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erm ‘'viral hepatitis,” as commonly used, applies to non-A, non-B hepatitis. Clinically, it is extremely difficult
3 clinically similar disease entities that are distinct to distinguish between individual cases of viral hepatitis.
virology, immunology, and epidemiology. Two of Classification is therefore dependent upon careful evalua-
diseases, hepatitis A (formerly "“infectious hepatitis’’) tion of epidemiologic evidence and the use of appropriate
hepatitis B (formerly “serum hepatitis’’), have been serologic tests.

gnized as separate entities since the early 1940s and

for most cases of viral hepatitis. The third one, Hepatitis A

epatitis viruses’* (non-A, non-B viral hepatitis), has Hepatitis A is caused by infection with hepatitis A virus
ently been identified as a separate entity and is a (HAV], a small 27-nm virus that has not yet been fully
gnosis of exclusion once hepatitis A and B have been characterized. lliness produced by HAV infection is char-
| out by appropriate diagnostic tests. This diagnosis acteristically of abrupt onset, with fever, malaise, anorexia,
to encompass the majority of post-transfusion hep- nausea, abdominal discomfort, and jaundice. Maorbidity is
es in the United States today. age-relatéd, with asymptomatic infection and anicteric ill-
mune serum globulin (ISG)" offers effective protec- ness predominating in childhood. Mortality in clinical cases
inst the clinical manifestations of hepatitis A. Re- is quite low (less than 1%). Transmission occurs primarily
dence also suggests that immune globulin prepara- by the fecal-oral route under conditions of poor sanitation
ntaining varying quantities of specific antibody and close contact between infected persons, although
hepatitis B (anti-HBs) may be partially effective common-source exposures via contaminated food and water
his disease as well. At the present time there is no do occur. The incubation period of hepatitis A is 1545
ce to suggest immune globulins are effective against days (average 25-30 days). HAV has consistently been dem-
onstrated in the stools of infected persons, with peak viral
en, Immuni: Globulins. The class-of serum proteins of excretion occurring hduring t.he late in_cubation and e‘:arlv
G is an example are called immunoglobulins or immune prodromal phase of iliness. Viral excretion falls off rapidly

with the onset of jaundice. The period of maximal infec-
BULLETINS
RED MEASLES — BATON ROUGE INFLUENZA RUBELLA — JEFFERSON PARISH
As of early February, 59 cases of red Qutbreaks of flu-like illness As of the first weak in February,
sles (rubeola) diag d by physici with high fever, cough, and Jefferson Parish nurses have investigated

pity
‘with onset since October, 1977, have been myalgias have been reported 20-30 cases of probable rubella with onset
ffsported to the central office :: the oceurring in January, 1978, in since December, 1977. Most of the cases
mr::“;v t‘l"ufe E::‘::o"?:uw ;ETI:"I numerous locations around the are in high school stud'qm and adults,
‘Health Unit. Two cases have been sero- state. Twentyseven isolates of none of whom h,d been immunized. 5!“"
logically confirmed thus far. Seventy-sight type A influenza virus have been logical confirmation is r:aurumiy pending.
percent of the cases were in school age made thus far. Both A/Texas The occurrence of cases in adolescents and
‘children. Immunization histories were and A/Victoria have been young adults is consistent with the national
available in 36; 27 had not been immunized,  jsolated. No isolates of A/USSR,  trend, and points toward the need to
6 had been immunized at less than 12 44, new HIN1 strain have been improve immunization records and institute
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tivity oceurs during the 2-week period before the onset ot
jaundice. Viremia is of short duration, and a chronic blood
carrier state for HAV has not been demonstrated. HAV is
not a significant cause of post-transfusion hepatitis.

Serum antibody against HAV (anti-HAV) has recently
been demonstrated by radioimmune assay, immune adher-
ence hemagglutination, and complement-fixation tech-
niques. Antibody remains detectable in serum for years and
apparently confers life-long immunity to reinfection. Pre-
liminary sero-epidemiologic studies have documented that
hepatitis A is a common infection in the United States with
over half the population having serologic evidence of past
infection by mid-adult life.

