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e EXECUTIVE SUMMARY e

In Los Angeles County (LAC), more than 80 diseases and conditions are reportable by law. This
mandatory reporting requirement also includes unusual disease occurrences and outbreaks. Acute
Communicable Disease Control (ACDC) is the lead program for the surveillance and investigation of most
communicable diseases—responsibilities exclude tuberculosis, sexually transmitted diseases, and HIV or

AIDS. Surveillance is primarily passive, with
reports submitted via facsimile, mail, or
telephone by providers and electronically from
several laboratories. Reporting urgency varies
according to disease and ranges from immediate
reporting by telephone to the LAC Department of
Public Health (DPH) to reporting required within 7
days of identification.

In addition to disease surveillance and
investigation, ACDC sets policy and procedures
for DPH activities related to infectious and
communicable disease prevention and control.
Our program interprets and enforces state and
federal laws and regulations, and interfaces with
other jurisdictions, programs and agencies
responsible for public health. ACDC frequently
serves as a consultant to the medical community
on issues of communicable and infectious
diseases and provides education to medical
professionals.

ACDC has several units and special
projects, each with unique goals and objectives
for the surveillance and control of communicable
disease:

e Food and Water Safety Unit: The aim of
this unit is to decrease morbidity related to
food and waterborne pathogens through
surveillance to detect outbreaks and monitor
trends. Pathogens of special interest include
Listeria, norovirus and Salmonella.

e« Vectorborne Diseases and Central
Nervous System Infections Unit: This unit
conducts surveillance and provides disease
consultation for a variety of vectorborne and
zoonotic diseases (e.g., West Nile virus,
plague), meningococcal disease, and other
causes of encephalitis and meningitis. The
Varicella Surveillance Project has been

Los Angeles County:
A description of our community

In order to fully appreciate the magnitude of responsibilities
required of ACDC and the impact of communicable disease in
LAC, it is important to understand the character and dynamics
of the county we serve. LAC is one of the nation’s largest
counties, covering over 4,000 square miles. While LAC enjoys
fairly temperate, year-round weather, it encompasses a wide
variety of geographic areas including mountain ranges, arid
deserts, and over 80 miles of ocean coastline. Accordingly,
one of the greatest challenges of disease surveillance,
response and control in our county is responding to its
enormous size. LAC presently has the largest population
(nearly 10 million) of any county in the US and is exceeded by
only eight states. LAC is densely populated, with over one-
fourth of the state’s population. Accordingly, medical services
in LAC are also extensive—LAC is home to approximately
100 hospitals with 80 emergency departments, more than
30,000 licensed physicians, over 450 subacute healthcare
facilities, and about 25 thousand retail food purveyors.

Another challenge is the extensive diversity of our
population coupled with a high level of immigration. Nearly
half of our residents are Latino (48%), around one-third White
(30%), and around one-in-ten Asian (13%) or Black (9%). Our
residents report over 90 languages as their primary spoken
language. There is also substantial economic diversity within
our county; while LAC is world renowned for its areas of
wealth and privilege such as Beverly Hills and Bel Air, there is
also considerable poverty—the 2000 US census recorded
over 1.5 million residents (nearly 16% of LAC’s population)
living in poverty.

LAC is also a major port of entry for immigrants to the
US. According to a 1999 survey, almost one-third of
respondents stated they were born outside of the US. In 2002,
the Immigration Naturalization Report found that California
was home to the largest number of legal immigrants to the
US, and over one-third of these immigrants reported settling in
LAC. In addition to immigration, the population in our county is
highly mobile. In terms of air travel alone, each year roughly
55 million travelers come through the Los Angeles
International airport (over 40 million domestic and 14 million
international flights yearly)—making it the nation’s 3" busiest
airport.

operating for more than 10 years and as part of this unit.

« Hospital Outreach Unit: This unit assists hospitals with outbreak investigations, consults on
infection control issues, and enhances communication with hospitals by interacting with infection
control practitioners, emergency departments and laboratories.

« Bloodborne Pathogens and Antimicrobial Resistance Unit: Conducts surveillance and
investigations of the viral hepatitis, MRSA, and invasive disease caused by meningococcus and
group A streptococcus.
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o Immunization Program: The mission of this program is to improve the immunization coverage levels
of LAC and prevent the occurrence of vaccine-preventable diseases. Activities include the perinatal
hepatitis B case management, smallpox vaccination program, and the coordination of the influenza
outreach program.

« Bioterrorism Preparedness and Response Unit: The aim of this unit is to plan, train and enhance
surveillance and epidemiology capacity to detect and respond to a bioterrorist event. Efforts also
include syndromic surveillance and responding to notable instances identified by these systems.

Additional information about ACDC and the aforementioned units are available at:
www.lapublichealth.org/acd/index.htm.

Emerging and Re-Emerging Infectious Diseases—Los Angeles County, 2005

While optimists envision a day when we will conquer infectious diseases, the likelihood of this is far away
as novel and reemerging diseases continually manifest—every year new diseases emerge and existing
diseases acquire added prominence, and 2005 was no exception. One of the more noteworthy
communicable disease events in LAC during 2005 was a countywide outbreak of hepatitis A (see 2005
Special Reports and the 2005 Annual Report for more information). In 2005, ACDC implemented CDC
and Council of State and Territorial Epidemiologist (CSTE) criteria to standardize surveillance for acute
hepatitis A." This change in case definition of what is a confirmed case contributed to a significant
decrease in both the number of confirmed cases during the first seven months of 2005 as compared to
the same period in the previous year (63 versus 205 confirmed cases) as well as a decrease in the
percent of confirmed cases (20% ]

versus 84%) among suspected cases
reported during those seven months.
However, starting in August of 2005,

Emerging and Re-Emerging Diseases
e The latter half of 2005 saw a substantial increase in

there was a generalized increase of acute hepatitis A infections, including 5 outbreaks.
acute hepatitis A throughout the entire  ®  In January, the first human death due to rabies in 30
county including five  discreet years was identified.

outbreaks. There were 680 cases e West Nile virus infection decreased substantially as
reported with acute hepatitis A during compared to 2004; however, the virus is now
the outbreak period, of which 417 enzootic to our region and further human cases can

(62%) met the CDC/CSTE laboratory
or clinical criteria for acute hepatitis A.
All tolled during this outbreak period
(August-December), the incidence
rate of acute hepatitis A was 10 times higher than the first seven months of 2005.

Another disease of special note that re-emerged in 2005 was rabies. In January 2005, the first
LAC human death due to rabies in 30 years was confirmed (see Special Reports 2005 for more
information). While human rabies is very rare in the US, it is more common in other countries—and in
particular, in countries whose citizens frequently immigrate to Los Angeles. Interviews with the decedent’s
household contacts and family members revealed no history of animal bites or exposures, but canine
rabies is enzootic in El Salvador, Guatemala, and Mexico—the route he traveled to come to the US.
Molecular studies by CDC identified the case’s rabies strain as one not present in the US, but a canine
variant from El Salvador. Risk of infection extended to many beyond this case; contact tracing identified at
least 30 friends and family members to whom rabies post-exposure prophylaxis was highly recommended
and 9 of 76 healthcare workers at risk were identified to receive post-exposure prophylaxis. This case
illustrates the importance of considering the complete patient history, especially country of origin and
travel history, during diagnosis. Moreover, many serious diseases (e.g., SARS, avian influenza) have

be expected.

! Hepatitis surveillance is complicated by stringent case definitions that require the presence of a positive serologic test, evidence of
liver damage, and clinical symptoms. Depending on the type of hepatitis, only 4-50% of the reported cases after investigation
may be confirmed as acute.
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nonspecific presentations that can easily be misdiagnosed; epidemiologic factors (i.e., exposure and
travel history) are critical for accurate diagnosis.

Finally, while West Nile virus (WNV) was undoubtedly one of the more notable infectious
diseases to emerge in recent years, its local impact declined considerably in 2005. In 2004, LAC reported
the greatest number of WNV infections of any jurisdiction in California, including 309 cases with 14
deaths. But in 2005, only 43 human WNYV infections were reported, including 13 cases of encephalitis, 15
cases of meningitis, 9 cases of WNV fever, and 6 asymptomatic blood donors; there were no associated
deaths. WNV environmental surveillance in mosquitoes, dead birds, and sentinel chickens documented
that WNV has become enzootic in Los Angeles County (LAC). Corresponding to the 2005 human cases,
there was dramatic decline in non-human WNV detections among horses, dead birds, mosquitoes, and
sentinel chickens. Arbovirus experts speculate various environmental factors may have contributed to the
decline of WNV activity in 2005—this includes changes in local weather conditions and aggressive
mosquito abatement efforts. In addition, the massive crow die-off in 2004 dramatically reduced
susceptible crow populations—a key component in the chain of WNV infection—which in turn contributed
to declines in mosquito infection in 2005. Also it is likely that personal behaviors, such as increased use
of mosquito repellant and avoidance of risky areas at prime mosquito times, may have played a role in
the decline.

While the severity of future seasons cannot be predicted, WNV is now endemic to LAC and
human cases will continue to occur. It is possible that human WNV cases will become more sporadic, with
outbreaks occurring every 5-10 years—a cycle that been documented in WNV endemic areas outside of
the US. Public health experts also predict that other arboviral diseases not currently found in the US, such
as dengue, could be similarly introduced. Accordingly, having arboviral surveillance systems in place for
early detection will remain important. Plus, healthcare providers must continue to be aware of proper
diagnostic procedures, understand the importance of prompt reporting, and educate their patients to
protect themselves against infection—especially those at high risk for neuroinvasive disease.

Food and Waterborne Diseases
Diseases spread by food and water sources make up much of the investigations and activities conducted

by ACDC. Overall, food- and waterborne diseases have declined since the mid-1990’s and have
stabilized at lower rates as in Figure 1 (see

Figure 1 campylobacteriosis, cryptosporidiosis, listeriosis,

Food and Waterborne Disease salmonellosis, shigellosis, typhoid fever, and
Incidence Rates by Year vibriosis individual reports for more details). The
LAC and US, 1994-2005 declining trend in reported cases is most evident
30 among the bacterial diseases campylobacteriosis

—A— Salmonellosis and shigellosis. These findings mirror national

e ShmRiasacteriosis |- 258 | trends depicting sustained decreases among many

—— Cryptosporidiosis 20§ foodborne illnesses, particularly those of bacterial

origin.>** While the underlying causes for these

- 15 g local and national trends are not known, the

10 8 implementation of many control measures are

@ believed to be important factors in the reduction of

5o food and water-related illnesses. On a national

— 252 0 level, these include the expansion of federal food

1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 Safety and inspeCtion SerViceS as We“ as increased
Year attention to fresh produce safety. Locally, a highly

publicized restaurant grading system implemented

2 CDC. Preliminary FoodNet data on the incidence of foodborne illnesses—Selected sites, United States, 2001. MMWR 2002;
51(15); 325-329. Available at: www.cdc.gov/mmwr/preview/mmwrhtml/mm5215a4.htm

3 CDC. Preliminary FoodNet data on the incidence of foodborne illnesses—Selected sites, United States, 2002. MMWR 2003;
52(15):340-343. Available at: www.cdc.gov/mmwr/preview/mmwrhtml/mm5115a3.htm.

4 CDC, Preliminary FoodNet Data on the Incidence of Infection with Pathogens Transmitted Commonly Through Food --- Selected
Sites, United States, 2003. MMWR 2004; 53(16);338-343.
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in LAC in 1998 may have also advanced food safety through education for food handlers and the public
regarding best practices to reduce foodborne disease.

The LAC 2005 salmonellosis crude rate decreased 10.3% when compared to 2004 (Figure1). It
has remained below the national rate since 1998 after an overall decrease of more than 100% since
1994. Nationally, the incidence of salmonellosis cases has also been decreasing, but at a much slower
rate than it has for LAC in the previous 10 years. Although many food items and both potable and
recreational water sources have been implicated in the transmission of salmonella, salmonellosis is most
commonly associated with eggs, poultry, and fresh produce. Another prominent source is contact with
reptiles, either directly or through surfaces or other people exposed to reptiles. In 2005, at least 98 (9.0%)
of LAC salmonellosis cases had contact with turtles, lizards or snakes.

In 2005, ACDC investigated 20% fewer foodborne disease outbreaks than in 2004, but more persons
were affected. There were 32 foodborne disease outbreaks representing 783 individuals with illness.
While the overall incidence of these diseases has been decreasing, food- and waterborne diseases
continue to account for considerable morbidity and mortality—thousands of preventable infections
continue to occur yearly. The majority of people affected by these illnesses improve without
complications; however, some infections may cause invasive disease especially among children, the
elderly and those with certain chronic medical conditions (e.g., the immunocompromised), leading to
hospitalization and fatality. In LAC, food- or waterborne diseases were a contributing factor to at least 16
deaths during 2005. Accordingly, further efforts to improve food and water quality and to educate food
industry and the public about proper food storage, handling, and preparation are needed.

Vaccine Preventable Diseases

Ten vaccine-preventable diseases are monitored by the LAC Immunization Program—each requires its
own sensitive surveillance system tailored to the unique epidemiology of the disease. Since 2003, LAC
has met the national Healthy People Year 2010 ° goal of having 80% of the 19—35 month old population
receive the recommended 4:3:1:3:3 vaccination.® In 2005, LAC was recognized as one of the top five
urban areas nationally having the highest 4:3:1:3:3 childhood vaccination coverage levels.

Despite these record hlgh |
vaccination  coverage levels, many
challenges  of  controling  vaccine- Vaccine Preventable Diseases
preventable diseases continue in our e In 2005, LAC was recognized as one of the
county. For instance, a significant increase top five urban areas nationally to have the
in the reported number of pertussis cases highest recommended childhood vaccination
occurred in LAC during 2005 and a similar coverage levels.

trend was identified throughout California
and the US. In LAC, there was a three-fold
increase in the number of reported cases as
compared to the previous five-year
average—not since the 1970s has LAC
experiences this high magnitude of pertussis morbidity. While the cause of this rise in pertussis incidence
is unknown, it may be due to a historical 3—5 year cyclical trend of increasing rates in conjunction with
improved recognition and reporting. In addition, the rise may be related to the increase in cases reported
among adolescents and adults—a typically under-recognized group for diagnosis and reporting, since
pertussis is more commonly perceived as a disease of infants. More widespread use of the newly
licensed DTaP vaccine for older children and adults may reverse this increasing trend in pertussis
incidence.

In LAC and across California, other vaccine-preventable diseases such as measles, mumps, and
rubella and invasive disease due to Haemophilus influenzae have been exhibiting low morbidity.
However, these diseases continue to be endemic in other parts of the world. And in light of the LAC’s high
rates of immunization and international travel, it is imperative that our healthcare professionals be vigilant

e However, during the same vyear, pertussis
incidence hit a 30-year high in our county.

5 http://www.healthyprople.gov/data/

6 Four or more doses of diphtheria, tetanus, acellular pertussis (DTaP) vaccine; 3 or more doses of polio vaccine; 1 dose of
measles, mumps, rubella (MMR) vaccine; 3 doses of Haemophilus influenzae type b conjugate vaccine; and 3 doses of hepatitis B
vaccine.
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in their understanding, recognition, and reporting of these diseases. To assist, a rash-related iliness
surveillance system has been enacted in our county—as a consequence, over 60 reports of rash-related
illness were investigated during 2005.

Among other vaccine-preventable diseases, our multi-lingual enhanced case management efforts
continue to identify more infants exposed to perinatal hepatitis B—a 4% increase in case identification in
2005 as compared to the previous year. Because Asian/Pacific Islanders comprise the majority of
pregnant women who test positive for hepatitis surface B antigen (81% in 2005), the Immunization
Program’s case managers speak 7 Asian languages including 4 Chinese dialects, and a full-time Korean
case manager was added in 2005. Due to these increased efforts, over 96% of exposed infants in 2005
were able to receive immunization prophylaxis (for more information on perinatal hepatitis B efforts in
LAC, see the 2005 Annual Morbidity Report).

Hospital Outreach Unit

In 2005, the most common cause of reported hospital outbreaks continued to be scabies. This was
followed in number by outbreaks of Clostridium difficile enteritis and methicillin-resistant Staphylococcus
areaus (MRSA) infections. In 2005, two high profile outbreaks occurred. The first, in January, was an
outbreak of Serratia marcescens associated with cardio-thoracic surgery. A joint CDC investigation
revealed the most likely source of infection as contaminated magnesium sulfate solution. The other
outbreak involved MRSA infection and was associated with a hospital burn unit. Upon CDC laboratory
analysis and review of the MRSA PFGE pattern, it was determined that the outbreak isolate was a unique
Brazilian clone never before seen in LAC and rarely seen in the US. This Brazilian clone is the most
common type of MRSA in parts of South America and has been reported in Hungary and Portugal,
Argentina, Uruguay, Chile and the Czech Republic—but aside from the LAC event, only one other report
of this strain causing an outbreak exists in the US. More detailed summaries of these investigations can
be found in the Special Reports 2005 section.

In 2005, the most common outbreaks in skilled nursing and other sub-acute health facilities were
due to scabies and gastroenteritis, similar to previous years. From 2004-2005, LAC experienced a
dramatic increase in the number of reported scabies outbreaks in both acute care hospitals and skilled
nursing facilities. The overall number of reported healthcare outbreaks has been steadily increasing over
the last five years. Additional review of hospital outbreaks and investigations are available in ACDC’s
2005 Morbidity Report. The Hospital Outreach Unit, a core feature of ACDC’s continued outreach to the
healthcare community, continues to enhance communication and outbreak reporting between health
facilities and Public Health.

Bioterrorism Surveillance, Preparedness and Response

In 2001, the mandated list of reportable diseases was modified to provide greater emphasis on diseases
deemed likely indicators of bioterrorism activity (i.e. anthrax, botulism, brucellosis, plague, smallpox,
tularemia, and viral hemorrhagic fevers). Education to strengthen awareness and understanding of
disease and outbreak reporting
continued throughout 2005, and

Bioterrorism Preparedness ACDC provided tailored educational
P materials related to disease

* In 2005, BT-related surveillance projects were further  ronorting to healthcare providers in
expanded and integrated into public health. These |Ac.
systems were shown to be useful indicators of The primary achievements of

morbidity and mortality. ACDC’s Bioterrorism surveillance
e An assessment of our timely detection of diseases was ~and preparedness sections during
done through an evaluation of brucellosis reporting. 2005 were the continued integration

of activities into routine public health
operations. Emergency department
syndromic surveillance, which
includes detecting major trends from baseline patterns of iliness that may potentially identify bioterrorist-
related activity, was continued at several local hospitals and additional hospitals were added to the
system. Our syndromic surveillance proved capable of detecting patterns of illness and community
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outbreaks and complemented traditional disease surveillance activities. Volume data from the ReddiNete
system for emergency department visits during influenza season strongly correlated with virologic test
results. Since timely detection and reporting of cases is critical for effective disease surveillance, an
evaluation of case “capture times” was performed on brucellosis cases, caused by an organism classified
as a category B bioterrorism agent by the CDC.
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ACUTE COMMUNICABLE DISEASE CONTROL
ANNUAL MORBIDITY REPORT
2005

PURPOSE

The Acute Communicable Disease Control (ACDC) Annual Morbidity Report of the Los Angeles County
Department of Public Health (DPH) is compiled to:

1. summarize annual morbidity from several acute communicable diseases occurring in Los Angeles
County (LAC);

2. assess the effectiveness of established communicable disease control programs;

3. identify patterns of disease as a means of directing future disease prevention efforts;

4. identify limitations of the data used for the above purposes and to identify means of improving
that data; and

5. serve as a resource for medical and public health authorities at county, state and national levels.

Note: The 2005 ACDC Annual Morbidity Report does not include information on tuberculosis, sexually
transmitted diseases, or HIV and AIDS. Information regarding these diseases is available from their
respective departments (see the LAC Public Health website for more information at
www.lapublichealth.org.)

LAC DEMOGRAPHIC DATA

LAC population estimates used for this report are created by the Population Estimates and Projections
System (PEPS) provided to the LAC DHS, Public Health by Urban Research. The LAC population is
based on both estimates and projections that are adjusted when real relevant numbers become available
(e.g., DMV records, Voters' registry, school enroliment and immigration records etc.).

National and California state counts of reportable diseases were obtained from the Centers for
Disease Control and Prevention (CDC) Final 2005 Reports of Notifiable Diseases.! This report also
includes US Census population estimates—these were used to calculate national and California rates of
disease. According to that report, the population of the US in 2005 was 293,655,000 and the population of
California was 35,894,000.

Long Beach and Pasadena are separate reporting jurisdictions, as recognized by the California
Department of Health Services, and as such these two cities maintain their own disease reporting
systems. Therefore, disease episodes occurring among residents of Long Beach and Pasadena have
been excluded from LAC morbidity data, and their populations subtracted from LAC population data.
Exceptions to this rule are noted in the text when they occur.

1. CDC. Notice to Readers: Final 2005 reports of notifiable diseases. MMWR 2006; 55(32):880-81. Available at:
www.cdc.gov/mmwr/preview/mmwrhtml/mm5532a4.htm
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Table A. Los Angles County* Table B. Los Angles County*
population by year, 2000—2005 population by age group, 2005

Year Population % change (in?/g:rs) Population %
2000 8,968,327 <1 143,353 1.5%
2001 9,122,861 1.7% 1-4 577,106 6.0%
2002 9,253,109 1.4% 5-14 1,476,492 15.4%
2003 9,398,128 1.6% 15-34 2,786,260 29.1%
2004 9,535,937 1.5% 35-44 1,512,205 15.8%
2005 9,582,956 0.5% 45-54 1,274,350 13.3%
* Does not include cities of Pasadena and Long Beach. 55-64 840,938 8.8%
65+ 972,252 10.1%
Total 9,582,956 100.0%

* Does not include cities of Pasadena and Long Beach.

