
CONTENTS:  Reducing CRE through a Multi-disciplinary Approach . . . . page 14 |  Core Elements of Antibiotic Steward-

ship . . . . page 15 | All Women Count Breast and Cervical Cancer Screening Program in South Dakota . . . . page 30 | 

South Dakota Strategic Plan, Suicide Indicator . . . . page 33 | Selected Morbidity Report, January—December . . . . page 

34 | INSERT . . . . South Dakota Reportable Disease List 

Epidemiological Profile of Tuberculosis in South Dakota, 2016 
By Kristin Rounds, Tuberculosis Control Coordinator, South Dakota Department of Health 

 
     During the last 10 years, South Dakota averaged 14 cases of tuberculosis (TB) per year.  During 2016, 

there were 12 cases of TB reported to the South Dakota Department of Health.   Figure 1 shows the 10-year 

trend of TB cases reported in South Dakota. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

     Figure 2 illustrates the 100-year history of tuberculosis cases in South Dakota.  Since the 1950’s there has 

been a dramatic decrease of cases due to the development of anti-tuberculosis medications.  Case reductions 

are also a result of mandatory reporting of suspected TB cases to the Department of Health, case management, 

new treatment regimens and comprehensive contact investigations to ensure those exposed receive prompt 

intervention efforts.   
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Figure 1.   South Dakota TB Cases Reported by Year    

2007-2016

15

12

17

8
9

19

15

18

16

13

0

2

4

6

8

10

12

14

16

18

20

2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

For more information visit http://doh.sd.gov/diseases/infectious/TB/ or contact the following staff: 

 Kristin Rounds     Ashley Klatt, RN 

 TB Program Manager     TB Nurse Consultant 

 South Dakota Department of Health  South Dakota Department of Health 

 615 East 4th Street    2001 9th Avenue SW, Suite 500 

 Pierre, SD  57501     Watertown, SD  57201 

 (605) 773-3737 or 1-800-592-1861    (605) 882-5097 or 1-866-817-4090 

 E-mail:  kristin.rounds@state.sd.us   E-mail:  ashley.klatt@state.sd.us 

http://doh.sd.gov/documents/diseases/infectious/RptDiseaseList2017.pdf
http://doh.sd.gov/diseases/infectious/TB/
mailto:kristin.rounds@state.sd.us
mailto:ashley.klatt@state.sd.us
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     The most recent data available nationally and regionally is from calendar year 2015.  Figure 3 provides a 

comparison of the TB case rate per 100,000 population for the United States as well as a regional comparison 

of South Dakota and our border states of North Dakota, Minnesota, Iowa, Nebraska, Wyoming and Montana.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

     Figure 4 illustrates the historical trend of decreasing TB cases reported in the United States.  In 2015 there 

were 9,557 TB cases reported in the US which is a 1.6% increase from 2014.   During 2015, 27 states reported 

increased case counts from 2014.  The 4 states of California, Texas, New York and Florida accounted for 51% 

of the national case total.  During 2015, 1.1% of the reported cases had primary multi-drug resistance which is 

defined as resistance to the TB medications of at least isoniazid and rifampin.  During 2015, 67% of TB cases 

nationally were in foreign-born persons, the highest percentage ever reported. 

  

Figure 2.   South Dakota Tuberculosis Cases by Year    
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Figure 3.  TB Case Rates per 100,000 Population
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     Native Americans have historically reported the highest percentage of TB cases by race. However in 2016  

they accounted for only 33% of the total TB cases reported.  Table 1 and Figure 5 provide information on TB 

cases by race in 2016. 

 
Table 1.   Tuberculosis Cases Reported by Sex and Race 

South Dakota 2016 

Figure 4.  United States TB Cases    
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Native American 0 4 4 33% 

White 1 0 1 8% 

Black 5 0 5 42% 

Asian 2 0 2 17% 

Total 8 4 12 100% 

Figure 5.   TB Cases by Race    South Dakota  2016
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     The TB incidence rate, which measures the number of TB cases per 100,000 population, is the best measure 

for determining the progress towards the elimination of TB in South Dakota.  Historically, Native American 

TB case rates have dropped considerably while white cases have consistently remained low.  The Black, Asian 

and other races mainly represent TB cases born outside of the United States who were diagnosed in South Da-

kota.  Table 2 provides additional information on TB case rates for the last 6 years. 
 

Table 2.   Tuberculosis Morbidity Incidence Rates  
per 100,000 by Race & Year, South Dakota, 2011-2016 

 
 
 
 
 
 
 
 
 
 
 
 

 
 

     The South Dakota TB elimination goal is to reduce tuberculosis cases to an incidence of no more than 3.5 

cases per 100,000 by the year 2020.  In addition there is a special population target goal of reducing Native 

American tuberculosis cases to less than 15 cases per 100,000 by 2020.  As referenced in Table 2, both of these 

objectives were accomplished in 2016. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

     Tuberculosis cases in South Dakota have historically been located in a few geographic locations that con-

sistently report the majority of TB cases.  These include Minnehaha County which reports the highest number 

of foreign-born TB cases and Oglala Lakota (previously Shannon County), Todd and Pennington counties 

which report the highest number of Native American TB cases.  Figure 6 and Table 3 provide additional infor-

mation on the counties of residence of the TB cases in 2016. 
 
