are:
Pharmacy

City

Address
th

Fred Meyer

Yakima

1206 N 40

Rite Aid

Sunnyside

2010 Yakima Valley
Highway
2519 Main Street

Union Gap
Safeway

Grandview
Toppenish

610 E Wine Country
Road
711 W First Ave

Fax

Telephone

509 576 6833

509 576 6827

509 839 2711

509 839 4768

509 453 3603

509 248 2875

509 882 1060

509 882 4763

509 865 4700

509 865 4584

Please remember that patient readiness and overall success in completing this intervention is highest at the time of diagnosis.
YHD asks you to take advantage of the opportunity while the patient is in front of you.
Appropriate treatment and chemoprophylaxis for chlamydia is azithromycin (1 gram by mouth in a single dose) and for gonorrhea is cefixime (400mg by mouth in a single dose) plus azithromycin (1gm as above). The “partner pack” also includes
directions, condoms, and an STD brochure. Clinicians and facilities may request that YHD place partner packs on site to
ease logistics for both clinicians and patients. For more information, please call Lisa Baldoz at (509) 249-6531.
For more background information on EPT, visit http://www.doh.wa.gov/YouandYourFamily/IllnessandDisease/
SexuallyTransmittedDisease/ExpeditedPartnerTherapy.aspx

Other STD Program Services
Do you ever wonder what happens to those STD cases you report? The following table summarizes YHD STD Control activities and our expectations of community-based clinicians in STD follow-up.
5
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Entity

Role

Community-based
Clinicians

Diagnosis and treatment of STD syndromes and laboratory confirmed cases
Inquire about recent sex partners and offer evaluation and/or EPT for sexual contacts of all diagnosed cases of
chlamydia and gonorrhea
Report laboratory-confirmed cases of chlamydia, gonorrhea, latent syphilis & HIV within three working days
Report clinically suspected cases of primary and secondary (infectious) syphilis within one working day
Alert YHD if you are unable to achieve or otherwise confirm treatment of a laboratory-confirmed case of bacterial STD within 5 days of diagnosis.
Report first-episode genital herpes cases

YHD STD Control

Receive and review all submitted STD case reports
Investigate and confirm appropriate treatment for all suspected and confirmed cases of syphilis
Ensure evaluation and treatment of sexual partners of infectious and early latent syphilis cases
Ensure treatment of all bacterial STD cases reported by clinicians as “not treated”
Investigate and ensure treatment of recent contacts among all gonorrhea cases
Investigate and ensure treatment of recent contacts among other STD cases who have any of the following
features:
HIV infection
repeated STD diagnoses in the preceding 12 months
men who have sex with men
pregnant women

Please call YHD at 509 249 6532 if you would like YHD to:
send you case report forms, or
discuss or report a particular case.
If you are interested, remember to register and attend the University of Washington’s (Seattle Prevention and Training Center’s)
STD Update at the Yakima Convention Center on April 10. REGISTRATION IS OPEN UNTIL APRIL 3, 2013. CME (5.5
hours) and CNE (6 units) will be granted. Register for $75 at http://seattlestdhivptc.org/class_information.html?id=39.

State Supplied Vaccines for Children 2012
In 2012, over 150,000 doses of state-funded children’s vaccine valued at $6.8 million were provided to Yakima County clinics.
YHD provides technical assistance in supply management and oversees quality assurance efforts in partnership with the Washington State Department of Health (DOH), but is not directly involved in shipping, handling, storage or administration of vaccines. As an overseer of this valuable resource, YHD is pleased to report that vaccine loss last year was limited to $65,000,
about 1% of the total supplied. Yet, we can always do better. Vaccine loss is typically due to expiration of unused vaccine or to
failure of cold storage (e.g., cooling units, thermometers, alarm systems). Twelve (23%) of 53 receiving clinics accounted for
50% of the losses, even though those same clinics received only 8% of total vaccine shipments. In its ongoing work with vaccine providers, YHD will work in partnership with these clinics (and all others) to further reduce losses.
Key vaccine storage reminders YHD encourages you to review with your clinic staff include:
Assign a single responsible person to ensure security of the vaccine supply, but also have a back-up designated and trained in
the event of vacation or sick leave.
Have appropriate cold storage units (small, dormitory style refrigerators and freezers are no longer considered acceptable for
the storage of state-funded vaccine).
Use an accurate, calibrated thermometer and re-calibrate according to manufacturer and DOH guidelines.
Ensure that monitoring, alarm and notification systems are functioning.
Have a back-up plan in the event of a power outage.
Use first-in first-out inventory management, administering vaccines with the shortest expiration date first.
If you have any questions or concerns, please contact Yakima Health District at 509-249-6541.
For further information from DOH on vaccine storage, visit:
http://www.doh.wa.gov/PublicHealthandHealthcareProviders/PublicHealthSystemResourcesandServices/Immunization/
ChildhoodVaccineProgram/VaccineManagement
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Notifiable Condition
Jan (includes confirmed and probable cases) Feb
2013
Campylobacteriosis
9
Chlamydia
217
Cryptosporidiosis
0
Genital Herpes - Initial
8
Giardiasis
2
Gonorrhea
12
Hepatitis A acute
0
Hepatitis B acute
0
Hepatitis B chronic
*NA
Hepatitis C acute
0
Hepatitis C chronic
*NA
HIV/AIDS Cumulative Living
186
HIV/AIDS Deaths
0
HIV/AIDS New
1
Meningococcal Disease
0
Pertussis
64
Salmonellosis
2
Shigellosis
1
STEC (enterohemorrhagic E. coli)
1
Syphilis - Primary and Secondary
1
Tuberculosis
0
*NA=Not Available