Hepatitis B

Hepatitis B is caused by the hepatitis B virus (HBV), a
42-nm, double-shelled virus originally known as the “Dane
particle.” Two well defined antigen-antibody systems have
been associated with the HBV virion. Hepatitis B surface
antigen (HBsAg), formerly known as the “Australia anti-
gen,” is the antigen found on the surface of the virus and
on the accompanying 22-nm spherical and tubular forms.
Various subtypes of HBsAg have been described and have
proven to be useful epidemiolagic markers of infection.

Hepatitis B core antigen (HBcAg) is the antigen found
within the core of the virus, and HBV specific DNA poly-
merase and circular double-stranded DNA have been asso-
ciated with it. HBsAg can be identified in the serum 1-2
months after exposure and may persist for a variable pe-
riod. The frequency of the chronic carrier state for HBsAg
is variable hut appears to be related both to the age at
which infection is acquired and to the immunologic com-
petence of the host. It has been estimated that as many as
10% of HBV infections result in chronic carriage of HBsAg.
The carrier state can be completely asymptomatic, or, less
commonly, it may be associated with active liver disease.
While the carrier state appears to be important in perpetua-
ting transmission of hepatitis B in a given population, re-
cent evidence suggests that HBsAg carriers possess varying
degrees of infectivity. .

A newly described antigen-antibody system, the ‘‘e”
system, appears to be of value in identifying those HBV
carriers who are most likely to develop active liver disease
and to be efficient disseminators of infection. The presence
of HBeAg in the serum appears to be a marker for degree of
infectivity and has been associated with active forms of
chronic liver disease and with a poor prognosis for the
chronic HBsAg carrier. :

Several routes of exposure to HBV have been docu-
mented. Based on available data, the principle modes of
transmission include:

1. direct percutaneous inoculation by needle of contam-
inated serum or plasma or transfusion of infected
blood or blood products:

2. non-needle, percutaneous transfer of infected serum
or plasma such as may occur through minute skin
cuts or abrasions;

3. introduction of infective serum or plasma on mucoss
surfaces such as may occur through inadvertent intro
duction of this material into buccal or ocular sur
faces;

4, introduction of other known infective secretions such
as saliva or semen into mucosal surfaces as through
sexual contact; and

5. indirect transfer of serum or plasma via vectors of
inanimate environmental surfaces.

Experimental data suggest that airborne transmission of in
fection is not important in virus transfer and that transmis
sion of infection via an intestinal route does not occur.

The onset of hepatitis B is generally insidious and con
sists of a variable combination of the following: anorexia,
malaise, nausea, vomiting, abdominal pains, jaundice, &
well as arthralgias and arthritis. Morbidity and mortality are
variable and may be a function of HBV dose and the age of
the patient. Older individuals typically have higher mor
tality. The incubation period of hepatitis B is character
istically long, ranging from 60-180 days (average 90 days),

HEPATITIS SURVEILLANCE

Viral hepatitis has been a nationally reportable disease
since 1952. In 1966 the reporting system was changed to
permit classification of cases into 2 categories: 1) hepatitis
A and hepatitis unspecified and 2) hepatitis B. Since 1974
hepatitis A and hepatitis unspecified have been reported
separately. From 1952 to 1966, the annual number of re
ported viral hepatitis cases has varied. The lowest number
of reported cases occurred in 1957 (14,922), flanked by
major peaks in 1954 and 1961. After the 1961 peak
(72,651), a decrease in reported cases occurred until the
most recent low was reached in 1966 (34,356),

For the period of separate reporting (1966-present), the
incidence of hepatitis A peaked in 1971 (59,606) and has
been declining since. For the 3 years for which figures are
available for hepatitis unspecified, the rate has remained
nearly constant. The incidence of hepatitis B has continued
to rise during the period of separate reporting. In 1968
there were 1,497 reported cases of hepatitis B (1.8 cases per
100,000 population), and in 1976 there were 14,850 cases
(6.9 cases per 100,000 population), This represents a 10-
fold increase in the number of reported cases and an almost
4-fold increase in case rate.