 

Race 2011 2012 2013 2014 2015 2016 

US Case Rate  
(All Races) 

3.4 3.2 3.0 3.0 2.9 Not  
available* 

SD All Races 1.8 2.3 1.1 1.0 2.1 1.5 

SD Native American 6.1 9.7 6.1 3.7 13.4 4.9 

SD White 0.7 0.9 0.1 0.4 0.4 0.1 

SD Black 13.6 20.4 13.6 13.6 13.6 34 

SD Asian 39.4 26.3 13.1 0.0 13.1 26.3 

All Other SD Races 0 0 0 0 0 0 

  *2016 US case rate data is not yet available.    

Figure 6.   TB Cases Reported by County of Residence

South Dakota  2016
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Table 3.  TB Cases Reported by County of Residence 
South Dakota 2016 

 
 
 
 
 
 
 
 

     Tuberculosis remains primarily a pulmonary disease with approximately 85% of cases nationally reported 

as pulmonary disease and 15% as non-pulmonary disease. South Dakota has historically reported a higher per-

centage of non-pulmonary TB disease; however, in 2016 South Dakota followed very closely with the national 

trend as described in Figure 7.  The non-pulmonary sites of disease in 2016 included TB reported in the CSF, 

knee fluid and lung tissue. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

     The average age of a TB case in 2016 was 46 years of age.  This is an increase in age as compared to 2015 

when the average age was 40 years of age.  There were no children less than 10 years of age reported during 

this time period.  Figure 8 illustrates the age at diagnosis by gender for tuberculosis cases reported in 2016. 
 
 
 
 
 
 
 
 
 
 
 
 

 

     Historically most tuberculosis cases are diagnosed as adults in South Dakota.  Figure 9 shows the majority 

of TB cases diagnosed in South Dakota were 40 years of age or older at the time of diagnosis from 2001 

through 2016.      
 
 

County # of TB Cases County # of TB Cases 

Brookings 1 Pennington 1 

Codington 1 Roberts 1 

Charles Mix 1 Union 1 

Minnehaha 5 Ziebach 1 

Figure 7.  Tuberculosis by Site of Disease      South Dakota 2016
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Figure 8.  TB Cases at Age of Diagnosis by Gender
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     Co-infection 

with HIV is an 

important risk 

factor for the de-

velopment of ac-

tive TB. Because 

of this, all TB 

cases diagnosed 

in South Dakota 

are offered HIV 

testing.  Co-

infected TB  

cases require more monitoring for toxicity and are frequently treated with second line TB medications.  Figure 

10 describes the number of TB cases co-infected with HIV since 2004 documenting that HIV co-infected TB 

cases remain uncommon. 

 

     All culture 

positive TB  

isolates are test-

ed for drug re-

sistance to first-

line TB medica-

tions including 

isoniazid (INH), 

rifampin (RIF), 

pyrazinamide 

(PZA), ethambu-

tol (EMB) and streptomycin (SM). Multi-drug resistant TB is defined by CDC as resistance to at least INH 

and RIF and is a significant public health problem because of the difficulty in achieving a successful treatment 

outcome.  Figure 11 shows drug resistant TB cases since 2000 illustrating that South Dakota most often has 

single drug resistant cases.  South Dakota reported the first multi-drug resistant TB case in 2015. 

Figure 9.  Percentage of TB Cases by Age at Diagnosis 

South Dakota  2001-2016
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Figure 10.  TB Cases Co-infected with HIV    
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Figure 11.  Drug Resistant TB Cases   
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     South Dakota 

has reported a high 

mortality rate dur-

ing certain years, 

especially among 

Native American 

patients.  Figure 12 

shows the mortality 

rates by race since 

2007 for all races.   

 
 

     The workload in 

the TB Control  

Program consists of 

four categories of 

patients:  

 

1)  TB cases (persons diagnosed with active TB) 

2)  TB suspects (persons suspected of active TB with a pending diagnosis) 

3)  TB contacts (persons exposed to an infectious TB case)   

4)  Latent TB infection (persons reported with a positive TB skin test or positive IGRA test [interferon 

gamma release assay]) 

 

     Disease Intervention Spe-

cialist (DIS) staff are respon-

sible for ensuring appropriate 

investigation, treatment and 

follow-up of these individuals 

statewide.  Figure 13 de-

scribes this cumulative case-

load which is divided among 

19 DIS staff illustrating that 

the active TB cases and sus-

pect TB cases represent the 

smallest number of patients 

reported.  TB contacts and 

patients with latent TB infec-

tion make up the greatest per-

centage of assigned workload 

for DIS staff within the TB 

Control Program.    
 