Cases
Total Cases by Year
Jan - Jan - Total Cases Total Cases Total Cases
Feb
Feb
by Year
by Year
by Year
2012 2011
2012
2011
2010
4
12
108
122
128
222
209
1302
1224
1109
0
0
5
1
4
6
18
61
74
51
3
2
15
16
27
82
99
33
8
10
0
0
2
0
0
0
0
0
0
0
*NA
1
*NA
8
4
2
0
2
0
1
*NA
29
*NA
205
230
183
173
185
182
173
0
0
6
4
6
1
0
10
12
11
0
0
2
0
2
3
1
474
10
11
2
4
26
18
54
0
0
1
11
2
7
10
10
0
0
1
3
6
9
6
0
0
5
6
9
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Notifiable
Conditions
Year End
Summary
2010 - 2012
&
Jan - Feb
2013

April
10 th
2013

STD Update
for Clinicians

Course Fee: $75
Yakima Convention Center
10 North 8 t h Street
Yakima, Washington 98901

Seating is limited and pre-enrollment
by !"#$%&&'( is required.
Hotel rooms and dinner meals are not covered in the
registration fee and are the participants’ responsibility.
Lunch and a Continental breakfast will be provided.
Nearby free parking is available.

Please visit our website for online
registration and payment information

www .seattlestd hivptc.org
(206) 685-9850
seaptc@uw.edu

8:30
to
4:00

Course Faculty:
•
•
•
•

Neil Barg, MD
Devika Singh, MD , MPH
Lisa C alleg ari, MD
Sue Szabo, PA-C

The STD Update course provides
participants with training in the most
recent advancements in the
epidemiology, diagnosis, and
management of viral and bacterial
STDs. This course is designed for
clinicians in the Yakima area who
diagnose and treat patients with
sexually transmitted infections.
By the end of the course participants will be
able to:
• Discuss the latest diagnostic
and testing procedures for the
infections covered.
• List the current recommended
treatments for the sexually
transmitted infections covered.

Continuing Medical & Nursing Education Credit Available
Continuing Medical Education: !"#$ !"#$%&'#()* +,* -.'/#"0(+"* 12/++3* +,* 4%5#2#"%$ %&$ '(()#*%+#*$ ,-$ +"#$ .(()#*%+'+%/0$ 1/20(%3$ 4/)$ 1/0+%02%05$ 6#*%('3$
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$
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STD Update
April 10, 2013
Yakima Convention Center
10 North 8th Street
Yakima, Washington 98901
8:30 – 8:45 a.m.

Welcome, ARS orientation and
Pre-course test

Dana Kubilus, PTC Training
Assistant

8:45 – 9:45 a.m.

The Spectrum of HIV-Related
Illnesses: A Few Unusual Cases
Break

Neil Barg, MD

10:00 – 11:00

Diagnosis and Management of
Chlamydia

Devika Singh, MD, MPH

11:00 – 11:15

Break

11:15 – 12:15

Gonorrhea: Changes and
Challenges

12:15 – 1:00

Lunch (Provided)

1:00 – 2:00

Contraception Update

2:00– 2:15

Break

2:15 – 3:00

Genital Dermatology: Part 1

3:00 – 3:15

Break

3:00 – 3:45

Genital Dermatology: Part 2

3:45 – 4:00

Post-course test/Evaluations

4:00

Adjourn

9:45 - 10:00

Devika Singh, MD, MPH

Lisa Callegari, MD

Sue Szabo, PA-C

Sue Szabo, PA-C

seaptc@uw.edu | www.seattlestdhivptc.org | 206-685-9850

Washington State Department of Health

Community Health Worker Training Course Objectives
Community Health Worker Roles and Boundaries
1. Develop common definition of Community Health Worker
2. Understand the roles and responsibilities of a Community Health Worker
3. Identify professional boundaries of a Community Health Worker
Communication Skills
1.
2.
3.
4.