Currently, the age group most vulmerable to viral hepa-
titis is young adults (20-24 years), followed by the 15- to
19 and the 25- to 29-year-olds. For hepatitis A, there is 3
preceding but smaller peak in inciderce in the 5- to 9-year
olds. For hepatitis B immediately evident are the lack of
2ases in perscns less than 15 years old. All reported hepa-
titis cases show an overall case-fatality rate of approxi-
mately 1.0%, a rate which increases with increasing age. The
case-fatality rate appears to be similar for hepatitis A and B.
3ince 1966, surveillance has revealed that the seasonal varia-
tion for viral hepatitis has diminished remarkably.

IMMUNE GLOBULINS
Immune globulins are sterile solutions for intramuscular
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116.5% protein obtained by cold ethanaol fractionation of
ge pools of blood plasma. ISG, one of the immune globu-
5, contains specified amounts of antibody against diph-
iria, measles, and one type of poliovirus and varying
ounts of antibody against hepatitis A and hepatitis B,
sending on the preparation. Neither hepatitis A nor hepa-
s B has been transmitted by immune globulins.

5 AND HEPATITIS A

Numerous fieid studies during the past 2 decade. have
cumented the protection against hepatitis A conferred by
5 administered before exposure and during the incuba-
n period. |ts relative effectiveness depends on timing and
se. When administered before or within 1-2 weeks after
posure to hepatitis A in the appropriate dose, it prevents
tess in 80-90% of those exposed. Also, because ISG may
t suppress inapparent infection, long-lasting, natural im-
Inity may result.

The decision to give ISG is based on assessing the pos-
le hepatitis exposure. If the exposure could have resulted
infection, 1SG should be given.

ISG should be given-as soon as possible after a known
posure. Its prophylactic value is greatest when given early
the incubation period and decreases with time after ex-
sure. The use of ISG more than 2 weeks after exposure
after onset of clinical illness is not indicated.

)sage

The dosage patterns of ISG in common use have been
rived primarily from field and clinical observations. The
se of ISG may vary with the setting in which it is used. In
stexposure prophylaxis a dose of 0.02 ml per kilogram of
dy weight is recommended. In pre-exposure settings, the
sage varies not only with body weight but also with the
wgth of time protection is needed. Specific dosages in
ecific settings are given below.

stexposure Prophylaxis

Close personal contact: Close personal contact, as among
rmanent and even temporary household residents, is im-
yriant in the spread of hepatitis A. Secondary attack rates
e particularly high for children and teenagers. Rates are
mewhat lower for adults, but illness tends to be more
vere. 1SG is recommended for all household contacts who
e not already had hepatitis A.

School contacts: Although there is a high incidence of
ipatitis A among school-age children, contact at school is
ually not an important means of trgnsmitting this disease.
putine administration of ISG is not indicated for pupil or
acher contacts of a patient. However, when epidemiologic
udy has clearly showh that a school- or classroom-cen-
red outbreak exists, it is reasonable to administer 1SG to
irsons at risk.

Institutional. contacts: The conditions in institutions,
ich as prisons and facilities for the mentally retarded,
war transmission of hepatitis A, While sporadic cases do

LOUISIANA DEPARTMENT OF HEALTH
POLICY REGARDING GAMMA GLOBULIN

The current policy of the Louisiana Depart-
ment of Health and Human Resources is to supply
gamma globulin (ISG) for household contacts of
hepatitis A cases through the local health units.
Physicians requesting ISG for hepatitis A household
contacts must report the hepatitis A case to the
health unit. If the HBs Ag (Australian antigen, HAA)
test is performed, the result should also be reported
to the health unit, although this should not delay
reporting of the case. The new hepatitis B immune
globulin is not available through health units. In
selected instances, it may be possible to provide ISG
for postexposure use (following needle stick exposure
to blood containing HBs Ag, or for infants born to
mothers with hepatitis B in the third frimester and
HBs Ag positivity at the time of birth) to prevent
hepatitis B. This use will be at the discretion of the
health unit applied on a case by case basis.

occur, periodic epidemics of disease are generally most
common. The administration of ISG to residents and staff
contacts of hepatitis A cases may effectively limit the
spread of disease.