 
 
 
 
 
 

Figure 12.   Percentage of TB Case Mortality by Race

South Dakota  2007-2018
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Figure 13.   Cumulative # of TB Investigations by DIS   
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Analysis of Foreign-Born TB Cases in South Dakota 
     Tuberculosis cases who were born outside the United States continue to represent an important risk group 

in the United States as well as in South Dakota.  Figure 14 describes the percentage of foreign-born TB cases 

in South Dakota.  Second generation TB cases (US-born TB cases born to foreign-born parents) are a relative-

ly new risk group 

that has been iden-

tified nationally.  

TB cases were first 

reported in this 

group in South  

Dakota in 2008 

and then again in 

2012. 

 

     Most foreign-

born persons who 

develop active TB 

usually do so with-

in the first two 

years after arrival 

in the United 

States.  Figure 15  

describes that 63% 

of foreign-born TB 

cases since 2001 developed active TB within the first five years of their arrival.  Because of this increased 

risk, these individuals are targeted for preventive TB program activities including targeted TB skin testing and 

preventive treatment programs. 

 

     Foreign-born 

TB cases continue 

to come from 

many areas of the 

world; however, 

the majority of 

the TB cases  

reported in South 

Dakota are of  

African descent.  

Figure 16  

describes the 

country of birth 

for the foreign-

born TB cases 

reported in South Dakota since 2001.  Countries of birth for the “other” category include Afghanistan, Bangla-

desh, Bhutan, China, El Salvador, Honduras, Indonesia, Kenya, Laos, Liberia, Palau, Romania, Russia, Nepal, 

Mauritania, Vietnam, South Africa and South Korea. 

   

Figure 14.   Percentage of Foreign-born TB Cases 

South Dakota 2001-2016
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Figure 15.  Number of Years Residence in US Before Diagnosis        

Foreign-born TB Cases    South Dakota    2001-2016
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     Another factor 

in the increase of 

foreign-born TB 

cases in South Da-

kota is the change 

geographically 

where TB cases are 

reported.  Histori-

cally, the highest 

percentage of TB 

cases have been 

reported from 

counties that  

included and  

bordered American Indian Reservations.  However, in other years there has been a shift of TB cases reported 

from Minnehaha County as illustrated in Figure 17.  This is due to the fact that most foreign-born persons 

who resettle in South Dakota do so in Minnehaha County. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

     Foreign-born TB cases are consistently reported in younger persons as compared to U.S. born patients in 

South Dakota.  This presents additional TB program management issues as these TB cases more commonly 

have young children who have been exposed at home and are typically employed requiring an investigation at 

their worksite which increases the number of contacts that must be screened and treated.  Figure 18 illustrates 

that the majority of foreign-born TB cases are diagnosed while young adults. 

  

Figure 16.  Country of Birth for Foreign-born TB Cases    
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Figure 17.  Percentage of TB Cases Reported from 

Indian Country Counties* versus Minnehaha County       
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     Foreign-born 

TB cases repre-

sent a unique 

challenge to the 

South Dakota 

TB Control Pro-

gram because of 

cultural issues, 

language barriers 

and a greater 

likelihood of 

drug resistance.  

As these cases 

continue to in-

crease in South 

Dakota, addi-

tional time and 

resources will need to be dedicated to address these unique issues.   Figure 19 describes the ever increasing 

trend of the percentage of foreign-born TB in the United States since 2001.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Latent TB Infection and Prevention Activities 

     Ensuring for appropriate treatment and follow-up of active TB cases and suspects is the highest priority of 

the Tuberculosis Control Program. However, in order to achieve TB elimination in South Dakota, an emphasis 

must be made on preventing future cases of TB. This is accomplished by follow-up of persons infected with 

latent TB infection.  These individuals are infected with the TB bacteria (Mycobacterium tuberculosis) but 

have not yet developed an active form of the disease.  By finding and treating these individuals, future TB  

cases can be prevented and therefore the TB Control Program dedicates time and resources to this preventive 

strategy.    

 

     Figure 20 presents the number of patients reported with latent TB infection (positive TB skin tests or posi-

tive IGRA testing) over the last 10 years.   All of these individuals have the potential to develop active TB dis-

ease and potentially be infectious to others. 

Figure 18.   Percentage of US-Born TB Cases versus 

Foreign-born TB Cases by Age at Diagnosis       

South Dakota  2001-2016
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Figure 19.  Percentage of US-born vs Foreign-born TB Cases  
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     On August 2, 

2011, the South 

Dakota Depart-

ment of Health im-

plemented an ad-

ministrative rule 

change which 

changed the report-

ing requirement for 

latent TB infec-

tion. Prior to that, 

all persons diag-

nosed with latent 

TB infection were reportable to the South Dakota Department of Health.  As of August 2, 2011, only patients 

with latent TB infection who have at least one of the following TB risk factors are now reportable:   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

     This reporting change allows the Department of Health to focus staff time, medication and resources to-

wards those patients who have the highest risk of developing active tuberculosis.  Due to this change, only the 

above patients will be eligible for Department of Health nurse case management and medication.  Health care 

providers and facilities are asked to report only patients with LTBI who meet this new reporting requirement 

by mailing or faxing the “Latent Tuberculosis infection Report Form” to the TB Control Program (reporting 

instructions are on the form).  The form is available on the South Dakota Department of Health website:  

http://doh.sd.gov/diseases/infectious/TB.  Patients who do not meet this reporting criteria should be referred to 

their private health care provider for evaluation and treatment at their own expense.  All patients currently  

being managed by Department of Health staff will be allowed to finish their prescribed course of treatment 

regardless of their risk factor status. 