Understand basic principles of communication
Identify active listening skills
Develop cross-cultural communication skills
Identify barriers to communication

Cultural Competency
1. Understand basic principles of Culture, cultural competency and cultural humility
2. Identify demographics and cultural diversity of WA State
3. Understand health disparities and how to contribute to positive changes as a CHW
Organization Skills
1. Identify the reasons why good organizational skills are essential to the role of
Community Health Worker
2. Prioritize activities in relationship to patient care and competing demands
3. Identify the organizational tools and procedures required by their organization
4. Demonstrate ability to develop weekly work plans
Documentation Skills
1. Identify the reasons why effective documentation is essential to the role of Community
Health Worker
2. Identify the documentation requirements expected of patient navigators at their
organization
3. Identify and implement appropriate techniques to document patient and individual
encounters.
Assessment Skills
1. Identify the reason why effectively assessing patients' needs is critical for Community
Health Workers
2. Identify the assessment tools and procedures required by their organization
3. Demonstrate ability to use assessment tools in order to identify patient or individual
needs.
Service Coordination Skills
1. Identify the reasons why effective service coordination is essential to the role of
Community Health Worker
2. Identify patient referral resources available at their organization and community
3. Demonstrate the ability to develop a resource manual of internal and community- based
supports and resources.
Case Study Presentation
1. Develop work plan for case
2. Create case study to present to class
3. Present case study to class

A Glance at Tuberculosis in Washington State - 2012
Reported TB Cases

Race - Ethnicity

Since 2002, crude incidence rates of Tuberculosis (TB) in
Washington State (WA) have progressed downward, and in
2012 reached the lowest rate for this period of 2.7 cases per
100,000. This rate of 2.7 was lower than the national rate of
3.2. The 185 WA cases counted in 2012 represent a 7.5%
decline from the 200 cases counted the previous year.

Racial and ethnic minority groups continue to experience
a disproportionate measure of TB disease burden in WA.
Asian communities accounted for 44.9% of all TB cases
counted, followed by Blacks (19.5), Hispanics (16.8), and
Whites (11.9). When relative population size is taken into
account, most current data* suggest that Native Hawaiian
/Other Pacific Islanders experienced the greatest risk of
TB in the period 2009-2011 with an average incidence
rate of 27.6 cases per 100,000, followed by Asians (21.2),
Blacks (18.9), and American Indian/Alaska Natives (5.1).

1

Tuberculosis Disease Burden by Race/Ethnicity

County - Level
Only 7 of Washington's 39 counties recorded 5 or more TB
cases. Together, these 7 counties accounted for 91.7% of the
185 cases counted, along with 71.8% of the state's overall
population. King County reported 108 cases, Pierce (19),
Snohomish (18), Clark (7), Spokane (7), Yakima (5), and
Thurston (5). From 2011 to 2012, Snohomish County
experienced the largest decline in TB incidence among
these 7 counties (3.3 to 2.5 cases per 100,000), followed by
Pierce (3.1 to 2.4), and Clark (2.3 to 1.6). No increase in TB
incidence was seen from 2011 to 2012 among the remaining
4 counties.
Tuberculosis Incidence Rates, 2012

Country of Origin
The greater proportion of TB disease burden continues to
be among our foreign-born residents, which comprise
78.4% of all TB cases.

Age & Gender
Risk of TB continues to be highest among residents 65
or older. This age group experienced a TB incidence rate
of 5.4 cases per 100,000, followed by those 25-44 (3.8),
45-64 (2.3), and 15-24 (1.5). From 2011 to 2012,
incidence rates declined among most age groups, with
those 15-24 experiencing the greatest decline (2.7 to 1.5),
followed by those 5-14 (0.9 to 0.5). Groups showing
slight increases included children under 5 (0.9 to 1.4), and
those 25-44 (3.4 to 3.8). Males accounted for a larger
proportion of all TB cases compared to females (53.0%
vs. 47.0%), while experiencing slightly greater risk (2.9
cases per 100,000, vs. 2.5).

Drug Resistance

Counties that had less than 5 cases were omitted to support a reliable rate estimate.
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Initial drug-susceptibility testing of 161 specimens found
31 (19.3%) resistant to Isoniazid alone or with other
first-line drugs. Four of the 161 (2.5%) were also resistant
to Rifampin (i.e. multi-drug resistant or MDR TB). Of the
31 drug-resistant specimens in 2012, 27 (87.1%) were
collected from foreign-born residents.
*Incidence rate data for 2012 are currently unavailable, pending release of 2012
population estimates by race and ethnicity.