Table C. Los Angles County* Table D. Los Angles County*
population by sex, 2005 population by race, 2005
Sex Population % Race Population %

Male 4,741,895  49.5% Asian 1,252,593 13.1%
Female 4,841,061 50.5% Black 864,580 9.0%
Total 9,582,956 100.0% Latino 4,548,070 47.5%
* Does not include cities of Pasadena and Long Beach. White 2,889,342 30.1%
Other** 28,371 0.3%
Total 9,582,956 100.0%

* Does not include cities of Pasadena and Long Beach.
** Includes American Indian, Alaskan Native, Eskimo and Aleut.
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Table E. Los Angles County*
population by health district and SPA, 2005

Health District Population
SPA1 342,804
Antelope valley 342,804
SPA 2 2,132,132
East Valley 446,001
Glendale 353,472
San Fernando 477,255
West Valley 855,404
SPA 3 1,701,396
Alhambra 356,399
El Monte 464,104
Foothill 310,911
Pomona 569,982
SPA 4 1,243,053
Central 372,714
Hollywood Wilshire 537,152
Northeast 333,187
SPA S5 649,712
West 649,712
SPA 6 1,036,466
Compton 288,188
South 180,968
Southeast 169,204
Southwest 398,106
SPA7 1,372,034
Bellflower 370,229
East Los Angeles 227,406
San Antonio 448,183
Whittier 326,216
SPA 8 1,105,359
Inglewood 429,740
Harbor 208,262
Torrance 467,357
Total 9,582,956

* Pasadena and Long Beach are separate health jurisdictions and
as such are excluded from this table.
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DATA SOURCES

Data on occurrence of communicable diseases in LAC were obtained through passive and sometimes
active surveillance. Every health-care provider or administrator of a health facility or clinic, and anyone in
charge of a public or private school, kindergarten, boarding school, or preschool knowing of a case or
suspected case of a communicable disease is required to report it to the local health department as
specified by the California Code of Regulations (Section 2500). Immediate reporting by telephone is also
required for any outbreak or unusual incidence of infectious disease and any unusual disease not
listed in Section 2500. Laboratories have separate requirements for reporting certain communicable
diseases (Section 2505). Health-care providers must also give detailed instructions to household

members in regard to precautionary measures to be taken for preventing the spread of disease (Section
2514).

1. Passive surveillance relies on physicians, laboratories, and other health-care providers to report
diseases of their own accord to the DHS using the Confidential Morbidity Report (CMR) form,
electronically, by telephone, or by facsimile.

2. Active surveillance entails ACDC staff regularly contacting hospitals, laboratories and physicians in
an effort to identify all cases of a given disease.

DATA LIMITATIONS
This report should be interpreted in light of the following notable limitations:

1. Underreporting.
The proportion of cases that are not reported varies for each disease. Evidence indicates that for
some diseases as many as 98% of cases are not reported.

2. Reliability of Rates.
All vital statistics rates, including morbidity rates, are subject to random variation. This variation is
inversely related to the number of events (observations, cases) used to calculate the rate. The
smaller the frequency of occurrence of an event, the less stable its occurrence from observation to
observation. As a consequence, diseases with only a few cases reported per year can have highly
unstable rates. The observation and enumeration of these “rare events” is beset with uncertainty. The
observation of zero events is especially hazardous.

To account for these instabilities, all rates in the ACDC Annual Morbidity Report based on less
than 19 events are considered “unreliable.” This translates into a relative standard error of the rate of
23% or more, which is the cut-off for rate reliability used by the National Center for Health Statistics.
Therefore, rates based on less than 19 events will not be reported because their standard errors and
reliability cannot be determined. Readers may calculate the rates on their own using standard
population tables.

In the Annual Morbidity Report, rates of disease for groups (e.g., Latino versus non-Latino) are
said to differ significantly only when two criteria are met: 1) group rates are reliable and 2) the 95%
confidence limits for these rates do not overlap. Confidence limits are calculated only those rates
which are reliable.

3. Case Fatality Rates.
Some deaths from communicable diseases may not appear on LAC’s Vital Records computer files.
Deaths are filed with only underlying cause of death indicated. Any contributing or otherwise
significant conditions, including communicable diseases, are not indicated in the computer record.
Also, case-fatality percent is based on deaths that occurred during the year regardless of year of
disease onset; therefore, fatality data should be interpreted with caution.
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4. Case Definitions.
To standardize surveillance, CDC case definition for infectious diseases under public surveillance?2 is
used with some exceptions as noted in the text of the individual diseases. Since verification by a
laboratory test is required for the diagnosis of some diseases, cases reported without such
verification may not be true cases. Therefore, an association between a communicable disease and a
death or an outbreak possibly may not be identified.

5. Onset Date versus Report Date.
Some cases of disease occurring during the year were not reported until after this annual report was
completed. Slight differences in the number of cases and rates of disease for the year may be
observed in subsequent annual reports. Any such disparities are likely to be small.

6. Population Estimates.
Estimates of the LAC population are subject to many errors. Furthermore, the population of LAC is in
constant flux. Though not accounted for in census data, visitors and other non-residents may have an
effect on disease occurrences.

7. Place of Acquisition of Infections.
Some cases of diseases reported in LAC may have been acquired outside of the county. This may be
especially true for many of the diseases common in Latino and Asian populations. Therefore, some
disease rates more accurately reflect the place of diagnosis than the location where an infection was
acquired.

8. Health Districts and Service Planning Areas.
In 1994, the following health district boundaries changed: Central, Compton, Glendale, Inglewood,
Northeast, San Fernando, West, and Torrance. San Fernando Health District was split into Antelope
Valley and San Fernando Health Districts. In 1999, the 24 individual health districts were grouped into
eight Service Planning Areas (SPA): SPA 1, Antelope Valley; SPA 2, San Fernando Valley; SPA 3,
San Gabriel; SPA 4, Metro; SPA 5, West; SPA 6, South; SPA 7, East; and SPA 8, South Bay.

9. Race/Ethnicity Categories.

« Asian — person having origins in any of the original peoples of the Far East, Southeast Asia, the
Indian subcontinent, or the Pacific Islands.

« American Indian — person having origins in any of the original peoples of North America and
who maintain cultural identification through tribal affiliation or community recognition.

« Black — person having origins in any of the black racial groups of Africa.

« Latino — person of Mexican, Puerto Rican, Cuban, Central or South American, or other Spanish
culture or origin, regardless of race.

« White — person having origins in any of the original peoples of Europe, North Africa, or the Middle
East.

STANDARD REPORT FORMAT

1. Crude data.

« Number of Cases: For most diseases, this number reflects new cases of the disease with an
onset in 2005. If the onset was unknown, the date of diagnosis was used.

o Annual Incidence Rates in LAC: Number of new cases in 2005 divided by LAC census
population (minus Long Beach and Pasadena) multiplied by 100,000.

« Annual Incidence Rates in the US and California: 2005 incidence rates for the US and
California were taken from the previously cited CDC publication, Morbidity and Mortality Weekly
Report (MMWR). The MMWR records diseases by date of report rather than date of onset.

« Mean Age at Onset: Arithmetic average age of all cases.

« Median Age at Onset: The age that represents the midpoint of the sequence of all case ages.

2 CDC. Case Definitions for Infectious Conditions under Public Health Surveillance,” MMWR 1997;46(RR-10):1-57. Available at:
www.cdc.gov/mmwr/preview/mmwrhtml/00047449.htm
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« Range of Ages at Onset: Ages of the youngest and oldest cases in 2005. For cases under one
year of age, less than one (<1) was used.

« Case Fatality: Number of deaths in 2005 due to disease (when data were available) divided by
the number of new cases of the disease in 2005, expressed as a percentage. Note that deaths
may be due to infections acquired prior to 2005.

Etiology.
This includes the causative agent, mode of spread, common symptoms, potential severe outcomes,

susceptible groups, and vaccine-preventability.

Disease Abstract.
This provides a synopsis or the highlights of disease activity in 2005.

Stratified Data.

« Trends: Any trends in case characteristics during recent years.

« Seasonality: Number of cases that occurred during each month of 2005.

« Age: Annual rate of disease for individual age groups. Race-adjusted rates are presented for
some diseases.

o Sex: Male-to-female rate ratio of cases.

« Race/Ethnicity: Annual rate of disease for the five major racial groups. Cases of unknown race
are excluded; thus, race-specific rates may be underestimates. Age-adjusted rates are presented
for some diseases.

« Location: Location presented most often is the health district or SPA of residence of cases. Note
that "location" rarely refers to the site of disease acquisition. Age-adjusted rates by location are
presented for some diseases.

Prevention.
If applicable, includes a description of county programs and other measures that address the disease.

Comments.
Describes miscellaneous information not fitting easily into above categories, as well as elaboration of
some findings of interest.

Additional Resources.
Provides agencies, phone numbers, websites, and other resources on the subject.
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TABLE F. LIST OF ACRONYMS

The following abbreviations and acronyms may be found throughout this report.

95%ClI 95 percent confidence interval HD Health District
ACDC Acute Communicable Disease Hib Haemophilus influenzae, type b
AIDS gggltjri?(led immunodeficiency HIV Human immunodeficiency virus
syndrome
AR Attack rate IgG Immunoglobulin G
cbDC Centers for Disease Control and IgM Immunoglobulin M
Prevention
CDHS California Dept. of Health Services LAC Los Angeles County
CMR Confidential morbidity report MMR Mumps-Measles-Rubella vaccine
CSF Cerebral spinal fluid MMWR Morbidity & Mortality Weekly Report
DHS Department of Health Services N/A Not available
DTaP Diphtheria-tetanus-acellular pertussis OR Odds ratio
DTP Diphtheria-tetanus-pertussis vaccine ~ PCP Pneumocystis carinii pneumonia
EHS Environmental Health Services PHBPP Perinatal Hepatitis B Prevention
Gl gastrointestinal RR FP{;gtren .ratio or relative risk
GE gastroenteritis SNF Skilled nursing facility
HAV Hepatitis A virus Sp. or spp. Species
HBIG Hepatitis B Immunoglobulin SPA Service Planning Area
HBsAg Hepatitis B surface antigen us United States
HBV Hepatitis B virus VCMR Visual confidential morbidity report
(software)

HCV Hepatitis C virus
LOS ANGELES COUNTY HEALTH DISTRICTS:

AH  Alhambra FH Foothill SE Southeast

AV  Antelope Valley GL Glendale SF San Fernando

BF Bellflower HB Harbor SO South

CE Central HW Hollywood/Wilshire sSw Southwest

CN Compton \'}'} Inglewood TO Torrance

EL East Los Angeles NE Northeast WE West

EV East Valley PO Pomona wv West Valley

EM El Monte SA San Antonio WH Whittier
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Table G. Reported Cases of Selected Notifiable Diseases by Year of Onset
Los Angeles County, 2000-2005

Previous 5-Yr 95%

Year of Onset 5-year upper

Disease 2000 2001 2002 2003 2004 2005 | Average Limif*

Amebiasis 109 139 102 121 114 114 117 142
Botulism ° 0 2 2 0 3 8 1 4
Brucellosis 4 9 11 7 4 8 7 12
Campylobacteriosis 1273 1141 1067 1100 884 725 1093 1340
Cholera 0 0 0 1 0 0 0 1
Coccidioidomycosis b 58 68 76 73 133 214 82 133
Cryptosporidiosis 68 77 62 71 56 45 67 81
Cysticercosis 43 37 18 12 8 15 24 51
Dengue ° 3 5 7 0 5 10 4 9
E. coli O157:H7 27 31 31 27 18 13 27 36
Encephalitis 49 41 61 38 133 57 64 133
Foodborne outbreaks 40 48 29 25 40 32 36 53
Giardiasis 509 446 441 401 320 313 423 545
Haemophilus influenzae type b 1 5 4 0 2 3 2 6
Hansen’s Disease (Leprosy) 9 2 11 9 9 2 8 14
Hepatitis A 839 542 438 374 321 480 503 863
Hepatitis B 65 44 32 73 72 57 57 89
Hepatitis C 10 1 3 0 5 3 4 11
Hepatitis unspecified 11 1 0 1 0 4 3 11
Kawasaki syndrome 35 24 9 14 41 43 25 48
Legione”osis b 14 18 25 21 15 31 19 26
Listeriosis, nonperinatal 19 27 14 17 21 25 20 28
Listeriosis, perinatal 8 3 7 3 6 3 5 9
Lyme disease 7 5 8 6 0 7 5 11
Malaria 43 46 38 60 51 45 48 62
Measles 5 8 0 0 1 0 3 9
Meningitis, viral 263 378 466 899 807 515 563 1048
Meningococcal infections 53 58 46 32 28 37 43 66
Mumps 29 17 16 10 5 10 15 31
Pertussis ° 102 103 172 130 156 438 133 187
Psittacosis 0 1 0 0 0 0 0 1
Q-fever 1 1 4 0 4 0 2 5
Relapsing fever 0 0 1 0 0 0 0 1
Rheumatic fever, acute 1 6 0 0 1 0 2 6
Rubella 3 0 0 0 0 1 1 3
Salmonellosis 990 1006 956 995 1205 1085 1030 1205
Shigellosis 849 684 974 669 625 710 760 1017
Strongyloidiasis 1 0 0 0 0 0 0 1
Tetanus 0 2 2 1 2 0 1 3
Trichinosis 0 0 0 0 0 0 0 0
Tularemia 0 0 0 1 0 0 0 1
Typhoid fever, case 21 17 33 16 13 12 20 34
Typhoid fever, carrier 6 1 6 2 3 4 4 8
Typhus fever 17 8 11 12 8 9 11 18
Vibrio 13 15 14 13 26 14 16 26

#The normal distribution assumption may not apply to some rare diseases.
®2005 data over 95% upper limit.
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Table H. Annual Incidence Rates of Selected Notifiable Diseases by Year of Onset
Los Angeles County, 2000-2005

Annual Incidence Rate (Cases per 100,000) °

Disease 2000 2001 2002 2003 2004 2005

Amebiasis 1.22 1.52 1.10 1.29 1.20 1.19
Botulism - 0.02 0.02 - 0.03 0.08
Brucellosis 0.04 0.10 0.12 0.07 0.04 0.08
Campylobacteriosis 14.19 12.50 11.50 11.70 9.27 7.57
Cholera - - - 0.01 - -
Coccidioidomycosis 0.65 0.75 0.82 0.78 1.39 2.23
Cryptosporidiosis 0.76 0.84 0.67 0.75 0.59 0.47
Cysticercosis 0.48 0.41 0.19 0.13 0.08 0.16
Dengue 0.03 0.05 0.08 - 0.05 0.10
E. coli O157:H7 0.30 0.34 0.33 0.29 0.19 0.14
Encephalitis 0.55 0.45 0.66 0.40 1.39 0.59
Giardiasis 5.68 4.89 4.75 4.26 3.36 3.27
Haemophilus influenzae type b 0.01 0.05 0.04 - 0.02 0.03
Hansen’s Disease (Leprosy) 0.10 0.02 0.12 0.10 0.09 0.02
Hepatitis A 9.36 5.94 4.72 3.98 3.37 5.01
Hepatitis B 0.72 0.48 0.34 0.78 0.76 0.59
Hepatitis C 0.11 0.01 0.03 - 0.05 0.03
Hepatitis unspecified 0.12 0.01 0.00 0.01 - 0.04
Kawasaki syndrome 0.39 0.26 0.10 0.15 0.43 0.45
Legionellosis 0.16 0.20 0.27 0.22 0.16 0.32
Listeriosis, nonperinatal 0.21 0.30 0.15 0.18 0.22 0.26
Listeriosisv perinata|a 5.46 2.05 4.96 212 4.25 2.14
Lyme disease 0.08 0.05 0.09 0.06 - 0.07
Malaria 0.48 0.50 0.41 0.64 0.53 0.47
Measles 0.06 0.09 - - 0.01 -
Meningitis, viral 2.93 414 5.02 9.56 8.46 5.37
Meningococcal infections 0.59 0.64 0.50 0.34 0.29 0.39
Mumps 0.32 0.19 0.17 0.11 0.05 0.10
Pertussis 1.14 1.13 1.85 1.38 1.64 4.57
Psittacosis - 0.01 - - - -
Q-fever 0.01 0.01 0.04 - 0.04 -
Relapsing fever - - 0.01 - - -
Rheumatic fever, acute 0.01 0.07 - - 0.01 -
Rubella 0.03 - - - - 0.01
Salmonellosis 11.04 11.02 10.30 10.58 12.64 11.33
Shigellosis 9.47 7.50 10.50 7.11 6.55 7.41
Strongyloidiasis 0.01 - - - - -
Tetanus - 0.02 0.02 0.01 0.02 -
Trichinosis - - - - - -
Tularemia - - - 0.01 - -
Typhoid fever, case 0.23 0.19 0.36 0.17 0.14 0.13
Typhoid fever, carrier 0.07 0.01 0.06 0.02 0.03 0.04
Typhus fever 0.19 0.09 0.12 0.13 0.08 0.09
Vibrio 0.14 0.16 0.15 0.14 0.27 0.15

Rates for perinatal listeriosis were calculated as cases per 100,000 live births.

bRates of disease based on less than 20 cases or events are considered "unreliable." A zero rate made from no events is
especially hazardous and are not reported here, except with a dash ("-"). Conclusions drawn from unreliable rates should be made
with caution, if they are to be made at all.
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Table I. Five —Year Average
of Notifiable Diseases by Month of Onset
Los Angeles County, 2001-2005

Disease Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec Total

Amebiasis 7.2 8.2 9.0 7.6 9.2 8.4 10.0 10.4 9.6 6.8 8.0 9.4 117.8
Botulism 0.2 0.2 0.4 0.2 0.0 0.4 0.2 0.2 0.2 0.0 0.6 0.2 2.8
Brucellosis 0.8 1.0 0.8 0.2 0.2 0.6 1.2 0.8 0.2 1.0 0.6 0.2 7.8
Campylobacteriosis 69.2 534 66.2 78.0 940 103.6 113.0 1024 88.6 80.2 76.6 52.2 980.6
Cholera 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.2 0.0 0.0 0.0 0.0 0.2
Coccidioidomycosis 9.0 52 5.6 8.0 8.6 6.6 8.4 11.2 13.0 11.8 100 7.6 113.8
Cryptosporidiosis 5.4 3.2 3.4 4.6 4.2 4.0 6.2 9.2 6.4 4.6 4.8 3.8 62.2
Cysticercosis 1.8 1.2 2.6 2.0 3.0 1.0 1.2 1.6 1.0 1.0 0.2 0.4 18.0
Dengue 0.0 0.4 0.0 0.2 0.4 0.4 0.8 1.2 0.8 0.4 0.0 0.0 5.0
E. coli O157:H7 1.4 0.2 1.0 1.0 1.4 24 4.8 4.6 3.2 2.2 1.0 0.4 23.8
Encephalitis 3.4 4.0 4.6 3.2 4.4 4.2 7.8 124 9.0 4.4 3.2 4.2 68.6
Giardiasis 292 214 29.0 29.0 29.2 30.2 384 38.6 34.0 298 26.6 20.0 383.4
Haemophilus influenzae type b 0.6 0.2 0.6 0.0 0.4 0.2 0.0 0.2 0.2 0.2 0.2 0.0 2.8
Hansen’s Disease (Leprosy)? - - - - - - - - - - - - -
Hepatitis A 348 27.0 28.8 23.8 26.8 23.0 32.0 39.2 42.4 458 452 37.0 433.2
Hepatitis B 5.8 7.2 5.4 6.0 6.6 6.0 4.2 3.6 2.2 7.0 7.6 7.4 70.0
Hepatitis C 1.0 0.8 0.4 0.8 0.6 1.2 0.4 0.4 0.8 1.0 1.0 2.2 11.4
Hepatitis unspecified 00 0.2 0.0 0.2 0.0 0.0 0.0 0.0 0.0 02 00 0.0 1.2
Kawasaki syndrome 3.0 2.6 3.2 24 2.2 2.8 1.6 2.2 1.4 0.6 1.0 1.8 25.6
Legionellosis 1.2 1.2 1.4 1.4 24 2.2 1.6 1.2 0.6 2.2 3.0 1.4 21.8
Listeriosis, nonperinatal 1.0 0.4 1.4 1.4 2.0 34 2.2 3.0 1.8 1.4 0.6 1.8 20.2
Listeriosis, perinatal 00 00 0.4 0.8 0.4 0.4 0.6 0.8 0.6 04 00 0.0 44
Lyme disease 0.2 0.0 0.2 0.0 0.0 0.6 1.0 0.8 0.4 0.4 0.0 0.0 3.6
Malaria® - - - - - - - - - - - - -
Measles 0.2 0.4 0.6 0.2 0.2 0.2 0.0 0.0 0.0 0.0 0.0 0.0 1.8
Meningitis, viral 20.0 16.2 20.0 25.0 29.2 45.6 83.8 109.0 85.4 474 372 22.6 615.6
Meningococcal infections 6.4 5.4 4.2 5.0 1.8 2.8 2.4 1.6 1.6 2.2 2.2 4.4 40.2
Mumps 0.6 1.2 1.0 0.4 1.2 1.2 1.6 1.2 0.4 1.0 1.0 0.8 11.6
Pertussis 13.6 9.2 11.0 12.6 14.6 16.6 204 25.0 23.0 210 154 17.4 199.8
Psittacosis 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.2 0.0 0.2
Q-fever 0.4 0.4 0.0 0.2 0.2 0.2 0.0 0.4 0.0 0.0 0.0 0.0 1.8
Relapsing fever 0.0 0.0 0.0 0.0 0.0 0.0 0.2 0.0 0.0 0.0 0.0 0.0 0.2
Rheumatic fever, acute 0.4 0.2 0.4 0.0 0.0 0.0 0.0 0.2 0.0 0.0 0.2 0.0 14
Rubella 0.0 0.0 0.0 0.0 0.2 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.2
Salmonellosis 68.0 504 66.4 71.2 96.2 978 1172 117.0 1140 914 69.4 55.0 1044.8
Shigellosis 448 294 31.8 27.2 33.2 50.8 798 1142 1110 952 56.2 50.2 729.4
Strongyloidiasis 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Tetanus 0.2 0.0 0.0 0.0 0.2 0.2 0.0 0.2 0.0 0.4 0.0 0.2 1.4
Trichinosis 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Tularemia 0.0 0.0 0.0 0.0 0.0 0.2 0.0 0.0 0.0 0.0 0.0 0.0 0.2
Typhoid fever, case 08 08 1.8 1.6 1.2 2.8 2.0 3.0 2.2 08 04 0.8 18.2
Typhoid fever, carrier 00 00 0.8 0.0 0.2 0.6 0.8 0.2 0.2 00 02 0.2 3.2
Typhus fever 0.4 0.0 0.0 0.2 1.2 1.6 1.0 1.0 1.2 1.0 0.6 0.4 8.6
Vibrio 0.2 0.4 0.6 0.4 0.8 1.4 2.8 2.6 1.8 2.2 1.6 0.4 16.0

 Not applicable.
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Table J. Number of Cases of Selected Notifiable Diseases by Age Group
Los Angeles County, 2005