Hospital contacts: Routine prophylactic administration
of ISG to hospital personnel is not indicated. Emphasis
should be placed on sound hygienic practices. Intensive,
continuing education programs that point out the risk of
exposure to hepatitis A as well as recommended precau-
tions should be directed toward hospital personnel who
have close contact with patients ar infective materials.

Office and factory exposure: Routine administration of
ISG is not indicated for persons exposed in the usual office
or factory situation to a fellow worker with hepatitis.

Common-source exposure: When food, water, or other
such vehicle is clearly identified as a common source of
infection for multiple hepatitis cases, administration of I1SG
to others-exposed to the same source theoretically could be
expected to offer some degree of protection. In actual prac-
tice, however, the administration of 1SG in this setting has
not been shown to confer benefit. The apparent lack of
efficacy of 1SG appears to result from inherent delays in
outbreak recognition with administration of 1SG too late in
the incubation period to significantly alter clinical mani-
festations of illness. Therefore, the use of ISG in this setting
cannot be routinely recommended.

Pre-exposure Prophylaxis
Exposure to non-human primates: Sporadic cases and
outbreaks of hepatitis have occurred among persons in close



contact with recently imported non-human primates, pri
marily chimpanzees. Because of the similarity between
chimpanzee-associated hepatitis and hepatitis A, prophy-
lactic ISG has been used with apparent success in doses of
0.05 mi/k of body weight administered every 4 months to
those in close contact with newly imported animals. Em-
phasis should also be placed on other measures, such as
scrupulous hygienic practices, use of protective clothing,
and limited human contact with the animals.

Travelers to foreign countries: The risk of hepatitis A for

U.S. residents traveling abroad appears to be small. It varies.

with living conditions, the prevalence of hepatitis in the
areas visited, and particularly the length _of_stay.

Travelers may be at no greater risk than in the United
States when their travel involves ordinary tourist routes and
lasts less than 3 months. ISG is not routinely recommended
in such instances. However, travelers to tropical areas and
developing countrirs who bypass ordinary tourist routes
may be at greater risk of acquiring hepatitis A. If ISG is
administered, the dosage should be 0.02 ml/k of body
weight.

Travelers planning to stay 3 or more months in tropical
areas or developing countries where hepatitis A is common
and where they may be exposed to infected persons and
contaminated food and water are at greater risk of acquir-
ing hepatitis. A single injection of ISG in a dose of 0.05
ml/k of body weight is recommended for them.

For persons residing abroad in tropical areas or develop-
ing countries, the risk of hepatitis appears to persist. Exper-
ience has shown that regular administration of 1SG offers at
least partial protection against hepatitis. It is recommended
that prophylactic ISG be repeated every 4-6 months at
doses of 0.05 ml/k of body weight.

IMMUNE GLOBULINS AND HEPATITIS B

Early attempts to use ISG in the passive prophylaxis of
viral hepatitis revealed this material to be of little or no
benefit in the prevention of post-transfusion hepatitis.
Based on early findings, passive immunization against hepa-
titis B was not generally recommended. The majority of
initial studies were, however, conducted before the dis-
covery of HBsAg and the development of serologic pro-
cedures for detection of the variety of immunologic mark-
ers currently associated with HBV infection. Thus, in early
post-transfusion study settings, the dose of presumed HBV
inoculum was high, hepatitis B and non-B cases could not
be accurately distinguished, and specific anti-HBs content
of utitized immune globulin preparations could not be as-
sessed.

In the United States over half of the lots of ISG manu-
factured before 1972 contained no detectable anti-HBs, and,
therefore, could not be presumed to be of any value in the
prevention of hepatitis B. In contrast, most 1SG manu-
factured subsequent to 1972 has contained detectable anti-
HBs for which some specific effectiveness in passive pro-
phylaxis might be inferred. The development of serologic

tests enabling accurate diagnosis of hepatitis B and measure:
ment of the specific anti-HBs content of immune globulins:
has resulted in re-evaluation of passive prophylaxis for this
disease.

Unified interpretation of results of recent immune glob-
ulin prophylaxis studies has been rendered difficult by:
1) the use of immune globulin preparations of differing
anti-HBs titers from a variety of manufacturers; 2) differ-
ences in dosage and timing of immune globulin administra-
tion; and 3) defects in design of some studies, the most
important of which has been failure to include placebo
controls.