 

     Figure 21 presents the number of patients with latent TB infection that started a course of preventive treat-

ment as well as the number who completed this treatment.  The treatment is usually done with Isoniazid (INH) 

which is provided free of charge to patients by the TB Control Program.   

 
 

Figure 20.  Number of Persons Reported with 

Latent TB Infection    South Dakota   2007-2016
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 Foreign-born persons who entered the US within the last 5 years    
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 Head and neck cancers 
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Figure 21.  Number of Persons Treated for 

Latent TB Infection (LTBI)   South Dakota  2007-2016
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Summary of TB Control Program Caseload, South Dakota 2007-2016 
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How South Dakota Reduced CRE through a Multi Disciplinary Approach 
  

(NOTE: The following first appeared in the national Public Health Foundation Pulse blog. It was drafted by 

Angela M. Jackley, RN, Healthcare-Associated Infections and Antimicrobial Resistance Program Coordinator 

for the South Dakota Department of Health. The original blog can be found at www.phf.org/phfpulse/Pages/

How_South_Dakota_Reduced_CRE_through_a_Multi_Disciplinary_Approach.aspx.) 

  

     In December of 2012, South Dakota experienced an outbreak of Carbapenem-resistant Enterobacteriaceae 

(CRE). An astute infection preventionist alerted us to over a dozen cases of carbapenem resistance over a six 

month period. As a result, the South Dakota Department of Health (SDDOH), http://doh.sd.gov/, aligned with 

statewide healthcare facilities to address the outbreak. Our agency hosted experts from the Centers for Disease 

Control and Prevention to discuss CRE epidemiology and prevention and antimicrobial stewardship with phy-

sicians, infection preventionists, and healthcare executives. Following the seminar, the South Dakota Secretary 

of Health personally invited multi-disciplinary stakeholders across South Dakota to prevent future drug-

resistant outbreaks by improving prescribing practices. 

     South Dakota is a rural state with fewer than 900,000 people living across 77,000 square miles, requiring 

resourcefulness when problems arise. Often, the same leaders participate on issues ranging from Ebola prepa-

ration and response to H1N1 outbreaks and multi-drug resistance.  This familiarity and collaboration provides 

us the opportunity to establish mutually beneficial associations which often includes providing resources, 

training, or technical support. These long-standing relationships afford us the opportunity to directly involve 

people with the ability to make decisions on behalf of a healthcare system. 

     In 2013 we formed an antimicrobial stewardship workgroup (doh.sd.gov/diseases/hai/Stewardship-

workgroup.aspx) that includes members from South Dakota’s Quality Improvement Organization, hospital as-

sociation, long-term care association, Indian Health Service, and the Board of Pharmacy, along with individual 

pharmacists, microbiologists, infection preventionists, and healthcare system infectious disease physicians. 

Gathering the right people to partner with us proved effortless; however, we faced immediate challenges in 

2013 when our coalition did not receive programmatic funding for stewardship. The SDDOH experienced dif-

ficulties hosting meetings without funding and relied upon volunteer efforts. 

     Healthcare systems alleviated a share of the burden and hosted meetings when we in the SDDOH were una-

ble. During the meetings, the workgroup identified the need to structure the group’s activities according to the 

Core Competencies for Public Health Professionals, (www.phf.org/resourcestools/Pages/

Core_Public_Health_Competencies.aspx)specifically focusing on policy development. Each statewide partner 

assessed their roles and responsibilities. Our workgroup established a plan in year one to implement or expand 

stewardship activities in the flagship hospitals, followed by expansion into critical access hospitals and clinics 

over the following 24 months. We asked hospitals without formal programs to review their internal data and 

determine the right measures to implement stewardship activities utilizing existing tools, including the Antibi-

otic Stewardship Driver Diagram and Change Package. (www.cdc.gov/getsmart/healthcare/pdfs/

Antibiotic_Stewardship_Change_Package_10_30_12.pdf). Competing healthcare systems assisted one another 

and shared existing practices, protocols, and formularies. 

     SDDOH appealed to organizations asking them to sponsor antimicrobial stewardship education during their 

annual meetings. We produced statewide and regional antibiograms (doh.sd.gov/diseases/

hai/2015antibiogram.aspx) to serve as a baseline for future efforts to improve the susceptibility of important 

healthcare-associated pathogens. We created an inter-facility transfer form (doh.sd.gov/documents/diseases/

HAI/InterfacilityTransfer.pdf) and streamlined CRE screening criteria (http://doh.sd.gov/documents/diseases/

HAI/CRE_screening_criteria.pdf) for patients upon admission to hospitals. 