Disease <1 1-4 5-14 15-34 35-44 45-54 55-64 65+ Total
Amebiasis 0 2 14 31 31 26 5 5 114
Botulism 0 0 0 1 4 2 0 1 8
Brucellosis 0 0 2 3 1 0 1 1 8
Campylobacteriosis 31 81 87 203 111 82 56 74 725
Cholera 0 0 0 0 0 0 0 0 0
Coccidioidomycosis 0 0 3 52 50 49 27 33 214
Cryptosporidiosis 0 1 1 10 20 7 4 2 45
Cysticercosis 0 0 0 6 4 1 3 1 15
Dengue 0 0 0 6 2 1 1 0 10
E. coli O157:H7 0 2 4 5 1 1 0 0 13
Encephalitis 3 6 18 11 6 5 0 7 57
Giardiasis 3 37 56 62 58 42 31 23 313
Haemophilus influenzae type b 1 0 1 0 0 0 0 1 3
Hansen'’s Disease (Leprosy) 0 0 0 1 1 0 0 0 2
Hepatitis A 0 7 24 198 88 88 44 30 480
Hepatitis B 0 0 0 18 21 10 2 6 57
Hepatitis C 0 0 0 1 1 0 1 0 3
Hepatitis unspecified 0 0 0 1 2 0 1 0 4
Kawasaki syndrome 7 29 7 0 0 0 0 0 43
Legionellosis 0 0 0 0 3 5 10 13 31
Listeriosis, nonperinatal 0 2 2 0 0 6 6 9 25
Listeriosis, perinatalb 0 0 0 2 1 0 0 0 0
Lyme disease 0 0 1 2 1 1 1 1 7
Malaria 0 0 3 21 8 10 2 1 45
Measles 0 0 0 0 0 0 0 0 0
Meningitis, viral 73 22 91 144 9 46 28 18 515
Meningococcal infections 3 2 6 12 3 3 5 3 37
Mumps 0 1 0 3 0 4 1 1 10
Pertussis 180 27 88 82 32 16 8 5 438
Psittacosis 0 0 0 0 0 0 0 0 0
Q-fever 0 0 0 0 0 0 0 0 0
Relapsing fever 0 0 0 0 0 0 0 0 0
Rheumatic fever, acute 0 0 0 0 0 0 0 0 0
Rubella 1 0 0 0 0 0 0 0 1
Salmonellosis 95 191 189 220 117 88 73 110 1085
Shigellosis 13 170 213 149 70 34 31 28 710
Strongyloidiasis 0 0 0 0 0 0 0 0 0
Tetanus 0 0 0 0 0 0 0 0 0
Trichinosis 0 0 0 0 0 0 0 0 0
Tularemia 0 0 0 0 0 0 0 0 0
Typhoid fever, case 0 1 2 7 0 2 0 0 12
Typhoid fever, carrier 0 0 0 1 0 2 0 1 4
Typhus fever 0 0 1 0 2 3 2 1 9
Vibrio 0 0 1 3 4 3 2 1 14

#Totals include cases with unknown age.
b )
Mother's age.
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Table K. Incidence Rates of Selected Notifiable Diseases by Age Group
Los Angeles County, 2005

Age-group Rates (Cases per 100,000) °

Disease <1 1-4 5-14 15-34 35-44 45-54 55-64 65+
Amebiasis - 0.3 0.9 1.1 20 20 0.6 0.5
Botulism - - - - 0.3 0.2 - 0.1
Brucellosis - - 0.1 0.1 0.1 - 0.1 0.1
Campylobacteriosis 21.6 14.0 59 7.3 7.3 6.4 6.7 7.6
Cholera - - - - - - - -
Coccidioidomycosis - - 0.2 1.9 3.3 3.8 3.2 3.4
Cryptosporidiosis - 0.2 0.1 0.4 1.3 0.5 0.5 0.2
Cysticercosis - - - 0.2 0.3 0.1 0.4 0.1
Dengue - - - 0.2 0.1 0.1 0.1 -
E. coli O157:H7 - 0.3 0.3 0.2 0.1 0.1 - -
Encephalitis 21 1.0 1.2 0.4 0.4 0.4 - 0.7
Giardiasis 21 6.4 3.8 2.2 3.8 3.3 3.7 24
Haemophilus influenzae type b 0.7 - 0.1 - - - - 0.1
Hansen’s Disease (Leprosy) - - - - 0.1 - - -
Hepatitis A - 1.2 1.6 71 5.8 6.9 5.2 3.1
Hepatitis B - - - 0.6 1.4 0.8 0.2 0.6
Hepatitis C - - - - 0.1 - 0.1 -
Hepatitis unspecified - - - - 0.1 - 0.1 -
Kawasaki syndrome 4.9 5.0 0.5 - - - - -
Legionellosis - - - - 0.2 0.4 1.2 1.3
Listeriosis, nonperinatal - 0.3 0.1 - - 0.5 0.7 0.9
Listeriosis, perinatal® - - 1.8 3.9 - - - -
Lyme disease - - 0.1 0.1 0.1 0.1 0.1 0.1
Malaria - - 0.2 0.8 0.5 0.8 0.2 0.1
Measles - - - - - - - -
Meningitis, viral 50.9 3.8 6.2 5.2 6.0 3.6 3.3 1.9
Meningococcal infections 2.1 0.3 0.4 0.4 0.2 0.2 0.6 0.3
Mumps - 0.2 - 0.1 - 0.3 0.1 0.1
Pertussis 125.6 4.7 6.0 29 21 1.3 1.0 0.5
Psittacosis - - - - - - - -
Q-fever - - - - - - - -
Relapsing fever - - - - - - - -
Rheumatic fever, acute - - - - - - - -
Rubella 0.7 - - - - - - -
Salmonellosis 66.3 33.1 12.8 7.9 7.7 6.9 8.7 11.3
Shigellosis 9.1 295 14.4 5.3 4.6 2.7 3.7 29
Strongyloidiasis - - - - - - - -
Tetanus - - - - - - - -
Trichinosis - - - - - - - -
Tularemia - - - - - - - -
Typhoid fever, case - 0.2 0.1 0.3 - 0.2 - -
Typhoid fever, carrier - - - - - 0.2 - 0.1
Typhus fever - - 0.1 - 0.1 0.2 0.2 0.1
Vibrio - - 0.1 0.1 0.3 0.2 0.2 0.1

@Rates for perinatal listeriosis were calculated as cases per 100,000 live births.

bRates of disease based on less than 20 cases or events are considered "unreliable." A zero rate made from no events is
especially hazardous and are not reported here, except with a dash ("-"). Conclusions drawn from unreliable rates should be made
with caution, if they are to be made at all.
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Table L. Number of Cases of Selected Notifiable Diseases by Race/Ethnicity

Los Angeles County, 2005

Disease Asian Black Hispanic White Other® Unknown
Amebiasis 5 7 46 47 2 2
Botulism 2 2 4 0 0 0
Brucellosis 0 0 6 2 0 0
Campylobacteriosis 65 24 318 302 4 1
Cholera 0 0 0 0 0 0
Coccidioidomycosis 15 28 70 96 0 3
Cryptosporidiosis 0 10 16 15 0 4
Cysticercosis 1 1 13 0 0 0
Dengue 4 0 5 1 0 0
E. coli O157:H7 0 0 1 12 0 0
Encephalitis 11 5 27 14 0 0
Giardiasis 20 17 101 149 4 4
Haemophilus influenzae type b 0 0 2 1 0 0
Hansen'’s Disease (Leprosy) 1 0 1 0 0 0
Hepatitis A 42 49 135 203 13 7
Hepatitis B 8 12 19 16 0 1
Hepatitis C 0 0 0 3 0 0
Hepatitis unspecified 1 0 1 1 0 0
Kawasaki syndrome 14 2 19 6 2 0
Legionellosis 7 2 10 12 0 0
Listeriosis, nonperinatal 5 2 9 9 0 0
Listeriosis, perinatalb 0 0 2 1 0 0
Lyme disease 1 0 0 4 0 2
Malaria 7 22 7 6 1 2
Measles 0 0 0 0 0 0
Meningitis, viral 39 55 242 151 3 2
Meningococcal infections 5 2 21 9 0 0
Mumps 4 0 1 4 0 1
Pertussis 14 31 245 147 1 0
Psittacosis 0 0 0 0 0 0
Q-fever 0 0 0 0 0 0
Relapsing fever 0 0 0 0 0 0
Rheumatic fever, acute 0 0 0 0 0 0
Rubella 1 0 0 0 0 0
Salmonellosis 05 74 494 392 7 3
Shigellosis 27 43 500 126 3 9
Strongyloidiasis 0 0 0 0 0 0
Tetanus 0 0 0 0 0 0
Trichinosis 0 0 0 0 0 0
Tularemia 0 0 0 0 0 0
Typhoid fever, case 6 0 6 0 0 0
Typhoid fever, carrier 1 0 3 0 0 0
Typhus fever 0 0 3 6 0 0
Vibrio 1 0 7 4 0 2

@0ther includes Native American and any additional racial group that cannot be categorized as Asian, Black, Hispanic, and White.

bMother‘s race.
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Table M. Incidence Rates of Selected Notifiable Diseases by Race/Ethnicity
Los Angeles County, 2005

Race/Ethnicity Rates (Cases per 100,000) °

Disease Asian Black Hispanic White
Amebiasis 0.4 0.8 1.0 1.6
Botulism 0.2 0.2 0.1 -
Brucellosis - - 0.1 0.1
Campylobacteriosis 5.2 2.8 7.0 10.5
Cholera - - - -
Coccidioidomycosis 1.2 3.2 1.5 3.3
Cryptosporidiosis - 1.2 0.4 0.5
Cysticercosis 0.1 0.1 0.3 -
Dengue 0.3 - 0.1 -
E. coli O157:H7 - - - 0.4
Encephalitis 0.9 0.6 0.6 0.5
Giardiasis 1.6 2.0 2.2 5.2
Haemophilus influenzae type b - - - -
Hansen’s Disease (Leprosy) 0.1 - - -
Hepatitis A 3.4 5.7 3.0 7.0
Hepatitis B 0.6 14 0.4 0.6
Hepatitis C - - - 0.1
Hepatitis unspecified 0.1 - - -
Kawasaki syndrome 1.1 0.2 0.4 0.2
Legionellosis 0.6 0.2 0.2 0.4
Listeriosis, nonperinatal 0.4 0.2 0.2 0.3
Listeriosis, perinatal® - - 2.2 4.1
Lyme disease 0.1 - - 0.1
Malaria 0.6 25 0.2 0.2
Measles - - - -
Meningitis, viral 3.1 6.4 5.3 5.2
Meningococcal infections 0.4 0.2 0.5 0.3
Mumps 0.3 - - 0.1
Pertussis 11 3.6 5.4 51
Psittacosis - - - -
Q-fever - - - -
Relapsing fever - - - -
Rheumatic fever, acute - - - -
Rubella 0.1 - - -
Salmonellosis 8.4 8.6 10.9 13.6
Shigellosis 2.2 5.0 11.0 4.4
Strongyloidiasis - - - -
Tetanus - - - -
Trichinosis - - - -
Tularemia - - - -
Typhoid fever, case 0.5 - 0.1 -
Typhoid fever, carrier 0.1 - 0.1 -
Typhus fever - - 0.1 0.2
Vibrio 0.1 - 0.2 0.1

@Rates for perinatal listeriosis were calculated as cases per 100,000 live births.

bRates of disease based on less than 20 cases or events are considered "unreliable." A zero rate made from no events is
especially hazardous and are not reported here, except with a dash ("-"). Conclusions drawn from unreliable rates should be made

with caution, if they are to be made at all.
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Table N. Number of Cases and Annual Incidence Rate of Selected Notifiable Diseases by Sex

Los Angeles County, 2005

Male Female

Rate (Cases per Rate (Cases per
Disease Cases 100,000)° Cases 100,000)°
Amebiasis 74 1.6 37 0.8
Botulism 6 0.1 2 0.0
Brucellosis 4 0.1 4 0.1
Campylobacteriosis 397 84 328 6.8
Cholera 0 - 0 -
Coccidioidomycosis 137 29 77 1.6
Cryptosporidiosis 38 0.8 7 0.1
Cysticercosis 9 0.2 6 0.1
Dengue 6 0.1 4 0.1
E. coli O157:H7 9 0.2 4 0.1
Encephalitis 32 0.7 25 0.5
Giardiasis 180 3.8 129 27
Haemophilus influenzae type b 2 0.0 1 0.0
Hansen’s Disease (Leprosy) 0 - 2 0.0
Hepatitis A 300 6.3 178 3.7
Hepatitis B 45 0.9 12 0.2
Hepatitis C 1 0.0 2 0.0
Hepatitis unspecified 3 0.1 1 0.0
Kawasaki syndrome 28 0.6 15 0.3
Legionellosis 21 0.4 10 0.2
Listeriosis, nonperinatal 13 0.3 12 0.2
Listeriosis, perinatal® 1 1.4 - -
Lyme disease 4 0.1 3 0.1
Malaria 34 0.7 11 0.2
Measles 0 - 0 -
Meningitis, viral 262 55 251 5.2
Meningococcal infections 18 0.4 19 0.4
Mumps 3 0.1 7 0.1
Pertussis 201 4.2 237 4.9
Psittacosis 0 - 0 -
Q-fever 0 - 0 -
Relapsing fever 0 - 0
Rheumatic fever, acute 0 - 0 -
Rubella 1 0.0 0 -
Salmonellosis 561 11.8 524 10.8
Shigellosis 358 7.5 352 7.3
Strongyloidiasis 0 0 -
Tetanus 0 - 0 -
Trichinosis 0 - 0 -
Tularemia 0 - 0 -
Typhoid fever, case 9 0.2 3 0.1
Typhoid fever, carrier 1 0.0 3 0.1
Typhus fever 3 0.1 6 0.1
Vibrio 6 0.1 8 0.2

®Rates for perinatal listeriosis were calculated as cases per 100,000 live births.
bRates of disease based on less than 20 cases or events are considered "unreliable."

A zero rate made from no events is

especially hazardous and are not reported here, except with a dash ("-"). Conclusions drawn from unreliable rates should be made

with caution, if they are to be made at all.

Tables of Notifiable Diseases
page 18



Acute Communicable Disease Control
2005 Annual Morbidity Report

Table O-1. Selected Notifiable Diseases
SPA 1. Antelope Valley Area
Los Angeles County, 2005

Frequency Rate (Cases per 100,000)°

Disease Antelope Antelope

Amebiasis
Botulism
Brucellosis
Campylobacteriosis
Cholera
Coccidioidomycosis 7
Cryptosporidiosis

Cysticercosis

Dengue

E. coli O157:H7

Encephalitis

Giardiasis

Haemophilus influenzae type b

Hansen’s Disease (Leprosy)

Hepatitis A 1
Hepatitis B

Hepatitis C

Hepatitis unspecified
Kawasaki syndrome
Legionellosis
Listeriosis, nonperinatal
Listeriosis, perinatal®
Lyme disease

Malaria

Measles

Meningitis, viral
Meningococcal infections
Mumps

Pertussis

Psittacosis

Q-fever

Relapsing fever
Rheumatic fever, acute
Rubella

Salmonellosis
Shigellosis
Strongyloidiasis
Tetanus

Trichinosis

Tularemia

Typhoid fever, case
Typhoid fever, carrier
Typhus fever

Vibrio

—_
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®Rates for perinatal listeriosis were calculated as cases per 100,000 women aged 15 to 44 years.

bRates of disease based on less than 20 cases or events are considered "unreliable." A zero rate made from no events is
especially hazardous and are not reported here, except with a dash ("-"). Conclusions drawn from unreliable rates should be made
with caution, if they are to be made at all.
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Table O-2. Selected Notifiable Diseases
SPA 2. San Fernando Area
Los Angeles County, 2005

Frequency Rate (Cases per 100,000)°

Disease EV GL SF WV TOTAL EV GL SF_ WV TOTAL
Amebiasis 4 10 3 13 30 0.9 2.8 0.6 1.5 1.4
Botulism 1 0 1 0 2 0.2 - 0.2 - 0.1
Brucellosis 0 1 0 2 3 - 0.3 - 0.2 0.1
Campylobacteriosis 30 40 36 95 201 6.7 113 75 1141 9.4
Cholera 0 0 0 0 0 - - - - -
Coccidioidomycosis 6 6 12 52 76 1.3 1.7 25 6.1 3.6
Cryptosporidiosis 2 2 0 6 10 0.4 0.6 - 0.7 0.5
Cysticercosis 0 0 0 1 1 - - - 0.1 0.0
Dengue 2 1 1 0 4 0.4 0.3 0.2 - 0.2
E. coli O157:H7 0 0 0 1 1 - - - 0.1 0.0
Encephalitis 2 3 2 8 15 0.4 0.8 0.4 0.9 0.7
Giardiasis 15 23 14 42 94 3.4 6.5 2.9 4.9 4.4
Haemophilus influenzae type b 0 0 0 1 1 - - - 0.1 0.0
Hansen’s Disease (Leprosy) 0 0 0 0 0 - - - - -
Hepatitis A 9 21 11 37 78 2.0 5.9 2.3 4.3 3.7
Hepatitis B 1 2 2 5 10 0.2 0.6 0.4 0.6 0.5
Hepatitis C 0 0 0 1 1 - - - 0.1 0.0
Hepatitis unspecified 0 0 0 1 - - - 0.1 0.0
Kawasaki syndrome 3 1 3 2 9 0.7 0.3 0.6 0.2 0.4
Legionellosis 0 2 1 1 4 - 0.6 0.2 0.1 0.2
Listeriosis, nonperinatal 0 2 0 4 6 - 0.6 - 0.5 0.3
Listeriosis, perinatal® 0 0 0 0 0 - - - - -
Lyme disease 0 1 0 1 2 - 0.3 - 0.1 0.1
Malaria 1 3 4 3 11 0.2 0.8 0.8 0.4 0.5
Measles 0 0 0 0 0 - - - - -
Meningitis, viral 9 17 31 35 92 2.0 4.8 6.5 41 4.3
Meningococcal infections 2 0 3 2 7 0.4 - 0.6 0.2 0.3
Mumps 0 2 0 0 2 - 0.6 - - 0.1
Pertussis 18 14 28 52 112 4.0 4.0 5.9 6.1 5.3
Psittacosis 0 0 0 0 0 - - - - -
Q-fever 0 0 0 0 0 - - - - -
Relapsing fever 0 0 0 0 0 - - - - -
Rheumatic fever, acute 0 0 0 0 0 - - - - -
Rubella 0 0 0 1 1 - - - 0.1 0.0
Salmonellosis 24 57 47 121 249 54 16.1 9.8 14.1 11.7
Shigellosis 19 12 39 63 133 4.3 3.4 8.2 7.4 6.2
Strongyloidiasis 0 0 0 0 0 - - - - -
Tetanus 0 0 0 0 0 - - - - -
Trichinosis 0 0 0 0 0 - - - - -
Tularemia 0 0 0 0 0 - - - - -
Typhoid fever, case 0 0 1 1 2 - - 0.2 0.1 0.1
Typhoid fever, carrier 0 0 0 0 0 - - - - -
Typhus fever 0 1 0 0 1 - 0.3 - - 0.0
Vlbrio 0 0 2 1 3 - - 0.4 0.1 0.1

®Rates for perinatal listeriosis were calculated as cases per 100,000 women aged 15 to 44 years.

bRates of disease based on less than 20 cases or events are considered "unreliable." A zero rate made from no events is
especially hazardous and are not reported here, except with a dash ("-"). Conclusions drawn from unreliable rates should be made
with caution, if they are to be made at all.
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Table O-3. Selected Notifiable Diseases

SPA 3. San Gabriel Area
Los Angeles County, 2005

Frequency Rate (Cases per 100,000)b

Disease AH EM FH PO TOTAL AH EM FH PO TOTAL
Amebiasis 2 2 1 1 6 06 04 0.3 0.2 0.4
Botulism 1 0 1 0 2 0.3 - 0.3 - 0.1
Brucellosis 0 0 0 1 1 - - - 0.2 0.1
Campylobacteriosis 29 12 28 36 105 81 26 9.0 6.3 6.2
Cholera 0 0 0 0 0 - - - - -
Coccidioidomycosis 4 1 5 3 13 11 0.2 1.6 0.5 0.8
Cryptosporidiosis 1 1 1 1 4 03 0.2 0.3 0.2 0.2
Cysticercosis 0 1 0 1 2 - 02 - 0.2 0.1
Dengue 0 0 2 0 2 - - 0.6 - 0.1
E. coli O157:H7 0 0 0 1 1 - - - 0.2 0.1
Encephalitis 2 0 2 1 5 0.6 - 0.6 0.2 0.3
Giardiasis 14 1 23 5 43 39 02 7.4 0.9 25
Haemophilus influenzae type b 0 0 0 0 0 - - - - -
Hansen’s Disease (Leprosy) 0 0 0 0 0 - - - - -
Hepatitis A 18 5 19 14 56 51 1.1 6.1 25 3.3
Hepatitis B 1 1 0 2 4 03 0.2 - 0.4 0.2
Hepatitis C 0 0 0 0 0 - - - -
Hepatitis unspecified 1 0 0 0 1 0.3 - - - 0.1
Kawasaki syndrome 2 0 1 5 8 0.6 - 0.3 0.9 0.5
Legionellosis 3 0 1 2 6 0.8 - 0.3 0.4 0.4
Listeriosis, nonperinatal 1 0 2 2 5 0.3 - 0.6 0.4 0.3
Listeriosis, perinatal® 0 0 0 0 0 - - - - -
Lyme disease 0 0 0 0 0 - - - - -
Malaria 2 0 0 3 5 0.6 - - 0.5 0.3
Measles 0 0 0 0 0 - - - - -
Meningitis, viral 20 4 35 46 105 56 09 113 8.1 6.2
Meningococcal infections 2 0 2 3 7 0.6 - 0.6 0.5 04
Mumps 0 0 0 0 0 - - - - -
Pertussis 12 2 20 16 50 34 04 6.4 28 29
Psittacosis 0 0 0 0 0 - - - -
Q-fever 0 0 0 0 0 - - - - -
Relapsing fever 0 0 0 0 0 - - - - -
Rheumatic fever, acute 0 0 0 0 0 - - - - -
Rubella 0 0 0 0 0 - - - - -
Salmonellosis 49 17 34 61 161 13.7 3.7 109 107 9.5
Shigellosis 24 10 23 23 80 6.7 22 7.4 4.0 4.7
Strongyloidiasis 0 0 0 0 0 - - - -
Tetanus 0 0 0 0 0 - - - - -
Trichinosis 0 0 0 0 0 - - - - -
Tularemia 0 0 0 0 0 - - - - -
Typhoid fever, case 0 0 0 0 0 - - - - -
Typhoid fever, carrier 0 0 0 0 0 - - - - -
Typhus fever 4 0 1 0 5 1.1 - 0.3 - 0.3
Vibrio 0 0 1 0 1 - - 0.3 - 0.1

Rates for perinatal listeriosis were calculated as cases per 100,000 women aged 15 to 44 years.

b . . " . "
Rates of disease based on less than 20 cases or events are considered "unreliable.