In regard to anti-HBs titers of immune globulins, those
of high anti-HBs titer (generally greater than 1:100,000 by
passive hemagglutination [PHA] ) prepared from donor pools
preselected for anti-HBs content are now generally desig
nated as hepatitis B immune globulin (HBIG). Such mate-
rial was compared, in several studies, with globulins of
lower or no detectable anti-HBs content. In general, such
latter globulins have been prepared from donor pools not
initially preselected for anti-HBs content. It is important to
note that the term HBIG refers to quantity of anti-HBs and|
not to its presence or absence in the manufactured product,|
Thus, ISG may be expected to contain some anti-HBs — in|
the United States, this would generally have a titer >1:64
by PHA. |

Studies of passive immunization may be temporally di-
vided into 2 categories, pre-exposure prophylaxis and post
exposure prophylaxis. An early randomized comparison of
ISG containing a moderate titer of anti-HBs with true place-
bo among military personnel in a hepatitis B endemic arez
provided evidence that this globulin provided significant
protection against disease in a pre-exposure prophylactic
setting where hepatitis B was presumably transmitted by
close personal contact

In a study in a custodial institution of children who were
experimentally inoculated with HBV, HBIG was found to
have significantly greater protective effect in preventing en-
suing hepatitis B than ISG with a low titer of anti-HBs
when administered 4 hours after inoculation of virus. In
this postexposure prophylactic setting, maximum effective-
ness achieved for HBIG was 70%. The incubation period
was significantly prolonged when hepatitis B did occur in
the group given HBIG (mean of 188 days in comparison to
48 days in the group given 1SG). Also, the low titer globulin
appeared to be partially effective when compared to un:
treated controls.

It was against the background of evidence suggesting
some effectiveness of ISG, but perhaps greater efficacy of
HBIG, that subsequent trials of passive immunization
against hepatitis B were undertaken. While none of these
trials incorporated a true placebo control, they may be di-
vided into 2 categories based on type of comparison groups
used: those that incorporated ISG containing no detectable
anti-HBs (placebo globulin) and those that compared the
efficacy of HBIG to globulins with low to imermed_iate




:HBs titers.

When compared to placebo globulin, HBIG has been
ind to be of significant value in pre-exposure prophylaxis
patients in hemodialysis units where hepatitis B is en-
mic and in postexposure prophylaxis of medical per-
| following HBsAg-positive needle sticks, of spouse
cts of acute hepatitis B cases, and of infants born to
g-positive mothers.

Results are less clear in studies which have compared the
ative efficacy of HBIG with ISG that has low titers of
t-HBs. In a pre-exposure prophylactic study of new ad-
issions to 3 institutions for the mentally retarded, HBIG
ow anti-HBs titered immune globulins appeared to be
lly effective in preventing hepatitis B when compared
n untreated control group. Furthermore, there was
evidence that individuals receiving low titered im-
e globulin may have developed active anti-HBs response
e absence of disease (passive-active immunity). In 2
multicenter studies, the first involving pre-exposure
ylaxis of dialysis patients and staff, and the second,
-exposure prophylaxis of medical personnel exposed to
Ag-positive needle sticks, the effectiveness of HBIG was
pared to immune globulins of low and intermediate
iti-HBs titer.

hen the results of these studies were compared after 6
8 months of follow-up, a significant relative reduction

e incidence of hepatitis B was observed in the HBIG
ed individuals. However, at 9 and 12 months of fol-
Ip, no statistically significant differences in the inci-
of hepatitis B between the globulin groups could be
rved due to the occurrence of late-onset cases in HBIG
ients. The pre-exposure study among dialysis patients
taff also provided additional evidence that administra-
of low titered globulin may have been associated with
e development of passive-active immunity in recipients.
'_ne recent study of ISG in postexposure prophylaxis
ndicated that hepatitis B was prever.ted in infants who
eived this material within a week of birth to mothers
o had experienced acute hepatitis B in the third trimes-
er,of pregnancy.