     The last several years have yielded numerous accomplishments including a 50% reduction in CRE within 

the first year, conducting train-the-trainer programs, adding CRE as a reportable condition, and sharing data on 

drug-resistant organisms. Achievements beyond CRE include a hospital systems expansion of stewardship into 

21 critical access hospitals, daily telemedicine rounds offered to clinics by infectious disease physicians, and a 

40% reduction in prescribing fluoroquinolones, which contribute to antibiotic resistance. In addition, one sys- 

http://www.phf.org/phfpulse/Pages/How_South_Dakota_Reduced_CRE_through_a_Multi_Disciplinary_Approach.aspx
http://www.phf.org/phfpulse/Pages/How_South_Dakota_Reduced_CRE_through_a_Multi_Disciplinary_Approach.aspx
http://doh.sd.gov/
http://doh.sd.gov/
http://doh.sd.gov/diseases/hai/Stewardship-workgroup.aspx
http://doh.sd.gov/diseases/hai/Stewardship-workgroup.aspx
http://doh.sd.gov/diseases/hai/Stewardship-workgroup.aspx
http://www.phf.org/resourcestools/Pages/Core_Public_Health_Competencies.aspx
http://www.phf.org/resourcestools/Pages/Core_Public_Health_Competencies.aspx
http://www.phf.org/resourcestools/Pages/Core_Public_Health_Competencies.aspx
https://www.cdc.gov/getsmart/healthcare/pdfs/Antibiotic_Stewardship_Change_Package_10_30_12.pdf
https://www.cdc.gov/getsmart/healthcare/pdfs/Antibiotic_Stewardship_Change_Package_10_30_12.pdf
https://www.cdc.gov/getsmart/healthcare/pdfs/Antibiotic_Stewardship_Change_Package_10_30_12.pdf
https://www.cdc.gov/getsmart/healthcare/pdfs/Antibiotic_Stewardship_Change_Package_10_30_12.pdf
http://doh.sd.gov/diseases/hai/2015antibiogram.aspx
http://doh.sd.gov/diseases/hai/2015antibiogram.aspx
http://doh.sd.gov/diseases/hai/2015antibiogram.aspx
http://doh.sd.gov/documents/diseases/HAI/InterfacilityTransfer.pdf
http://doh.sd.gov/documents/diseases/HAI/InterfacilityTransfer.pdf
http://doh.sd.gov/documents/diseases/HAI/InterfacilityTransfer.pdf
http://doh.sd.gov/documents/diseases/HAI/CRE_screening_criteria.pdf
http://doh.sd.gov/documents/diseases/HAI/CRE_screening_criteria.pdf
http://doh.sd.gov/documents/diseases/HAI/CRE_screening_criteria.pdf
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tem implemented use of clinical decision support tools in 100% of their clinics. The workgroup authored pedi-

atric upper respiratory guidelines (http://doh.sd.gov/diseases/hai/pediatricUrguidelines.aspx) and improved 

susceptibility patterns across the state. 

     The workgroup members provide educational offerings, support to hospitals starting stewardship programs, 

and subject matter expertise with goals to accomplish more. The new Centers for Medicare and Medicaid Ser-

vices stewardship regulations provide an opportunity to expand stewardship into long-term care but require 

additional resources to implement activities. The workgroup combined resources with the hospital association 

and quality improvement network to address this barrier. The new projects, meant to expand stewardship into 

nursing homes, will concentrate on prescribing practices related to Clostridium difficile and asymptomatic 

bacteriuria. 

     The rural nature and limited resources in South Dakota demand innovation and commitment. Our leader-

ship remains dedicated to enhancing the health of patients and continually strives to improve susceptibility pat-

terns throughout the state. Working together, one day at a time, the challenge is transforming into a success 

story that we can be proud of, and a vast opportunity to improve the health of patients in South Dakota. 

 

Core Elements of Outpatient Antibiotic Stewardship 
 

      The unintended consequences of inappropriate prescribing practices contribute to the development of multi

-drug resistant organisms. The South Dakota Department of Health,  Healthcare-Associated Infections and An-

timicrobial Resistance Program is actively engaged in steps to prevent antimicrobial resistance. Through col-

laboration with statewide healthcare facilities, the department works to improve antibiotic prescribing, prevent 

infections and the spread of resistant bacteria, and monitor antibiotic- resistant infections of public health in-

terest like Carbapenem-resistant Enterobacteraceae.  

     The Core Elements of Outpatient Antibiotic Stewardship, published by the Centers for Disease Control and 

Prevention, provides a framework for antibiotic stewardship for outpatient clinicians and facilities that routine-

ly provide antibiotic treatment. The core elements augment existing guidance for other clinical settings and are 

reprinted on the following pages. The core elements are reprinted on the following pages. 