A zero rate made from no events is
especially hazardous and are not reported here, except with a dash ("-"). Conclusions drawn from unreliable rates should be made
with caution, if they are to be made at all.
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Table O-4. Selected Notifiable Diseases
SPA 4. Metro Area
Los Angeles County, 2005

Frequency Rate (Cases per 100,000) b
Disease CE Hw NE  TOTAL CE HW NE  TOTAL

Amebiasis 10 24 3 37 2.7 4.5 0.9 3.0
Botulism 0 0 0 0 - - - -
Brucellosis 0 0 1 1 - - 0.3 0.1
Campylobacteriosis 22 42 13 77 59 7.8 3.9 6.2
Cholera 0 0 0 0 - - - -
Coccidioidomycosis 3 1 6 10 0.8 0.2 1.8 0.8
Cryptosporidiosis 6 11 1 18 1.6 2.0 0.3 1.4
Cysticercosis 0 1 0 1 - 0.2 - 0.1
Dengue 1 0 0 1 0.3 - - 0.1
E. coli O157:H7 0 1 0 1 - 0.2 - 0.1
Encephalitis 0 4 2 6 - 0.7 0.6 0.5
Giardiasis 11 33 4 48 3.0 6.1 1.2 3.9
Haemophilus influenzae type b 0 0 1 1 - - 0.3 0.1
Hansen’s Disease (Leprosy) 0 0 0 0 - - - -
Hepatitis A 68 42 20 130 18.2 .8 6.0 10.5
Hepatitis B 5 8 1 14 1.3 1.5 0.3 1.1
Hepatitis C 0 0 0 0 - - - -
Hepatitis unspecified 0 0 0 0 - - - -
Kawasaki syndrome 2 4 3 9 0.5 0.7 0.9 0.7
Legionellosis 0 0 1 1 - - 0.3 0.1
Listeriosis, nonperinatal 0 0 0 0 - - - -
Listeriosis, perinatal® 0 1 1 2 - 1.4 2.0 1.1
Lyme disease 0 1 0 1 - 0.2 - 0.1
Malaria 1 6 1 8 0.3 1.1 0.3 0.6
Measles 0 0 0 0 - - - -
Meningitis, viral 6 13 23 42 1.6 2.4 6.9 3.4
Meningococcal infections 1 6 2 9 0.3 1.1 0.6 0.7
Mumps 0 2 0 2 - 0.4 - 0.2
Pertussis 10 20 7 37 2.7 3.7 21 3.0
Psittacosis 0 0 0 0 - - - -
Q-fever 0 0 0 0 - - - -
Relapsing fever 0 0 0 0 - - -

Rheumatic fever, acute 0 0 0 0 - - - -
Rubella 0 0 0 0 - - - -
Salmonellosis 32 83 33 148 8.6 15.5 9.9 11.9
Shigellosis 52 62 32 146 14.0 11.5 9.6 11.7
Strongyloidiasis 0 0 0 0 - - - -
Tetanus 0 0 0 0 - - - -
Trichinosis 0 0 0 0 - - - -
Tularemia 0 0 0 0 - - - -
Typhoid fever, case 0 0 0 0 - - - -
Typhoid fever, carrier 0 0 0 0 - - - -
Typhus fever 1 2 0 3 0.3 0.4 - 0.2
Vibrio 0 1 0 1 - 0.2 - 0.1

Rates for perinatal listeriosis were calculated as cases per 100,000 women aged 15 to 44 years.

bRates of disease based on less than 20 cases or events are considered "unreliable." A zero rate made from no events is
especially hazardous and are not reported here, except with a dash ("-"). Conclusions drawn from unreliable rates should be made
with caution, if they are to be made at all.
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Table O-5. Selected Notifiable Diseases
SPA 5. West Area
Los Angeles County, 2005

Frequency Rate (Cases per 100,000) b
Disease West West
Amebiasis 17 2.6
Botulism 0 -
Brucellosis 0 -
Campylobacteriosis 107 16.5
Cholera 0 -
Coccidioidomycosis 4 0.6
Cryptosporidiosis 3 0.5
Cysticercosis 0 -
Dengue 0 -
E. coli O157:H7 2 0.3
Encephalitis 1 0.2
Giardiasis 34 5.2
Haemophilus influenzae type b 1 0.2
Hansen’s Disease (Leprosy) 0 -
Hepatitis A 45 6.9
Hepatitis B 5 0.8
Hepatitis C 2 0.3
Hepatitis unspecified 0 -
Kawasaki syndrome 1 0.2
Legionellosis 1 0.2
Listeriosis, nonperinatal 4 0.6
Listeriosis, perinatal® 0 -
Lyme disease 2 0.3
Malaria 3 0.5
Measles 0 -
Meningitis, viral 1 1.7
Meningococcal infections 0 -
Mumps 5 0.8
Pertussis 31 4.8
Psittacosis 0 -
Q-fever 0 -
Relapsing fever 0 -
Rheumatic fever, acute 0 -
Rubella 0 -
Salmonellosis 87 13.4
Shigellosis 43 6.6
Strongyloidiasis 0 -
Tetanus 0 -
Trichinosis 0 -
Tularemia 0 -
Typhoid fever, case 1 0.2
Typhoid fever, carrier 0 -
Typhus fever 0 -
Vibrio 3 0.5

®Rates for perinatal listeriosis were calculated as cases per 100,000 women aged 15 to 44 years.

bRates of disease based on less than 20 cases or events are considered "unreliable." A zero rate made from no events is
especially hazardous and are not reported here, except with a dash ("-"). Conclusions drawn from unreliable rates should be made
with caution, if they are to be made at all.
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Table O-6. Selected Notifiable Diseases
SPA 6. South Area
Los Angeles County, 2005

Frequency Rate (Cases per 100,000) b

Disease CN SO SE SW  TOTAL CN sO SE SW TOTAL
Amebiasis 0 4 2 3 9 - 2.2 1.2 0.8 0.9
Botulism 0 1 0 0 1 - 0.6 - - 0.1
Brucellosis 0 1 1 0 2 - 0.6 0.6 - 0.2
Campylobacteriosis 20 5 15 14 54 6.9 2.8 8.9 3.5 5.2
Cholera 0 0 0 0 0 - - - - -
Coccidioidomycosis 2 2 2 4 10 0.7 1.1 1.2 1.0 1.0
Cryptosporidiosis 0 2 1 1 4 - 1.1 0.6 0.3 0.4
Cysticercosis 0 0 0 2 2 - - - 0.5 0.2
Dengue 0 0 0 1 1 - - - 0.3 0.1
E. coli O157:H7 0 0 0 0 0 - - - - -
Encephalitis 0 0 3 0 3 - - 1.8 - 0.3
Giardiasis 2 5 3 13 23 0.7 2.8 1.8 3.3 2.2
Haemophilus influenzae type b 0 0 0 0 0 - - - - -
Hansen’s Disease (Leprosy) 0 0 0 0 0 - - - - -
Hepatitis A 7 4 11 8 30 24 2.2 6.5 20 29
Hepatitis B 5 0 0 2 7 1.7 - - 0.5 0.7
Hepatitis C 0 0 0 0 0 - - - - -
Hepatitis unspecified 0 0 0 0 0 - - - -
Kawasaki syndrome 0 1 0 2 3 - 0.6 - 0.5 0.3
Legionellosis 1 0 0 1 2 0.3 - - 0.3 0.2
Listeriosis, nonperinatal 0 1 1 1 3 - 0.6 0.6 0.3 0.3
Listeriosis, perinatal® 0 0 1 0 1 - - 36 0.6
Lyme disease 0 0 0 0 0 - - - - -
Malaria 1 2 1 3 7 0.3 1.1 0.6 0.8 0.7
Measles 0 0 0 0 0 - - - - -
Meningitis, viral 24 5 2 7 38 8.3 2.8 1.2 1.8 3.7
Meningococcal infections 1 1 2 1 5 0.3 0.6 1.2 0.3 0.5
Mumps 0 0 0 0 0 - - - - -
Pertussis 19 11 13 18 61 6.6 6.1 7.7 4.5 5.9
Psittacosis 0 0 0 0 0 - - - -
Q-fever 0 0 0 0 0 - - - - -
Relapsing fever 0 0 0 0 0 - - - -
Rheumatic fever, acute 0 0 0 0 0 - - - - -
Rubella 0 0 0 0 0 - - - -
Salmonellosis 23 26 16 44 109 8.0 144 95 111 10.5
Shigellosis 24 24 46 26 120 83 133 272 6.5 11.6
Strongyloidiasis 0 0 0 0 0 - - - - -
Tetanus 0 0 0 0 0 - - - - -
Trichinosis 0 0 0 0 0 - - - - -
Tularemia 0 0 0 0 0 - - - - -
Typhoid fever, case 0 0 1 2 3 - - 0.6 0.5 0.3
Typhoid fever, carrier 0 0 0 1 1 - - - 0.3 0.1
Typhus fever 0 0 0 0 0 - - - - -
Vlbrio 1 0 0 1 2 0.3 - - 0.3 0.2

®Rates for perinatal listeriosis were calculated as cases per 100,000 women aged 15 to 44 years.

bRates of disease based on less than 20 cases or events are considered "unreliable." A zero rate made from no events is
especially hazardous and are not reported here, except with a dash ("-"). Conclusions drawn from unreliable rates should be made

with caution, if they are to be made at all.
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Table O-7. Selected Notifiable Diseases
SPA 7. East Area

Los Angeles County, 2005

Frequency Rate (Cases per 100,000)"°
Disease BF EL SA WH TOTAL BF EL SA WH TOTAL
Amebiasis 1 2 4 2 9 0.3 0.9 0.9 0.6 0.7
Botulism 0 0 0 0 0 - - - - -
Brucellosis 0 0 0 0 0 - - - - -
Campylobacteriosis 18 14 25 24 81 4.9 6.2 5.6 7.4 5.9
Cholera 0 0 0 0 0 - - - - -
Coccidioidomycosis 4 2 7 3 16 1.1 0.9 1.6 0.9 1.2
Cryptosporidiosis 0 2 0 2 4 - 0.9 - 0.6 0.3
Cysticercosis 2 0 4 0 6 0.5 - 0.9 - 0.4
Dengue 0 0 0 0 0 - - - -
E. coli O157:H7 0 0 0 2 2 - - - 0.6 0.1
Encephalitis 5 2 2 1 10 1.4 0.9 0.4 0.3 0.7
Giardiasis 9 3 11 7 30 24 1.3 25 21 2.2
Haemophilus influenzae type b 0 0 0 0 0 - - - - -
Hansen’s Disease (Leprosy) 1 0 0 0 1 0.3 - - - 0.1
Hepatitis A 12 12 14 12 50 3.2 5.3 3.1 3.7 3.6
Hepatitis B 4 2 0 2 8 1.1 0.9 - 0.6 0.6
Hepatitis C 0 0 0 0 0 - - - -
Hepatitis unspecified 0 0 0 0 0 - - - - -
Kawasaki syndrome 1 0 3 0 4 0.3 - 0.7 - 0.3
Legionellosis 0 2 0 4 6 - 0.9 - 1.2 04
Listeriosis, nonperinatal 1 1 0 1 3 0.3 0.4 - 0.3 0.2
Listeriosis, perinatal® 0 0 0 0 0 - - - - -
Lyme disease 0 0 0 0 0 - - - - -
Malaria 1 0 2 0 3 0.3 - 0.4 - 0.2
Measles 0 0 0 0 0 - - - - -
Meningitis, viral 38 11 26 39 114 10.3 4.8 5.8 12.0 8.3
Meningococcal infections 1 0 3 2 6 0.3 - 0.7 0.6 0.4
Mumps 0 0 0 0 0 - - - - -
Pertussis 6 8 18 7 39 1.6 3.5 4.0 21 2.8
Psittacosis 0 0 0 0 0 - - - - -
Q-fever 0 0 0 0 0 - - - - -
Relapsing fever 0 0 0 0 0 - - - - -
Rheumatic fever, acute 0 0 0 0 0 - - - - -
Rubella 0 0 0 0 0 - - - - -
Salmonellosis 49 31 56 21 157 132 136 125 6.4 114
Shigellosis 17 21 49 20 107 4.6 9.2 10.9 6.1 7.8
Strongyloidiasis 0 0 0 0 0 - - - - -
Tetanus 0 0 0 0 0 - - - - -
Trichinosis 0 0 0 0 0 - - - - -
Tularemia 0 0 0 0 0 - - - - -
Typhoid fever, case 0 2 0 0 2 - 0.9 - - 0.1
Typhoid fever, carrier 0 2 0 0 2 - 0.9 - - 0.1
Typhus fever 0 0 0 0 0 - - - - -
Vlbrio 0 0 0 1 1 - - - 0.3 0.1

®Rates for perinatal listeriosis were calculated as cases per 100,000 women aged 15 to 44 years.
bRates of disease based on less than 20 cases or events are considered "unreliable."

A zero rate made from no events is

especially hazardous and are not reported here, except with a dash ("-"). Conclusions drawn from unreliable rates should be made
with caution, if they are to be made at all.
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Table O-8. Selected Notifiable Diseases
SPA 8. South Bay Area
Los Angeles County, 2005

Frequency Rate (Cases per 100,000) b

Disease HB IW TO  TOTAL HB W TO  TOTAL

Amebiasis 1 3 2 6 0.5 0.7 0.4 0.5
Botulism 1 2 0 3 0.5 0.5 - 0.3
Brucellosis 0 1 0 1 - 0.2 - 0.1
Campylobacteriosis 19 34 28 81 9.1 7.9 6.0 7.3
Cholera 0 0 0 0 - - - -
Coccidioidomycosis 1 0 4 5 0.5 - 0.9 0.5
Cryptosporidiosis 0 1 1 2 - 0.2 0.2 0.2
Cysticercosis 1 1 1 3 0.5 0.2 0.2 0.3
Dengue 1 0 0 1 0.5 - - 0.1
E. coli O157:H7 3 0 2 5 1.4 - 0.4 0.5
Encephalitis 8 1 1 10 3.8 0.2 0.2 0.9
Giardiasis 8 8 16 32 3.8 1.9 3.4 29
Haemophilus influenzae type b 0 0 0 0 - - - -
Hansen’s Disease (Leprosy) 0 0 0 0 - - - -
Hepatitis A 11 24 23 58 5.3 5.6 4.9 5.2
Hepatitis B 2 2 4 8 1.0 0.5 0.9 0.7
Hepatitis C 0 0 0 0 - - - -
Hepatitis unspecified 0 0 0 0 - - - -
Kawasaki syndrome 2 3 2 7 1.0 0.7 0.4 0.6
Legionellosis 0 0 1 1 - - 0.2 0.1
Listeriosis, nonperinatal 0 1 1 2 - 0.2 0.2 0.2
Listeriosis, perinatal® 0 0 0 0 - - -
Lyme disease 1 0 1 2 0.5 - 0.2 0.2
Malaria 1 3 2 6 0.5 0.7 0.4 0.5
Measles 0 0 0 0 - - - -
Meningitis, viral 13 31 26 70 6.2 7.2 5.6 6.3
Meningococcal infections 0 1 2 3 0.2 0.4 0.3
Mumps 0 0 1 1 - - 0.2 0.1
Pertussis 20 21 21 62 9.6 4.9 4.5 5.6
Psittacosis 0 0 0 0 - - - -
Q-fever 0 0 0 0 - - - -
Relapsing fever 0 0 0 0 - - - -
Rheumatic fever, acute 0 0 0 0 - - - -
Rubella 0 0 0 0 - - - -
Salmonellosis 55 40 46 141 26.4 9.3 9.8 12.8
Shigellosis 14 21 25 60 6.7 4.9 5.3 54
Strongyloidiasis 0 0 0 0 - - - -
Tetanus 0 0 0 0 - - - -
Trichinosis 0 0 0 0 - - - -
Tularemia 0 0 0 0 - - - -
Typhoid fever, case 1 2 0 3 0.5 0.5 - 0.3
Typhoid fever, carrier 0 0 0 0 - - - -
Typhus fever 0 0 0 0 - - - -
Vibrio 0 0 1 1 - - 0.2 0.1

®Rates for perinatal listeriosis were calculated as cases per 100,000 women aged 15 to 44 years.

bRates of disease based on less than 20 cases or events are considered "unreliable." A zero rate made from no events is
especially hazardous and are not reported here, except with a dash ("-"). Conclusions drawn from unreliable rates should be made
with caution, if they are to be made at all.
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AMEBIASIS
CRUDE DATA Figure 1
Amebiasis

Number of Cases 114 Incidence Rates by Year
Annual Incidence® LAC, 1996-2005

LA County 1.19 3

United States N/A 25
Age at Diagnosis § )

Mean 37 g

S 154

Median 38 &

Range 2-83 years g "
Case Fatality 05 1

LA County 0% 0 —

. 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005

United States N/A Year
a Cases per 100,000 population.
DESCRIPTION
Amebiasis is caused by the protozoan parasite Figure 2
Entamoeba histolytica. Cysts shed in human feces Amebiasis
may contaminate food or drinking water or be Cases by Month of Onset
transferred sexually, on hands, or fomites. LAC. 2005

Incubation period is 1-4 weeks. Recreational waters
such as lakes and pools may also serve as
transmission vehicles, since cysts are relatively
chlorine-resistant. While intestinal disease is often
asymptomatic, symptoms may range from acute
abdominal pain, fever, chills, and bloody diarrhea to
mild abdominal discomfort with diarrhea alternating
with constipation. Extraintestinal infection occurs
when organisms become bloodborne, leading to
amebic abscesses in the liver, lungs or brain.
Complications include colonic perforation. There is
no vaccine. The most commonly ordered parasite
test (microscopy of stool for ova and parasites)
cannot distinguish E. histolytica from E. dispar, a

Number of Cases

: _ /‘V/\/’

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Month

/12005 = Previous 5-year average

non-pathogenic amebic species. There is an available EIA test, however, that can distinguish between

the two.

DISEASE ABSTRACT

« Amebiasis incidence has decreased substantially over the past 10 years, in 2005 the rate decreased
only slightly from 2004 (1.20 to 1.19 per 100,000). This may be related to changes in HIV incidence

and safer sex behavior.

« Decreasing numbers of refugees and immigrants from endemic regions or a reduction in testing may

account for the decrease in cases.
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« No amebiasis outbreaks were reported during 2004.

STRATIFIED DATA

Trends: After a small increase in 2003, the 2005

amebiasis incidence rate decreased slightly to 1.19 Figure 3
per 100,000 (Figure 1). Amebiasis
Incidence Rates by Age Group

Seasonality: Amebiasis incidence usually peaks LAC, 2005
during the summer months. In 2005, however, the 25
greatest number of cases occurred in March and
December (Figure 2). g 24 AN

S
Age: While amebiasis is ubiquitous, it is a disease % 151 \
more often contracted among adults (Figure 3). 3 M
About two-thirds of the cases occurring in LAC | & "
during 2005 were among those aged 15-54 (n=88, § 05 H
77%). Amebiasis is rare among those below age 5 ' |_| |_|
and especially rare among those below age 2. 0 |_|
Dysentery in infants is typically due to shigellae. <1 1-4 5-14 15-34 35-44 45-54 55-64 65+

Age Group (years)
Sex: Males (65%) continue to be more likely to

contract amebiasis than females, with a ratio of
1.9:1, which could be due to MSM. Figure 4
Amebiasis
Race/Ethnicity: In 2005, Whites had the highest Incidence Rates by Race/Ethnicity
rate, closely followed by Blacks and Latinos (Figure LAC. 2004
4). The rate for Asians increased slightly from 0.2 per '

100,000 in 2004 to 0.4 in 2005. g *?
S 1.5

Location: Three SPAs had rates greater than the % 14

county mean rate: SPA 2 (1.4 per 100,00), SPA 4 2

(3.0) and SPA 5 (2.6). 2 05- |_|
i Lm
[SIE]

Risk factors: Many of the cases (n=48, 42%) were
recent immigrants (less than 6 months) and 20 cases
(18%) reported recent foreign travel.

Asian Black Latino White
Race/Ethnicity

COMMENTS

Amebiasis is no longer nationally reportable, so there are no current national rates for comparison. The
disease remains reportable in California because a large proportion of the population travels to endemic
countries in Asia and Central America. The impact of new tests that distinguish E. histolytica from
E. dispar is unknown since such tests are rarely ordered. It is believed that many reported amebiasis
cases are actually not infected with pathogenic E. histolytica.

ADDITIONAL RESOURCES

Amebiasis - Health Information for International Travel:
www.cdc.gov/travel/diseases/amebiasis.htm

More CDC Information on Amebiasis:
www.cdc.gov/ncidod/dpd/parasites/amebiasis/default.htm
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CAMPYLOBACTERIOSIS
CRUDE DATA
Figure 1
Number of Cases 725 Campylobacteriosis
A I Incid = Incidence Rates by Year of Onset
nnual Incidence LAC, 1995-2005
LA County 7.6 2
United States N/A °
20 4
Age at Diagnosis §
S 5
Mean 32.1 T
Median 31 g "
7]
Range 0-95 S 51
Case Fatality —_———
LA C t <10/ 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005
ounty o Year
United States N/A
a Cases per 100,000 population.
DESCRIPTION
Campylobacteriosis is a bacterial disease caused by Figure 2
Gram-negative bacilli transmitted through ingestion of Campylobacteriosis
organisms via consumption of undercooked poultry or Cases and Travel History by
other meat, contaminated food, water or raw milk, or Month of Onset
contact with infected animals. The incubation period is LAC. 2005
2-5 days. Common symptoms include watery or bloody 150 ’
diarrhea, fever, abdominal cramps, myalgia, and
nausea. Species include C. jejuni, C. upsaliensis, C. coli
and C. fetus. Sequelae include Guillain-Barré syndrome §
and Reiter syndrome, which occur in a limited number of | & '®
cases. 5
@
DISEASE ABSTRACT E =
4
o« There was an 18% decrease in the incidence of
campylobacteriosis in 2005. .
« In 2005, overall age-adjusted rates were highest for Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Latinos. Month
» No outbreaks of campylobacteriosis were reported in —12005
2005. Previous 5-year average
STRATIFIED DATA — <& — Travel during incubation period

Trends: The incidence of campylobacteriosis decreased by 18% in 2005. After two years of relative
stability in 2002 and 2003, the rate of campylobacteriosis decreased significantly from 11.7 cases per
100,000 to 9.3 in 2004 and 7.6 in 2005 (p < 0.05). There has been an overall downward trend since 1996.
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Seasonality: Overall incidence decreased as compared to the previous five-year average starting in
February 2005. The number of cases increased in the spring and summer as in other years. Peaks during
these seasons may be associated with the increase in travel. Travel is a risk factor for infection since it is
most likely associated with an increase in eating at restaurants—which is a risk factor for this disease.
Risk also increases when traveling to countries where food safety is questionable. In 2005, 220 cases
(30%) reported travel during the incubation period. Of these, 20% traveled within the US. Mexico was the
most commonly named (42%) travel destination outside the US. In 2005, overall incidence as well as
travel related incidence peaked in July (Figure 2).

Age: The highest rates continued to be among infants aged <1 year and children, aged 1—4 years (Figure
3). These age groups had significantly higher rates than any other age group but the rates were lower
than the previous five-year average. In developed countries, children younger than five years and young
adults have the highest incidence of this disease. The rates for persons older than 55 years were lower
than the previous five-year average.

Sex: The male-to-female rate ratio was 1.2:1. The preponderance of males is typical and the reason for
this is not known [1]. Among men above the age of fifteen, 3% reported sexual contact with other men
(MSM).