‘The above studies provide independent evidence for the
acies of both ISG containing low titers of anti-HBs and
HBIG in both pre-exposure and postexposure prophy-
of hepatitis B. With the exception of the previously
experimental study of postexposure prophylaxis
ng children in a custodial institution, there is no statis-
_v or epidemiologically convincing evidence of the su-
rity of HBIG over such ISG preparations under cir-
nces permitting these comparisons.

4

nts in the 2 multicenter studies were due to re-ex-
re at a time when the protective effect of HBIG had
nished, thus masking an inferred relative superiority of
over low anti-HBs titered globulins. It has also been
osed, however, that administration of HBIG itself pro-

 has been proposed that the late-onset cases in HBIG:

longs the incubation period of hepatitis B for those cases
which do break through after passive immunization.

Whereas there are no extant data to support the re-ex-
posure hypothesis, there is convincing evidence cited above
that HBIG does prolong the incubation period of hepatitis
B. Additional support for this interpretation is provided
from a recent study in which hepatitis B incubation periods
of 7 and 8 months were documented following HBIG ad-
ministration. Further, it is difficult to explain, under cir-
cumstances of adequate randomization, as reported in the
multicenter studies, an excess late re-exposure to HBV oc-
curring in HBIG recipients only. On balance it seems likely
that the late-onset cases in HBIG recipients in the multi-
center studies were due, in part, to prolongation of the
incubation period of hepatitis B. Therefore, the relative
superiority of HBIG over ISG in these 2 studies cannot be
convincingly affirmed.

In all studies reviewed to date there has been no evi-
dence of infectivity of HBIG or 1SG or of increased inci-
dence of HBsAg carriage among infected individuals given
anti-HBs containing globulins. Therefore, passive immuniza-
tion for hepatitis B is considered to be safe. Efficacy of
immune globulins in the prevention of hepatitis B varies
from 40 to 70%. For this reason, passive immunization
should not replace other forms of infection control that can
be expected to be more efficacious in the prevention of
hepatitis B. This is of particular significance for reducing
disease in hemodialysis unit patients and staff. Data have
shown that hepatitis B transmission may be virtually elimi-
nated through appropriate environmental containment pro-
cedures involving early identification and segregation of
HBsAg-positive individuals.

In cases of massive single exposure to HBV, such as acci-
dental transfusion of HBsAg-positive blood or high risk
plasma derivatives, there are no available data from con-
trolled studies which indicate that immune globulins con-
taining anti-HBs may be effective. Therefore, control of
post-transfusion hepatitis B should be approached through

-.elirnination of HBsAg-positive transfused products by rou-

tine testing using the most sensitive available methods.

GUIDELINES FOR PROPHYLAXIS OF HEPATITIS B

The following guidelines are believed to reflect the best
available synthesis of current data. It is understood that
these guidelines may be subject to change as new informa-
tion becomes available. Use of ISG refers to lots of material
which contain some anti-HBs detectable by PHA tech-
nigues. Lots of such material currently manufactured in the
United States may be reasonably expected to contain such
antibody.

Postexposure Prophylaxis
Acute exposure: The major indication for use of HBIG is
following a single acute exposure to a relatively large inoc-

‘ulum of HBV, such as occurs following accidental needle-

stick or mucosal exposure to blood known to contain



HBsAg. HBIG in a dose of 0.05-0.07 ml/k of body weight
may be administered as soon as possible within a 7-day
period after exposure, with a second, identical dose admin-
istered 25-30 days after the first. If HBIG is not available,
ISG can be given in the same dosage schedule.

Fetal exposure: Infants born to mothers with acute hep-
atitis B in the third trimester of pregnancy and HBsAg sero-
positivity at time of delivery may be given either HBIG or
ISG within 7 days of birth. HBIG has been administered as
a single dose of 0.13 ml/k of body weight. ISG has been
similarly administered at a dose of 0.5 ml/k of body
weight.

Pre-exposure Prophylaxis

In certain endemic settings where HBV transmission is
known to occur and repeated chronic virus exposure is fully
documented, passive immunization may be considered. In
these situations, routine serologic monitoring of the HBsAg
and anti-HBs status of candidate persons should be a rou-
tine component of hepatitis prevention and control.