      In addition, the South Dakota Antimicrobial Stewardship Workgroup authored guidelines for the care of 

pediatric upper respiratory conditions (http://doh.sd.gov/diseases/hai/pediatricUrguidelines.aspx) in support of 

outpatient stewardship. South Dakota facility leadership interested in participating on the SD Antimicrobial 

Stewardship Workgroup should contact Angela Jackley at Angela.Jackley@state.sd.us or 605-773-5348. The 

department invites you to become a Partner in Prevention.  

http://doh.sd.gov/diseases/hai/pediatricUrguidelines.aspx
http://doh.sd.gov/diseases/hai/pediatricUrguidelines.aspx
http://doh.sd.gov/diseases/hai/pediatricUrguidelines.aspx
http://doh.sd.gov/diseases/hai/pediatricUrguidelines.aspx
mailto:Angela.Jackley@state.sd.us
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All Women Count! Breast and Cervical Cancer Screening for South Dakota Women 

     In South Dakota, female breast cancer is the second leading cause of death among 

women, with approximately 715 new cases diagnosed and 108 women dying from breast 

cancer in 2013.1 In the same year, South Dakota’s incidence rate ranked the second highest 

in the nation (age-adjusted incidence rate: 146.1 vs. 123.7, respectively).2  

     Early detection of breast cancer through mammography and clinical breast exams 

(CBE) increases the chances of treatment success and prognosis, therefore reducing mor-

tality rates.3 

     Aiming for early detection and reduction in mortality rates among the most vulnerable 

populations, low income, uninsured and underinsured, the National Breast and Cervical 

Cancer Early Detection Program (NBCCEDP) was created in response to the Breast and 

Cervical Cancer Mortality Act of 1990 (Public Law 101-354).4 In South Dakota, the NBC-

CEDP has provided funding for the All Women Count! (AWC!) Program since 1997. The program provides 

breast and cervical cancer screening services at no cost to underserved women. AWC! works with over 200 

provider sites across South Dakota.5 

     Breast and cervical cancer screenings are offered to women 30-64. Women younger than 40 years old re-

quire prior authorization for mammograms. Additional eligibility criteria include being uninsured or underin-

sured and with family income at or below the 200% federal poverty level. The following analysis is based on 

women paid 100% by the CDC-funded AWC! Program. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

AWC! Eligibility 
     In South Dakota, there are approximately 131,172 women ages 40-64. Among those, the estimated number 

of women uninsured and with family income at or below the 200% federal poverty level is 7,205 (5.5%).6 Aim-

ing to identify areas with the highest percentage of women eligible for the AWC! Program, a map showing the  

Figure 1. Percent of South Dakota Uninsured Women Eligible for AWC! Program by County in 2014  
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percentage of women ages 40-64 who are eligible for the AWC! Program by county-level was created (Figure 

1). Data was calculated using 2014 Small Area Health Insurance Estimate data to determine the percent of 

South Dakota women eligible for the AWC! Program. The percent eligible is the number of women in the 

specified county who meet the eligibility criteria (ages 40-64, <= 200% federal poverty level and uninsured), 

divided by the number of all women ages 40-64 in the specified county, multiplied by 100. The map shows a 

variation (3%-15%) across counties in the distribution of low income and uninsured women. Among counties, 

the five with the highest number of women eligible were: Jackson (15.1%), Buffalo (14.4%), Ziebach (14.0%), 

Dewey (13.8%), and Corson (13.5%). The lowest percent eligible is found in Lincoln (2.6%), Union (2.8%), 

Lake, Hughes (3.7%) and Brookings (4.1%). This information aids in future efforts toward resource allocation, 

monitoring and program evaluation.  
 

AWC! Women Served and Demographics 

     From 2001-2015, the AWC! Program served 21,373 women in South Dakota. Figure 2 shows trends in the 

number of breast cancer screening services received by women in the All Women Count! Program from 2001-

2015. From 2001 to 2010, an increase in the number of clinical breast exams (CBEs) was observed, in addition 

to an increase in the number of mammograms from 2001-2009. It is noted however, a steady decrease from 

2012-2015 in the number of CBEs and mammograms. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

      

 

     Figure 3 illustrates the percentage of women served in the AWC! Program by race and ethnicity, of which a 

majority of women screened were white, 16.6% were American Indian, followed by Hispanics (8.0%), other 

(2.9%) (e.g., Asian and Black/African American) and unknown (0.5%). 

     According to the data shown in Figure 4, 51.4% of the participants reported having some college or higher 

degree as their highest level of education. Women with a high 

school degree accounted for 31.2% followed by some high 

school or less (17.2%). 

 

AWC! Breast Cancer Screening  

     From 2001-2015, the AWC! Program provided 41,899 CBE 

and 21,319 mammograms. Regarding the results of the initial 

mammograms, 15.5% were reported as abnormal (all ages). In 

addition, 313 breast cancers were detected, resulting in a breast 

cancer detection rate of 14.6 per 1,000 mammograms (Table 1). 