Figure 3
Race/Ethnicity: The highest overall age-adjusted Campylobacteriosis Incidence Rates by
rate was in Whites (11.0 cases per 100,000 Age Group and Race/Ethnicity
population). In 2005 age-adjusted rates decreased LAC, 2005 (N=725)

for Latinos (7.0) although Latinos had similar
incidence to Whites. Age-adjusted rates for Asians
(5.2) and Blacks (2.8) decreased. Latino, White,
and Black infants (aged <1) have higher age-
adjusted rates compared to Asians (Figure 3).

o
o

N
o
N

w
o
1

N
o

Location: SPA 2 again had the highest number of
cases at 201 (9.4 per 100,000), and SPA 5 had
the highest rate with 16.5 per 100,000 (N= 108).
The higher rate in SPA 5 is consistent with <1 1-4 5-14 15-34 35-44 45-54 55-84 65+
previous years and is significantly higher than the
county average.

Cases per 100,000
)

o
1

Age Group (years)

OWhite M Black OdLatino OAsian

Severity of Illlness: Seventeen percent of
campylobacteriosis cases (N=124) were hospitalized for at least two days. Two campylobacteriosis-
associated deaths occurred in a 71 year-old male and a 95 year-old male. Both deaths were associated
with multiple medical problems including a history of stomach and prostate cancer. There was one report
of Guillain-Barré syndrome (GBS) subsequent to a campylobacteriosis diagnosis. Six percent of
campylobacteriosis cases were immunocompromised (N=47). Reasons for immunosuppression included
HIV, AIDS, diabetes, leukemia, kidney transplant, lupus, sickle cell disease, cancer, and recent diagnosis
of cancer with treatment.

PREVENTION

To reduce the likelihood of contracting campylobacteriosis, all food derived from animal sources should
be thoroughly cooked, particularly poultry. Cross contamination may be avoided by making sure utensils,
counter tops, cutting boards and sponges are cleaned or do not come in contact with raw poultry or meat
or their juices. Hands should be thoroughly washed before, during and after food preparation. The fluids
from raw poultry or meat should not be allowed to drip on other foods in the refrigerator or in the shopping
cart. It is especially important to wash hands and avoid cross contamination of infant foods, bottles and
eating utensils. It is recommended to consume only pasteurized milk, milk products or juices. In addition,
it is important to wash hands after coming in contact with any animal or its environment.
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COMMENTS

Visiting countries where food safety is questionable may increase risk of campylobacteriosis. Travel is
associated with eating in restaurants more often, which can be a risk factor for this disease. Consuming
raw milk or raw milk products was a risk factor for fourteen sporadic cases; seven of these cases

consumed the milk or product while traveling outside the US and six consumed unpasteurized cheese
brought back from Mexico.

No campylobacteriosis outbreaks were reported in 2005.
REFERENCES

1. Allos, B.M. Campylobacter jejuni infections: update on emerging issues and trends. Clinical Infectious
Diseases 2001;32:1201-6.

ADDITIONAL RESOURCES

Disease information is available from the CDC at:
www.cdc.gov/ncidod/dbmd/diseaseinfo/campylobacter_g.htm

General information and reporting information about this and other foodborne diseases in LAC is
available at: www.lapublichealth.org/acd/food.htm
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Map 2. Campylobacteriosis
Rates by Health District, Los Angeles County, 2005*
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COCCIDIOIDOMYCOSIS

CRUDE DATA Figure 1
Coccidioidomycosis
Number of Cases 214 Incidence Rates by Year of Onset
Annual Incidence? LAC. 1996—2005
LA County 2.23 5
California N/A
United States N/A 2
Age at Diagnosis S
o
Mean 31 S 15-
Median 50 g
Range 7-93 years g 11
©
Case Fatality ©
0.5 -
LA County 7%
United States N/A o
1996 1997 1998 1999 2000 2001 2002 2003 2004 2005
Year
a Cases per 100,000 population.
DESCRIPTION
Coccidioidomycosis, or Valley Fever, is a common fungal Figure 2
disease transmitted through the inhalation of Coccidioides Coccidioidomycosis
immitis spores that are carried in dust. Environmental by Month of Onset
conditions conducive to an increased occurrence of LAC, 2005 (N=214)

coccidioidomycosis are as follows: arid to semi-arid regions,
dust storms, lower altitude, hotter summers, warmer
winters, and sandy, alkaline soils. It is endemic in the
southwestern US and parts of Mexico and South America.
Southern California is a known endemic area.

14 4
12 4
10 4 —

Number of Cases
©
|
|
I

o N MO
PR S

Most infected individuals exhibit no symptoms or have a
mild respiratory iliness, but a few individuals develop a
severe illness such as pneumonia, meningitis, or
dissemination when the fungus spreads to many parts of 12005 =Previous 5-year average
the body. Because of the wide range of clinical
presentations, only the most severe cases are usually

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

reported to the health department. Laboratory diagnosis is made by demonstrating the fungus with
microscopic examination or culture or by serologic testing. Blacks, Latinos, Native Americans, Filipinos,
males, pregnant women, the very young (<5 years), elderly, and immunocompromised individuals are at
high risk for severe disease.

DISEASE ABSTRACT

« The incidence rate for coccidioidomycosis has been increasing since 2000, which was at its lowest
point in 10 years in LAC.
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e Cost in terms of disease severity and
hospitalization was substantial. The incidence of
coccidioidomycosis were greater than last year,
though the case fatality was lower. Young adults,
males, Blacks, and residents of the West Valley
and Antelope Valley were at higher risk for
disease.

STRATIFIED DATA

Trends: The incidence rate was 2.23 cases per
100,000 population for 2005 which was higher than
last year (Figure 1). The increase in LA County is
largely due to an increase of cases in Antelope
Valley which had an incidence rate of 23.0 compared
to last year of 14.9.

Seasonality: The highest number of cases per
month was observed in the 3" quarter and gradually
decreased in the last month of the year. The number
of cases per month through most of 2005 was well
above the previous five-year average (Figure 2).
Comparing cases from the summer months August-
October 2005 to a 5-year previous average of cases
for the same time period, LAC observed an increase
of 542% in 2005 (77 vs. 12.0 cases). Cases
commonly occur in the summer after a rainy winter
or spring, especially after wind and dust storms.

Age: For 2005, males had an overall higher
incidence like all previous years, and their ages
predominated in the young adult age groups. The
greatest numbers of cases reported were in persons
aged 15-34 and 35-44 years (Figure 3) which was
same from previous years. The greatest incidence
rate was in the 45-54 age group (3.8/100,000). The
youngest case was 7 years of age.

Sex: The male-to-female rate ratio was 1.8:1. The
mean age for males was 48.5 years and for females
was 46 years (Figure 3). One female reported being
pregnant during infection. The most commonly
reported occupations among males (13%) were
construction and/or maintenance positions.

Race/Ethnicity: The highest incidence rate of 3.3
cases per 100,000 was in the White population
(n=96), Latinos (n=70), Blacks (n=28), Asians (n=15)
and other (n=2). Whites and Latinos had the greatest
number of cases. Race was unknown in 3 cases
(Figure 4).

Location: Antelope Valley (n=79) and West Valley
(n=52) districts had the highest number of cases
reported (61% of the total). This has added
significance because the incidence rate per 100,000
in Antelope Valley is 23.0 and West Valley is 2.8,

Figure 3
Coccidioidomycosis
Incidence by Age and Sex
LAC, 2005 (N=214)
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Figure 5
Coccidioidomycosis
by Infection Site
LAC, 2005 (N=214)
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compared to the overall LAC incidence rate of 2.23. Four cases (1.8%) were incarcerated in areas of high
endemicity.

Travel: Travel history was available for 144 cases. Of those with a travel history, 82 cases (57%) reported
travel within four weeks before onset of illness, while 43% (n=62) reported no travel. Of those traveling,
many reported multiple travel destinations: 76% (62/82) traveled within California including San Fernando
Valley, Central Valley and adjacent counties of Riverside and Imperial; 39% (n=32) traveled outside
California to Arizona, Irag, Nevada, Mexico, Taos, and Europe, and 3.7% (n=3) cases reported travel
within and outside of California to other locations. The fungus is known to be endemic in most of these
areas.

Underlying Disease: One hundred forty-four cases were assessed for underlying disease. Eighty-one
cases (56%) reported having an underlying disease, 21% (n=30) cases were diabetic, 11% (n=16) had a
malignancy, 3% (n=5) had HIV, 3%(n=4) had organ transplants and 18% (n=26) were coded as other, for
example asthma and kidney problems. 44% (n=63) had no reported disease history.

Severity of Disease: Sites of infection were reported as primary pulmonary 68% (n=145), disseminated
16% (n=35), meningitis 1% (n=2), skin 2% (n=5), and other (chest cavity mass, lymph node, neck node)
1% (n=2); in 12% (n=25) of the cases infection site was not stated (Figure 5). 24% of the cases were
culture-confirmed (n=46) and 96 cases were diagnosed by serological, histopathological, or molecular
evidence. Some cases had multiple labs available for diagnosis. Of the 195 cases where information was
available, 73% (n=142) were hospitalized. Fifteen cases died. The 2005 case fatality rate (7%) was lower
than last years rate (9.8%).

COMMENTS

In LAC, the 2005 incidence for coccidioidomycosis was higher than the previous year. Overall, the rate
has been increasing since 2000. The significant increase started in the fall of 2003. The wildfires in
southern California may have contributed by destroying vegetation and increasing dust exposure. This
followed by warm temperatures and Santa Ana winds were ideal conditions for disseminating
Coccidioides immitis spores. Although the number of cases reported is small compared to other diseases,
the costs in terms of disease severity, hospitalization, and mortality are great. As in past years, residents
of the Antelope Valley and the West Valley are at higher risk for severe disease. These districts are more
arid than the rest of the county. Also more young and middle-aged adults, especially males, were affected
instead of the very young and old, who are normally at high risk for iliness. This may reflect an increased
likelihood for this age group to have outdoor recreational or occupational exposure in areas of high risk.

During 3" quarter of 2005, ACDC noted an abrupt increase in reports of coccidioidomycosis both false
and confirmed. Much of this increase was due to automated laboratory reporting by ARUP laboratories.
However, the ratio of true to false case (20:80) in ARUP lab reports has remained essentially unchanged
over the last nine quarters. Automatic lab reporting necessitated an increase in epidemiologic follow-up,
which required all cases to have an appropriate clinical symptoms and laboratory reporting for
confirmation. This resulted in an increase in the number of false cases usually due to single 1gG
serologies. The reason for the large increase in confirmed cases remains theoretical. Record amount of
rainfall in the beginning of 2005, followed by a very dry season, are conditions conducive to fungal
growth. Additionally, the population of the Antelope Valley, where the majority of cases are located,
continues to grow and provide a naive population to an endemic area. These risks, in combination with
increased construction activities, may be responsible for the increased incidence.

In 2005 the following 10 counties were most severely struck by Valley Fever in California: Kern County
(n=1584) with incident rate of 205.6/100,000 (Bakersfield and surrounding areas) had the most reported
cases followed in descending order LA, Tulare, Fresno, San Luis Obispo, Kings, Riverside, Orange, San
Bernardino and Madera. Thirty-four of 61 counties in CA reported Valley Fever cases.
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PREVENTION/INTERVENTION

Currently no safe and effective vaccine or drug to prevent coccidioidomycosis is available; prevention lies
mainly in dust control such as planting grass in dusty areas, putting oil on roadways, wetting down soil, air
conditioning homes, and wearing masks or respirators. Other options may be to warn individuals who are
at high risk for severe disease not to travel to endemic areas when conditions are most dangerous for
exposure.

Since coccidioidomycosis is treatable, emphasis should also be placed on preventing progression of
disease by rapid diagnosis and treatment by physicians. Residents, especially those at high risk, should
be encouraged to seek care early if they develop signs or symptoms of disease.

A health advisory was sent via email in May 2005 to physicians and health care facilities regarding the
increase in coccidioidomycosis and information about the disease.

An article published April 12, 2006 the Federal Government is backing the first potential cure for Valley
Fever; Nikkomycin Z it has been shown to kill the fungus in mice. This medication is not in the market yet
it needs commercial partners to test.

ADDITIONAL RESOURCES

National Fire Weather Report 2003 by Larry Van Bussum, National Weather Service, Boise, ID See report
at: http://fire.boi.noaa.gov/FIREWX/AnnualReport/2003NationalReport.pdf

More information about coccidioidomycosis is available from the CDC at:
www.cdc.gov/ncidod/dbmd/diseaseinfo/coccidioidomycosis_t.htm

Kirkland TN, Fierer J. Coccidioidomycosis: A reemerging infectious disease. Emerg Infect Dis 1996; 2(3):
192-9.
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CRYPTOSPORIDIOSIS
CRUDE DATA
Figure 1
Number of Cases 45 Cryptosporidiosis
- 3 Incidence Rates by Year of Onset
Annual Incidence LAC, 1996-2005
LA County 0.47 iy
United States 1.23 v
Age at Diagnosis g "1
S 124
Mean 40 2 1
Median 40 & 084
$ 064
Range 4-68 S g4l
Case Fatality 021
0
LA County 00/0 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005
United States N/A Year
a Cases per 100,000 population.
DESCRIPTION
Figure 2
Cryptosporidiosis is fecal-orally transmitted when cysts Cryptosporidiosis

of the parasite Cryptosporidium parvum are ingested.
Common causes include unprotected sexual contact,
particularly among men who have sex with men (MSM),
and by swallowing contaminated recreational or
untreated water. The usual incubation period is 2—-10
days with typical symptoms of watery diarrhea,
abdominal cramps, and low-grade fever; however,
asymptomatic infection is also common. Symptoms last
up to 2 weeks in healthy individuals. Those who have a
weakened immune system may experience prolonged
illness. Immunocompromised  individuals  (e.g.,
HIV/AIDS patients, cancer patients, transplant patients),
young children and pregnant women are at risk for more
severe illness.

DISEASE ABSTRACT

Number of Cases

-
N

Cases by Month of Onset
LAC, 2005 (N=45)
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o
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Month

/12005 =Previous 5-year average

« The incidence rate for this disease decreased from 0.59 per 100,000 in 2004 to 0.47 per 100,000 in
2005. This is the lowest incidence rate in the past ten years. The last outbreak of this disease

occurred during 1998.

« HIV infection and AIDS are the most common identified risk factors for cryptosporidiosis.
Cryptosporidiosis has been an AIDS-defining disease since 1983. The number of reported cases has
decreased since the advent of highly active antiretroviral therapy.
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&

STRATIFIED DATA

Figure 3
Trends: The rate of cryptosporidiosis (0.47 cases Cr P
. i yptosporidiosis

per 100,000) decreased in 2005 (Figure 1). Incidence Rates by Age Group
Seasonality: In 2005, there was a peak in October, 3 LAC, 2005
although the previous 5-year average peak was in
August (Figure 2). g 297

o

>, ]
Age: The 35-44 age group had the highest §
incidence rate followed by the 45-54 and 55-64 age g 15
groups (Figure 3). 2 1]

@
Sex: The male-to-female ratio was 5.4:1 (7 | © 05
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Race/Ethnicity: Blacks had the highest incidence ge Group (years)

rate (Figure 4), followed by Whites and Latinos. 12005 =———Previous 5-year avera98|

Race was unknown for 3 cases (7%). The rate for

Blacks decreased from 1.5 per 100,000 in 2005 to
1.2 per 100,000 in 2005. There were no cases Figure 4

among Asians in 2005. Cryptosporidiosis
Incidence Rate by Race/Ethnicity
Location: Location information was available for all LAC, 2005

56 cases. Central Health District had the highest 2
incidence rate, 1.4 per 100,000 (n=18), followed
closely by San Fernando Health District, which had
0.5 per 100,000 (n=10).
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Risk Factors: Complete risk factor data was not

available for all cases; 8 cases (18%) were either

unable to be located or refused to be interviewed e

(Figure 5). HIV infection and AIDS accounted for |_| |_|
51% of the cases, 2 cases were female. Animal 0

contact (18%) and recent international travel (20%) Asian Black Latino White
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HIV status. Many cases had more than one risk
factor.

COMMENTS
Figure 5

Risk factors were self reported and were not proven Cryptosporidiosis

to be the actual source of infection. A large by Reported Risk Factor
percentage (49%) of the cryptosporidiosis cases LAC, 2005

were among HIV positive males. In 2005 the 60

majority of HIV male cases were Black (44%), _
slightly less than 2004 (45%). Eight cases (18%)
had unknown HIV status. Cryptosporidiosis can
become a chronic infection among
immunocompromised patients and cases are often

reported multiple times; however, within this report,
cases are counted only once. There has not been |_|
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an outbreak of cryptosporidiosis in LAC since 1988, 0
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RESOURCES

1. Sorvillo FJ, Fujioka K, Nahlen B, Tormey MP, Kebabjian R, Mascola L. Swimming-associated
cryptosporidiosis. Am J Public Health 1992; 82(5): 742-4.

ADDITIONAL RESOURCES

General disease information is available from the CDC at:
www.cdc.gov/ncidod/dpd/parasites/cryptosporidiosis/default.htm

General information and reporting information about this and other foodborne diseases in LAC is
available at: www.lapublichealth.org/acd/food.htm
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ENCEPHALITIS

CRUDE DATA

Number of Cases 56
Annual Incidence®®

LA County 0.59

California N/A

United States N/A
Age at Diagnosis

Mean 25

Median 15

Range 0-93 years
Case Fatality

LA County"® 9%

United States N/A

a
Cases per 100,000 population 2005 LAC Census estimates.

Excludes AIDS encephalopathy cases.

DESCRIPTION

Encephalitis, an inflammation of parts of the
brain, spinal cord and meninges, causes
headache, stiff neck, fever and altered
mental status. It can result from infection
with a number of different agents including
viral, parasitic, fungal, rickettsial, bacterial
and chemical. Public health surveillance is
limited to cases of suspected or confirmed
viral etiology, which includes primary and
post-infectious encephalitis—but excludes
individuals with underlying Human
Immunodeficiency Virus (HIV) infection. Of
special concern is arboviral (mosquito-
borne) encephalitis, which can be prevented
by personal protection and mosquito control
(See WNV section). Arthropod-borne
viruses, i.e., arboviruses, are viruses that
are maintained in nature through biological
transmission between susceptible

Figure 1
Encephalitis
Incidence Rates by Year of Onset
LAC 1994-2005

18

1.6 4

1.4 4

1.2 4

0.8 4

Cases per 100,000

Figure 2.
Encephalitis by Etiology
LAC, 2005 (N=36)

Unknown
64%

Mycoplasma
4%

WNV
205 HSV 23%
7%

vertebrate hosts by blood feeding arthropods (mosquitoes, ticks, and certain mites and gnats). All
arboviral encephalitides are zoonotic, being maintained in complex life cycles involving a nonhuman
vertebrate primary host and a primary arthropod vector. Arboviral encephalitides have a global
distribution. There are five main viral agents of encephalitis in the United States: West Nile virus (WNV),
eastern equine encephalitis (EEE), western equine encephalitis (WEE), St. Louis encephalitis (SLE) and
La Crosse (LAC) encephalitis, all of which are transmitted by mosquitoes.
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DISEASE ABSTRACT

« In 2005, 56 encephalitis cases were reported. The underlying etiologies of encephalitis were
identified in 20 (36%) cases and included: 13 (65%) with WNV (see WNV Report for details), 4 (20%)
herpes simplex virus (HSV), 2 (10%) Mycoplasma pneumoniae and 1 (5%) case with Japanese
encephalitis (Figure 2).

« The incidence of viral encephalitis decreased in 2005, 0.59 cases per 100,000 population, compared
to 1.4 cases per 100,000 population documented in 2004 (Figure 1).

« The case fatality, 9% (n=5), in 2005 was slightly higher than the prior year, 7% in 2004.

« The majority of encephalitis cases occurred in children ages 5-14 years, 18 (32%); 11(19%) occurred
in those 15-64 years of age and 7 (12%) were in adults more than 65 years of age.

« Hispanics had the greatest number of encephalitis cases, 27 (47%), followed by Whites, 14 (25%),
Blacks, 5 (9%), Asians, 11 (19%).

« The number of reported encephalitis case was highest in SPA 2 (n=15, 0.7per 100,000), followed by
SPA 7 & 8 (n=10, 0.9, 0.7 per 100,000), and SPA 4 (n=6, 0.5 per 100,000).

The reported annual incidence of acute encephalitis reported in the medical literature varies from 3.5-7.4
cases per 100,000 person-years. In 2005, the overall Los Angeles County viral encephalitis rate of 0.59
per 100,000 person-years was far lower than the 2004 incidence rate (1.4 cases per 100,000) and rates
quoted in surveillance literature. Reasons to explain the lower rate could be due far fewer cases of WNV-
associated encephalitis reported in 2005 compared to 2004 and the exclusion of other infectious
etiologies (such as bacterial, fungal, protozoal, HIV-related) from our encephalitis surveillance data;
misclassification of encephalitis cases as meningitis; and underreporting of hospitalized encephalitis
cases, since all reporting is passive. The case fatality from encephalitis has ranged from a high of 38 % in
1997 to a low of 9% in 2005 and remains lower than the 2005 overall case fatality rate from the California
Encephalitis Project, reported as 12% in 2005. The higher encephalitis mortality rate reported by the
California Encephalitis Project, a California Department of Health Services’ research project, may be
biased to include more severely ill individuals are more likely included in this data source.

Of particular public health concern in LAC are the arthropod-borne viral (arboviral) encephalitides, SLE,
WEE and WNYV viruses endemic to California. Since 1985, sporadic cases of SLE have been reported
each year following an outbreak of 16 cases in 1984. The last confirmed SLE case in LAC was in 1997.
The potential for another SLE outbreak exists, as sporadic cases in previous years and identification of
SLE in sentinel chicken populations indicate that the virus remains endemic in LAC. Beginning in 2001,
arboviral disease surveillance has included WNV, in addition to SLE and WEE.

In 2005, 13 reported encephalitis cases had laboratory-confirmed WNV thought to be locally acquired.
Like SLE virus, WNYV is transmitted principally by Culex species mosquitoes. Enhanced surveillance for
early detection of virus activity in birds and mosquitoes will be crucial to guide control measures in 2006.
It is expected that WNV will remain endemic in LAC and will spread through most of CA in 2006.

Japanese encephalitis (JE) is a mosquito-borne flavivirus antigenically related to WNV and SLE. It is the
leading cause of viral encephalitis in Asia with 30-50,000 cases reported annually and is vaccine
preventable. Fewer than one case per year is confirmed in the U.S. In July 2005, one case of JE was
reported to LAC. Acute and convalescent serological titers confirming this diagnosis were completed at
the Centers for Disease Control and Prevention arboviral diagnostic laboratory. The case was an elderly
California Filipino resident who had traveled to the Philippines, and became ill upon return to CA and
subsequently recovered.