Although HBIG has been shown in one study to prevent
hepatitis B in spouses of individuals with acute HBV infec-
tion, recommendations for passive immunization to prevent
hepatitis B, presumably acquired by sexual or other such
intimate contact, should await further estimates of the mag-
nitude of risk of disease transmitted by these routes, as well
as studies of the relative prophylactic efficacies of HBIG vs
ISG.

Hemodialysis units: Passive immunization is not rou-
tinely recommended for staff and patients of hemodialysis
units. Rather, hepatitis B prevention and control should be
based on routine serologic screening, as described above, as

_well as implementation of hygienic measures. Under condi-
tions where such hygienic measures cannot be imple-
mented, passive immunization may be considered for anti-
HBs-negative staff and patients. HBsAg-positive individuals
should not be ineluded. All passive immunization should be
discontinued when evidence for endemic HBV transmission
ceases to exist. Since there is no convincing evidence for a
superior efficacy of HBIG, and in order to take advantage
of the possibility of acquisition of passive-active immunity,
prophylaxis with ISG may be preferred. A dose of
0.05-0.07 ml/k of body weight has been administered at
4-month intervals. Individuals receiving prophylaxis should
Je tested for anti-HBs priorl to reimmunization. Those
iound to be anti-HBs-positive may be removed from further
arophylaxis ‘under presumption of the acquisition of active
anti-HBs response.

Custodial institutions for the mehtally retarded: Under
conditions of demonstrable HBV transmission with re-
peated chronic virus exposure and where routine serologic
monitoring for HBsAg and anti-HBs status of patients and
staff is undertaken, passive immunization of anti-HBs-nega-
tive individuals can be considered. ISG administered in the
same dosage, at the same intervals, and under the same
conditions for discontinuation as outlined for hemodialysi:

‘of hypersensitivity have been reported, but in view of the

units may be preferred.

PRECAUTIONS ]
Immune globulin preparations should not be adminis:
tered intravenously because of the possibility of severe hy:
persensitivity reactions.
Intramuscular administration of immune globulins rarel
causes aaverse reactions. Discomtfort may occur at the sitel
of injection, especially with larger volumes. A few instances:

very large numbers of persons who receive immune globu-
lins, the risk is small. Antibody against gamma globuli
may appear following administration of immune globuling;
although its significance is unknown. When immune globu:
lin is needed, this theroretical consideration should not pre.
clude its administration.

The induction of immune complex disorders following:
the administration of HBIG to HBsAg-positive persons is
potential concern, but such reactions have not been ob-
served. Although HBsAg testing of potential HBIG recip:
ients is not mandatory, HBIG should not knowingly be
given to HBsAg positives.

Pregnancy is not a contraindication to using ISG o
HBIG as recommended.
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NOW AVAILABLE:

GUIDELINES

TUBERCULOSIS CASE MANAGEMENT AND REFERRAL

Tuberculosis treatment is shifting from the tuberculosis sanitorium to
the general hospital and the out -patient clinic. The Louisiana Department of
Health and Human Resources has recently closed its tuberculosis sanitorium
at Greenwell Springs. In order to help general hospitals provide care for
tuberculosis patients, the Office of Hospitals, in conjunction with the Office
of Health Services and Environmental Quality, has published a booklet
titled: Guidelines — Tuberculosis Case Management and Referral. outlining
the basic principles involved in the modern concepts of treatment and
follow- up. Single copies of these booklets are available to people or institu-
tions involved in tuberculosis treatment from the Office of Health Services
and Environmental Quality, Tuberculosis Control Unit, Room 615, State
Office Building, 325 Loyola Avenue, New Orlegns, Louisiana 70160,




SELECTED REPORTABLE DISEASES

(By Place of Residence)

STATE AND
PARISH TOTALS

REPORTED MORBIDITY

JANUARY, 1978

ENCEPHALITIS

EMCEPHALITIS,
POST INFECTIOUS

HEPATITIS A AND

TUBERCULOSIS,
PULMONARY

MENINGOCOCCAL
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From January 1, through January 31, the following cases were also reported: 2-Malaria (contracted outside the U,
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