Figure 2. Number of women served through the 

AWC! by year. Each category includes unduplicated 

women receiving breast screening services within the 15-

year period. 

Figure 3. Percentage of women receiving breast 

screening through AWC! Program by race and  

ethnicity from January 2001 to December 2015 

(N=21,373). 

  

Figure 4. Highest level of education among  

women receiving breast screening through AWC! 

Program from January 2001 to December 2015 



 

 South Dakota Public Health Bulletin — January/February  2017 — Page 32 

 

References: 

1.South Dakota Cancer Registry. An Annual Report on Cancer Incidence and Mortality Among South Dakotans, 2013. South Dakota Department of Health, 2016. 
2.U.S. Cancer Statistics Working Group. United States Cancer Statistics: 1999–2013 Incidence and Mortality. Web-based Report Atlanta: U.S. Department of 

Health and Human Services, Centers for Disease Control and Prevention and National Cancer Institute; 2016 [Available from: www.cdc.gov/uscs]. 

3.Plescia M, White MC. The National Prevention Strategy and breast cancer screening: scientific evidence for public health action. Am J Public Health. 2013;103
(9):1545-8. 

4.CDC. National Breast and Cervical Cancer Early Detection Program (NBCCEDP) 2016 [Available from: http://www.cdc.gov/cancer/nbccedp/about.htm]. 

5.South Dakota Department of Health. All Women Count! 2016 [Available from: https://getscreened.sd.gov/count/] 
6. U.S. Census Bureau, Small Area Health Insurance Estimates. [Available from: http://www.census.gov/did/www/sahie/data/interactive/sahie.html] 

 

Authors: Patricia Da Rosa, Public Health Data Analyst, College of Nursing, SDSU 

Ashley Miller, Chronic Disease Epidemiologist, SD Department of Health 

Karen Cudmore, Cancer Program Coordinator, SD Department of Health 

Table 1. Breast results and outcomes among  

women receiving breast cancer screening services 

through the AWC! Program between January 

2001 to December 2015  

Figure 5. Percentage of breast cancer diagnosed 

by the AWC! Program by 5-year age group (ages 

40-64) from January 2001 to December 2015 

(N=281) 

Figure 6. Number of all breast cancers  

diagnosed among AWC! participants between  

January 2001 to December 2015 (N=313)  

     Figure 5 illus- 

trates the distribu- 

tion of breast can-

cer by 5-year age 

groups among 

women 40-64. 

Among the 281 

cancers detected, 

the majority of the 

cases detected 

were invasive 

breast cancer. 

Combining all can-

cers categories, a high number were detected among women 

aged 50-64 (66.9%), followed by 33.1% among women 40-49 

years old. 

 

     Figure 6 shows 

trends in the num- 

ber of all breast 

cancers  detected 

through the AWC! 

Program over the  

15 years. Although 

the numbers were 

stable over the first 

5 years, a consider-

able increase in the 

number of breast 

cancers diagnosed through the program was observed from 2005 

to 2009 and from 2011 to 2013. An increase by 130% in the 

number of breast cancer diagnosed throughout AWC! has been 

observed from 2001-2015.  

CONCLUSIONS 

     This report shows the importance of the current efforts to reach and screen low-income, uninsured and un-

derinsured women in South Dakota. Over the past 15 years, more than 21,300 women have been enrolled in 

the program and 313 cases of breast cancer have been detected. However, a considerable decrease in the num-

ber of mammograms and clinical breast exams has been observed since 2012. Thus, new approaches and ef-

forts to identify women who are eligible to be screened are needed. Physicians and other health care profes-

sionals have an important role in recommending mammography, and healthcare facilities can support these 

efforts by enrolling eligible women into the AWC! Program.  

Category Number 

CBE provided 41,899 

CBE with abnormal results 1,530 

Mammograms provided (all ages) 21,319 

Mammograms provided (40-64) 20,004 

Mammograms with abnormal results (all 
ages) (1) 

3,302 

Mammograms with abnormal results (40-
64) 

2,930 

Percentage of mammograms with abnor-
mal results (all ages) 

15.5 

Percentage of mammograms with abnor-

mal results (40-64) 
14.6 

Breast Cancer detected (all ages)) 313 

Invasive breast cancer 202 

Lobular carcinoma in situ (LCIS) 9 

Ductal carcinoma in situ (DCIS) 102 

Breast cancer detected (40-64) 281 

Invasive breast cancer 178 

Lobular carcinoma in situ (LCIS) 8 

Ductal carcinoma in situ (DCIS) 95 

Rate of breast cancer detected per 1,000 
mammograms 

14.6 

(1) Abnormals include mammogram results of: assessment 
incomplete (further imaging studies or film comparisons 

required), suspicious abnormality and highly suggestive of 

malignancy. 

http://www.cdc.gov/uscs
http://www.cdc.gov/cancer/nbccedp/about.htm
https://getscreened.sd.gov/count/
http://www.census.gov/did/www/sahie/data/interactive/sahie.html
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South Dakota Strategic Plan 2015-2020—Suicide 

Reduce the suicide age-adjusted death rate for South Dakota from 17.1 per 100,000 in 2014 to 12.6 per 100,000 by 
2020 

 

Significance:  
Suicide is a serious public health problem that can have lasting harmful effects on individuals, families, and communi-
ties. While the causes of suicide are complex and determined by multiple factors, the goal of suicide prevention is to re-
duce factors that increase risk and increase factors that promote resilience. Ideally, prevention addresses all levels of 
influence: individual, relationship, community, and societal. Effective prevention strategies are needed to promote 
awareness of suicide and encourage a commitment to social change. 
 