Prevention measures for arboviral infections consist of personal protection, screened on windows,
avoiding mosquito-infested areas, especially at dusk when most mosquitoes are active, wearing
protective clothing and use of insect repellants containing DEET, oil of eucalyptus and Picaridin.
Elimination of standing water and proper maintenance of ponds and swimming pools decrease the
available sites for hatching and maturation of mosquito larvae. Five local mosquito abatement districts
monitor and control populations of these insects, especially in areas used by the public (See WNV
section).
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Future Directions: Surveillance for WNV infection in humans, mosquitoes, sentinel chickens, and dead
birds will continue throughout the state of CA. and LAC. Research is underway to develop a WNV vaccine
and treatment for humans. No human vaccine is available for SLE, WEE, and WNV. A human vaccine
exists for JE.

Licensed equine (horse) vaccines are available for WEE, EEE, and WN viruses.
ADDITIONAL RESOURCES

Glaser CA, Gilliam S, Schnurr D, Bagher F, Honarmand S, et al. In search of encephalitis etiologies:
Diagnostic challenges in the California Encephalitis Project, 1998-2000. CID 2003; 36:731-42.

Khetsuriani H, Holman RC, Anderson LJ. Burden of encephalitis-associated hospitalizations in the United
States, 1988-1997. CID 2002; 25:175-82.

Johnston RT. Acute Encephalitis. CID 1996; 23:219-26.

Nicolosi A, Hauser WA, Beghi E, Kurland LT. Epidemiology of central nervous system infections in
Olmsted County, Minnesota, 1950-1981. J Inf Ds 1986; 154:399—498.

Trevejo RT. Acute Encephalitis Hospitalizations, California, 1990-1999: Unrecognized arboviral
encephalitis? Emerging Inf Dis 2004; 10:8: 1442-1449.

For information on mosquito-borne encephalitis: www.cdc.gov/ncidod/dvbid/arbor/index.htm
For information for consumers: www.nlm.nih.gov/medlineplus/encephalitis.html

For more detailed information such as causal information and effective management strategies:
www.postgradmed.com/issues/1998/03 _98/guti.htm

Information about case investigation of encephalitis in LAC is available at:
www.lapublichealth.org/acd/procs/b73/b73index.htm
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ESCHERICHIA COLI 0157:H7 / HEMOLYTIC UREMIC SYNDROME

CRUDE DATA .
Figure 1
Escherichia coli O157:H7

Number of_Casesa 13 Cases by Year of Onset
Annual Incidence LAC 1996-2005*

LA County --- P *

California 157 0 )

United States 2,461 § -
Age at Diagnosis S

Mean 16.2 é ”

Median 17 z

Range 3-45 years .
Case Fatallty 1995 1996 1997 1998 1999 YZUaUr 2001 2002 2003 2004 2005

LA County 0.0%

United States N/A

a
Cases per 100,000 population.
Rates based on less than 20 observations are unreliable.

DESCRIPTION

Escherichia coli O157:H7, a Gram-negative bacillus, is a specific serotype of the shiga toxin producing
class of E. coli (STEC) and the most common such serotype in the US. Incubation period is 2-8 days.
Shiga toxins cause abdominal cramps and watery diarrhea, often developing into bloody diarrhea; fever is
uncommon. Likely modes of transmission include foodborne (e.g., undercooked ground beef, fresh
produce, unpasteurized juice, raw milk) and person-to-person (e.g., day-care settings). There also have
been outbreaks associated with exposure to animals and their environments and recreational water
exposure. All E.coli O157:H7 isolates are confirmed by the Los Angeles County Public Health Laboratory.

Hemolytic uremic syndrome (HUS) is a clinical diagnosis and may or may not be associated with E. coli
0157:H7. Children younger than five years of age are at highest risk for hemolytic uremic syndrome
(HUS), a clinical complication consisting of hemolytic anemia, thrombocytopenia, and kidney failure.
Adults may acquire thrombotic thrombocytopenic purpura (TTP) after infection after STEC infection.

DISEASE ABSTRACT

e There was a decrease in confirmed cases in 2005.

« There were no LAC outbreaks in 2005, although two cases were associated with a multi state cluster
possibly associated with ground beef.

STRATIFIED DATA

Trends: After peaking in 2001, rates of E.coli O157:H7 infection have been steadily decreasing. This is

the second time there have been fewer than twenty cases in LAC since 1999 (Figure 1). There were three

cases of HUS in addition to the 13 cases of O157:H7.

Seasonality: In 2005, 85% of confirmed cases occurred during the summer and fall months (Figure 2).
This is consistent with previous years.
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Age: In 2005, there were more cases in adults

(54%; n=7) than in children. All cases were Figure 2
sporadic and not linked to an outbreak. Esherichia coli 0O157:H7

Cases by Month of Onset
Sex: There were 8 male and 5 female cases. LAC. 2005

Race/Ethnicity: Twelve cases were reported in
Whites and one in a Latino. Asians and Blacks had
no confirmed cases.

Location: SPA 8 had five confirmed cases but they
were unrelated. The remaining SPAs had 1 or 2
cases each.

. N
B Ne

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Month

|I:IZOO5 = Previous 5-year average |

Number of Cases

Severity of lliness: All cases reported bloody
diarrhea, six reported abdominal cramps, and only
three reported having fever (mean temperature was
100.0°F). Seven cases required hospitalization.
There were no reported deaths in confirmed cases.

HUS: One LAC case had both confirmed E. coli 0157:H7 enterocolitis and HUS; two HUS cases did not
have lab confirmation of E. coli O157:H7 infection. Two were school aged children and the third a
seventy-one year old adult, with multiple medical problems. All three required hospitalization, and the
adult expired. Two had some sort of recent antibiotic therapy prior to onset of HUS. All three cases
required dialysis. The adult did not have a clear history of risk exposure. The other unconfirmed case was
in a seven y/o boy who regularly consumed raw milk from a natural food market. There were no other
cases associated with raw milk consumption. He was admitted to the hospital with complaints of bloody
stool and acute renal failure and tested negative for E.coli O157:H7.

Risk Factors: In the week prior to onset, cases with available information reported eating ground beef
(62%), lettuce (31%), fast food (69%) or food from other types of restaurants (62%). Thirty-one percent
(N= 4) traveled, one inside California and three outside California. Three confirmed cases received
antibiotic therapy for entercolitis, and one of these developed HUS. There were no confirmed cases
associated with raw milk consumption during this period.

COMMENTS

There were no outbreaks of confirmed E. coli 0157:H7 investigated in LAC during 2005. Two cases were
identified as part of a multi-state clusters of E. coli O157:H7 but were unrelated to each other.

Collaborative efforts among physicians, laboratories and the health department are important for
enhancement of surveillance activities. Physicians should request testing for E. coli O157:H7 or shiga
toxin on all bloody stools. Physicians should consider E. coli O157:H7 in their diagnoses by asking about
consumption of high-risk foods, attendance at day-care centers or farms, and exposure to other
individuals with diarrhea. All cases of HUS should be reported immediately and physicians should request
stool testing for E.coli O157:H7 for these patients.

Laboratory analysis with PFGE has been helpful in detecting clusters of E. coli O157:H7. PulseNet is a
nationwide network of laboratories that perform PFGE, or “DNA fingerprinting” of foodborne bacteria. This
network permits rapid comparison of fingerprint patterns to identify clusters and enhance outbreak
investigation. In 2005, two LAC isolates were identified as matches to patterns in the PulseNet database,
but no epidemiological links were found.

PREVENTION

Increased public education to prevent E. coli O157:H7 infection is needed. Information should focus on
safe food handling practices, proper hygiene and identifying high-risk foods and activities both in the
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home and while eating out. To avoid infection, beef products should be cooked thoroughly. Produce,
including pre-washed products should be thoroughly rinsed prior to eating. In addition, one should drink
only treated water and avoid swallowing water during swimming or wading. Careful handwashing is
essential, especially before eating and after handling raw beef products or coming in contact with or being
around animals. The collection of detailed food histories is important to understand underlying sources of
infection. The strengthening of national food processing regulations to decrease contamination is also
important to reduce infection.

ADDITIONAL RESOURCES

General information about this disease can be found at:
www.cdc.gov/ncidod/diseases/submenus/sub_ecoli.htm

Foodborne disease active surveillance is available from FoodNet (CDC) at: www.cdc.gov/foodnet

Information from the Gateway to Government Food Safety is available at:
www.foodsafety.gov

Information about outbreaks (nationwide) is available from the Outbreak Response and Surveillance Unit
of the CDC at: www.cdc.gov/foodborneoutbreaks/index.htm

General information and reporting information about this and other foodborne diseases in LAC is
available at: www.lapublichealth.org/acd/food.htm
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GIARDIASIS
CRUDE DATA ,
Figure 1
Giardiasis
Number Qf Cases 313 Incidence Rates by Year of Onset
Annual Incidence® LAC, 1995-2005
LA County 3.27 v
United States 7.10 © ]
Age at Diagnosis § g |
Mean 32 % 6
Median 34 §
4 4
Range <1-89 years §
(8] ]
Case Fatality ’
LA Cou nty 0.0% 01995 19I% 19Ig7 19Ie9 zoloo 20Io1 20I02 20I03 20I04 2005
United States N/A Year

a Cases per 100,000 population.

DESCRIPTION
Figure 2
Giardiasis is an intestinal infection caused by the Giardiasis
zoonotic protozoan parasite Giardia intestinalis Cases by Month of Onset
(previously G. lamblia). Giardia cysts shed in LAC, 2005
animal or human feces may contaminate food or
drinking water or be transferred on hands or
fomites; recreational waters such as lakes and 501
pools may also serve as vehicles of transmission.
Incubation can range from 3-25 days or longer,
but the median incubation time is 7-10 days.
While wusually asymptomatic, symptoms can
include sulfurous burps, chronic diarrhea, frequent 10 1
loose and pale greasy stools, bloating, cramps, 0
fatigue, and weight loss. Complications are rare, Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
but may include malabsorption of fats and fat- Month

soluble vitamins. Children in day care represent a [C—12005 = Previous 5-year average
reservoir of disease in developed countries. There
is no vaccine.
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DISEASE ABSTRACT

« The incidence of Giardia in LAC has dropped annually over the past 10 years, and has reached an all-
time low in 2005.

« Incidence tends to increase during summer months when high-risk activities such as recreational
water exposure also increase.
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STRATIFIED DATA

Trends: Giardiasis incidence in LAC and has reached an all-time low during 2005; the number of cases
reported decreased more than 70% over the past 10 years (1,161 cases reported in 1994, Figure 1). In
fact, 2005 Giardiasis incidence in LAC is the lowest reported in the last 20 years.

Seasonality: The number of cases typically increases during summer months when recreational
exposure is more likely (i.e., swimming in infected pools, lakes, etc.) (Figure 2).

Age: As in previous years, the highest age-

specific incidence rate occurred among children F.lgure 3

aged 1—4 years (6.4 cases per 100,000); the 5-14 _ Giardiasis

age group and the 35-44 age group followed with Incidence Rates by Age Group
an incidence of about 3.8 cases per 100,000 each LAC, 2005

(Figure 3). 30

Sex: Males continue to be more likely to contract
Giardia than females (1.4:1).

Race/Ethnicity: Whites continue to have higher
race/ethnicity specific incidence rates than other
races. Compared to the previous five-year = |—| Ml = 1
average, the incidence for Hispanics has j j j j j j
decreased 37% and the incidence for Blacks has
decreased 5% (Figure 4); Hispanics continue to
have a higher race/ethnicity specific incidence ||:|2005 = Previous 5-yearaverage|
than Blacks. The race/ethnicity specific incidence
rate for Asians decreased (9%) compared to
previous years.

Cases per 100,000
o

<1 144 514 15-34 35-44 4554 55-64 65+
Age Group (years)

: : Figure 4
Location: Of the eight SPAs across LAC, three

had rates that were higher than the overall county . Giardiasis -
o . Incidence Rates by Race/Ethnicity

mean rate for this disease: SPA 2, San Fernando LAC. 2005

area (4.9 per 100,000); SPA 4 Metro area (3.9 per '

100,000); and SPA 5 West (5.2 per 100,000). The 10

rate in SPA 1 Antelope Valley dropped

substantially from 3.9 to 0.9 cases per 100,000

population.

COMMENTS

——

There has been a considerable decline in |_|
incidence of Giardia over the past decade. While Asian Black Hispanic White
the specific reasons for this decrease are Race/Ethnicity

unknown, several factors may have contributed
including advances in food and water safety as
well as improved education about safety regarding
recreational water (i.e., avoiding drinking lake and pool water, keeping babies in diapers and individuals
with diarrhea from swimming in public facilities).

Cases per 100,000

o N A OO o
" " " "

|I:I2005 - Previous 5-year average

There was one outbreak reported in 2005, where 10 women became ill sharing a common water source
at a gym. Please see 2005 special report for more details.
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ADDITIONAL RESOURCES

CDC. Giardiasis Surveillance—United States, 1992-1997. MMWR 2000; 49(SS07); 1-13. Available at:
www.cdc.gov/epo/mwr/preview/mmwrhtml/ss4907a1.htm

CDC. Parasitic Disease Information Fact Sheet—Giardiasis. Available at:
www.cdc.gov/ncidod/dpd/parasities/giardiasis/factsht_giardia.htm

CDC. Surveillance for Waterborne Disease Outbreaks—United States, 1997-1998. MMWR 2000;
49(SS04); 1-35. Available at: www.cdc.gov/epo/mmwr/review/mmwrhtml/ss4904a1.htm
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Map 6. Giardiasis
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HAEMOPHILUS INFLUENZAE INVASIVE DISEASE

CRUDE DATA
Number of Cases 75
Annual Incidence?®
LA County 0.78
California 0.19°
United States
Age at Diagnosis
Mean 57.2
Median 69.0
Range <1-99.0
Case Fatality
LA County 8.0%
United States

Cases per 100,000

Figure 1
H. influenzae Invas
Incidence Rates

ive Disease
by Year

LAC, 1990-2005

H. flu, type B
conjugate vaccine
licensed for infants

M*r-\_ﬂ

1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005
Year

——LAC, Hib

—— LAC, non-Hib* |

* Surveillance became mandated in 1995. Excludes unknown serotypes

a
b Cases per 100,000 population.

Cases per 100,000 persons, aged less than 30 years. In California,
H. influenzae among persons > 29 years of age is not reportable.

DESCRIPTION

Haemophilus influenzae is a Gram-negative
coccobacillus that can cause both invasive and non-
invasive disease. H. influenzae invasive disease
includes meningitis, sepsis, pneumonia, cellulitis, and
septic arthritis. Currently, the disease primarily affects
infants and  the  elderly, as  well as
immunocompromised individuals and those who have
abnormal splenic function. H. influenzae can be
transmitted by respiratory secretions of individuals
colonized in the oropharynx with the organism. There
are six encapsulated, typeable strains (a—f) and
unencapsulated, nontypeable strains of H. influenzae.
Prior to the introduction of the H. influenzae type b
(Hib) conjugate vaccine in 1990, most cases of
invasive disease in children were caused by type b. H.
influenzae type b is the only serotype that is vaccine-
preventable and for which chemoprophylaxis is
effective.

DISEASE ABSTRACT

Number of Cases

Figure 2

H. influenzae Invasive Disease
Cases by Year of Onset

LAC, 1996-2005

80
60
40 A
20

0 -

1996 1997 1998 1999 2000 2001 2002 2003 2004 2005
Year
[ @Hib  MNon-Hib*  OUnknown Serotype

* Surveillance became mandated in 1995. Excludes unknown serotypes

« The widespread use of the Hib vaccine since 1990 has dramatically decreased the incidence of H.

influenzae type b disease in LAC (Figures 1, 2).

« Of the 3 Hib cases identified in 2005, only one case was completely vaccinated.
« The epidemiology of H. influenzae invasive disease is now being shaped by non-Hib and unknown

serotypes (Table 1, Figure 2, Figure 3).
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Table 1: H. influenzae Crude Data by Serotype, 2005 vs. Previous 5-Year Average

B Non-Hib Unknown type
Previous 5- Previous 5- Previous 5-
2005 Year Average 2005 Year Average 2005 Year Average
Number of
Cases 3 24 40 47.8 32 33.0
Age at Onset
Mean 25.7 36.2 49.0 39.3 70.5 61.8
Median 7.0 31.4 54.5 35.5 76.0 67.8
Range 1.0-69.0 20.0-62.5 Birth — 94.0 Birth - 93.0 21.0-99.0 6.0-98.0
LAC Case
Fatality 0% 16.7% 10% 5.8% 6.3% 6.8%
IMMUNIZATION RECOMMENDATIONS
o All infants, including those born prematurely, can Figure 3
receive a primary series of conjugate Hib vaccine H. influenzae Invasive Disease
beginning at 2 months of age. The number of P c by Serot
doses in the series depends on the brand of ercent Cases by Serotype
; . LAC, 2005 (N=75)
vaccine used. A booster is recommended at 12- ’
15 months regardless of which brand of vaccine Type a Type b
is used for the primary series. 4.0% 4.0%  Typed
« Individuals older than 59 months of age do not 1.3%
need Hib vaccination unless they have a health Type f
condition that puts them at increased risk for 9.3%
invasive Hib disease. Unknown
42.7%
STRATIFIED DATA
Seasonality: The 3 Hib cases had disease onset in Non-
January, March, and October. Similar to previous typeable
years a temporal pattern has been evidenced in 38.7%
LAC, with a peak in non-Hib cases during the
months of January to April. These four months Figure 4
accounted for 50% (n=20) of the non-Hib cases : . .
(Figure 4). H. influenzae Invaswe Disease
Cases Due to Non-Hib Serotype
Sex: The male-to-female ratio of Hib, non-Hib, and by Month of Onset
unknown serotype cases was 2:1, 1:1, and 1:1.4, LAC, 2005 (N=40)
respectively.
(7]
Age: The 3 Hib cases were 1, 7, and 69 years of § ]
age. The number of non-Hib cases by age in 2005 | © ~ \/
followed the trend of the previous five years — the | 2 /-
65+ age group (48%, n=19) remaining the most é | ] /
affected by non-Hib invasive disease (Figure 5). Only 3 =
23% (n=9) of non-Hib cases were under the age of
5. Of the 32 cases with unknown serotype, 97% Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
(n=31) were over the age of 30 and were not actively Month
investigated for serotype as detailed in LAC’s priority [C—12005 = Previous 5-year average
investigation criteria. In addition, 63% (n=20) of

these unknown serotype cases were in the 65+ age group.

Race/Ethnicity: Two of the Hib cases were Hispanic and one was White. Among the non-Hib cases
where the race/ethnicity was known (n=29), Whites accounted for 45% (n=13) of the cases, followed by

Disease Summaries
page 60




Acute Communicable Disease Control
2005 Annual Morbidity Report

Hispanics (n=10; 35%). Among the unknown Fi
serotype cases of whom race/ethnicity was identified . 'gure 5. .

(n=23), 61% were among Whites (n=14), followed by H. influenzae Invasive Disease
Hispanics (n=4; 17%) (Figure 6.) Serotype Non-Hib Cases by Age Group
LAC, 2005 (N=40)

Location: The 3 Hib cases resided in SPA 2, SPA 4, 20 —
and SPA 5. The number of non-Hib cases per SPA
ranged from 1 to 11. San Fernando Valley (SPA 2)
accounted for 11 cases. San Gabriel Valley (SPA 3)
and South (SPA 6) accounted for 6 non-Hib cases
each. Metro (SPA 4) had 5 cases while East (SPA 7)
and South Bay (SPA 8) had 3 cases each. West

54

Number of Cases
)

(SPA 5) reported the fewest cases (n=1). An |_| 0O O

additional 13% (n=5) of non-Hib cases had no 0 —
identified SPA. The number of unknown serotype <1 14 514 1524 25-34 3544 4554 5564 65+
cases per SPA ranged from 2 to 6, with SPA 2 and Age Group (years)

SPA 4 accounting for 6 cases each and SPA 5 with 2 ||:|2005 = Previous 5-year average

cases. SPA 7 accounted for 5 cases while SPA 3

and SPA 6 had 4 cases each. SPA 8 had 3 cases.

An additional 6% (n=2) of the unknown serotype
cases did not have a residence indicated. SPA 1 did

not report any Hib, non-Hib, or unknown serotype H influenzaFe:gIK/ZSive Disease
cases. ' g

Percent Cases by Race/Ethnicity
COMMENTS LAC, 2005
The only cases of H. influenzae disease investigated | ;. own Unknown White
in LAC are those in persons less than 30 years of 27.5% White  28:1% 43.8%
age. Contacts of these cases are investigated and 32.5%
chemoprophylaxis is given when appropriate.

Asian

Rates of invasive Hib disease in children have 2.5% v
decreased to extremely low levels since Hib Hispanic Black Hispanic Black
vaccines became available in 1990. Among the 75 25.0% 12.5% 12.5% 6.2%
H. influenzae cases, only 3 (4%) were Hib cases.
None of the cases had any known exposure to a Non-Hib (n=40) Unk (n=32)

confirmed/suspected case. All 3 Hib cases were

hospitalized, two for pneumonia and one for
meningitis.

Although the 7-year-old Hib case had documented evidence of being up to date with the Hib vaccination
for his age, invasive Hib disease in a completely vaccinated child is very rare. More than 95% of children
will develop protective antibody levels after a primary series of 2 or 3 doses. Clinical efficacy has been
estimated at 95% to 100%.

Case Fatalities: There were six fatalities among H. influenzae cases: four were non-Hib cases and two
were unknown serotypes. One of the fatalities was a premature baby that died on the second day of life.
The other five fatalities (83%) were in persons over the age of 30 so the cases were not investigated for
further details. Information on complications was provided for two cases. Both cases had pneumonia.
Females accounted for five of the six (83.3%) case fatalities. Two of the fatalities were White, two were
Black, one was Asian, and one was of unknown race/ethnicity.

ADDITIONAL RESOURCES

Information about immunization is available through the National Immunization Program at
www.cdc.gov/nip and the Immunization Action Coalition at www.immunize.org.
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Information specific to LAC is available from LAC DHS Immunization Program at
www.lapublichealth.org/ip and from ACDC at www.lapublichealth.org/acd/procs/b73/b73index.htm.
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HEPATITIS A
CRUDE DATA
Figure 1
Hepatitis A
Number 9f CaSSS 480 Incidence Rates by Year
Annual Incidence LAC and US, 1996-2005
LA County 5.01 2
California N/A 3 12
United States N/A S 141
2 124
Age at Diagnosis § 10
8 4
Mean 38 2 6
g .
Median 36 o ]
Range 1-89 years e o e e
996 1997 1998 1999 2000 2001 2002 2003 2004 2005
Case Fatality Year
LA County 0.0% —LAC us
United States N/A
a Cases per 100,000 population.
DESCRIPTION Figure 2
Hepatitis A
Hepatitis A virus (HAV), a RNA-virus of the Cases by Month of Onset
Picornaviridae family, is a vaccine-preventable LAC, 2005
disease transmitted fecal-orally, person-to-person, or
through vehicles such as food. Signs and symptoms ___
of acute hepatitis A include fever, malaise, dark urine, 120
anorexia, nausea, and abdominal discomfort, followed —
by jaundice. Many cases, especially in children, are @ 1007
mild or asymptomatic. Sexual and household contacts o —
of HAV-infected persons are at increased risk for | € %]
getting the disease. The average incubation period is ; 60
28 days (range 15-50 days). Recovery usually occurs £
within one month. Infection confers life-long immunity. S5 404 N
4
ACDC uses the CDC/CSTE criteria for acute hepatitis 20 1
A to standardize surveillance of this infection. The .
criteria include: 1) an acute iliness with discrete onset Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
of symptoms and 2) jaundice or elevated Month
aminotransferase levels, and 3) appropriate lab tests — - §
to confirm laboratory criteria for acute hepatitis A 2005 Previous S-year average

diagnosis: IgM anti-HAV positive, or a case meets the
clinical case definition and has an epidemiologic link with a person who has laboratory confirmed hepatitis
A (i.e., a household or sexual contact of an infected person during the 15-50 days before the onset of
symptoms).

It was discovered in November of 2005, that one of the largest reporting sources of hepatitis A
inadvertently stopped reporting cases since September 2004. In November 2005, this source reported
more than 300 positive tests going back more than a year, which had to be investigated. For these
reasons, the year 2005 was divided into two parts. In the last 5 months, all cases were confirmed as
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acute hepatitis A if they met the CDC/CSTE criteria, or if Figure 3
the case was unable to be interviewed, they had ALT . .
levels >300 (a marker of liver injury), or if their medical Hepatitis A Incidence Rates
record indicated they had signs and symptoms of by Age Group LAC 2005 (N=480)*
hepatitis A. 0
o
DISEASE ABSTRACT §
o
« The incidence rate of acute hepatitis A has increased ;) ° 1
from the previous year (Figurel). -
e Since January 1, 2005, when ACDC implemented §
CDC/CSTE criteria to standardize surveillance for | O |
this infection, the number of acute hepatitis A <1 14 51U 15-34 3544 4554 55-64 65+
confirmed cases decreased significantly during the Age Group (years)
first seven months (Jan—July) of 2005 versus 2004 —
(63 vs. 205 respectively). 2005 MPrivious 5-year average
« There was a sharp increase in the number of acute
hepatitis A cases starting in August of 2005. In
addition to the overall increase of hepatitis A, there
were five outbreaks of hepatitis A in the fall of 2005. )
« Hepatitis A incidence rates among those between ~ Figure 4
the ages of 15-65 were higher in 2005 and the Hepatitis A Incidence Rates
majority of cases were males. by Race/Ethnicity
LAC, 2005
STRATIFIED DATA g 8
(=)
o .
Trends: The hepatitis A incidence rate was 5.01 cases 3 °
per 100,000 population for 2005 which was higher than g 41
last year (Figure 1). % 5 ] ’_I
o
Seasonality: The increase in HAV cases historically 0 ] ] ]
observed in summer to early autumn was observed Asian Black ~ Latino  White
again in 2005 (Figure 2). Race/Ethnicity
Age: The overall mean age for HAV cases in 2005 was 012005 MPrevious 5-year average
38 years. The mean age differed significantly by race
and ethnic groups. The mean age for Latinos was 28
years while Asian, White, and Black cases had mean Figure 5
ages of 35, 43, and 46 years, respectively. Historically, Hepatitis A Rates
the age-specific rate has been highest in children aged by Location
5-14years and 65 and old. However, in 2005, the rate
was highest among those 15-54 years (Figure 3). © LAC, 2005
Sex: The overall HAV male-to-female rate ratio was | o °
1.7:1. Among Asian cases, the male-to-female rate ratio § 8 -
was 0.9:1, while among Latino, White, and Black cases, | S
incidence rates ratios were higher among males, at 5 O
1.4:1,1.8:1, and 2.8:1 respectively. ; 4 1
1]
Race/Ethnicity: The highest rate in 2005 was among S Z'H H H H H
White (7.0 per 100,000), followed by Black (5.7), Asian 0 : : . . . . .
(3.4), and Latinos (3.0), respectively (Figure 4). AL ThRoosAs o wAs wAw o wAR o wAT e
Location
Location: The highest number of cases occurred in
SPA 4 (10.5 per 100,000) followed by SPA 5 (6.9), SPA

8 (5.2), SPA 2 (3.7), SPA 7 (3.6), SPA 3 (3.3), SPA 1 (3.2), and SPA 6 (2.9) (Figure 5).
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Severity of lliness: Among all HAV cases in 2005, there was no reported fatality. Twenty-five percent
(n=120) of hepatitis A cases were hospitalized. Ages, in those hospitalized, ranged from 3 to 89 years,
with a median age of 34.

Risk Factors: Risk factors were reported for 43% N Figure 6

(n=207) of the cases (including some cases with Hepatitis A Reported Risk Factors
multiple risk factors). Recent travel outside of the US LAC, 2003

(n=71, 34%) was the most common risk factor reported
in 2005, followed by eating raw shellfish (n=52, 25%), :|6
and being in contact with another case (n=43, 21%),
and MSM (n=12, 6%), respectively (Figure 6). Among
travelers, South and Central American destinations
(74%) were most frequently cited.

[21

Risk Factor

| 25

34
PREVENTION

Effective strategies for decreasing the number of r - -
hepatitis A cases in LAC include adding hepatitis A 0 5 10 15 20 25 30 35 40 45
vaccine to the children immunization program and Percent

Public Health Nurses providing immune globulin (IG) to

close contacts of cases and educating clients about the B Unknown . BRecent travel
. . . . . OEating raw shellfish OContacts
importance of hand hygiene on reducing infections OMSM

when cases of acute hepatitis A are reported to LAC
DHS. Close contacts, such as household contacts,
sexual partners, and other intimate contacts are
offered post-exposure prophylaxis with 1G.

*Includes cases identifying multiple risks.

COMMENTS

In LAC, prior to 2005, hepatitis A cases were often counted as “acute” even if the only information
received about the patient was a positive IgM test. Since January 1, 2005, ACDC has been using the
CDCI/CSTE criteria for investigation and disposition of acute hepatitis A. The purpose of changing is to
improve surveillance to allow ACDC to more accurately monitor trends in hepatitis, and compare local
data with state and national data.

After implementing the CDC/CSTE case definition for acute hepatitis A, the number of acute hepatitis A
confirmed cases decreased significantly during the first seven months (Jan-July) in 2005 versus 2004 ( 63
versus 205 cases respectively). However, there were five outbreaks of hepatitis A during August-
December, in addition to the generalized increase in acute hepatitis A. Furthermore, one of the largest
reporting sources of hepatitis A inadvertently stopped reporting cases in September 2004. In November
2005, this source reported more than 300 positive tests going back more than a year which had to be
investigated. Consequently, for the last five months of 2005, cases were confirmed as acute hepatitis A if
they met the CDC/CSTE criteria, or if the case was unable to be interviewed, they had ALT levels >300 (a
marker of liver injury), or if their medical record indicated they had signs and symptoms of hepatitis A. The
reason for ACDC not strictly applying the CDC/CSTE case definition was to avoid missing cases,
especially in hard to reach populations, during our outbreak period. Obviously, surveillance and
investigation for hepatitis A was challenging during this time.

For the first seven months, there were 319 cases initially reported to have acute hepatitis A in comparison
to the 243 cases reported in the first seven months of 2004. Upon further investigation, cases meeting the
CDCI/CSTE criteria for acute hepatitis A have decreased from 2004 to 2005 with 205 (84%) and 63 (20%)
cases confirmed respectively for cases reported in the first seven months of those years. Even though,
there was a 31% increase in the number of cases reported, there was a 69% decrease in the number of
cases confirmed. A possible reason for the decrease may be due to the standardized criteria for
investigation and classification rather than a true reduction in infection.
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There were 680 cases initially reported to have acute hepatitis A during the outbreak period (August-
December, 2005) of which 391(58%) met the CDC/CSTE criteria for acute hepatitis A. Another 26 (4%)
cases (unable to be interviewed) were confirmed as acute hepatitis A by ALT levels > 300 or their medical
record indicated they had signs and symptoms of hepatitis A. Comparing the data collected between the
first seven months and the last five months of 2005, we observed that during the last five months of 2005,
the incidence rate was 10 times higher than the first seven months of 2005. Moreover, the percentage of
confirmed acute hepatitis increased from the first seven months of 2005 to the last five months of 2005
with 20% (n=63) vs. 58% (n=391) respectively. The absolute number of “false” cases (those not meeting
the case definition) stayed pretty much the same throughout the entire year, demonstrating that the
increased number of cases of hepatitis A during the outbreak period was due to a true increase in
disease incidence and not just increased surveillance for the disease. Reviewing the false cases, we
determined that serological tests were being ordered for asymptomatic patients in LAC. Improving
hepatitis surveillance by adhering to the CDC/CSTE definition will allow us to better identify risk factors for
true cases of hepatitis A and develop intervention programs.

In LAC, prior to 2005, the incidence of hepatitis A in elderly adults aged 65 years and older was high
(Figure 3). However, district public health nurses anecdotally reported that older adult cases received
hepatitis A screening test as a part of their routine check ups and not when they were acutely ill. With the
new case definition of hepatitis A, only 45% of received reports were closed as confirmed acute cases.
Using the new case definition, only 6 percent of adult's cases were aged 65 years and older in 2005.

There were demographic differences in the cases during the “baseline” period of the first 7 months of
2005 versus the final 5 months of the outbreak period. The highest number of cases occurred in SPA 4 (8
in the baseline period and 118 in the outbreak period). The majority of cases in 2005 were among those
15-54 years old. In 2005, most of cases were male, which is a contrast to 2004 when there was an equal
number of male and female cases. The gender disparity was most marked during the outbreak period
when the ratio of male-to-female cases was 1.8:1. There was also an increase in the percentage of cases
among Blacks (3.5% of cases in the baseline period versus 12.7% of cases in the outbreak period).
Finally, during the outbreak period, 11% (n=51) of acute cases identified as homeless. Many of them
were black males. LAC DPH is planning an outreach project to collaborate with the downtown homeless
organizations to provide education/hepatitis A vaccine for food service providers at the downtown Skid
Row area.

In addition to the overall increase of hepatitis A, there were five specific outbreaks of this pathogen in
2005. Settings included a downtown communal home that ran a soup kitchen in the Skid Row area in
downtown, a movie set, two restaurants in downtown, and a drug treatment center. At this time, we have
been unable to determine the source of the increase in cases of hepatitis A in LAC (see the 2005 Special
Report for detailed information).

In 2005, the significant risk factors were international travelers, followed by those who eat raw shellfish,
and those who reported contact with a household member or sexual partner who has HAV, and MSM.
Therefore, it is important to educate travelers, consumers of raw shellfish, and MSM about hepatitis A
vaccinations. Moreover, hepatitis A can be prevented by vaccination. Sustaining and further reducing
hepatitis A incidence can be achieved by improving vaccination coverage in all US children starting at 2
years of age. Increased awareness of the public about the mode of hepatitis transmission and the
importance of good personal hygiene also leads to a significant reduction in disease incidence.

ADDITIONAL RESOURCES

General information about hepatitis is available from the CDC at:
« www.cdc.gov/ncidod/diseases/hepatitis/slideset/bibliography.htm
o www.cdc.gov/ncidod/diseases/hepatitis/a/index.htm
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Map 7. Hepatitis A
Rates by Health District, Los Angeles County, 2005*
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HEPATITIS B, ACUTE (NON-PERINATAL)

CRUDE DATA
Number of Cases 57

Annual Incidence?

Los Angeles 0.59

California N/A

United States N/A
Age at Diagnosis

Mean 42

Median 39

Range 18-92 years
Case Fatality

LA County 0.0%

United States N/A

a
Cases per 100,000 population.

DESCRIPTION

Overall, hepatitis B is more prevalent and infectious than
AIDS. Hepatitis B is a vaccine-preventable disease
transmitted through parenteral or mucous membrane
exposure (via sex or drugs) to the blood and other bodily
fluids of individuals infected with the hepatitis B virus
(HBV), a DNA-virus of the Hepadnaviridae family. It is
also spread from mother to child at birth or soon after
birth. Symptoms, which occur in less than half of those
acutely infected, may be very mild and flu-like: anorexia,
nausea, fatigue, abdominal pain, muscle or joint aches,
jaundice and mild fever. Approximately 2—10% of adults
infected with HBV are unable to clear the virus within six
months and become chronic carriers. Death from

Figure 1
Hepatitis B
Incidence Rates by Year
LAC and US, 1995-2005

4.5
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S
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Figure 2
Acute Hepatitis B
Number Cases by Age Group
LAC, 2005
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5-14 15-34 35-44 4554 55-64 65+
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02005 MPrevious 5-year average |

cirrhosis or liver cancer is estimated to occur in 15-25% of those with chronic infection.

For the purpose of surveillance, ACDC uses the CDC/CSTE criteria for acute hepatitis B which include: 1)
discrete onset of symptoms and 2) jaundice or elevated aminotransferase levels, and 3) appropriate
laboratory tests to confirm acute hepatitis B diagnosis (i.e., HBsAg positive or anti-HBc IgM positive, if

done, and anti-HAV IgM negative, if done).
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DISEASE ABSTRACT

« The incidence rate for acute hepatitis B has
decreased from the previous year (Figure 1); there
were only 57 cases confirmed for 2005 versus 72
cases in 2004.

« All acute cases were among young adults aged 18
years or older and the majority of cases were
males.

e Men who have sex with men (MSM) was the most
frequently identified risk factor.

« No outbreaks were reported.

STRATIFIED DATA
Seasonality: None.
Age: Cases ranged in age from 18 to 92 years (the

median age was 39) with 68% occurring in those aged
under 45 years (Figure 2).

Figure 3
Acute Hepatitis B
Number cases by Race/Ethnicity*
LAC, 2005

30
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Number cases
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02005 MPrevious 5-year average

Asian Latino

* Excludes perinatal cases.

Sex: The male-to-female rate ratio was 3.8:1. The number of cases in males exceeded those in females

in all ethnic groups.

Race/Ethnicity: The highest number of cases was
seen in Latinos (n=18) followed by Whites (n=16),
Blacks (n=12) and Asians (n=12) respectively (Figure
3).

Location: SPA 4 (n=14) had the most cases, followed
by SPA 2 (n=10), SPA 7 (n=8), SPA 8 (n=8), SPA 6
(n=7), SPA 5 (n=5), SPA 3 (n=4), and SPA 1 (n=1)
respectively.

Severity of lliness: Among all acute HBV cases in
2005, there was one fatality (case fatality rate=2%).

Risk Factors: Risk factors were reported for 56% of
the cases (including some cases with multiple risk
factors). MSM (n=17, 30%) was the most common risk
factor reported in 2005, followed by having multiple
sexual partners (n=15, 26%) acupuncture (n=1, 2%),
and tattoo (n=1, 2%) (Figure 4).

COMMENTS

Figure 4
Hepatitis B Reported Risk Factors
LAC, 2005
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*Includes cases identifying multiple risks.

In LAC, there were 381 cases initially reported to have acute hepatitis B in comparison to the 291 cases
reported for 2004. Even though there was a 31% increase in the number of cases reported, there was a
21% decrease in the number of cases confirmed because, upon further investigation, cases meeting the
CDC/CSTE criteria for acute hepatitis B has decreased from 2004 to 2005 with 72 (25%) and 57 (15%)
cases confirmed respectively, paralleling a decrease of cases in from 2003 to 2004. In 2004, ACDC
thought a possible reason for decrease was due to the new use of the CDC/CSTE criteria for determining
if a reported case of acute hepatitis B actually met the surveillance case definition. Now, ACDC has been
implementing the CDC/CSTE criteria for two years, the data indicate that the incidence rate for acute
hepatitis B has truly decreased from the previous year and that the decrease in acute hepatitis B may be
due to a true decrease in disease incidence, perhaps due to increased vaccination.
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In 2005, all acute hepatitis B cases were aged 18 years or older. Sixty-eight percent were in younger
adults aged 18-44 years. People with multiple sexual partners and MSM continue to be at risk for
hepatitis B; thus, preventive efforts including education and vaccinations should continue to focus on
these high-risk populations. In LAC, we provide hepatitis B vaccine to special high-risk group at the STD
clinics to in an effort to reduce hepatitis B incidence.

PREVENTION

Decreasing rates of acute hepatitis B in children under age 19 is evidence of the successful immunization
strategy to eliminate HBV transmission in LAC. The immunization strategy includes: preventing perinatal
HBV transmission by screening all pregnant women for HBsAg and providing immunoprophylaxis to
infants of HBV-infected women, routine immunization of all infants, and catch-up vaccination of all
previously unvaccinated children aged < 19 years.

New strategies are needed to reduce high-risk behaviors and provide resources for low-cost hepatitis B
immunization particularly for adults with the highest rates of transmission. Development and
implementation of such strategies is possible through collaboration between public health, community-
based organizations, and other agencies that serve target populations. Additionally, promoting hepatitis
health education aims at eliminating, reducing, or mitigating high-risk behaviors in sexually active adults
and increasing awareness and knowledge in the community.

ADDITIONAL RESOURCES

Epidemiology and Prevention of Viral Hepatitis slide set available at:
www.cdc.gov/ncidod/diseases/hepatitis/slideset/hep_b/slide1.htm

CDC Publications regarding viral hepatitis at: www.cdc.gov/ncidod/diseases/hepatitis/resource/pubs.htm
General information available at: www.cdc.gov/ncidod/diseases/hepatitis/b/index.htm and www.hepb.org

Immunization information available at: www.immunize.org
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Perinatal hepatitis B has moved to the
Special Disease Summaries section
(page 167)
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HEPATITIS C, ACUTE

CRUDE DATE

Number of Cases 3

Annual Incidence

LA County N/A
California N/A
United States N/A

Case Fatality

LA County N/A
United States N/A

a
Rates based on fewer than 20 cases are unreliable.

DESCRIPTION

The Hepatitis C virus (HCV) is the most common bloodborne infection in the US. This RNA virus is
predominantly transmitted through contact with contaminated blood and blood products via injection drug
use. Sexual and perinatal transmission of HCV appears to occur less frequently. People at risk include:
anyone who has had a blood transfusion prior to 1989, IV drug users, hemodialysis patients, infants born
to infected mothers, those with multiple sexual partners, health care workers who suffer needle-stick
accidents, and people with tattoos or body-piercing. However, an estimated 30% have no identifiable
history of exposure to the virus. Household or familial contact is not considered a risk factor for the
transmission of hepatitis C. There is no vaccine available for HCV and vaccines for hepatitis A and B do
not provide immunity against hepatitis C.

Symptoms of acute infections can include jaundice, fatigue, anorexia, nausea, or vomiting; however, up to
85% of acute infections have mild or no symptoms and usually go undetected. After acute infection, 15%-
25% of persons appear to resolve their infection without sequelae as defined by sustained absence of
HCV RNA in serum and normalization of ALT levels. Chronic HCV infection develops in most persons
(75%-85%) with persistent or fluctuating ALT elevations indicating active liver diseases developing in
60%-70% of chronically infected persons. In the remaining 30%-40% of chronically infected persons, ALT
levels are normal. No clinical or epidemiologic features among patients with acute infection have been
found to be predictive of either persistent infection or chronic liver disease [1]. Most studies have reported
that medical complications occur decades after initial infection including cirrhosis, liver failure, and hepatic
cancer.

ACDC uses the CDC/CSTE criteria for acute hepatitis C to standardize surveillance of this infection. The
criteria include discrete onset of symptoms and:

1. A positive HCV test (antibody test EIA) confirmed by a more specific test (RIBA or detection of
the HCV-RNA antigen by polymerase-chain reaction [PCR]) or an EIA signal to cutoff ratio of
>3.8; and

2. Serum alanine aminotransferase (ALT) greater than 7 times the upper limit of normal; and

3. No evidence of either acute hepatitis A or B disease.
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The purpose of standardizing surveillance is to allow ACDC to more accurately monitor trends in hepatitis
C, compare local data with state and national data, and improve identification of risk groups.

DISEASE ABSTRACT

o There were three cases of confirmed acute hepatitis C in 2005, which is a decrease from 5 confirmed
cases in 2004.

« Two female cases received multiple facial treatments.

« All cases were White.

STRATIFIED DATA
Seasonality: None.
Age: Cases ranged in age from 19 to 59 years (the median age was 36).

Sex: In 2005, the male to female rate ratio was 1:2. Male-to-female ratios has changed compared to the
previous year (4:1 in 2004)

Race/Ethnicity: In 2005, all cases were White. It remained the same as the previous year.
Location: SPA 5 (n=2) had the most cases, followed by SPA 2 (n=1).
COMMENTS

There were 79 cases initially reported to have acute hepatitis C in 2005, but upon further investigation,
only three (4%) met the acute hepatitis C surveillance criteria. This stringent criteria illustrates the
difficulty of counting reported cases as acute hepatitis C for surveillance purposes. Therefore, it is likely
that this data reflects an underreporting of acute hepatitis C cases. Furthermore, since some cases have
mild signs and symptoms of hepatitis C in their acute stages, most of the time they may be first identified
during the chronic stage.

There were limitations to the data collected. The data did not provide enough information for monitoring
trends in transmission patterns. The majority of cases denied having risk factors for infection. The two
female cases that reside in SPA 5 (West HD) had received multiple facial treatments from their (different)
dermatologists. Despite the fact that the women had similar onset dates and lived in the same health
district, after further investigation, no link could be established among these cases.

It is very important for improvements on monitoring changes in acute disease incidence and risk factors
for infection be used to assess the effectiveness of hepatitis C prevention and control programs. ACDC is
in the process of revising our hepatitis epidemiology form. This revised form will serve as a new tool for
our district public health nurses to conduct interviews; it is hoped that the information collected will
improve the identification of risk groups that can be targeted for the prevention of hepatitis C as well as
improving general surveillance for the disease.

PREVENTION

Universal blood product screening in 1990 and heat-inactivation of other blood concentrates initiated in
1987 have dramatically reduced recipient-associated cases of hepatitis C. This leaves the reduction of
high-risk behaviors as the primary recommendation for preventing transmission; especially, since there is
no effective vaccine or post-exposure prophylaxis. Educational efforts aimed at reducing high-risk
behaviors (e.g., sharing injection drug equipment, engaging in unprotected sex), may help to reduce new
hepatitis C cases. Additional education provided to all of the people who already have hepatitis C is
important because alcohol consumption and co-infection with HIV can accelerate the progression of
cirrhosis and hepatocellular carcinoma. Patients with chronic hepatitis C should be evaluated for severity
of their liver diseases and for possible treatment.
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REFERENCES

1. CDC. Recommendation for prevention and control of hepatitis C virus (HCV) infection and HCV related
chronic disease. MMWR 1998; 47:1-39.