A combination of individual, relational, community, and societal factors contribute to the risk of suicide. Risk factors are 
those characteristics associated with suicide – they may or may not be direct causes – and may include family history of 
suicide, family history of child abuse/neglect, previous suicide attempts, history of mental health disorder, alco-
hol/substance abuse, local epidemics of suicide, loss (relationship, financial, job), etc. 

 

Suicide was the ninth leading cause of death in South Dakota in 2015 with 173 deaths. Suicide was the second lead-
ing cause of death for residents ages 10-34 accounting for 80 deaths in 2015. Among the American Indian popula-
tion, suicide was tied for the sixth leading cause of death with 48 deaths in 2015. 
 

Definition: Age-adjusted death rate due to suicide per 100,000 population. 
 

Data Source: South Dakota Vital Records Data 

Statistical Trend: 

 

 

 

 

 

 

 

  

 

 

 

     

 

 

Date Last Updated: 10/13/2016 

For more information see the Department of Health’s strategic plan website at http://doh.sd.gov/strategicplan/. 
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South Dakota Department of Health – Infectious Disease Surveillance 

  

Selected Morbidity Report, 1 January – 31 December 2016 

(provisional numbers) see http://doh.sd.gov/statistics/surveillance/ 

  
Disease 

2016 year-to-

date 

5-year median Percent change 

Vaccine-Preventable  

Diseases 

Diphtheria 0 0 n/a 

Tetanus 0 0 n/a 

Pertussis 15 67 -78% 

Poliomyelitis 0 0 n/a 

Measles 0 0 n/a 

Mumps 2 0 n/a 

Rubella 0 0 n/a 

Haemophilus influenza type b 19 0 n/a 

Sexually Transmitted  

Infections  

and  

Blood-borne Diseases 

HIV infection 49 29 +69% 

Hepatitis B, acute 2 2 0% 

Chlamydia 4,336 3,724 +16% 

Gonorrhea 1,240 788 +57% 

Syphilis, early 41 47 -13% 

Tuberculosis Tuberculosis 12 15 -20% 

Meningococcal, invasive 1 2 +50% 
Invasive Bacterial Disease  

Strep. Pneumo., invasive 129 98 +32% 

Enteric  

Diseases 

E. coli, Shiga toxin-producing 80 42 +90% 

Campylobacteriosis 450 301 +50% 

Salmonellosis 300 170 +76% 

Shigellosis 27 190 -86% 

Giardiasis 114 129 -12% 

Cryptosporidiosis 157 151 +4% 

Hepatitis A 1 2 n/a 

Vector-borne  

Diseases 

Animal Rabies 27 29 -7% 

Tularemia 14 7 +100% 

Rocky Mountain Spotted Fever 6 2 +200% 

Malaria (imported) 4 5 -20% 

Hantavirus Pulmonary Syndrome 0 0 0% 

Lyme disease 11 4 +175% 

West Nile Virus disease 151 57 +165% 

Other Diseases 

Legionellosis 9 9 0% 

Zika           2                  0 n/a 

Additional reports include: Chicken Pox (32); Coccidioidomycosis (4); CRE (43); Cyclosporiasis (3); 
Dengue fever (1); Ehrlichiosis (1); Hep B, chronic (52); Hep C (706); MRSA, invasive (144); Q fever (4); 
Toxic Shock Syndrome (1); Typhoid (2). 

Communicable diseases are obligatorily reportable by physicians, hospitals, laboratories, and institutions.  The Reportable Diseases List is found at  

http://doh.sd.gov/diseases/infectious/reporting-communicable-diseases.aspx or upon request.  Diseases are reportable by telephone, fax, mail, website, or 

courier. 

Secure website:  www.state.sd.us/doh/diseasereport  

Telephones:  24 hour answering device 1-800-592-1804; for a live person at any time call 1-800-592-1861; after hours emergency 605-280-4810.   

Fax 605-773-5509. 

Mail in a sealed envelope addressed to the DOH, Office of Disease Prevention, 615 E. 4th Street, Pierre, SD 57501, marked "Confidential Medical  

Report".     

3,200 copies of this Bulletin were printed by the Department of Health at a cost of $0.__ per copy. 

http://doh.sd.gov/statistics/surveillance/
http://doh.sd.gov/diseases/infectious/reporting-communicable-diseases.aspx
http://www.state.sd.us/doh/diseasereport