ADDITIONAL RESOURCES

Further information about hepatitis is available from:
e American Liver Foundation — www.liverfoundation.org
e International Liver Foundation — www.hepfi.org/infomenu.htm
e CDC - www.cdc.gov/ncidod/diseases/hepatitis
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LEGIONELLOSIS
CRUDE DATA .
Figure 1
Legionellosis
Number of Cases 31 Cases by Year of Onset
Annual Incidence LAC, 1996-2005
LA County 0.32 %
United States N/A . ZZ
[«/]
Age at Diagnosis 8 20
Mean 62.8 5 151
q’ -
Median 62 g
5 5.
Range 35-86 years N
Case Fatal |t 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005
y Year
LA County 16%
United States N/A
DESCRIPTION
Legionellosis is a bacterial infection with two distinct Ei 5
clinical forms: 1) Legionnaires’ disease (LD), the more \gure =
severe form characterized by pneumonia, and 2) Legionellosis
Pontiac fever, an acute-onset, self-limited flu-like Cases by Month of Onset
illness without pneumonia. Legionella bacteria are LAC, 2004-2005
common inhabitants of aquatic systems and thrive in 7
warm environments. Ninety percent of cases of LD are o
caused by Legionella pneumophila, although at least §
46 Legionella species and 70 serogroups have been | § °
identified. Transmission occurs through inhalation of | 5 *1
aerosols containing the bacteria or by aspiration of g 31
contaminated water. Person-to-person transmission E 21 =
does not occur. The case fatality rate for LD ranges | Z +
from 10%—15%, but can be higher in outbreaks 0 |
occurring in a hospital setting. People of any age may Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
get LD, but the disease most often affects middle- Month
aged and older persons, particularly those who are 12004 =—2005 |
heavy smokers, have chronic lung disease, or whose

immune system is suppressed by illness or
medication.

DISEASE ABSTRACT

The incidence of Legionellosis in LAC is increasing.

Two nosocomial cases were reported in 2005.

No cases of Pontiac fever were reported in 2005.

The case fatality decreased from 20% to 16% in 2004 and 2005, respectively.
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STRATIFIED DATA

Trends: A total of 31 reported cases met the CDC surveillance case definition for LD in 2005.This is
slightly lower than the peak incidence of 32 cases reported in 1997 (Figure 1).

Seasonality: Cases occurred throughout the year, with a peak in November—this peak was unrelated to
nosocomial incidents.

Age: Consistent with the expected higher frequency among older persons, the mean age of reported
cases was 63 years, the median age 62 years, and the range was 35-86 years.

Fatality: In 2005, the case fatality rate of 16% (5/31) was lower than in 2004, 20% (3/15). The mean age
of expired cases was 62 years and the median age was 59 years (range 35-82 years).

Gender: There were 21 (68%) male cases and 10 (32%) female cases.

Race: The majority of cases (n=12, 39%) occurred in Whites. The next most frequently reported racial
group was Hispanics (n=10, 32%), Asian (n=7, 23%), followed by Black (n=2, 6%).

Ethnicity: The majority of cases reported were non-Hispanic (n=21, 68%) and (n= 10, 32%) cases
reported Hispanic ethnicity.

COMMENTS

In 2005, 23 (74%) LD cases were diagnosed by Legionella urinary antigen, 3 (10%) were diagnosed by
direct fluorescent antibody (DFA) staining, 3 (10%) by BAL/sputum culture, and 2 (6%) by serologic
antibody titers. As in 2004, the Legionella urinary antigen was the most frequently used method to
diagnose LD. However, this diagnostic test will only screen for Legionella pneumophila serogroup 1.

Legionnaire’s disease is more prevalent during summer and early fall. The more favorable weather
conditions could explain increased exposure risk during outdoor and recreational activities (i.e. hot tubs,
cruise ships, hotels, swimming pools, etc). However, our data show LD is equally distributed throughout
the year.

Two nosocomial LD cases were reported at LAC in 2005 by separate medical facilities. Each medical
facility conducted eight weeks of prospective active surveillance to detect other possible cases of
nosocomially related LD as well as six months of retrospective review to determine if additional LD cases
could be found. No additional LD cases were found by either prospective or retrospective surveillance
methods.

The number of LD cases in LAC has increased as reporting and monitoring procedure improved. In 2005,
we had 43 reported cases, a 39% increase, compared to 31 cases reported in 2004.The utilization of
automated laboratory reporting and heightened awareness about the disease can explain the increasing
trend of cases reported. Other probable reasons could be due to the improvement of the physician’s
ability to diagnose LD, associated with the available diagnostic assays. However, some providers are not
familiar of the timing of serology collection of single titers to meet the laboratory criteria of case definition.
Some cases may have been missed due to convalescent samples taken prematurely or not at all.

ADDITIONAL RESOURCES

Guidelines:

Centers for Disease Control and Prevention.2003.Guidelines for environmental infection control in health-
care facilities: recommendations of CDC and the Healthcare Infection Control Practices Advisory
Committee (HICPAC). MMWR; 52 (RR-10): 1-249. Available at: www.cdc.gov/ncidod/dhqgp/gl
environinfection.hmtl
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Centers for Disease Control and Prevention. 2004. Guidelines for preventing health-care associated
pneumonia, 2003: recommendations of CDC and the Healthcare Infection Practices Advisory Committee
(HICPAC). MMWR; 53(RR-3): 1-179.

Dixon B, Krystofiak S, McMahon J, Stout J, Squier C, Wagener M, Yu VL. A proactive approach to
prevention of health care-acquired Legionnaires’ disease: The Allegheny County ( Pittsburg ) experience.
American Journal of Infection Control 2005;33:360-7.

State of Maryland, Department of Health and Mental Hygiene. Report of the Maryland Scientific working
Group to Study Legionella in Water Systems in Healthcare Institutions. June 14, 2000, Baltimore,
Maryland. www.dhmh.state.md.us/html/legionella.htm

LAC Department of Health Services. Legionellosis: Taking the Mystery out of Laboratory Diagnosis. The
Public’s Health. 2001;1(3):4. Available at:
www.lapublichealth.org/wwwfiles/ph/ph/ph/TPH_October 2001.pdf

Reviews:

e Stout JE, Yu VL; Hospital-acquired Legionnaires’ disease: new developments. Current Opinion in
Infectious Disease 2003, 16:337-341.

e  Sabria M, Yu VL, Hospital-acquired legionellosis: solutions for a preventable infection. The Lancet
Infectious Diseases Vol 2 June 2002.

Selected Articles:
e Benin AL, Benson RF, Besser RE. Trends in Legionnaires Disease, 1980- 1998; Declining Mortality
and New Patterns of Diagnosis. Clinical Infectious Diseases 2002; 35:1039-46.
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LISTERIOSIS, NONPERINATAL

CRUDE DATA Figure 1
Nonperinatal Listeriosis
Number of Cases 25 Cases by Year of Onset
Annual Incidence ® LAC, 1996-2005
LA County 0.26 35
United States N/A 30 -
Age at Diagnosis § 25 4
Mean 54 .4 § 20
Median 57 § 15 4
e}
Range 1-89 years € 10
. P4
Case Fatality 5
LA County 10% 0
United States N/A 1996 1997 1998 1999 20C¢ea2r(')01 2002 2003 2004 2005

a
Cases per 100,000 population.

DESCRIPTION

Listeriosis is a disease transmitted primarily through consumption of food contaminated with Listeria
monocytogenes, a gram-positive bacterium. L. monocytogenes is found in soil and water, and can
contaminate raw foods (e.g., uncooked meats and vegetables), as well as processed foods that become
contaminated after processing (e.g., soft cheeses and cold cuts). Unpasteurized (raw) milk and foods
made from unpasteurized milk may also contain the bacterium. Common symptoms of listeriosis include
fever, muscle aches, headache, nausea, diarrhea, and neck stiffness. A case of nonperinatal listeriosis is
one that occurs in persons other than pregnant women and/or their fetuses, neonates, or infants up to 42
days after birth. Historically, nonperinatal listeriosis presents as meningoencephalitis and/or septicemia,
primarily affecting elderly and immunocompromised persons, such as those with cancer or HIV, and those
on immunosuppressive therapy.

DISEASE ABSTRACT

« In 2005, 25 nonperinatal listeriosis cases were reported, an increase from the previous year (N=21)
that indicates a rising trend of infection in LA County. However, the ten-year trend is still one of decline
(Figure 1).

« There were five case fatalities in 2005. Like in 2004, these fatalities were more likely due to severe
underlying disease (i.e. cancer) although advanced age exacerbated the effect.

o Although two multistate clusters were identified by PulseNet and investigated, there were no
confirmed foodborne listeriosis outbreaks during 2005.
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STRATIFIED DATA

Trends: Since 2002 (N=14), the number of
nonperinatal listeriosis cases has been increasing
(Figure 1). In 2005 there were 25 cases of
nonperinatal listeriosis.

Seasonality: Listeriosis typically follows a seasonal
trend with most cases occurring during the summer
months. During the previous five years, the highest
incidence of cases occurred during June. Except for
having relatively few cases in June, 2005 followed
the typical seasonal trend with a peak in August
(Figure 2).

Age: Advanced age is considered a risk factor for
nonperinatal listeriosis. In 2005, 36% (n=9) of
nonperinatal listeriosis cases were 65-years of age
or older—a decrease from 2004 (52%, n=11). In
2005, 24% (n=6) of cases were 55 to 64 years of
age (Figure 3). In 2005 the median age of
nonperinatal listeriosis cases was 55 with a majority
of cases over the age of 45 years.

Sex: Similar to previous years, more males (n=13)
than females (n=12) contracted nonperinatal
listeriosis; the male-to-female incidence ratio was
1.083:1, reflecting a narrowing in the gender gap.

Race/Ethnicity: In 2005, Latinos and Whites had
the highest numbers of incident cases of
nonperinatal listeriosis (n=9, 43%, and n=8, 38%,
respectively). Since 2002, the annual numbers of
Latino cases have been increasing. In 2005 there
was a significant increase in Asian cases.

Location: During 2005, there was no significant
clustering of cases by location. Geographic
information was known for 24 of the cases, and
unknown for one case.

Predisposing Conditions and Medical Risk
Factors: In 2005 50% of the nonperinatal cases
occurred in adults older than 54 years of age. In
addition, 48% had diabetes, 38% were on steroid
medication, 38% had history of gastrointestinal
disease, 38% were using antacids, 33% had
cancer, 24% had recent chemotherapy, 24% had
kidney disease, and 24% had recent antibiotic use.
Sixteen (76%) of nonperinatal cases had two or
more medical risk factors. Two cases did not have
any known risk factors for listeriosis (Table 1).

High-risk Foods: For high-risk foods routinely
investigated, 24% of cases reported eating soft
cheese, 36% cold cuts or deli meats, 40% other
cheese (non-Mexican-style cheese, non-soft
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Figure 2
Nonperinatal Listeriosis
Cases by Month of Onset
LAC, 2005
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Nonperinatal Listeriosis Incidence
by Age Group
LAC, 2005
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Nonperinatal Listeriosis
Incidence by Race/Ethnicity
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cheese), 84% raw fruits, 56% raw
vegetables, and 36% Mexican-style
cheese (Table 2).

Outcome: Five (20%) of the 25 cases
in 2005 died. These cases were not of
advanced age but were at advanced
stages of cancer.

Culture Sites: L. monocytogenes was
isolated from blood only in 16 (64%)
cases, CSF in four (16%) cases, and
one culture each drawn from a groin
abscess, paracentesis and peritoneal
fluid.

PFGE-identified Clusters: Five
clusters of listeriosis were identified by
using pulsed-field gel electrophoresis
(PFGE) and participating in PulseNet
under CDC, but none of the CDC
investigations found a common source.

PREVENTION

In general, listeriosis may be prevented
by thoroughly cooking raw food from
animal sources, such as beef, pork, or
poultry; washing raw vegetables

Table 1. Predisposing Factors in Cases of

Nonperinatal Listeriosis—LAC, 2005

Medical Conditions Number Percent
Age >65 years 9 36
Cancer 7 28
Chemotherapy 5 20
Steroid Use 8 32
Diabetes 9 36
Kidney Disease 7 28
Chronic Alcoholism 2 8
Radiation Therapy 1 4
Autoimmune Disease 3 12
Liver Disease 4 16
Lung Disease 1 4
Prior Antibiotic Use 7 28
Antacid Use 8 32
Asthma 0 0
Gastrointestinal Disease 7 28
HIV+/AIDS 0 0
Other Immunosuppressive Therapy 1 4
Organ Transplant 0 0
Intravenous Drug Use 0 4
No Identified Risk Factors 4 16

thoroughly before eating; and keeping uncooked meats separate from vegetables, cooked foods, and
ready-to-eat foods. Avoiding unpasteurized milk or foods made from unpasteurized milk, and washing
hands, knives, and cutting boards after handling uncooked foods also may prevent listeriosis.

Persons at high risk for listeriosis
include the elderly, those with cancer,

HIV, diabetes, weakened immune
systems, and those on
immunosuppressive therapy. These

individuals should follow additional
recommendations: avoid soft cheeses
such as feta, brie, camembert, blue-
veined, and Mexican-style cheese.
Hard cheeses, processed cheeses,
cream cheese, cottage cheese, or

yogurt need not be avoided all
together; however, individuals with
severely compromised immune

systems and/or several disease risk
factors should avoid them. Leftover
foods or ready-to-eat foods, such as
hot dogs, should be cooked until
steaming hot before eating. Finally,
although the risk of listeriosis
associated with foods from deli

Table 2. High-risk Foods among Cases of
Nonperinatal Listeriosis—LAC, 2004

Risk foods Number Percent

Raw Milk 0 0
Raw Milk Products 1 4
Mexican-style Cheese 9 36
Soft Cheese 6 24
Other Cheese 10 40
Raw Beef 1

Raw Pork 0

Raw Poultry 0

Raw Fish 3 12
Cold Cuts/ Deli Meats 9 36
Raw Egg 1 4
Raw Fruit 21 84
Raw Vegetables 14 56

counters is relatively low, immunosuppressed persons may choose to avoid these foods or thoroughly

reheat cold cuts before eating.
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COMMENTS

2005 marked another increase in annual cases. Although 2002 had the second lowest incidence rate for
listeriosis in at least 10 years, the increase, particularly among Latinos, indicates public health education
may be necessary to reverse the upward trend. While better reporting might be a contributor to having
more cases in 2005, the need for public health action is apparent. Case fatality was 24% (n=4) in 2003
and 10% (n=2) in 2004. There were two pediatric listeriosis cases in 2005; one had underlying disease
(lymphoma) the other had no known medical risk factors.

L. monocytogenes is an opportunistic disease targeting people who have compromised immune systems.
Healthy immune systems and intestinal tracts are important to prevent clinical illness. This year also
highlighted the significance of iron overload and blood transfusions in the pathology of L. monocytogenes
as one PFGE-identified cluster involved an asymptomatic platelet donor. The investigation of this cluster
demonstrated that while iron overload is routinely investigated for listeriosis cases, there is a diagnostic
bias as only patients with certain chronic anemias are tested for iron overload. Including history of blood
transfusions and blood disorders like anemia in the routine investigation of listeriosis is now being
considered.

All L. monocytogenes isolates are now analyzed by pulsed field gel electrophoresis (PFGE). There were
no LAC outbreaks or LAC cases associated with a multi-jurisdictional outbreak identified in this manner in
2004.

ADDITIONAL RESOURCES

General disease information is available from the CDC at:
www.cdc.gov/ncidod/dbmd/diseaseinfo/listeriosis_g.htm

General information and reporting information about this and other foodborne diseases in LAC is
available at: www.lapublichealth.org/acd/food.htm
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LISTERIOSIS, PERINATAL

CRUDE DATA
Number of Cases ? 3
Annual Incidence ® Figure 1
LA County ---C Perinatal Listeriosis
United States N/A Cases by Year of Onset
. LAC, 1996-2005
Age at Onset
Maternal: 21
Mean 31.7 years 3 10
Median 29 years S
Range 25-41 years 5 °
Infant Gestational: 3
Mean 31 weeks E
Median 28.3 weeks Z 47
Range 20-34 weeks 5
Case Fatality
LA County 33%° Year
United States N/A
Z Cases are mother-infant pairs.
Cases per 100,000 population.
: Rates based on less than 20 observations are unreliable.

Among fetal/neonate cases only, no maternal deaths included.

DESCRIPTION

Perinatal listeriosis is a disease transmitted transplacentally from infected pregnant women; these women
may experience only mild flu-like symptoms or may be asymptomatic. A perinatal listeriosis case is
defined as a mother-infant pair in which one or both persons has a positive Listeria monocytogenes
culture from a normally sterile site. Neonatal/infant listeriosis is often divided into early onset (0—6 days
after birth) and late onset (7—42 days after birth). Infection during pregnancy may lead to premature birth,
stillbirth, or septicemia and/or meningitis in the neonate—even if the mother is asymptomatic. There is no
vaccine to prevent listeriosis.

DISEASE ABSTRACT

« Perinatal listeriosis increased from three cases in 2003 to six cases in 2004, and then declined back to
three cases in 2005 (Figure 1).

« One case ended with fetal demise at 20 weeks of gestation. One male infant was born ill at 34 weeks
of gestation. One case was treated at 31 weeks of gestation and carried the pregnancy to term.

STRATIFIED DATA

Trends: Since 2002, the annual incidence of perinatal listeriosis has fluctuated, ranging from three to
seven cases (Figure 1).
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Seasonality: In 2005, the seasonality of perinatal )
listeriosis was slightly, though insignificantly, Figure2
earlier than the average annual incidence of the Number of perinatal listeriosis cases
previous five years; higher levels of incidence by month of onset
occurred between April and October, particularly in LAC, 1999-2005
August (Figure 2).
Age: During 2005, the average maternal and 8 21
gestational ages of perinatal cases at disease 3
onset (31 years and 28 weeks, respectively) were S
lower compared to those in 2004. é 1

P4
Sex: In 2005, one infant was identified as male,
the other two infants’ genders are not known. In 04
2004 and 2003, the male to female ratios were 2:3 Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
and 2:1, respectively. Month

02005 M Previous 5-year average

Race/Ethnicity: Similar to both 2003 and 2004, in

2005 67% (n=2) of the cases were Latino and 33%
(n=1) were White. In 2002, Latinos comprised 71% of the perinatal cases. 1999 U.S. Census data
documented 62.2% and 19.0% of all LAC live births were by Latino and White mothers, respectively.

Location: In 2005, two cases resided in SPA 4 (Hollywood-Wilshire and Northeast health districts) and
one resided in SPA 6 in the Southeast health district. Neither of these SPAs had any cases of perinatal
listeriosis last year.

Type of Delivery: One infant (33%) was delivered by caesarian section. One stillbirth was delivered
vaginally (33%). It is not known how the remaining case delivered her infant.

Outcome: There were no maternal fatalities. One (33%) neonate was stillborn at 20 weeks of gestation,
one (33%) was delivered sick at 34 weeks of gestation, and one (33%) was delivered healthy at full term
after treatment at 31 weeks of gestation.

Culture Sites: Listeriosis was culture confirmed in three mothers and one neonate. Among culture-
positive mothers, three (100%) mothers had L. monocytogenes isolated from blood only. In one of those
cases, both mother and infant had positive cultures of L. monocytogenes from blood.

Maternal clinical signs/outcomes: In 2005, all three mothers had fevers and three (100%) had sepsis.
Similar to the previous two years, all mothers were symptomatic and no mothers had meningitis.

Onset: In 2005, one infant was born alive but sick, one was born alive and healthy, and one was stillborn.

High-risk Foods: All three mothers reported eating at least one potentially high-risk food. Two women
(67%) ate Mexican-style cheese; the other woman reported eating unpasteurized gourmet cheese. Three
(100%) ate raw vegetables, one (33%) ate cold cuts or deli meats, all (100%) ate soft cheese, and one
(33%) ate yeast products (Table 1).

Risk factors: Only one mother had predisposing medical factors other than pregnancy. She had a history
of urinary tract infections and took iron medication which might have helped the L. monocytogenes
proliferate. The outcome of this case was stillbirth at 31 weeks of gestation.

Only one (33%) mother had traveled outside the United States during pregnancy. She was a recent
immigrant from Mexico and had given birth to a sick infant male at 34 weeks of gestation.
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PREVENTION

L. monocytogenes is found in soil and water.
Animals can carry Listeria without appearing

ill, which can result in contaminated foods of Table 1. High-risk Foods among Cases of
animal origin, such as meats and dairy Perinatal Listeriosis—LAC, 2005
products. In particular, studies have Risk foods Number Percent
implicated unpasteurized milk or milk Raw Fruit 3 100

products; soft cheeses (Mexican-style, Brie,

Feta, blue-veined, Camembert); undercooked Mexican-style Cheese 2 67
meat, such as beef, pork, poultry, and paté;  Other Cheese 2 67
and cold cuts from deli counters. Pregnant Raw Vegetables 3 100
WorTer} shr(])uld avltzjldb th‘[eset foo(;is. In Cold Cuts/ Deli Meats 1 33
particular, cheese sold by street vendors, or

obtained from relatives/friends in other ~ S°ft Cheese 2 67
countries where food processing quality  YeastProducts 1 33
assurance is unknown should be avoided by Raw Milk 1 33

pregnant women.

In addition, fruits and vegetables should be thoroughly washed. Uncooked meats should be stored
separately from vegetables, cooked foods, and ready-to-eat foods. Hands, utensils, and cutting boards
should be washed after handling uncooked foods. Leftover foods or ready-to-eat foods, such as hot dogs,
should be cooked until steaming hot before eating. Finally, although the risk of listeriosis associated with
foods from deli counters is relatively low, pregnant women may choose to avoid these foods or thoroughly
reheat cold cuts before eating.

Given the seasonality of perinatal listeriosis, prevention strategies should take effect before April.
Possible preventive methods include education during prenatal checkups, outreach to Hispanic/Latino
communities, and food safety notices at food and deli markets.

COMMENTS

Incidence of perinatal listeriosis in LAC is less than ten cases per year for the fifth consecutive year.
Prevention efforts should be targeted towards Hispanic and White women, especially with Hispanics
being the fastest growing segment of the LAC population. There were no perinatal cases associated with
outbreaks in 2005.

All isolates of L. monocytogenes are typed by pulsed-field gel electrophoresis (PFGE), a technique to
detect matching strains of various pathogenic agents. When matches between isolates from patients or
foods are detected, an investigation may be initiated. In addition, a solitary case occurring locally can be
linked by PFGE results to an outbreak occurring on a wider geographical scale. In 2005, there were no
cases of L. monocytogenes in LAC associated with a multi-jurisdictional outbreak identified in this
manner.

ADDITIONAL RESOURCES

General disease information is available from the CDC at:
www.cdc.gov/ncidod/dbmd/diseaseinfo/listeriosis_g.htm

General information and reporting information about this and other foodborne diseases in LAC is
available at: www.lapublichealth.org/acd/food.htm
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